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(603) 271-2161 State House, Room 102 . (603) 271-2785
Conecord, New Hampshire 03301

May 27, 2014

To the Members of the Fiscal Committee
of the General Court

The Chairman of the Fiscal Committee of the General Court, as established by
RSA 14:30-a, of which you are a member, has requested that you be notified that the
Fiscal Committee will hold a special meeting pertaining to, Laws of 2014, Chapter 3 (SB
413), An act relative to health insurance coverage, on Wednesday, May 28, 2014, at
1:00 p.m. in Room 210-211 of the Legislative Oftice Building.

Please find attached information to be discussed at that meeting.

() fhoind

Jeffry X. Pattison
- Legislative Budget Assistant

Sincerely,

JAP/pe
Attachments

TDD Access: Relay NH 1-800-735-2064



FISCAL COMMITTEE
SPECIAL AGENDA

Wednesday, May 28, 2014 in Room 210-211 of the Legislative Office Building

1:00 p.m.

OLD BUSINESS:

FIS 14-071 Additiona Information #3 Department of Health and Human Services — letter, dated
May 22, 2014, with commitment to remove coverage for non-emergency services provided in
hospital emergency department for the new adult populations under the NH Health Protection
Program

NEW BUSINESS:

(1)

(2)

Chapter 3 (SB 413), Laws of 2014, New Hampshire Health Protection Act:

FIS 14-071 Part #2 Department of Health and Human Services — authorization of the Section
1115 Demonstration Waiver Application

FIS 14-071 Part #2 Additional Information Department of Health and Human Services — bulleted

list of changes, updates and additions to the waiver application and appendices from the version
dated April 28, 2014 and version dated May 28, 2014

Date of Next Meeting and Adjournment

The next regular meeting of the Fiscal Committee is scheduled for Monday, June 9, 2014 at
10:00 am.



FIS 14-071
Additional Information #3
State of Netw Hampshire

DEPARTMENT OF HEALTH AND HUMAN SERVICES

129 PLEASANT STHREET, CONCORD, NH £3301-3857
603-271-9200 FAX: 603-271-4812 TDD ACCESS: RELAY NH 1-800-735-2964

NICHOLAS A, TOUMPAS
COMMISSIONER

May 22, 2014

The Honorable Mary Jane Wallner, Chairman
Fiscal Committee of the General Court

and Honorable Members of the Committee
Legislative Office Building
104 North State Street
Concerd, NH 03301

Dear Chairman Wallner and Members of the Committee:

We are writing to affirm the commitment of the New Hampshire Department of
Health and Human Services to proceed with public notice of a Medicaid State Plan
Amendment that will remove coverage for non-emergency services provided in hospital
emergency departments for the pew adult populations under the New Hampshire Health
Protection Program. \

The Department will submit the State Plan Amendment to the Fiscal Committee
within the next 60 days. Along with the State Plan Amendment, the Department will submit
all public comments received during the notice period.

Sincerely,

il A

Nicholas A. Toumpgs
Com_missioner

i gy

Director
Intergovernmental Affairs

The Department of Health and Hurman Services’ Mission is to Join communities and families in providing
opportunitios for citizens to achieve health and independence.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

128 PLEASANT STREET, CONCORD, NH 03301-3857
B03-271-8200 FAX: 603-271-4912 TDD ACCESS: RELAY NH 1-800-735-2964

NICHOLAS A, TOUMPAS
COMMISSIONER

May 28, 2014

The Honorable Mary Jane Wallner, Chairman
Fiscal Committee of the General Court

And Honorable Committee Members
Legislative Office Building
104 North State Street
Concord, NH 03301

Dear Chairman Wallner and Members of the Committee:

Reguested Action

Pursuant to the requirements of the New Hampshire Health Protection Act (SB 413), codified at
RSA 126-A:67, the New Hampshire Department of Health and Human Services requests approval of the
Section 1115 Medicaid Demonstration waiver that has been submitted to the Committee.

New Hampshire is requesting federal financial participation (FFP) for six proposed Designated
State Health Programs (DSHPs) focused on improving the payment and delivery of population health
programs, including mental health system reforms, oral health coverage for pregnant women and mothers
of young children and SUD workforce development. New Hampshire’s proposed waiver is entitled the
“Building Capacity For Transformation” waiver, in recognition of our effort to build new capacity for
substance use disorder, mental health treatment and population health efforts.

The final version of the waiver incorporates the public comments received by the Department.
This waiver will provide New Hampshire healthcare providers, including hospitals, community mental
health centers, rural health center, federally qualified health centers, substance use disorder providers and
others, with the ability to access significant new resources in order to provider critical services to New
Hampshire citizens.

Approved:

Je@ey A. Mebers !
Director, Intergovernmental Affairs

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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Executive Summary

The New Hampshire Department of Health and Human Services (DHHS) is applying for a Section 1115
Demonstration Waiver (Waiver} from the United States Departmient of Health and Human Services, Centers
for Medicare & Medicaid Services {CMS) to support the continuing reform of its Medicaid program and of
New Hampshire's heaith care del‘ivery system as a whole. The Waiver, titled Building Capacity for
Transformation, proposes to address:

o The fragility of the current behavioral health delivery system;

e The challenges facing the behavioral health delivery system in meeting the needs of individuals; and

o The fragmented delivery system for individuals with complex health needs.

The Waiver addresses these needs by:
¢ Ephancing and expanding existing programs;
o  (Creating new programs that support New Hampshire’s overall health care reform goals; and

» (Coordinating new and existing programs in order to focus holistically on the needs of the
individuals we serve.

Each Designated State Health Program (DSHP) included in the Waiver will demonstrate that by spending
Medicaid dollars differently, DHHS can improve access to needed services, provide better health outcomes,
and lower the cost of health care for New Hampshire citizens, The DSHPs complement New Hampshire's
overall health reform strategy, including the implementation of its Medicaid Care Management (MCM}
program and the expansion of health coverage under the New Hampshire Health Protection Program
(NHHPP), and are designed to reinforce other key New Hampshire initiatives including the State’s Ten Year
Mental Health Plan and the State Health Improvement Plan (SHIP).

The Waiver proposes six (6} specific DSHPs that:
1. Establish a‘community reform pool that stabilizes the carrent bekavioral health delivery system and
supports providers’ active participation 1n delivery system reform initiatives.

2. Implement components of its Ten Year Mental Health Plan and its December 2013 settlement
agreement with the Un_éied States Department of Justice (U.S. DOJ} for the State’s non-Medicaid
population, o

3. Enhance and sustain components of its System of Care/Family and Systems Together (F.A.S.T.
Forward) program that supports children and vouth with serious emotional disturbances (SED).

4. Administer a grant program that would fund workforce development initiatives focused on
substance use disorder {SUD) treatments and services.

5. Extend the current InSHAPE health promotion program to new providers and participants and
include a tobacco cessation component.

6. Establish an oral health pilot program for pregnant women and mothers of young children until their
child reaches his/her fifth birthday.

DHHS also requests authority to recognize Costs Not Otherwise Matchable (CNOM)} to help fund the
mmplementation of the proposed DSHPs. This action will not result in a loss of revenue or an increase in

3
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State funds associated with the Medicaid program. New Hampshire will maintain budget neutrality over the
five-year lifecycle of the Waiver, with total spending under the Waiver not exceeding what the federal
government would have spent without the Waiver,
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Building Capacity for Transformation Section 1115 Demonstration Waiver
Application

Overview

The New Hampshire Department of Health and Human Services (DHHS) is applying for a Section 1115
Demonstration Waiver (Waiver) from the United States Department of Health and Human Services, Centers
for Medicare & Medicaid Services (CMS) to support the continuing reform of its Medicaid program and of
New Hampshire’s health care delivery system as a whole. The Waiver, titled Building Capacity for
Transformation, proposes to address:

®  The fragility of the current behavioral health delivery system;

o The challenges facing the behavioral health delivery system in meeting the needs of individuals; and

» The fragmented delivery system for individuals with complex health needs.

The Waiver addresses these needs by:
¢ Enhancing and expanding existing programs;
» Creating new programs that support New Hampshire’s overall health care reform goals; and

¢ Coordinating new and existing programs in order to focus holistically on the needs of the
' individuals we serve,

New Hampshire is requestiri_g through this Waiver that CMS recognize Costs Not Otherwise Matchable
{CNOM) and provide matching funds that will be used to finance six (6) Designated State Health Programs
(DSHPs). The DSHPs complement New Hampshire’s overall health reform strategy, inctuding the
implementation of its Medicaid Care Management (MCM) program and the expansion of health coverage
under the New Hampshire Health Protection Program (NHHPP), and are designed to reinforce other key
New Hampshire initiatives, including the State’s Ten Year Mental Health Plan and the State Health
Improvement Plan (SHIP). New Hampshire’s overall reform strategy is based on achieving the Triple Aim
of improving the quality of health care, improving health outcomes of all New Hampshire residents, and

lowering health care costs. Each DSHP reflects New Hampshire’s commitment to the goals of the Tripke
Aim.

Introduction

This Waiver application presents the rationale and data supporting the urgent need for New Hampshire to
enact health care system reforms. It also documents how the proposed DSHPs complement New
Hampshire’s overail health reform strategy, which includes the implementation of a MCM program and the
expansion of health coverage under'the NHHPP. The application revises and builds upon the Concept Paper
submitted to CMS the week of April 14, 2014 and distributed for public comment on April 21, 2014, A draft
of this application was also posted for public comment.
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Section 1 - Program Description and Historical Context

Background and Current State

New Hampshire’s approach to health care
reform has four key corerstones, as
iliustrated in Figure 1. Each cornerstone
strategy focuses on the Tripie Aim of
improving the quality of care, improving the
health of New Hampshire’s residents, and
reducing the cost of health care. serving ihe whols-person

To improve popuiation |
haglthly y

throsglt erhianced,

Sret-SYSTRIe 2are
wouidingtion and

consumerdirestion.”

New Hampshire is currently

engaged in the comprehensive
reform of its Medicaid
program and health care

'~ dehivery system through
its MCM program. In December of 2013,
the State began the implementation of

- . . Figare 1. Cernerstones of New Hampshire Health Care Reform,
comprehensive state-wide managed care

through its MCM program. The MCM program is being impiemented by DHHS in three phases that
recognize the need to carefully design specialty services for vulnerable populations.

The first phase of the program included the enroliment of most of the Medicaid population. Individuals who
are dually eligible for Medicare and Medicaid (dual-eligibles) and those requuring long term services and
supports (LTSS), including nursing homes services, were permitted to opt out of MCM in this phase.
Currently, there are over 119,000 beneficiaries receiving health care coverage through three managed care
organizations {MCOs) in the MCM program.

The second phase of MCM implementation will be the enrollment of the new adult group under the
NHHPP, which 1s deseribed in more detail below.

The final implementation phase will require MCM enrollment for the dual-eligibles, those receiving
Medicaid community-based waiver services, and the inclusion of LTSS and nursing home services. Within
MCM, the MCOs are seen as change agents encouraging innovative payment and delivery reform within the
health care system. New Hampshire requires each MCO to submit a payment reform plan describing how
the MCO will engage providers in new and innovative payment and delivery strategies. Beginning in July
2015, the MCOs will have one percent of their capitation withheld, pending successful implementation of
their payment reform plans.

The DSHPs described in the Waiver are designed to support DHHS” broader MCM strategy that is focused

7
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on addressing the needs of MCM enrollees holistically and improving the coordination of care for enrollees
who are served by multiple systems of care. The first phase of the MCM program began the integration of
behavioral health care in the State. Phased implementation of MCM will continue to improve the integration

and access to needed services, with an emphasis on both mental heslth and substance use disorder (SUD)
treatment services.

In February 2013, CMS’s Center for Medicare and Medicaid Innovation {(CMMI) awarded New Hampshire
a State Innovation Model (SIM) Model Design grant to develop a State Health Care Innovation Plan and
associated delivery system reform and payment reform models. New Hampshire focused its SIM design on
models that would reform the provision of LTSS in the State. New Hampshire inciuded community mental
health services in its definition of LTSS and actively engaged mental health providers in the development of
the SIM plan. The reform goals developed through the SIM process include improving access to care,
promoting consumer directed care, and strengthening linkages to acute medical care services for persons
receiving LTSS across the continuum of care. New Hampshire is currently utilizing its State Health Care

Innovation Plan in the development of its approach to including individuals receiving LTSS and those
services in MCM.

New Hampshire estimates that nearly 50,000 newly eligible adults will receive health

benefits under the NHHPP. The NHHPP will be expanding health coverage in three

different ways: '

' * Through a Mandatory Health Insurance Premium Program (HIPP) that will help
eligible workers pay for employer-sponsored insurance through calendar year
2016; '

e Through a Voluntary Bridge to Marketplace plan that will offer coverage to eligible individuals
through either MCOs or Qualified Health Plans (QHPs) on the Federal Marketplace in calendar
year 2014; and '

¢  Through a Mandatory Premium Assistance Program that will provide coverage for eligible adults
through QHPs on the exchange beginning in 2016.

In addition, New Hampshire will be introducing a SUD benefit for the newly eligibie childless adult
population enrolled in the NHHPP. New Hampshire has seen an alarming increase in the abuse of
prescription and illegal drugs in the State such as heroin and other opioids, as has occurred across the pation.
This combination of an increasing need for screening and treatment services and the implementation of a
SUD benefit will have an impact on an already overburdened provider network. Moreover, there is a critical

need to support providers as they respond to this growing need for SUD services, both through training and
creating additional capacity.

1 The third cornerstone of New Hampshire’s comprehensive reform focuses on the
= behavioral heaith system. Efforts to reform this system at the agency, community, and
cross-agency levels are documented in three publications:
*  Addressing the Critical Mental Health Needs of New Hampshire's Citizens — A
Strategy for Restoration (Ten Year Mental Health Plan);
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s Transforming Children’s Behavioral Health Care: A Plan for Improving the Behavioral Health of
New Hampshire’s Children (Children’s Behavioral Health Plan); and

o Collective Action — Collective Impact: New Hampshirve's Strategy for Reducing the Misuse of
Alcohol and Other Drugs and Promoting Recovery aver the next 5 vears (Collective Action —
Collective Impact).

On September 22, 2008, DHHS released the Ten Year Mental Health Plan, the plan for the State’s public
mentai health system in the coming decade. The primary finding of the Taskforce that issued the Ten Year
Mental Health Flan is that “many individuals arc admitted to New Hampshire Hospital because they have
not been able to access sufficient services in a timely manner (a “front door problem™) and remain there,
unable to be discharged, because of a lack of viable community-based alternatives {a “back-door”
problem).”" In order to implement the community-based programs prescribed by this plan, the State is
making new investments in its mental health system for the first time in nearly a decade. The State’s current
Biennial Budget provides over $26 million in new funding for mental health programs and the State will be
mvesting an additional $65 million in new community resources over the next four fiscal years,

The recommendations in the Ten Year Mental Health Plan focus primarily on adults. To address the
children’s behavioral health system, the New Hampshire Children's Behavioral Health Coliaborative
convened to develop a plan to strategically address structural barriers and improve outcomes for children,
youth, and their families. In 2013, the Collaborative released the Children's Behavioral Health Plan to
transform the behavioral health system.? In 2011, DHHS was awarded 2 Substance Abuse and Mental =~
Health Services Administration (SAMHSA) System of Care planning grant, which was followed in 2012
with an implementation grant for the System of Care program titled Family and Systems Together Forward
(F.A.S.T. Forward) in New Hampshire. New Hampshire is now joining other states across the U.S. who are
implementing Systems of Care and improving the services offered to children and youth with serious
emotional disturbances (SED) to keep kids at home.

The third publication supporting behavioral health system reforms describes the State’s strategy for reducing

* the misuse of alcohol and other drugs and prometing recovery. The New Hampshire Governor’s
Commission on Alcokol and Drug Abuse Prevention, Intervention, and Treatment, established in 2000,
initiated a new sirategic planning process to identify key priorities, strategy areas, and activities to increase
the efforts to address alcohol and other drug misuse, resulting m its March 2013 strategic plan, Collective
Action - Collective Impact.®

" New Hampshire Departiment of Health and Human Services. "Addressing the Critical Mental Health Needs of New
Hampshire's Citizens - A Strategy for Restoration: Ten Year Mental Health Plan." 17 September 2008, 10 April 2014
<http://www.dhhs.ph.gov/debes/bbh/documents/restoration. pdf>,

? New Hampshire Children’s Behavioral Health Collaborative. "Transforming Children’s Behavioral Heaith Care: A
Plan for Improving the Behavioral Health of New Hampshire’s Children” 19 March 2013, 12 May 2014, <
http://www.nhdyouth.org/docs/defait-source/default-document-library/executive-summary-transf-child-beh-health-
care. pdf?sfvrsn=0>

? New Hampshire Department of Health and Human Services. "Collective Action — Collective Impact: New
Hampshire’s Strategy for Reducing the Misuse of Alcohol and Other Drugs and Promoting Recovery over the next 5
years (2013-2017). " 6 March 2013, 15 May 2014,

9
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As the fourth cornerstone to reform, DHHS recently released its SHIP that is the State’s
public health roadmap to guide health improvement work throughout New Hampshire.
The SHIP defines measurable objectives, recommended strategies for improvement, and

performance measures with time-framed targets for fen population health focus areas,
including tobacco use, obesity/diabetes, healthy mothers and babies, and the misuse of
aicohol and drugs. The SHIP aims to assist state and community leaders in focusing their work to improve

the public’s health and to promote coordination and collaboration among public health partners, which has
been reflected in the development of this Waiver.

Current Health Care Challenges

Despite each of the efforts toward overall health care reform discussed above, New Hampshire recognizes
challenges remain - especially in the behavioral health delivery system, namely:
s The current behavioral health delivery system is financially fragile;

» The ability of the behavioral health delivery system to expand to meet the growing needs of the
current Medicaid population and the needs of the NHHPP population is challenged by its fragility;
and :

e The delivery system for individuals with complex health needs is fragmented and behavioral health

and physical health providers have limited resources to make investments to develop new less
fragmented systems of care.

Behavioral heaith services play a critical role in New Hampshire’s health care delivery system. As depicted
in Figure 2, over 58 percent of adult Medicaid beneficiaries who received a Medicaid paid service in State
Fiscal Years (SFY) 2011 and 2012 had a mental health and/or SUD diagnosis. In comparison to adults,
roughty 20 percent of children and youth Medicaid beneficiaries who received a Medicaid paid service had a
mental health and/or SUD diagnosis. In total, 33 percent of Medicaid beneficiaries who received a Medicaid

paid service had had & mental health and/or SUD diagnosis; increasing by almost 1,000 beneficiaries from
the previous year .

<http://www dbhs.nh.gov/debes/bdas/documents/collectiveaction.pdf>.

10



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

Medicaid Beneficiaries who received 2 Medicaid Paid Service

Medicaid Beneficiaries under the Age of 19
Years in SFY 2012

Medicald Beneficiaries under the Age of 19
Years in SFY 2011

Adult Medicaid Beneficiaries in SFY 2012

Adult Medicaid Beneficiaries in SFY 2011

7 i T H T 1

0 20 40 60 80 100 120
Thousands
» Beneficiaries with Mental Health and/or SUT Dizgnosis e Total Beneficiaries

Figure 2. Medicaid Beneficiaries who received a Medicaid Paid Service.

A recent review commissioned by Governor Maggie Hassan of mental health provider issues in the State’s
largest city, Manchester, emphasizes a variety of contributing factors to a stressed mental health system:
“Ilack of public and private resources,] the economic downturn, increased substance abuse, reductions in
state hospital beds, reductions in psychiatric beds at New Hampshire hospitals, and reductions in community
based services”. While the review was focused on Manchester, the same contributing factors exist across the
State.* ’

As depicted 1n Figure 3, many children and adults are waiting far too long for mental health treatment,
creating an ongoing crisis for both patients and providers. During SFY 2014, on average 11 to 31 adults and
2 to 8 children were awaiting admission into one of New Hampshire Hospital’s 158 beds (the State’s only
psychiatric hospital), primarily from emergency departments across the State. ‘

Inpatient and residential alternatives to New Hampshire Hospital have diminished since the 1990. There
were 236 voluntary inpatient beds in 1990 across the State, 186 beds in 2008, and 177 beds in 2014.° A
Designated Receiving Facility (DRF) is a hospital-based psychiatric inpatient unit or a non-hospital-based
residential treatment program designated by the Commissioner of DHHS to provide care, custody, and
treatment to persons involuntarily admitted to the state mental health services system. The number of
community DRF beds has decreased dramatically in the 2000s from 101 to 18 in 2014, as have the number
of Acute Psychiatric Residential Treatment Program (APRTP) beds (from 52 to 16 ). Currently, the State
tacks regional capacity for inpatient voluntary and involuntary care. DRF or APRTP care is currently only

* Nadeau, Joseph P, Alexander P, de Nesnera and Michael K., Brown. "New Hampshire Mental Health Sentine] Event
Review Report.” January 2014. 2014 April 10 <http:/fwww.governor.nh. govimedia/mews/2014/documents/pr-2014-01-
28-mental-health pdf>.

* New Hampshire Department of Health and Human Services. "Addressing the Critical Mental Heaith Needs of New
Hampshire’s Citizens - A Strategy for Restoration: Ten Year Mental Health Plan." 17 September 2008, 10 April 2014
<htip://www.dhhs nh.gov/dcbes/bbh/documents/restoration. pdf>.

Additional information provided by New Hampshire Department of Health and Human Services, Bureau of Behavioral
Health Services on April 8, 2014,

i1
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available at four locations. DHHS has been forced to add capacity to New Hampshire Hospital, which is
costly and only addresses the issue of involuntary bed capacity. '

With few exceptions, acute care hospitals in the State have drastically reduced inpatient mental health care
services, many citing cost concerns. These trends have occurred in New Hampshire and nationally due to a
combination of factors, including changes in Medicare and Medicaid funding, and a growing uninsured
segment of the population. "The Medicaid reimbursements are so low, and the costs so high, that it just
became cost-prohibitive,” said John Clayton, spokesman for the New Hampshire Hospital Association.®

40 - Average Number of Adults and Children Awaiting Admission to New Hampshire
Hospital (158 beds) during State Fiscal Year 2014 to date

{2
th
]

Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14
& Count of Adults Awaiting Admission # Count of Children Awaiting Admission

Figure 3. Average Number of Adults and Children Awaiting Admission to New Hampshire Hospital,

This data, in addition fo the aforementioned report publications, suggests that there is an inherent need to
increase the number of behavioral health providers in the State, and to train and educate emergency
department staff on handling complex behavioral health needs of patients. With the addition of a SUD
benefit into the State’s Medicaid program and the addition of as many 530,000 NHHPP enrollees who will

need access to behavioral health services, the need for a stronger behavioral health system will only
intensify.

Similarly there is a need to improve how SUD treatments are delivered, and to increase the capacity of
hospitals, health systems, and/or community providers (e.g., community mental health centers (CMHCs),

federally qualified health centers (FQHCs), and rural health clinics. (RHCs) to evaluate and treat patients in
need of SUD services. '

New Hampshire has also recognized the need to promote the improvement of the overall health of
individuals with a persistent and/or severe mental illness (SMI}. According to Dr. Stephen Bartels, the

¢ Solomon, Dave. "NH mental health report: More beds needed." New Hampshire Union Leader 26 February 2014:
<htip://www.unionleader.comy/article/2013022 7/NEWS12/130229277/0/SEARCH>,
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director of Dartmouth’s Centers for Health and Aging and professor of health policy at the Dartmouth
Institute for Health Policy and Clinical Practice, a person with SMI has a life span that is, on average, 25 to
30 years shorter than a person in the general population.” For persons with a persistent and/or severe mental
illness staying physically healthy and fit is a special challenge; yet regular exercise and proper diet can be
key elements in recovering from a major mental or emotional illness.

The Department’s recent SH/P documents that tobacco use and dependence “remains the single most
preventable cause of death and disability in New Hampshire. Helping those who are tobacce dependent and
preventing kids from starting tobacco use can save many lives and heaith care dollars”.” This finding and its
implications for population health and health costs in New Hampshire is why DHHS has included proposals
to cover and enhance tobacco cessation services to vulnerable populations. For example, the rate of tobacco
use among people with mental iliness and/or SUD is 94 percent higher than among adults without these

disorders. Approximately 50 . ‘ . . .
Women in New Hampshire Who Report Smoking Cigarettes

percent of people with mental During pregnancy®

ilinesses and addictions use

tobacco, compared to 23 percent of 20
the general population. ' o 1B~
& i
According to 2011 New g 14 ' "
Hampshire birth data published in 12 4
the SHIP, 31.9 percent of pregnant 10 -

| 1 I I I f I 1
20056 2006 2007 2008 2009 2010 2011 2012

women receiving Medicaid
benefits smoke tobacco.” In
comparison with the overall New

] i Figure 4. Wemen in New Hampshire Who Report Smoking Cigarettes During
Hampshire population, 3.6

Pregnancy.
percent report smoking during

pregnancy — 26.3 percent of teenage pregnant women (up to 19 years of age) report smoking during
pregnancy and 13 percent of women age 20 or older report smoking during pregnancy. Smoking during
pregnancy is associated with higher risk for poor birth outcomes often requiring hospitalization for the
infant, mother, or both. The annual neonatal health care costs in New Hampshire attributed to smoking are

7 Dartmouth College, Office of Public Affairs. Dartmouth Now: Fitness Program for Mentally T)] Fxpands in New
Hampshire (Associated Press). 23 February 2012. 23 April 2014 <http:/now.dartmouth.edu/2012/02/fitness-program-
for-mentally-ill-expands-in-new-hampshire-associated-press/>,

¢ New Hampshire Department of Health and Human Services, Division of Public Health Services. "State Health
Improvement Pian 2013-2020: Charting & Course to Improve the Health of New Hampshire." December 2013.
<hitp://www.dhhs.nh. gov/dphs/documents/nhship2013-2020.pd >,

' National Council for Behavioral Health, National Behavioral Health Network for Tobacco & Cancer Control. n.d. 1
April 2014 <http://www.thenationalcouncii,org/consuiting-best-practices/national-behavioral-health-network-tobacco-
cancer-control/>,

' New Hampshire Department of Health and Human Services, Division of Public Health Services. "State Health
Improvement Plan 2013-2020: Charting a Course to Improve the Health of New Hampshire." December 2013,
<http://www dhhs nh.gov/dphs/documents/mhship2013-2020 . pdf>,
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estimated to be $585,000."

Population-based studies also demonstrate an association between periodontal diseases and adverse

pregnancy outcomes, diabetes, cardiovascular disease, and stroke.

. . . . Count of Pre-Term and/or Low
There is a known correlation between maternal periodontal disease Birth Weight Newborns Paid by
and preterm birth and/or low birth weight.”* Further research is Medicaid
needed to determine the extent to which these associations are 900
causal or coincidental. Smoking is a risk factor common to many
diseases; it may be a confounding factor that is complicating
apparent associations between periodontal disease and poor 700 4
pregnancy cutcome. A reduction i adverse birth outcomes and
associated costs, and a decrease of perinatal morbidity and
mortality would likely result from improving oral health during 500 4
pregnancy.®

800 -
600 -

400

The March of Dimes estimated that the average costs during the

first year of life for a premature and/or low birth weighi baby (less
than 37 weeks gestation and/or less than 2,500 grams) were more 200 4
than ten times higher than medical costs for a baby born at full

300

term ($55,393 versus $.’5,085).ls In SFY 2012, New Hampshire 109

Medicaid covered and paid $7.9 million for all services provided in 0 !

the first month of life for 780 low birth weight and/or preterm SFY 2011 SFY 2012
babies.'® See Figure 6 below for the past two SFYs. State Fiscal Year

= Low Birth Weight & Pre-Term
w Pre-Term Only
= Low Birth Weight Only

In addition to reducing costs associated with poor birth outcomes,
improving perinatal oral health also has potential to improve the

oral health of children. According to the Oral Health care During Figure 5. Count of Pre-Term and/or Low

Pregnancy: A National Consensus Statement. Summary of an Expert  Birth Weight Newborns Covered and Paid
Workgroup Meeting issued in collaboration with the U.S, DHHS by Medicaid.

Maternal and Child Health Bureau, evidence suggests most young children acquire bacteria causing dental

12 These amounts do not include health costs caused by exposure to secondhand smoke, smoking-caused fires,
smokeless tobacco use, or cigar and pipe smoking.

Y American College of Obstetricians and Gynecologists. "Committee Opinion No. 569: Oral He:dith care During
Pregnancy and Through the Lifespan." Obstetrics & Gvnecology 122 (2013): 417-22.

<http://www.acog org/Resources_And Publications/Committee Opinions/Committeg on_Health Care for Undersery
ed_Women/Oral Heaith Care During Pregnancy and Through the Lifespani!9>.

" Xiong, X, et al. "Periodontal disease and pregnancy outcomes: state-of-the-science.” Obstetrical & Gynecological
Survey 62.9 (2007): 605-15.
" March of Dimes. "Premature Babies Cost Employers $12.7 Billion Annually." 7 February 2014. March of Dimes
Releases New Report about the High Cost of Preterm Birth. 12 April 2014

<http://www.marchofdimes. com/news/premature-babies-cost-employers-127-billion-annually aspxs.

' Total cost of Medicaid services provided by DHHS to low birth weight and/or preterm babies in SFY2012 calculated
and provided by Milliman on Aprii 13, 2014,
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decay or cavities from their mothers, such as when sharing a spoon or food."” There is a correlation between
improved oral health and reduced costs for dental treatment in children whose mothers receive routine
dental care. '® The healthier the mother’s mouth, then the longer the initial transmission of tooth decay-
causing bacteria is delayed and the more lkely children are to establish and maintain good oral health,

In the past two SFYs, the annual Medicaid cost for young children who are hospitalized and receive dental
services exceeds $600,000 as seen in Figure 6. In New Hampshire, visits related to non-traumatic dental
conditions increased significantly in emergency departiments from 2001 to 2007, from 11,067 in 2001 to
16,238 in 2007." Improving women’s oral health during pregnancy and throughout her child’s early
childhood may decrease hospital and emergency departinent utilization and the costs associated with
treatment for early childhood tooth decay and cavities.

SFY 2011 666 | 678 $609,555 | 20,653 $899.05 $11,978.21
SFY 2012 620 629 $673,512 1 26,736 $1,070.77 $8,581.56

Table 1. Medicaid Paid Claim Summary of Facility Costs for Children Under Age Six Years Receiving Dental
Services on the Same Day.

Demonstration Objectives, Hypotheses and Evaluation

Based upon the delivery system challenges outlined above, DHHS developed six DSHPs that it is seeking
CMS funding through this Waiver, These DSHPs also focus on encouraging collaborative partnerships
among a wide range of providers to improve the coordination and delivery of care for the many individuals
who have complex co-occurring conditions.

Through the statewide DSHPs, DHHS is seeking to improve access to quality, affordable health care by:
» Encouraging providers to build an integrated health care delivery system at the local ievel by
establishing a community reform pool that would support providers” active participation in

" Oral Health care During Pregnancy Expert Workgroup. 2012. “Oral Health care During Pregnancy: A National
Consensus Statement.” Washington, DC: National Maternal and Child Oral Health Resource Center. April 2014
<http://www.mchoralhealth.org/PDFs/OralHealthPregnancyConsensus. pdf>.

' Children’s Dental Health Project and National Institute for Health care Management Research and Educational
Foundation. "Improving Access to Perinatal Oral Hezlith: Strategies and Considerations for Health Plans." July 2010,
Issue Brief April 2014 <http://www.anihem.org/pdf/NIHCM-Oraltieslth-Final pdf>,

American Academy of Pediatric Dentistry. Guideline on Perinatal Oral Health care. Chicago, IL: American Academy
of Pediairic Dentisiry, 2009,

% Facility Costs for Children Under Age 6 Receiving Dental Services on the Same Day Paid by New Hampshire
Medicaid in State Fiscal Years 2011 and 2012 provided by Milliman on April 30, 2014,
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system reform initiatives.

Expanding community-based mental health services for the State’s non-Medicaid population in
accordance with the Ten Year Mental Fleaith Plan and its settlement with the U.S. DOJ, now
referred to as the Community Mental Health Agreement (CMHA).

Enhancing community-based mental health services and process under the System of Care/
F.A.8.T. Forward program for children and youth who are considered having SED and are at-risk
for multi-agency involvement.

Improving the service delivery of behavioral health services, especially in emergency
departments, by offering financial resources for workforce development.

Expanding and strengthening the SUD provider network at a time when a new benefit is being
implemented and SUD ireatment and services hecome accessible to over 50,000 newly eligibie
mdividuals.

Promoting healthy behaviors and improved health outcomes by expanding the InSHAPE
program to new providers and participants and inchuding tobacco cessation as a component for
participants who smoke.

Increasing access to dental services, tobacco cessation, and oral health education by establishing
a pilot program for pregnant women and mothers of young children.

The State will submit to CMS for approvai an evaluation design for the Waiver no later than 120 days after
CMS approval of the Waiver. The overarching hypothesis behind the Waiver is that impliementation of the
six DSHPs will result in better care and better health for the Medicaid population , and wiil dramatically
reduce both physical health and behavioral health inpatient expenditures. More specifically, the State will
test the following research hypotheses through this Waiver;

Maintaining and increasing access to mental health services will lead to improvement in the
overall health status of the Medicaid population;

Supporting community-based delivery system reforms will result in improved access to
behavioral health and physical health services for adults and children;

Increasing SUD workforce development opportunities for health care providers will result in the
increased capacity to provide needed SUD treatments and services;

Expanding successful community public health programs statewide will improve health and
wellness of those who participate; and

Offering dental coverage to pregnant women and mothers until their child’s fifth birthday will
reduce the frequency of low birth weight babies, babies bom with complications, and improve
the dental health status of mothers and their young children.

These outcomes will be defined and measured throughout the length of this Waiver. The State’s evaluation
design for the Waiver will:

L]
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Test the hypotheses described above;

Describe specific outcome measures that will be used in evaluating the impact of each
demonstration-related program during the period of approval;

Detail the data sources and sampling methodologies for assessing these outcomes;
Describe how the effects of all demonstration-related programs will be isolated from other
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initiatives occurring in the State; and

o Discuss the State’s plan for reporting to CMS on the identified outcome measures and the
content of those reports,

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
Waiver.

Section II — Designated State Health Programs

New Hampshire’s DSHPs are vehicles for
stabilizing a fragile delivery system and mvesting in
new models of supporting coordinated systemic
care and quality improvements among the wide

Community Reform Pool
Community Based Mental Heaith

variety of providers. DSHPs will be directly Services
. ; ; ; ey e b . Community Based Mertal Health
zespons?ve to the needs al'l(.i characteristics of the Servioes for Children and Youth
populations and communities served by each _ . Substance Uss Disorder (SUD)

- provider or health system. In order to align with the Workforce Development
State’s healih care reform approach and SHIP, New - Expand the inShape Program

Oral Health Pilot Program for Pregnant

Hampshire is seeking to move the cost and quality Women

curve in four focus areas. The descriptions for each
DSHP proposed within this Waiver are on the
following pages.

Figure 6. DSHP Activities by Focus Area,

Establish a Community Reform Pool

DHHS proposes 1o establish a community reform pool that would support New Hampshire providers in their
active participation in the behavioral health delivery system and their investment in system reform
initiatives. This reform pool would encourage hospitals, health systems, commmunity providers, and/or SUD
service providers to maintain and expand quality services and to build an integrated physical health and
behavioral heaith system at the local level. DHHS envisions that in-state providers could receive higher rates
of reimbursement and/or additional pool payments based upon their participation, whick would occur
through the following five components:
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A hospital or community provider would receive this payment if it pledges to
maintain access to the mental health and/or SUD related services at current
levels,

1. Capacity- . _ . .

Retention This payment would be 10 percent of the hospital or community provider’s

Payments existing Medicaid ¢laim payments for mental health and/or SUD related
services. The payment would be calculated based on the previous year’s paid
claims. This payment would be in place each year of the five year waiver
program.

2 Capacity- If a hospital, health system, community provider, or SUD service provider

Expassion expands its physical capacity to provide meptal health and/or SUD related
services, DHHS would increase reimbursement for those services provided

Payments

through the new “unit” by 25 percent for three years.

3. New Service
Payments

If a hospital, health system, community provider, or SUD service provider
adds inpatient or outpatient mental health and/or SUD related services, DHHS

would increase reimbursement for those services by10 percent for three years.
» Hstablish a pool for DHHS to fund grant applications from hospitals, health
systerns, or community providers to form pilots related to improving the
delivery and coordination of physical health, menta! health, and/or SUD
Pool treatments and services.

» Grant applications would be evaluated by DHHS based upon a defined set of
criteria.

4. Pilot Program

s Establish a pool that would begin to provide financial incentives in Year 3 of
the demonstration, based upon a hospital, health system, and/or community
provider’s achievement of defined outcome measurements.

Incentive Pool » This incentive pool would be funded by a 20 percent holdback in all four

' components of this broader community reform pool.

t » These hold backs would begin to accrue in Year 2 of the demonstration.

5.Provider

Table 2. Five Components of Community Reform Pool.

As deseribed in the Ten Year Mental Health Plan, “Expanding capacity within local general hospitals would
allow people to be treated in their own region makes more sense. Inpatient care has diminished because this
care is not financially viable for providers.” This Waiver presents an opportunity for health care entities to

reassess the feasibility and viability of expanding capacity or offering new services for those with mental
health and/or SUD needs.

Implementing these reform pool components together enables them fo reinforce each other and create more
momentum for strengthening New Hampshire’s health care delivery system while bending the cost curve.
The proposed changes to funding for hospitals, health systems, community providers, and/or SUD service
providers under the Watver will impact over 271 providers that receive payments for mental health and/or

18



New Hampshire Department of Health and Human Services
Building Capacity for Transformation Section 1113 Demonstration Waiver Application

SUD services under the Medicaid State Plan. Enhanced payment rates promote marketplace sustainability
and Incentivize adding capacity into the behavioral health delivery system, thereby sustaining the expanding
individual insurance market as a result of the Affordable Care Act (ACA) and New Hampshire’s partnership
with the Federal Marketplace.

The fourth component of the reform pool establishes a pilot program pool to fund grant applications
submitted by providers to form pilots related to improving health care delivery and care coordination,
especially for individuals with physical and behavioral health co-occurring disorders. It presents an
opportunity for health systems and providers to address pressing issues in their communities and propose
their own tailored solutions. DHHS would solicit and approve a wide variety of pilot program proposals
across the State. Suggested pilot program may focus on, but are not limited to, delivery of physical health
and behavioral health services at the local level. Based upon input from stakeholders obtained in the
development of this Waiver application, New Hampshire will consider the following projects and
interventions for pilot programs proposed from providers. Please note the list of pilot programs is not
exhaustive.

+ Alternative Delivery Models to increase access to services with emphasis on meeting the
behavioral health and physical health needs of the NEFHPP populations

o Telehealth Delivery Models to increase access to services and improve coordination of
~ behavioral and physical health services

e Care Models to support MCM Step 1 Initiatives, for exampie:
— Patient Center Medical Homes
- Diseasc-specific programs

¢ Care Models to support integration of behavioral health, physical health, and long-term care, for
example:

Health Homes

Co-occurring Disorders/Comorbidity Specific Programs

Coordination of behavioral heaith/physical health/LTSS

In-Home technology

H

}

e

o Quality Improvement projects related to behavioral health

e Initiatives to support SHIP
- Preference to mental health focused proposals
— Preference to newly insured focused proposals
— May include programs focused on reducing svicide deaths

~ May include programs improving access to oral health services

Table 3. Community Reform Pool Pilot Program Pool.

For each grant application put forth for the pilot program pool, providers would be required to describe their

pilot program, discuss intended outcomes and populations served, and present outcome measures, This
19
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component is also directly linked to New Hampshire’s overarching interest in encouraging payment and
delivery reform within the health care system. Within the design of its MCM program, New Hampshire has
created an innovative payment reform incentive poo! where each of the MCOs is required to submit a
payment reform plan detailing how it will engage providers in new and innovative payment and delivery
strategies to improve the delivery and coordination of care. Beginning in July 2015, the MCOs will have one
percent of their capitation withheld and then paid back if the MCO successfully impiements its plan. Tt is
anticipated that a number of providers will use this pilot pool to support the implementation of payment and
delivery reform strategies developed in conjunction with the MCOs.

The fifth and last component is a provider incentive poo! that would begin to provide financial incentives in
Demonstration Year (DY) 3, based upon the provider’s ability to meet defined outcome measurements. This
pool would be funded by withholding 20 percent of community reform pool payments in the previous
demonstration year. Payments would be at-risk if providers do not achieve outcomes. Improvements wiil
drive whether or not the provider benefits from the incentive pool. New Hampshire recognizes that
providers will need to prepare and adapt to new outcome-based payment structures proposed under the
Waiver. In DY 1, providers would receive all payment amounts from the abovementioned components of
the community reform pool. Beginning in DY 2, 20 percent of payments from the broader community
reform pool will be withheld from each provider, and each provider will bave the opportunity to earn back
their 20 percent in the following year if outcome measures are achieved.

The community reform pool components will help fund delivery system and payment reforms that will lead
to increased accountability and lasting improvements in health care delivery across New Hampshire.
Payments from this pool will help providers prepare to meet new coverage demands beginning in 2014.
Hospitals, health systems, community providers, and/or SUD providers eligible to receive funding from the
~ payment pool must have contracts with at least one Medicaid MCO. Additionally, beginning in 2016
eligible providers must have contracts with at least one QHP offered on the New Hampshire Marketplace
that is enroiling Medicaid eligible members who are receiving premium assistance from DHHS.

All of the abovementioned payments will be in the form of supplemental payments. The expenditure plan
showing the aliocation between reform pool components over the five-vear waiver period is included in
Appendix G and Appendix H.

Enhance Community-Based Mental Health Services

In 2008, a collaborative taskforce between DHHS, New Hampshire Hospital, Bureau of Behavioral Health,
and the Community Behavioral Health Association convened to identify the critical mental health needs of
New Hampshire’s citizens and to assess the current status of publicly funded mental hezlth services and to
make recommendations regarding additional services and supports that are critical to meeting the needs of
New Hampshire’s citizens. Among the areas identified as necding attention were housing and residential
supports, more community supporis to prevent hospitalization, mental health workforce retention and
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development, capacity for community based inpatient psychiatric care, services for special populations, and
an increase in Assertive Community Treatment (ACT) teams. '

The taskforce recommended that group homes, which provide consumers with a safe, supportive living
environment, be developed and used as an altemative to state mental health facilities, including New
Hampshire Hospital and the Glencliff Home (a State-owned and -operated nursing facility for people with
mental illness). However, since the report publication, the number of group home beds has diminished by 13
percent. In 2008, the New Hampshire Bureau of Behavioral Health identified 203 residential group home
beds available to serve the approximately 7,000 adults with serious and persistent mental illness in New
Hampshire.” In 2014, the number of residential group home beds available dropped to 177.

The following are the components of the Ten Year Mental Health Plan approved in the SFY 2015 budget
for which the State 1s seeking Federal Financial Participation (FFP).

+  ACT - Multi-disciplinary teams of professionals are available around the clock and provide a wide
range of fiexibie services, including case management, medication management, psychiatric
services, assistance with employment and housing, substance abuse services, crisis services, and
other services and supports to allow individuals to live independently in the community. DHHS
contracts with CMHCs to expand ACT teams for adults and children.

s Crisis Respite Beds - DHHS contracts to provide two peer-run crisis respite beds in Nashua,

o APRITP Cypress-like DRF model - DHHS recently released a Request for Proposals (RFP) seeking
vendors to provide short-term crisis stabilization services, as an alternative to hospitalization, in a
secure, safe, community setting by developing a 16 bed APRTP. This new APRTP will provide
services on a statewide basis to individuals m psychiatric crisis but who require a level of care
different than that offered by New Hampshire Hospital. An APRTP is also a DRF and provides a
critical resource in accepting individuals who require a voluntary or involuntary admission, New
Hampshire currently has one APRTP in the Manchester area. This will enhance the ability of the
statewide system to improve the quality of life for adults with mental health needs, as well as reduce
the need for long-term inpatient care.

s Expand the Referral Education Assistance & Prevention (REAP) Program — The New Hampshire

~ Bureau of Elderly and Adult Services, in conjunction with the Seacoast Mental Health Center,
CMHCs statewide, and other DHHS partners, administers a statewide REAP program offering free
and confidential counseling and educational services to help older adults who are experiencing or
are at risk of SUD or mental health issues. The REAP Program is recognized as a national model
using evidence-based practices.”

* New Hampshire Department of Health and Human Services, Bureau of Behavioral Health Services. "Community
Mental Health Services Block Grant Monitoring Report." 4 August 2009. 10 Aprit 2014
<http://www.dhhs.state.nh.us/debes/bbh/documents/monitoring09.pdf>.

 New Hampshire Department of Health and Human Services. "Addressing the Critical Menta{ Health Needs of New
Hampshire's Citizens - A Sirategy for Restoration: Ten Year Mental Health Plan." 17 September 2008. 10 April 2014
<http:/fwww.dhhs.nh.gov/debes/bbh/documents/restoration. pdf>,

 New Hampshire Department of Health and Human Services, Bureau of Elderly and Adult Services. "New Hampshire
State Pian on Aging —2012-2015." 26 Aupust 2011, 14 May 2014

<htip://www.dhhs.state.nh us/debes/beas/documents/stateplan. pdf>.
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In December 2013, the New Hampshire Department of Justice entered into a comprehensive settiement
agreement, currently referred to as the CMI4, of the class action lawsuit, Amanda D, et al. v. Margaret W.
Hassan.”, Plaintiffs were represented by counsel inciuding the Disability Rights Center and the U.S. DOJ
against the State of New Hampshire on behalf of a class of New Hampshire residents with SMI who alleged
were unnecessarily institutionatized in New Hampshire Hospital or Glencliff Nursing Home, or were at
serious risk of unnecessary institutionalization in hospitals, emergency departments, or prisons. The
intention of the CMHA 1s to expand and enhance mental health service capacity in integrated community
settings within New Hampshire’s mental health system.

According to the U.S. DOJ Civil Rights Division, “The Agreement will enable a class of adults with serious
mental illness to receive needed services in the community, which will foster their independence and enable
them to participate more fully in cornmunity life. The expanded and enhanced community services will
significantly reduce visits to hospital emergency departments and will avoid unnecessary institutionalization
at State mental health facilities, including New Hampshire Hospital {the State’s only psychiatric hospital)
and the Glencliff Home (a State-owned and -operated nursing facility for people with mental illness).>™
New Hampshire secks federal funds to enable New Hampshire to implement components of its Ten Year
Mental Health Plan and the CMHA. Specifically, DHHS is proposing to use DSHP funding to help
implement activities and services for the State’s non-Medicaid population that are not currently matched for
FFP. In addition to adding ACT teams and supportive housing similar to those described in the Ten Year
Mental Health Plan, the following are central components of the CMHA summarized by the Disabilities
Rights Center and the U.S. DOJ Civil Rights Division for which the State is seeking federal financial
assistance. 2%

s Mobile Crisis Teams — These teams are able to respond 1o individuals in their homes and
communities 24 hours a day and include access to new crisis apartments, where individuals
experiencing a mental health crisis can stay for up to seven days, as an alternative to hospitalization.
Under the CMHA, New Hampshire will create three mobile crisis teams, with accompanying crisis

apartments, to help divert people experiencing mental health crises from emergency department and
New Hampshire Hospital.

* Amanda D, et al. v. Margaret W. Hassan; United States v. New Hampshire. Civ, No. 1:12-cv-53-SM. United States
District Court for the District of New Hampshire. . Class Action Settiement Agreement filed 12 February 2014, <
http://www.dhhs state.nh.us/debes/bbh/documents/approved-agreement. pdf>.
» 1J.S. Department of Justice, Civil Rights Division, . "New Hampshire ADA Mental Health Settlement Fact Sheet." §
January 2014, dmanda D, et al. v. Margaret W, Hassan; United States v. New Hampshire. Ciy. No. 1:12-cv-53-8M. 10
April 2014 <http:/fwww.ada.gov/olmstead/documents/nh-fact-sheet. pdt>,
% Disabilities Rights Center, Inc. "Press Release: Federal Judge Approves Class Action Settlement Expanding Mental
Health Services." 12 February 2014, 10 April 2014

- <http:/fwww drenh.org/pressrelease2 12 14judgeissuesfinalorder. pdf=. :
T8, Department of Justice, Civil Rights Division, "New Hampshire ADA Mental Health Settlement Fact Sheet." 8
Tanuary 2014, Amanda D., et al. v. Hassan, et al.: United States v. New Hampshire, No, 1:12-CV-53 (SM). 10 April
2014 <hup:/~www.ada.gov/olmstead/documents/nh-fact-sheet.pdf>.
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s Quality Assurance and Performance Improvement — New Hampshire will develop and impiement a
quality assurance and performance improvement system that emphasizes the use of client-level
outcome tools and measures to ensure that individuals are provided with sufficient services and
supports of good quality. The goal is to help individuals achieve increased independence and greater
integration’in the community, obtain and maintain stable housing, avoid harms, and decrease the
incidence of hospital contacts and institutionalization.

o Independent Monitor — For the CMHA, an expert reviewer will assess the State’s implementation of
and compliance, provide technical assistance, and mediate disputes.

Below is a table of the activities for the State’s non-Medicaid population in SFY 2015 that are not currently
matched for FFP.
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nds Request

ACT - 4 adult teams Ten Year Mental Health Plan $456,000 $228,000
ACT - 6 child teams Ten Year Mental Health Plan $840,000 $420,000
Housing Bri id ! F

ousing Bridge Subsidy | Ten Year Mental Heqlth Plan $1,090,000 §545.000

Program

- i b /

DRF Comx‘numty Ten Year Mental Health Plan $675,000 $337.500

{Cypress like model)
2 Peer-run Crisis Respite | Ten Year Mental Health Plan $150,000 $75,000

Beds '
Residential - 62 beds Ten Year Mental Health Plan $310,000 $155,000
Expand REAP Program Ten Year Mental Health Plan $100,000 ' $50,000
ACT - Bring 11 current | : ] ' | .

Adult ACT teams to CMHA $1,280,000 $640,000

fidelity
ACT - Add 12th and 13th CMHA

3,000

Adult ACT teams §113,00 _ 536,500
Mobile Crisis Teams CMHA $88,500 $44,250
Community Crisis CMHA $256.950 $128,475

Apartments

- - s

Housing Bridge Subsidy CMHA $817.500 5408.750

Program
Quality Assurance CMHA $101,816 $50,908
Expert Reviewer | CMHA $175,000 $87,500

Table 4. Unmatched Funding Ameunt in State Fiscal Year 2015,

The CMHA will provide people with SMI in New Hampshire, both Medicaid and non-Medicaid, with robust
community alternatives that will reduce or eliminate the need for hospitalization. CMHA requires the State
to create and expand services over the next six years.”® An independent expert reviewer will evaluate the
State’s compliance with the agreement and will issue public reports on the state’s ongoing implementation
efforts. The services included in the settlement agreement are proven, cost-effective measures that lead to

#ys. Department of Justice, Office of Public Affairs. News Release: Justice Departiment Reaches Settlernent with
State of New Hampshire to Expand Community Mental Health Services and Prevent Unnecessary Institutionalization.
1% December 2013, 12 April 2014 <hitp://www justice.gov/opa/pr/2013/December/13-crt-1347 html>.
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recovery and the ability of people with SM1 1o live successful and fulfitling lives in the community.

Sustain Community-Based Services for Children and Youth under the System of
Care/F.AS.T. Forward Program

For the past two years, DHHS has been impiementing a System of Care program called F.A.S.T. Forward
for children and youth with SED. A System of Care is “a spectrum of effective, community based services
and supports for children and youth with or at risk for mental health challenges and their families, that is
organized into a coordinated network, builds meaningful partnerships with families and youth, and
addresses their cultural and linguistic needs, in order to help them to function better at home, in school, in
the community, and throughout life.” Services include:

s Coordination and connection to natural community supports;

¢ In-home supports;

*  Respite;

s Mobile crisis intervention and support; and

. Short-term residential treatment/therapeutic-level foster care.

Development of the System of Care/F.A.S.T. Forward program was made possibie by planning and
implementation grants from the U.S. Department of Health and Human Services SAMSHA. This work
started as an initiative of the New Hampshire Children’s Behavioral Health Collaborative, 2

The latest SAMSHA grant is being used to develop a System of Care/F.A.S.T. Forward infrastructure for
children and youth with serious emotional and behavioral health challenges and their families, The
infrastructure development will expand the array of supports for children and youth who are invoived in two
or more systems and who are at risk of out of home placement. Most services included in New Hampshire’s
Systern of Care Service Array are covered currently by Medicaid, but not all, In order to ensure successfil
and sustainable implementation of Systems of Care Service Array, DHHS proposes a new Medicaid benefit
to cover those services required for the Service Array that not currently covered by Medicaid, specifically
wraparound team meeting participation, respite care, flexible spending, mobile crisis response and
eventually wrap around facilitation and care coordination,

System of Care/F.A.S5.T, Forward in New Hampshire will use a high fidelity wraparound approach, which
supports the System of Care guiding principles. The New Hampshire Division for Children, Youth and
Families (DCYTF) is responsible for developing and implementing an enhanced service array, braiding
together traditional services offered by CMHCs and DCYF to create a more efficient and cost-effective
system, and managing WRAP Facilitators who will act ag care coordinators with children, youth, and
families statewide. '

** New Hampshire Children’s Behavioral Health Collaborative, "Transforming Children’s Behavioral Health care: A
Plan for Improving the Behavioral Health of New Hampshire’s Children” 19 March 2013, 12 May 2014, <
hitp:/iwww nhdyouth.org/docs/default-source/default-document-library/executive-summary-transf-child-beh-health-
care.pdf?sfvrsn=0>.
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DCYF anticipates beginning to serve children and youth in 2014 under System of Care/F.A.S.T. Forward.
Services in the Service Array covered currently by Medicaid, either through CMHCs or DCYF include:

*  Assessment and diagnostic evaluation s Therapeutic Day Treatment: after schoel

¢« Outpatient Therapy: Office based, programs -
individual, group and family therapies »  DCYF ISO In Home supports

*  Medication management s  DCYF Home Based Therapeutic

»  Pgychiatric/medication consultation Support

o Community Youth Mentor/Behavioral e  DCYF Child Health Support/Parent
Alde Service Aide

¢  School-based behavioral health services e  Crisis Stabilization: out of home

e Substance abuse intensive outpatient »  Therapeutic Foster Care: ISO foster care
‘treatment *  Residential Treatment

»  Substance use disorder support services ¢  Family Support and Education

e  Youth Peer Support

There are several critical services for System of Care/F.A.S.T. Forward not covered currently by SAMSHA
grant funding or by New Hampshire Medicaid. Within this Waiver, DHHS proposes a new Medicaid benefit
to cover these services for those enrolled in System of Care/F.A.S.T. Forward.

s Wraparound team meeting participation: Billing for participation in a child/youth’s wraparound
team meetings for both clinical providers and family and peer support providers.

¢ Respite care: Short-term planned respite care out of home in either a licensed foster home, 1SO level
foster home or a residential group home, depending on the need of the child.

» Flexible spending: Flexible funds are available for enrolled System of Care/F.A ST, Forward
families. Flexible funds are to be used as one-time payment for things that create barriers to
accessing services and supports in the community or may cause a need for a higher level service if
not addressed early.

* Mobile Crisis Response: Mobile Crisis Respense services are available for child/youth and families
enrolled in System of Care/F.A.S.T. Forward 24 hours per day. This mobile crisis response is
intended to be delivered face to face at the family’s home or community.

Currently, the SAMSHA grant provides funding for wrap around facilitation and care coordination, which is
standard for every child/youth and family participating in System of Care/F.A.S.T. Forward. However, the
grant is scheduled to expire in October 2016. Therefore, DHHS proposes to include wrap around
facilitation/care coordination as a covered service under this new System of Care/F.A.S.T. Forward
Medicaid benefit once the implementation grant from SAMSHA expires. The care coordinator assists the
child and family to access mental health, social services, educational information, and other services and

supports that may be available in their community, and support the child/youth/family needs in meeting the
‘needs and objectives of the Plan of Care.

By providing financial resources to fund and sustain all services inciuded in the System of Care Service
Array, New Hampshire will be able to achieve the following key outcomes for the child/youth and family
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involved and at the system level:
e Increased family involvement in planning and service delivery;
© Access to an enhanced service array;
¢  Reduced rates of psychiatric hospitalizations;
¢« Improved clinical outcomes;
s  Reduced need for child protection and juvenile justice; and

¢ Increased empowerment and self~advocacy. Average Score of Mental Health

Professional Shortage by County in New

\ . ‘ Hampshire™
Invest in Behavioral Health Workforce Development

One of the State’s population health focus areas, as outlined in
the SHIP and Collective Action — Collective Impact, is to
address substance misuse by reducing the non-medical use of
pain religvers and drug-related overdose deaths in the State.

Meeting these goals will require a stronger workforce capable
of providing enhanced behavioral heaith treatments and
services and addressing behavioral health co-occurring
disorders. To address this need, DHHS proposes a grant
program that would fund training education and worlforce
development programs focused on behavioral health
treatments and services. New Hampshire is experiencing
shortages of psychiatrists and other treatment staff. Over one-
third of New Hampshire is designated a “mental health
professional shortage area” by the Health Resources Services
Administration.”* Figure 10 shows the degree of mental health
professional shortage area across New Hampshire. According
to the Ten Year Mental Health Plan , the availability of
adequately trained staff is a significant challenge that directly
affects service quality in both inpatient and outpatient settings,
in addition to staff wages and staff aumover. This challenge
will increase with the advent of a SUD treatment benefit in
July 2014 for enrollees in NFHPP. Color Scale of Average Scores
0 19

To access this funding pool hospitals, health systems, The higher the score, the greater the priority
for assignmeut of clinicians,

No Mental Health Professional Shortzge

community providers and/or professional associations will
submit proposals and funding requests to DHHS for review

Figure 7. Average Score for Mental Health
Professional Shertage Area by County.

** Heaith Resources and Services Administration. Health Professional Shortage Area Data Download. 12 April 2014
<htip://datawarehouse hrsa. gov/data/datadownload/hpsaDownload. aspx>.

*' New Hampshire Departiment of Health and Human Services, "Addressing the Critical Mental Health Needs of New
Hampshire’s Citizens - A Strategy for Restoration: Ten Year Mental Health Plan.” 17 September 2008, 10 April 2014
<attp://www.dhhs.nh.gov/debes/bbh/documents/restoration.pdf>.
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and approval.

Curriculum components may include, but are not limited to:
»  Crisis intervention;
» Crisis stabilization;
«  Emergency Departments and related continuum of care;
+ Related mental health co-ocewrring disorders;
s Neonatal abstinence syndrome (NAS);
¢  Alcohol abuse;
+  Adolescent use of marijuana; and
» Prescription drug abuse.

The proposed initiative would promote improved access and quality of care by supporting the development
of the health care workforce. By using an application approach with providers, this program would
incentivize hospitals, health systems, community providers and/or professional associations to create and
customize behavioral health workforce training programs to attract and stabilize their workforce.

This fraining grant would be administered by DHHS, and payments would be specific to each award.

Funding for activities related to this behavioral workforce development inifiative will be distributed directly
by DHHS.

Expand the InSHAPE program

For persons with a persistent and/or severe mental illness staying physically healthy and fit is a special
challenge; yet regular exercise and proper diet can be key elements in recovering from a major mental or
emotional iliness. To address this challenge, New Harnpshire launched an InSHAPE health promotion
program in 2004 that brings the benefits of exercise and a heaithful way of living to individuals facing these
concerns.” In order to scale this program further, DHIHS proposes expanding the InSHAPE program to
additional populations and additional provider settings. In addition to the focus on improving cardiovascular
health by reducing obesity, DHHS proposes adding a tobacco cessation component to InSHAPE, This
DSHP would establish a funding pool to award grant applications from hospitals, health systems, and/or
community providers to implement an InSHAPE program that (1) includes children with SED as
participants, (2) includes individuals enrolled in New Hampshire’s 1915(c) Home and Community Based
Services Waiver for Developmentally Disabled (HCBS-DD) enrollees waiver as participants, and (3) offers
tobacco cessation as a program component to all InSHAPE participants who smoke.

InSHAPE is 2 health promotion intervention consisting of a gym membership, basic education in healthy
eating and nuirition, and weekly sessions with a “health mentor” (i.e., fitness trainer} who has received
training in goal setting, motivational interviewing, and healthy eating behaviors as well as training around

*2 Monadnock Family Services. InShape. n.d. 2 April 2014 <http://www.mfs.org/services/inshape/inshape>.
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the needs of persons with SMI Health mentors also receive instruction from registered dietitians in setting
dietary goals. The program is based on principles of social inclusion and community integration.” InSHJAPE
1s a treatment approach in the same way that cognitive behavior therapy and motivationa! interviewing are
treatment approaches. Those treatment approaches are employed by the clinician when providing specific
services prescribed in a treatment plan. Therapeutic Behavioral Services are the Medicaid covered
community mental health service that would most often be provided for an individual who needed the
provider to employ the InNSHAPE treatment approach.

In September 2011, the New Hampshire DHHS Bureau of Behavioral Health Services received a grant from
CMS to implement a Medicaid Incentives for Prevention of Chronic Disecases (MIPCD) program to measure
the impact of providing incentives for healthy behavior to the Medicaid population. With the MIPCD grant
funding, DHHS proposed the New Hampshire Medicaid Wellness Incentive Program (WIP) also known as
“Healthy Choices, Healthy Changes” to address both the health disparity and increased costs by providing
incentivized health promotion programs to overweight or obese and/or tobacco-smoking Medicaid
beneficiaries receiving services at New Hampshire’s ten regional CMHCs.* One of WIP’s fitness and
welght management components is InSHAPE, a motivational health-promotion program for persons with
mental illness. Currently, 736 people currently participate in InSHAPE through WIP.

The five year MICPD grant is scheduled to end in September 2016. Under this Waiver, DHHS will expand
the InSHAPE program by extending the funding after MIPCD grant funding expires in September 2016.

DHHS will further expand the mSHAPE program by accepting grant applications from hospitals, health
systems and other community providers to implement an InSHAPE health promotion program with the new
tobacco cessation element and for additional populations.

DHHS will expand participation in the InSHAPE program to include children with SED and 1915(c)} HCBS-
DD waiver enrollees in the State. There are 9,763 children with SED in the State served by the CMHCs in
SFY 2013 who could be eligible for an expanded InSHAPE program. Approximately 5,000 individuals
enrolled with 1915(c) HCBS-DD waiver could also be eligible for an expanded InSHAPE program.

In addition to expanding the InSHAPE program to include these two new populations, DHHS will add
smoking cessation classes as a component for participants who smoke. Smoking cessation is a core
component of InSHAPTE. DHHS recognizes the opportunity to address this health chaltenge in conjunction
with the broader prevention and wellness goals of the InSHAPE program.

Launch Oral Health Pilot Program for Pregnant Women

¥ Van Citters, Aricea et al. “A Pilot Evaluation of the In SHAPE Individualized Health Promotion Intervention for
Adults with Mental Iliness." Community Ment Health J. 46(6) (2010): 540-552. <

hittp:/Awww.ncbinlm.nih. govipme/articles/PMC3163497/pdiinibms-175473 pdf>.

* New Hampshire Medicaid Wellness Incentive Program Application and Project Narrative
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DHHS proposes to pilot an expanded Medicaid oral health program for pregnant women and mothers of
voung children that would accomplish the following: .

» Establishes an education program for all mothers to increase the understanding and value of oral
health for themselves and their children;

* Enhances the existing tobacco cessation benefit for pregnant women and encourages participation
by all mothers who smoke in an approved tobacco cessation program;

¢ Establishes a benefit that provides coverage for dental services to all pregnant women during
pregnancy until their child’s fifth birthday,

o Including mothers under 21 years of age who are currently eligible for Medicaid dental
services through Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) and

o Including pregnant women over 21 years of age who are not currently eligible for any
comprehensive Medicaid dental services;

The scope of dental benefits will include comprehensive and periodic dental examinations, periodontal

services as indicated, restorative and limited prosthetic dental treatment, and extractions if medically
necessary.

Program rewards and incentives would be provided to women and children who meet certain performance
criteria developed by DHHS that include but are not limited to:

¢ Scheduling and completing a dentist’s annual examination and cleaning (including scaling/root

planning if needed); '

¢ Participating in smoking cessation programs;

¢ Taking their child to annual dental checkup beginning before age one;

» Returning annual surveys to report success with smoking cessation;

» Compliance with recommended dental treatment; and

¢ Changes in understanding of oral health, attitude shifts, etc.

All women who participate in the oral health pilot program will be agked to participate in a related study.
Experience of participants will be compared with non-participants and historical Medicaid claims’ data to
evaluate the differences between those who fully participate in a comprehensive oral health program and
those who are offered paid dental benefits, but do not participate in obtaining routine oral health care,
including smoking cessation. The outcomes to be compared will include such variables of experience as:
positive birth cutcomes, use of dental services to treat urgent and emergent dental conditions of the parent,
use of Emergency Department services for dental complaints, use of early dental services by the children,
severity of dental disease, and decay experience as reflected by the children’s dental claims. Assignment to
status of “Participant” or “Non-Participant” will be based on retrospective review of performance relative to
criteria to be established: i.e., whether an individual followed through with making/attending regular and

treatment appointments, attended smoking cessation treatment, and sought dental care for children prior to
age one.

Dental services provided through the Waiver’s dental benefit to clients will be paid on a fee-for-service
basis.
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Section I1] — Impact of Demonstration on State’s Current Medicaid and CHIP
Programs

Impact of Demonstration on Eligibility

New Hampshire is not requesting any changes in Medicaid program eligibility through this Waiver.
Coverage for groups of individuals currently covered under the State’s Medicaid and CHIP State Plans,
previcus waiver programs, and previously state-funded programs will continue. Therefore, there is no
anticipated impact on tofal Medicaid enroliment as a result of these proposed DSHPs. Nonetheless, DHHS
anticipates that current and newly expanded Medicaid beneficiaries in general will experience:
e Increased access to certain services, such as mental health and SUD, oral health, and health and
wellness services: and
* TImprovements in the way their services are delivered at hospitals, health systems, and
community providers.

Impact of Demonstration on Benefits and Cost Sharing Requirements

Through its Waiver, New Hampshire proposes to offer two new demonstration-only benefits.

e New Hampshire proposes to offer Medicaid dental benefits to women who are pregnant until their
child’s fifth birthday as long as Medicaid eligibility is maintained. Pregnant women under 21 years of
age will continue to be eligible for EPSDT dental services. Dental services for pregnant women
through the benefit will differ from those provided under the Medicaid and/or CHIP State Plan.
Scope of dental services within the benefit will include comprehensive and periodic dental
examinations, pericdontal services as indicated, restorative and limited prosthetic dental treatment,
and extractions if medically necessary. In addition, DHHS proposes to offer screening and referral
and home visiting services as described below in this docwment.

s New Hampshire proposes to offer certain Medicaid benefits to children and youth who are
congidered having SED, are at risk for multi-agency involvement and out of home placement, and are
enrolled in System of Care. Wraparound team meeting participation, respite care, flexible spending,
mobile crisis response, and wraparound facilitation/care coordination services for children and youth
enrolled in System of Care will differ from those provided under the Medicaid and/or CHIP State
Plan.

The cost sharing requirements under the Waiver will not differ from those provided under the Medicaid
and/or CHIP State Plan. Copayments, coinsurance, and/or deductibles will not differ from the Medicaid State
Plan.

Since two new benefits will apply to different eligibility groups atfected by the Waiver, the tabie below
specifies the benefit package that each eligibility group will receive under the Waiver.
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Pregnant women and mothers of young children who
are currently not eligible for EPSDT dental benefits

Demonstration-only Dental Benefit

Children and youth who are considered having SED,
are at risk for multi-agency involvement and out of
home placement, and are enroiled in System of Care

Demonstration-only System of Care/F.A.S.T
Forward Benefit

Table 5. Benefit Package,

The Benefit Charts are included in Appendix B, and related Benefit Specifications and Qualifications forms
are inchuded in Appendix C.

Section IV — Delivery Svstem of Demonstration

The delivery system used to provide benefits to demonstration participants will not differ from the Medicaid
and/or CHIP State Plan. New Hampshire enrolls the majority of its Medicaid beneficiaries on a mandatory
basis into MCOs for State Plan Services under its Section 1932 State Plan Amendment (12-006) effective
September 2012 and will eventually include almost all Medicaid beneficiaries. However, dental services are
reimbursed on a fee-for-service basis. ' ' ' ’

Secticn V —'Imp' lementation of Demonstration

Below is the draft implementation schedule for the Waivef, including dates by major component. Dates are
subject to change and are contingent on approval from CMS.
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Public Notice Process for
Community Reform Pool
Begins

Fublic Hotice Process for
Behavioral Health Workforce
Development Program Begins

Public Notices to Medicaid
Enrcilees About the Availability
of Oral Health Services for
Pregnant Women Bistributed

Pubiic Notices to Medicaid
Enrollees About the Availability
of certain System of Care
Samvices for Children and

Capacity.Retention Payments
Awarded

Ability to Sesk Capacity-
Expansion and Rew Service
Payments Begins

Ability to Apply for Pilot
Program Fool Begins

Behavioral Health Workforce
Bevelopmaent Grant
Applications Solicited

Gral Health Pilot Program
Begins

Fee.For.Service Payments for
Oral Health Seirvices Begins

Payments for certain System of
Care Services for Children and

Public Hotices to
Providers About tnShape

Grant Opportunities Expanded InShape

Youth Gistributed Youth Begins Distributed Program Beging
February 1, Aptif 1, Getober 1, Jangary 1,
215 25 15 28146

Figure 8. Implementation Timeline.

Oral health benefits will continue to be paid on a fee-for-service basis. MCOs will provide InSHAPE services
as described in this Waiver. For System of Care/F.A.S.T. Forward services, capitation payment changes will
be made through a future MCO contract amendment. All other payments will be made outside of MCM.

During and after initial waiver approval from CMS, New Hampshire will collaborate with providers and
CMS to finalize the community reform pool, behavioral health workforce development and provider pilot
grant pools, and select projects and associated milestones within a mutually acceptable timeline.

Section VI — Demonstration Financing and Budget Neutrality

New Hampshire will maintain budget neutrality over the five-year lifecycle of the Waiver, with total
spending under the waiver not exceeding what the federal government would have spent without the waiver.
New Hampshire’s budget neutrality methodology includes the following components with a net savings of
$46.9 million over the five year demonstration period:
¢ Managed care savings related to the implementation of the MCM program. With-Waiver cost
projections include savings related to Step 1 of the MCM program (i.e., acute care and mental health
services) and Step 2 of the MCM program (1.e., expanding the MCM program to include long term
services and supports and mandatory enrollment for ali eligible beneficiaries). MCM implementation
is expected to save $265.4 million over the five year demonstration period.
s Net expenditures related to the six DSHPs included in the Waiver. In developing the net

expenditures, DHHS considered estimated expenditures for the DSHPs as well as related savings
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other Medicaid services that are expected to result from the DSHPs. The net expenditures for DSHPs
are expected to be a cost of $18.5 million over the five year demonstration period.
s New Hampshire is requesting $200 million of expenditures over the five year demonstration period

for CNOM related to programs that provide vital services that today are not reimbursed by Medicaid
or any other federal source.

Note that Medicaid expansion populations are not part of the budget neutrality projections for the Waiver at
this time.

Appendix F includes the information requested in the Budget Neutrality Forms available at

www.medicaid.gov regarding historical expenditure data and projected expenditures. The budget neutrality
projections using the CMS template are also included as Appendix I.

Section V1J — List of Proposed Waivers and Expenditure Authorities
Federal Waivers, Expenditure, and Cost Not Otherwise Matchable Authorities Requested

New Hampshire seeks FFP for CNOM under Medicaid to enable New Hampshire to implement the DSHPs
under this Demonstration Waiver. Under the authoﬁty of Section 1115(a) 2} of the Social Security Act,
expenditures made by the State for the items identified below, which are not otherwise included as
expenditures under Section 3, 455, 1003, 1403, 1603, or 1903, shall, for the period of this demonstration, be
regarded as expenditures under the Medicaid.
» Costs incurred by DHHS for Glencliff Home, New Hampshire Hospiial, Sunmunu Youth Services
Center, and Laconia Designated Recelving Facility
» Costs incurred by DHHS for activities stemming from the Ten Year Mental Health Plan and
Settiement
¢ Costs incurred by the Department of Corrections for health care
¢ Correctional medical/health costs incurred by counties
¢ Health care expenditures incurred by municipalities

The potential sources for match are included in Appendix 4. CMS and the State will identify any other
walvers and expenditure authorities needed to implement this waiver,

Legislative Authority

As the single state agency responsible for the administration of Medicaid in New Hampshire, DHHS is
given broad authority by the New Hampshire Legislature to seek waivers in the Medicaid program.
Additionally, the New Hampshire Legislature passed specific legislation in 2014 requiring DHHS to
implement an 1115 Demonstration Waiver as described in this proposal. SB 413-FN-A, an act relative to
access to health insurance coverage, was signed into law by Govemor Maggie Hassan on March 27, 2014.
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Section VIII — Stakeholder Engagement and Public Notice

As part of the stakeholder engagement process required within the development of this Waiver, the State
sought consuliation with stakeholders including state, county, and local officials, health care providers,
advocacy organizations, and professional associations.

DHHS gathered stakehoider input through a required public notice process that included two public hearings
and a dedicated website. The website for public information on this Waiver is

http://www.dbbs.nh. cov/section-1115-waiver/index.hitn. 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 posted also 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 Waiver was from Monday, April
21, 2014 until Tuesday, May 20, 2014 at 5 p.m. (Eastern Daylight Time). Comments received within 30
days of the posting of this notice were reviewed and considered for revisions to the Waiver application. Two
public hearings on the proposed Waiver were held prior to submitting the application to CMS to discuss
watver concepts and solicit comments from stakeholders. The dates for the public hearings were May &,
2014 and May 12, 2014, Both hearings included teleconferencing and web capability to maximize
accessibility, Written and verbal comments received from the public are included in Appendix E.

In addition to the public hearings, state staff met individually with stakeholder groups and advocates,
including, but not limited to the following groups:

¢ New Hampshire Association of Counties

» New Hampshire Hospital Association

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

s Medicaid Care Management Commission (MCAC)

» SUD Stakeholder Representatives

There are no recognized tribes in New Hampshire to conduct tribal consultation,
As part of the State’s oversight of its MCM program, Governor Maggie Hassan established a commission that

brings together members of the public representing a broad range of experience in health care issues to
review and advise on the implementation of an efficient, fair, and high-quality Medicaid care management
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system.”® The Governor's Commission on Medicaid Care Management was actively engaged in the

development of this Demonstration Waiver application. Specifically, the second public hearing was held in
conjunction with a meeting of the Governor’s MCAC.

The state legislatare was also significantly involved in the development of this waiver. This process formally
began on March 27, 2014 when SB413 was signed into law requiring DHHS to submit a statewide Section
1115 Demonstration Waiver by June 1, 2014, DHHS meets regularly with legislative leadership in both
informal and formal venues, including the legisiature’s Fiscal Committee. This waiver application will be
approved by the legislature’s Fiscal Committee before its submission to CMS.

During and after approval from CMS, the State will continue to seek stakehoider input in standing up ecach

DSHP program and conduct a robust engagement process {0 spread awareness about these system
- improvements.

Section IX — Demonstration Administration

The contact information for the State’s point of contact for the Demonstration Waiver application is below.

Name and Title: Jeffrey A. Meyers, Director, Intergovernmental Affairs

New Hampshire Department of Health and Human Services
Telephone Number: (603) 271-9210

Email Address: jeffrey.mevers@dhhs. state nh.us

* State of New Hampshire, "Press Release: Governor Hassan Issues Executive Order Creating Commission on

Medicaid Care Management." 10 April 2013. 2 April 2014 <http://www.governor.nh. Uovhnedla/newsﬁ{)l?;/pr -2013-
04-10-medicaid-care. htm>,
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Appendix A: Resources for Costs Not Otherwise Matchable

The State of New Hampshire identified the following State and locally funded health programs that may
qualify for federal financial participation (FFP).

Department of Health and Human Services SFY 2015 Biennial Budget:

Glencliff Home General Funds 57,544 549
New Hampshire Hospital General Funds $24,650,441
Sununu Youth Services Center General Funds 314,683,277
Department of 'Héaiﬁg and Human Services Ten Year Mental Health Plan/DOJ Settlement $3,227,000
Department of Health and Human Services. SFY 2015 Biennial Budget for Laconia DRF - ' $1,235,043

Department of Corrections SFY 2015 Biennial Budget for Medical and Dental Services $10,760,687

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

Health Administration 54,320,521
Health Agencies & Hosp. & Other $7,367,123

$6,093,757
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Appendix B: Benefit Charts

This Demonstration will provide two new benefits that differ from the Medicaid or CHIP State plan.

s Below are charts describing the dental service benefit offered to pregnant women who are not
currently eligible for EPSDT benefits and therefore, may be eligible for this Demonstration-only
dental benefit. An individual would stay eligible for the demonstration-only dental benefit through
their child’s fifth birthday as long as she remains eligible for Medicaid post 60 days post-partum.
The dental benefit for pregnant women up to age 21 years old will be the EPSDT benefit, which
inciudes medically necessary dental services described and limited in He-W 566.

A provider of dental services shali:
(1) Be license to practice dentistry in the state where they practice,
{2) Be enrolled as a NH Medicaid (dental) provider; and

(3) Provide dental services in accordance with the NH Dental Practice Act (RSA 317-A) and
related administrative rules {Den 100-500)

Other providers for the smoking cessation activities could include providers such as PCPs and others
who are qualified to provide smoking cessation counseling.

¢ The charts also describes the System of Care/F.A.S.T. Forward benefit offered to children and youth
(to transition age) who are SED and are at risk for multi-agency involvement, who require access to

an enhanced services array and process, and who may be eligible for this Demonstration-only
benefit.
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-7 Description of Amount; Duration and Sc
The dental benefit shall comprise of the following broad
categories of services:

e Diagnostic Services including clinical oral evaiuations,

pre-diagnostic services, Diagnostic imaging, and
laboratory testing.

s Restorative Services including amalgam and composite
"fillings",

¢ Pericdontic Services including scaling and root

planning, and periodontal surgery.

s  Prosthodontics (removable) including full and partial
dentures,

e  Oral and Maxillofacial Surgery including extractions
Dental Services and surgery required for prosthetics,

Optional

- . _ 1905(a)(19
*  Adjpunctive General Services including palliative . (@)(10)

treatment and anesthes:a.

Prior authorization requirements and service limitations for the
above benefits are further described in the New Hampshire
Adminmsirative Rules He-W 566 (Dental Services}), and the
dental “Procedure Code Listing™ found at
https://nhmmis.nh.gov/portals/wps/portal/ DocumentsandForms.

This would also include health promotion initiative for
pregnant women and all mothers with kids through age 3.

Tabacco Cessation . .
Please see the existing mandatory tobacco cessation benefit Mandatory

for Pre t .
or Pregnan currently available at http://www.dhhs.nh. goviombp/medicaid 1905(a)4)

Women
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* Benefit' 0

:of Amouut Durat: nd Scope

Other:
System of Care /
F.AS.T. Forward

The System of Care/F.AST. Forward benefit shaﬂ comprxse of

the following services:
e  Wraparcund feam meeting participation
s  Respite care
s Flexible spending
+  Mobile Crisis Response
¢ Wrap around facilitation/care coordination (Once the

System of Care implementation grant from SAMHSA
expires)

Prior authorization requirements and service limitations for the
above benefits are further described in below in the Benefit

Specifications and Qualifications Form for F.AS.T. Forward:
System of Care.

Optional
1905(a)29)

Services that will not be provided to pregnant women over the age of 21
include:

Space maintainers.

Orthodontics including limited, interceptive and comprehensive
freatments,

Endodontics including root canal treatment.
Implant Services.

Dental ) Optional
Services ¢ Fixed crowns. 1905(a)(10)
s Fixed partial dentures, also known as “bridges”.
¢ Services that are otherwise not coverable because:
o The service is cosmetic in nature;
o The service is provided for the convenience of the patient;
o The service is not the least expensive method to achieve the
therapeutic result; or
o The service is experimental.
44
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Appendix C: Benefit Specifications and Qualifications Forms

For each benefit or service that the State proposes to provide differently from that described in the State
Pian, the State provides a description of the amount, duration and scope of the service under the
Demonstration as weil as the provider specifications and qualifications for the benefit or service in
accordance with the Benefit Specifications and Provider Qualifications form.

Name of Benefit or Service: Dental Services for Pregnant Woman (21 years and older)

Scope of Benefit/Service, including what is provided, what providers can provide the service, to whom it
may be provided, how comprehensive the service 1s, and any other limitations on the benefit’s scope:

Pregnant women over the age of 21 are not entitled to services provided to children in accordance
with EPSDT requirements Dental benefits offered to pregnant women over the age of 21 shall be
more comprehensive than those offered to other adult vecipients, and will be similar to those offered
to children, with some exceptions. For example, sealants and orthodontia will not be covered for

pregnant women. Pregnant women over the age of 21 are not entitled to the services provided to
children in accordance with EPSDT requirements.

Amount of Benefit/Service — Describe any limitations on the amount of service provided under the
Demonstration:

The dental benefit shall comprise of the following broad categories of services: .
o Diagnostic Services including clinical oral evaluations, pre-diagnostic services, Diagnostic
imaging, and laboratory testing.

e Restorative Services including amalgam and composite “fillings".

»  Periodontic Services including scaling and root planning, and periodontal surgery.

e Prosthodontics (removable) including full and partial dentures.

e Oral and Maxillofacial Surgery including extractions and surgery required for prosthetics.
o Adiunctive General Services including palliative treatment and anesthesia.

Not all codes within a category may be covered. For details on which codes are coverable, please
refer to the "‘Procedure Code Listing” found at

bttps://mhmmis.nh. gov/portals/wps/portal/DocumentsandForns.

Benefit Amount: Other, Describe:

Service limits for all dental services are further described in the New Hampshire Administrative
Rules He-W 566 (Dental Services), and in the dental “Procedure Code Listing” found at
hitps.//nhmmis. nh.gov/portalsfwps/portal/DocumentsandForms.

Duration of Benefit/Service: Describe any limitations on the duration of the service under the
demonstration:
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The dental benefit will continue until either the pregnant woman'’s child reaches 3 yedrs of age or
the woman loses Medicaid eligibility.

Authorization Requirements: Describe any prior, concurrent or post-authorization requirements, if any:

Prior authorization (PA) requirements are further described in New Hampshire Administrative
Rules He-W 566 (Denial Services). The dental “Procedure Code Listing”, found at

hittps /nhmmis.nh.goviportals/wps/portal/DocumenisandForms, indicates by code which services
require a PA.

Provider Specifications and Qualifications:
Provider Category(s):

Individual (list types) Agency (list types of agencies)

The service may be provided by a:-

{1 Legally Responsible Person O Reiati{zefLegal Guardian

Description of allowable providers:
A provider of dental services must be:

* Licensed to practice dentistry in the state where they practice; and
o Enrolled as o NH Medicaid (dental) provider.
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Benefit Specifications and Qualifications form, continued
Name of Benefit or Service: System of Care/F.A.S.T. Forward

Scope of Benefit/Service, including what is provided, what providers can provide the service, to whom it
may be provided, how comprehensive the service is, and any other limitations on the benefit’s scope:

System of Care (SOC) services are provided for children and youth (to transition age) who are
considered having serious emotional disturbances (SED} and are at visk for multi-agency
involvement and require access to an enhanced services array and process. The following services
are not currently covered by the State Plan and are proposed under the Building Capacity for
Transformation Section 1115 Demonstration Waiver.

Wraparound team meeting participation:
Billing for participation in a child/youth’s wraparound team meetings for both clinical providers

and family and peer support provider, and other team members that may rvequire resources to be
able to participate.

Respite care:

Short- term, planned respite care out of home in either a licensed foster home, 1SO level foster home
or a residential group home, depending on the need of the child.

Flexible spending:

Flexible funds are available for envolled SOC families. Flex funds are to be used as one-time
payment for things that create barriers (o accessing services and supports in the community or may
cause a need for a higher level service if not addressed early.

Mobile Crisis Response:

Mobile Crisis Response is available for child/youth and families envalled in the SOC. This service is
a crisis response designed to be available to the child/vouth and family 24 howrs per day, 7 days a
week. This mobile crisis response is intended to be delivered face to fuce at the family’s home or
other community location, where the crisis is occurring.

Crisis stabilization service as part of a mobile crisis response, is a short-term intervention provided
in or outside the Youth's home and is designed to evaluate, manage, mownitor, stabilize and support
the youth’s wellbeing and appropriate behavior consistent with the Youth’s individual crisis/safety
plan. The crisis stabilizer helps to insure the adherence of the youth and caregiver to the
crisis/safety plan including helping the family recognize high risk behaviors, modeling and teaching
effective interventions to deescalate the crisis, identifying and assisting the youth with accessing
community resources that will aide in crisis intervention and/or stabilization. Group home child
care worker experience preferred.

Mobile Crisis Response is initiated by a phone call from the family to the response team. The staff
responding 1o the call should assess the immediate situation over the phone and determine if there
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needs to be an emergency response by local police or an emergency evaluation done at the local
emergency room for personal and community safety.
If an emergency response is not necessary, the staff person will need to assess the crisis over the
phone and determine which part of the mebile crisis team is necessary 1o deescalate given situation.
Some situations may be resolved over the phone, but this should not be the default response. The
Jamily should dictate if they need someone on site to help reduce the crisis.
Providers of Mobile Crisis Response must have a phone number that is staffed all hours, by Mobile
Crisis Team. Mobile Crisis Teams can consist of the following types of staff;

e Crisis stabilizer /behavioral aide service

*  Licensed Clinician

s Psychologist

s Psychiatrist

Wrap around facilitation/care coardination services will be covered by Medicaid when the System
of Care implementation grant from SAMHSA expires in 2016:

This service will be standard for every child/youth and family participating in the System of Care. A
care coordinator will be assigned to each child/ youth enrolled in the SOC.

A care coordinator must be in place for every child/youth/family that is open and receiving services
through the system of care.

The Care coordinator assists the SOC child and family to access mental health, social services,
educational information, and other services and supporis that may be available in their community,

and support the child/vouth/family needs in meeting the needs and objectives of the Plan of Care.
Care coordination services include;

o Assessment/evaluation of service needs

e [Identifying team members involved with the childfyouth

e Planming mieetings

»  Facilitate Wraparound meetings in accordance with the Model and Curriculum

o Support the child/vouth and his/her family in meeting the needs and objectives in the Plan
of Care. '

o Developing a Plan of Care based on strengths and needs and that have a solution based
Jfocus, with the team

»  Obtain and arranging for formal services from agencies in the SOC provider network or
within the family's insurance network, and informal sevvices in the community;

s Monitoring the Plan of Care and revising as needed;

e Ensuring that services from providers are being provided as called for in the Plan of Care
by agencies that have agreed to participate in the Plan of Care;

*  Providing educational materials to families;

*  Collecting and reviewing wraparound team meeting participation stipend invoices;

e Advocating for the child/vouth and family’s needs; and

s Providing emergency interventions.
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Care coordination services are provided through face to face and telephone contact with the wrap
around child/youth and family as well as significant family supports, and SOC providers involved
with the Plan of Care and can be conducied anywhere in the community.

Care Coordinators/wrap facilitators should not be assigned more than 7 SOC families at a time.

Amount of Benefit/Service — Describe any limitations on the amount of service provided under the
Demonstration:

Benefit Amount: Other, describe:

The amount or duration for each service listed is based on the needs of the youth and family served
under the System of Care in order o avoid higher cost service systems such as psychiatric
hospitalization and residential treatment. The SOC is intended to be a short term service system and
on average should effectively serve children and youth for a period of 2 years. Within the service
period access to the purchased services described here will not be limited and would be approved
Jor each child or youth based on their current needs.

Each child/vouth’s wrap around team will be responsible for identifying the needs and then the
purchased services that will meet those needs throughout the SOC service period.

Each purchased service described here will be prior authorized by System of Care administration. A
prior authorization will be entered into the Medicaid billing system and the provider would then bill
on a fee for service basis.

Respite care would be limited in use by families in planned way to provide periodic respite care
during their service provision in the SOC. Respite care is a planned eveni and would be limited tv 9
consecutive days per respite event.

Drration of Benefit/Service: Describe any limitations on the duration of the service under the
demonstration;

Respite care will be approved for periodic use, throughout the family’s SOC paviicipation.

Flexible funding would be used for one-time payment for identified barriers and can be used more
than once as different barriers are identified.

Authorization Requirements: Describe any prior, concurrent or post-authorization requirements, if any:

All services described for this benefit will be prior authorized by Administration and will be
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reviewed periodically. These services will also be part of the System of Care evaluation process.
These services will jall under Managed Care once Step 2 of Medicaid Carve Management is
implemented in NH. Once part of Managed Care responsibility, services will still be prior

authorized by SOC administration. An SOC Case rate based on full SOC service array should be
established.

Provider Specifications and Qualifications
Provider Category{s):
Individual (list types) Agency {list types of agencies)

The service may be provided by a:

Legally Responsible Person - Relative/Legal Guardian
Description of allowable providers:

o Licensed Foster Care Homes-General Level .
s Licensed and certified Child Placing Agencies- Therapentic Level
s Licensed and certified Residential group homes ‘

»  Relative caregiver-General Level

Specify the types of providers of this benefit or service and their required qualifications:

1. Provider Type: Respite Care

License Required: Yes [0 No
Certificate Required: Yes O No
Describe:

For providers that are not identified as Relative Caregivers to the child/vouth, the providers for this
service will be licensed under foster care licensing rules, Child Placing agency rules or residential
group home licensing rules and certified for pavment under DCYF certification for payment rules.

2. Provider Type: Flexible funding
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License Required: O Yes No
Certificate Required: 0O Yes No
Describe:

Payments made divectly to the family or other entity to alleviate barriers 10 access to care and
COMMURILY SUPPOYLS.

Other Qualifications required for this Provider Type (please describe): None

3. Provider Type: Mobile Crisis

License Required: Yes g Ne
Certificate Required: ' Yes. O No
Describe:

Mobile Crisis Response Teams are comprised of the following providers;

o Licensed Menial Health Practitioner- Master’s level

o Licensed psychiatrisi/and or psvchologist, PhDD, PsyD or MD.

o Behavioral Aide, Crisis Response Supervisor: BA or BS in mental health or social work practice;
o Behavioral dide/Crisis Stabilizer: Paraprofessional with experience in Residential Group home

work, meets gqualifications for a Residential Group Home Child Care worker or Hospital Mental
Health Worker.

Other Qualifications required for this Provider Type (please describe):

s Behavioral Aide, Crisis Response Supervisor: BA or BS in mental health or social work practice;

o Behavioral Aide/Mentor: Paraprofessional with experience in Residential Group home work, meets
qualifications for a Residential Group Home Child Care worker or Hospital Mental Health Worker.

4. Provider Type: Wrap around participation/ Professional team members and natural support
team members

License Required: O Yes No
Certificate Required: O Yes ' No
Describe:

Other Qualifications required for this Provider Type (please describe):
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Qualifications for this payment are tied to the service the providers deliver as part of the SOC
service array or the service in which they provide in the community. Qualifications are that they
attend family feam wrap meetings that they have been identified as a team member.

Natural supports do not require any specific qualifications, licensing or certification. This provider
type needs to be identified as part of the child/vouth’s wrap around teams and attend meetings to
qualify for this payment.
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Appendix D: Public Notice

The State of New Hampshire Department of Health and Human Services (DHHS) as the single state
Medicaid agency 1s seeking Section 1115 Demonstration Waiver authority to support the comprehensive
reform of its Medicaid program. The initiatives proposed within this “Building Capacity for
Transformation” Section 1115 Demonstration Waiver will include improvements to the delivery of mental

health, physical heaith, substance use disorder (SUD), oral health, and population health programs and
services.

Overview

New Hampshire is requesting federal financial participation (FFP) for five proposed Designated State
Health Programs (DSHPs) focused on improving the payment and delivery of population health programs,
including mental health system reforms, oral health coverage for pregnant women and mothers of young
children, and SUD workforce development.

To date, New Hampshire has taken several significant steps toward addressing the population’s needs in its
overall approach to health care reform. New Hampshire in currently engaged in the comprehensive reform
of its Medicaid program and its health care delivery system through its Medicaid Care Management (MCM)
program, In addition to MCM, New Hampshire will be implementing an SUD benefit into its Medicaid
program. With this addition, the State will be adding up to 60,000 newly eligible persons who will receive
SUD treatment services into the system. New Hampshire is also currently implementing the New Hampshire
Health Protection Program, which is the State’s program for expanding health coverage to childless adults
under the Affordable Care Act {ACA). The final element of New Hampshire’s comprehensive reform of its
Medicaid program focuses on mental health and addressing the goals of the State’s 10 Year Mental Health
Plan. DHHS is positioning its “Building Capacity for Transformation” Section 1115 Demonstration Waiver
as an element of this broader health care reform strategy. To begin progressing towards its overall health
care reform goals, DHHS is proposing five related Designated State Health Programs {DSHPs) within its
“Building Capacity for Transformation” Section 1115 Demonstration Waiver, which are described in more
detail below.

To the greatest degree possible programs funded under the “Building Capacity for Transformation” Section
1115 Demonstration Waiver will build capacity for mental health/SUD treatment and services, oral heaith
related services, wellness programs, and workforce development opportunities. New Hampshire requests
authority to recognize costs not otherwise matchable from local and state heaith expenditures to implement
these programs. The freed up state and local funding would provide needed financial assistance to pursue

meaningful delivery system reforms that will help improve the New Hampshire health care system in these
outlined focus areas.

To implement these Medicaid reforms, DHHS intends to submit its “Building Capacity for Transformation”
Section 1115 Demonstration Watver application to the federal Centers for Medicare and Medicaid Services
(CMS) for waivers under Section 1115 of the Social Security Act (42 U.S.C.A. §1315). New Hampshire
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must ask for approval from CMS to “waive,” certain federal rules about the Medicaid program. “Waiving”
means asking permission to do certain activities or provide services in a different way. Asking permission is
achieved through an “1115 waiver” or “demonstration” apﬁplication. It’s called an “1115 waiver” because
Section 1113 of the Social Security Act aliows states to request federal permission to waive certain
Medicaid rules. To learn more about 1115 waivers, you can visit the CMS website at this URL:

httpiwww.medicaid. gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1 1 15/Section-1115-
Demaonstrations.html

Within its “Building Capacity for Transformation” Section 1115 Demonstration Waiver, DHHS is secking
to improve access to quality, affordable health care by:

Encouraging hospitals, heaith systems, and non-traditional providers to build an integrated system at the
local level by establishing a new mental health community reform pool that would reward providers
for their active participation in system reform initiatives and their overall agreement to reform

Expanding community based mental health services for the State’s non-Medicaid population in
accordance with the Ten Year Mental Health Plan and its settlement with the United States
Department of Justice

Improving the service delivery of mental health and SUD services, especially in Emergency
Departments, by offering financial resources for workforce development

Increasing access to dental services by establishing an pilot program and dental benefit for pregnant
women and mothers of young children '

Promoting healthy behaviors and improved health outcomes by expanding the InSHAPE program at
hospitals, health systems, and non-traditional providers to additional populations ~ children and
1915(c) Developmentally Disabled Waiver enroliees — and to include smoking cessation classes as a
component for adults

New Hampshire’s “Building Capacity for Transformation” Section 1115 Demonstration Waiver application
requests federal approvat for five years. DHHS seeks public comment on the proposed application. This
notice provides the following:

s A description of the “Building Capacity for Transformation” Section 1115 Demonstration Waiver
and its associated DSHP programs

» . Information on how to view the full “Building Capacity for Transformation” Section 1115
Demonstration Waiver application either by website or hard copy.

+ Information on the public comment process through public hearings, mail and e-mail.

Public Input

DHHS posted its “Building Capacity for Transformation” Section 1115 Demonstration Waiver application
on DHHS’s website so the public can read the waiver application. DHHS would like to hear your comments
about the changes it is proposing to enhance the Medicaid program. After hearing the public’s ideas and
comments about the proposed changes, DHHS will make final decisions about what changes to make to the
“Building Capacity for Transformation” Section 1115 Demonstration Waiver and then submit it to CMS.
You can find the “Building Capacity for Transformation” Section 1115 Demonstration Waiver application
at this website: htip://www.dbhs nh.sov/section-111 S-waiver/index.htm. DHHS will update this web site
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throughout the public comment and application process.

A hard copy of the “Building Capacity for Transformation” Section 1115 Demonstration Waiver
application may be requested by contacting DHHS at the mailing address or e-mail address provided under
the Pubiic Comment section, Individnals should include their full name and maiting address when making a
request,

The public comment period for the “Building Capacity for Transformation” Section 1115 Demonstration
Wailver application is from Monday, April 21, 2014 until Tuesday, May 20, 2014 at 5 p.m. (Eastern).
Commenis received within 30 days of the posting of this notice will be reviewed and considered for
revisions to the application. There are several ways to give your comments to DHHS on the application. One
way 1s to attend public hearings that DHHS will hold to review its “Building Capacity for Transformation”
Section 1115 Demonstration Waiver application. At the public hearing, you can give verbal or written
comments to DHHS about the proposed programs. Two public hearings will be held at the dates/locations
noted below.

Public Hearings

Two public hearings on the “Building Capacity for Transformation” Section 1115 Demonstration Waiver
application have been scheduled to solicit input on the proposed enhancements to the Medicaid program.
DHHS wil} accept verbal and/or written comments at the public hearings. The dates for the public hearings
are Thursday, May 8, 2014 and Menday, May 12, 2014, The detailed information for each public hearing is
shown below.

Thursday, May 8, 2014

Public Forum

Time: 4:30 p.m. to 6:30 pm (Eastern) _
Location: New Hampshire Department of Health and Human Services

Division of Public Health Services Auditorium
29 Hazen Drive
Concord, NH 03301
If you are unable to attend the public hearing in person, you may participate by teleconference or webinar.
To participate via teleconference (on the date and time of the public hearing) call 1-888-972-9247, and enter
passcode 8376703, To participate via webinar during this public foram on May 8, 2014, picase use the
following URL.:
https://deloittemeetings. webex.com/delotterneetings/f. php?MTID=mb8068a51cd2aa] 36852823b6273e8aal
and foliow the instructions posted at this link.
e Meeting Number: 733 657 357
e Meeting Password: 1115waiver

Monday, Mav 12, 2014
Medical Care Advisory Committee (MCAC)
Open to the Public

55 Appendix D: Public Notice



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

Time: 1:00 p.m. to 3:00 p.m. (Eastern)
Location: New Hampshire Hospital Association
125 Airport Road
Concord, NH 03301

If you are unable to attend the public hearing in person, you may participate by teleconference or webinar.
To participate via teleconference (on the date and time of the public hearing) call 888-972-9247, and enter
passcode 8376703, To participate via webinar during this public forum on May 12, 2014, please use the
following URL:
https://deloittemeetings. webex. convdeloittemneetings/| . php?MTID=mdf1 589c2686c52¢7855233b51%3e1 72
and follow the instructions posted at this link. '

¢ Meeting Number: 736 812 494

o Meeting Password: 1115waiver

if you need any assistance with joining the webinar, please use the following URL:
https://deloittemeetings. webex.com/deloittemeetings/me and on the left navigation bar, click "Support”. To
check whether you have the appropriate players installed for UCF (Universal Communications Format) rick
media files, please visit URL: https:/deloiiterneetings. webex.com/deloittemectings/svstemdiagnosis.php.

Public Comment

The public comment period for the “Building Capacity for Transformation” Section 1115 Demonstration
Waiver application is from Monday, Aprit 21, 2014 until Tuesday, May 20, 2014 at 5 p.m. (Eastern). All
comments must be received by 5 p.m. on Tuesday, May 20, 2014.

Requests for a hard copy of the “Building Capacity for Transformation” Section 1115 Demonstration
Waiver application should be submitted by mail to:

New Hampshire Department of Health and Human Services
Attn: “Building Capacity for Transformation” Section 1115 Demonstration Waiver application
129 Pileasant Street
Concord, NH 03301

Another way to provide your comments is by emailing comments to 111 5waiver@dhhs.state.nh.us or
mailing written comments to the address above. When mailing or emailing please specify the “Building
Capacity for Transformation” Section 1115 Demonstration Waiver application.

A hard copy of the “Building Capacity for Transformation” Section 11135 Demonstration Waiver
application can also be picked up at DHHS, which is located at:

New Hampshire Department of Health and Human Services
Fred H. Brown Building
129 Pleasant Street
Concord, NH 03301
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Summary of the “Building Capacity for Transformation” Section 1115
Demonstration Waiver Application

Program Description, Goals and Objectives

This proposal outlines a Demonstration waiver under Section 11153(2) and cost not otherwise matchable
authority (CNOM) of the Social Security Act that is designed to build on existing New Hampshire health
care reforms and to enhance health care delivery in the State. While ensuring continued coverage for groups
of individuals currently under the Medicaid and CHIP State plans, previous waiver programs, and
previously state-funded programs, the State seeks to establish and enhance Designated State Health
Programs (DSHPs) and improve the Medicaid care delivery system through this Demonstration. This
“Building Capacity for Transformation” Section 1115 Demonstration Waiver will promote the
improvement of overall health, will integrate and align New Hampshire’s Medicaid Care Management
program, and will improve the quality of care and access to care for Medicaid and CHIP beneficiaries
accessing mental health, SUD, oral health and/or weliness related services.

The overarching objective of the Demonstration is that implementation of the five DSHPs will resultin
better care for individuals (including access to care, quality of care, health outcomes), better health for the
population, and lower cost through improvement. The State will test the following research hypotheses
through this Demonstration:
¢ Maintaining and increasing access to mental health services will lead to improvement in the overall
health status of the Medicaid population
e Supporting community based delivery system reforms will result in improved access to mental
health, SUD, and physical health services
* Increasing SUD workforce development opportunities for health care providers will result in the
increased capacity to provide needed SUD treaiments and services
s Offering dental coverage to pregnant women and mothers of young children will reduce the
frequency of low birth weight babies, babies born with complications, and improve the dental health
status of the new mothers” children
s FExpanding successful community public health programs statewide will improve health and
wellness of those who participate

DHHS will submit to CMS for approval an evaluation design for the Demonstration no later than 120 days
after CMS approval of the Demonstration. The design and improvements made by each DSHP program will
demonstrate that by spending Medicaid dolars differently, DHHS can provide better health outcomes for its
Medicaid clients, and these outcomes will be defined and measured throughout the length of this
Demonstration.

Proposed Health Care Delivery System Improvements
Descriptions of the five DSHPs are below.

1. DHHS proposes to establish a new mental health community reform pool that rewards hospitals,
health systems, and/or non-traditional providers for their active participation in system reform
initiatives and their overall agreement to reform.

* Capacity-retention Payments
57 : Appendix D: Public Notice



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

o A hospital would receive this payment if it pledged not to reduce access to mental
health/SUT) related services in their health system 4
e Capacity-expansion Payments
o 1f a hospital, heaith system, and/or non-traditional provider expands its capacity fo provide
mental health/SUD related services, DHHS would pay an enhanced rate for those services
provided through the new “unit” for three years
* New Service Payments |
o If a hospital, health system, and/or non-traditional provider adds inpatient or cutpatient

mental health/SUD related services, DHHS would pay an enhanced rate for those services.
for three years

¢ Pilot Program Pool
o Establish a pool for DHHS 1o fund grant applications from hospitals, health systems, and/or
non-traditional providers to form pilots related to improving the delivery of physical health,
mental health, and/or SUD treatments and services
o Grant applications would be evaluated by DHHS based upon a defined set of criteria and
will be aligrned with DHHS’ incentive program with its MCOs to encourage payment and
. delivery reform.
* Hospital Incentive Pool
o Establish a pool that would begin to provide financial incentives in Year 3 of the
demonstration, based upon a hospital, health system, and/or non-traditional provider’s
ability to meet defined cutcome measurements

In addition to the mental health community reform pool outlined above, New Hampshire is
requesting DSHP funding to help implement the components of its Ten Year Mental Health Plan

and its December 2013 settlement agreement with the United States Department of Justice for the
State’s non-Medicaid pepulation.

" DHHS proposes a grant program that would fund training education and workforce development
programs focused on SUD treatments and services in which hospitals, health systems, and/or non-
traditional providers would apply and DHHS would administer.

DHHS proposes to establish as a pilot, with a sound evaluation plan to demonstrate the impact on
children’s oral health and improved birth cutcomes of a program to provide oral health education

and Medicaid coverage for dental treatment fo women during pregnancy and up to the child’s fifth
birthday.

DHEIS proposes to expand key components of the InNSHAPE program. Specifically, this program
would establish a funding pool to award grant applications from hospitals, health systems, and/or
non-traditional providers to implement an InSHAPE program that (1) includes children as
participants and (2) includes 1915(c) Developmentally Disabled (DD} waiver enroliees as
participants, and includes a smoking cessation component for adults.
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Impact to Eligibility Requirements, Benefit Coverage and Cost Sharing

New Hampshire is not requesting any changes in Medicaid program eligibility through this “Building
Capacity for Transformation” Section 1115 Demonstration Waiver. Therefore, there is no anticipated
impact on total Medicaid enrollment as a result of these proposed DSHPs.

Through #s “Building Capacity for Transformation” Section 1115 Demonstration Waiver, New Hampshire
proposes to offer Medicaid denta} benefits to women who are pregnant until their child’s fifth birthday.
Pregnant women under 21 years of age will continue to be eligible for Early Periodic Screening, Diagnosis,
and Treatment (EPSDT) dental services. Dental services for pregnant women and mothers of young children
through the benefit will differ from those provided under the Medicaid and/or CHIP State plan. Scope of
dental services within the benefit will include comprehensive and periodic dental examinations, periodontal
services as indicated, restorative and limited prosthetic dental freatment, and extractions if medically
necessary.

The cost sharing requirements under the Demonstration will not differ from those provided under the
Medicaid and/or CHIP State plan. Conayments, coinsurance and/or deductibles will not differ from the
Medicaid State plan.

1115 Demonstration Financing and Budget Neutrality

Federal policy requires that section 1115 Demonstration applications be budget neutral to the federal
government. This means that an 1115 Demonstration should not cost the federal government more than what
would have otherwise been spent absent the 1115 Demonstration. Particulars, including methodologies, are
subject to negotiation between the State and CMS.

New Hampshire will maintain budget neutrality over the five-year lifecycle of its “Building Capacity jfor
Transformation” Section 1115 Demonstration Waiver, with total spending under the waiver not exceeding
what the federal government would have spent without the waiver. The budget neutrality approach is still
under development, but is likely to follow the basic approach described below:
+ The baseline historical data will include 5 full years of New Hampshire Medicaid expenditures
derived from CMBS-64 reports and related enrollment data from calendar vear (CY) 2008 - CY
2012
* The projected “without waiver” expenditures will refiect the following changes between the
baseline and waiver periods: '
o Enrollment trends, reflecting any anticipated trend differences by eligibility category (e.g.,
low income children and families, Medicaid-only disabled, and dual eligibles)
o Medical service trends
o Impact of known program changes (e.g., the impact of the United States Department of
Tustice settlement on behavioral health services)
o Excludes the impact of New Hampshire’s Medicaid Care Management program that was
implemented on December 1, 2013
¢ The projected expenditures under the proposed Section 1115 Demonstration Waiver will reflect the
following changes to the “without waiver” projections:
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o Mémaged care savings resulting from the December 1, 2013 implementation of the
Medicaid Care Management program for acute care services (i.e., “Step 17 services)

o Trend differences due to Medicaid Care Management program implementation

o The new financial impact of the proposed Designated State Health Program services
included in the Section ) 115 Demonstration Waiver

Fiscal Impact

This action will not result in a loss of revenue or an increase in State funds associated with the Medicaid
program.

Federal Waiver and Expenditure Authorities Requested
CMS and the State will identify proposed waivers and expenditure authorities needed to implement this
waiver. New Haxﬂpshire seeks federal financial participation for costs not otherwise matchable under
Medicaid to enable New Hampshire fo implement the DSHPs under its "Building Capacity for
Transformation” Section 1115 Demonstration Waiver, Under the authority of Section 1115(2)(2) of the
Social Security Act, expenditures made by the State for the items identified below, which are not otherwise
included as expenditures under Section 3, 455, 1003, 1403, 1603, or 1903, shall, for the period of this
demonstration, be regarded as expenditures under the Medicaid.

e Costs incurred by DHHS for Glencliff Home, New Hampshire Hospital, and Sununu Youth

Services Center

Costs incurred by DHHS for activities stemming from the Ten Year Mental Health Plan and
Settlement

.

Costs incurred by the Department of Corrections for health care
e Correctional medical/health costs incurred by counties

Health care expenditures incurred by municipalities
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Appendix E: Public Comments Received and State Responses

Prior to submission of this Waiver application, New Hampshire had an extensive process for public input.
The public notice and input process was consistent with the requirements outlined in 42 CFR Part 431
Subpart (. It should also be noted that many of the provisions included in this application grew out of the

ongoing health reform dialogue in the State as outlined in Section VIII - Stakeholder Engagement and
Public Notice.

Comments were received from the public from Monday, April 21, 2014 untit Wednesday, May 21, 2014.
The first section documents comments received via email or in writing. The second section documents
testimony and comtents provided at two public hearings.

Written Public Comments Received on Building Capacity for Transformation Section 1115
Demonstration Waiver

Below are comments received from the public by emailing 11 Swaiver{@dhhs state.nh.us or in writing.

Comment Received via Email from Michael Massiwer - Government Affairs Manager, Simon &
Co., LLC

Date Received: 4/23/2014 at 11:58 AM

From: Michael Massiwer, Government Affairs Manager
Simon & Co., LLC

1331 G Street NW, Suite 910

Washington, D.C. 20003

(202) 204-4707
mnassiwer(@misimonandcompany.com

Is it possible to get a copy of the waiver? I can only find a summary or "concept paper” but would
like to review the details.

State’s Response:

Thanks for your inquiry. A copy of the full draft waiver application was posted on the website <
htip:/iwww. dhiis.state nh.us/section-1 11 S-waiver/index. him> for public review and comment on
Mownday April 28th.

Additional Comment Received via Email from Michael Massiwer on 4/28/2014 at 12:24 PM:

Is the premium assistance waiver still expected to come out in October 20147
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State’s Response:

The Premium Assistance Waiver is a separate waiver that relates to the implementation of the New
Hampshive Health Protection Program and is not the same as this Section 1115 Medicaid
Demonstration Waiver. If you have any questions regarding this Building Capacity for

Transformation 1115 Waiver, we're happy to consider, but cannot comment on other efforts within
DHHS. Thank you.

Comment Received via Email from kéeﬂtz@g:r_n_ail.com

Date Received: 4/28/2014 at 11:21 PM
From: Anonymous at keefitzi@amail com
Subject: NH needs this

NH needs to pass the 11135 waiver! Adequate services and improved care will decrease our
expenditures and improve the mental and physical health of many of our sentences. Thank you!

State’s Response:

Thank you for your comment on and support of the Building Capacity for Transformation Section
1115 Demonstration Waiver.

Comment Received via Email from Susan Paschell on behalf of Mary Duquette - President, New
Hampshire Dental Hygienists’ Association
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Date Received: 5/06/2014 at 10:47 AM

From: Susan Paschell, Senior Counsel, Policy and Research
The Dupont Group

114 North Main Strest

Suite 401

Concord NH 03301

603-228-3322 ext. 107

spaschell@mduponteronn.com

Good morning -

Please find attached a letter from Mary Duqguette, President of the NH Dental Hygienists'

Association, in support of the 1115 waiver application. A hard copy of the letter will also be sent to
you for the file.
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Thank vou for your consideration -
Susan Paschell
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Fommissione r Nicholas Toumpas

MNH Departmentof Health & Buman Services
129 Pleasant Sirest

Concord, NHO3301

Wia email: 111 Swaiver@dhhs stake nhus

Blay 5, 2074
Dear Commissioner Toumpas:

The MH Denial Hygienists’ Associationwishes to registerstrong support forthe Oral
Health Pilot Program proposed in the Section 11 15 De monstration Wabve rapplication
grepared by your De partme nt for submizsion o CWS. NHDHS was a proponent of the
Medicaid expansion legisiation {SB 413} that led to the weiverapplication and
assoriated state plan ame ndments, and we are extremely plessed and heartened that
the proposal includes thiscriticat element.

The infentof the Affordable Care Act is to Increase acoess to care and address the rising
costs of health care. Although the federms! health care reform law does not recognize
oral heslth care as an essential berneft for adults, it is considered essential forchildren.
Adding this Medicaid benefit for pregnant women and mothersof children under sge 5
will help many Mew Hampshire uninsured citizens who lack access to oral health cars
and now must resort to hospitel eme rgency rooms for their untreateddental problems.

WHDHA believes that Medicaid expansion, which will increase overall health coverage
for unimsured, poor adults, is a solid first ste p toward improving public health in our
state. The proposal for 2 pilot program for oral health care for pregrant women may
mark the beginning of 8 new movement in Mew Hampshire to add adental benefitto
Wedicaid coverage for all eligible aduits. We need to start moving toward a systemthat
finally treats oral health as partof our total health.

Thank you for yvourworkon the Medicaid walverand your commitment do this effort.

Sincersly,

Mary Dugueite, President
MHDHA Board of Trustees
info@nhdha ore
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State’s Response:

Thank you for the comment and support of the Building Capacity for Transformation Section 1115
Demonstration Waiver.
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Comment Received via Email from Joan Fitzgerald - Former President of the New Hampshire

Dental Hygienists' Association and serves on Board of Trustees of the American Dental
Association

Date Received: 5/08/2014 at 11:39 PM

s Walver - Public Hearing - May 8, 2014

My name is Joan Ftzgerald and 1 am 3 practicing denta! hyglenist, Past Presiderst of the N4
Dental Hygienists” Association and currently serve on the Soard of Trustees of the American
mwm:mmmmmwmmm&m
aﬁwmy,ﬁﬁ%mwtmmm pesterday’ ‘ niersd ¢

Mm%%a@mmm mwwn@mmf&
Hew Hampshive,

Hildre sg;%magaﬁ, because oral health care for pregnant women has been shown to reduce
mmwmmmm@wmmmmjwmww&mm
transmissio Wmﬁmmwmwm

al stages of We. It harms unborn bables, infants, chidren, & -
memmmtﬁmw mammmmma

professional workshop for Or - MWWT@W*} taught
mmmmmmwammmmmmm

Fm confident that this oral health program will demonstrate 3 positive measurable outcome for
pregrart women and their voung thildren, the ripple offect of which coudd last » ifetime, even

generations! These intiatives will go & very Jong way towerd reducing the overall burden of
diszase on the citizens of our slate.

mmwmmmwmmmzmmm

corveying the strengths of my support for this proposed measurelprograrn to members of the
fegidiature’s Joird Fiscal Committes and 1o CMS.

Joan Kenney Fitrgerald, RDH, BS, CPHDHe
65 Lancelot Avenue

Menchester, NH 03104-1419

Maobite: &awga«ms

Email: joankieomemdt st
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State’s Response:

Thank you for the comment and support of the Building Capacity for Transformation Section 1115
Demonstration Waiver.

Comment Received via Email from Kenneth Jue — Ken Jue & Associates and creator of the
InSHAPE program

Date Recelved: 5/12/2014 at 9:08 AM
From: Kenneth Jue

23 Ridgewood Avenue

Keene, NH 03431

{603) 903-3323

ken(@kenjue.com

To Representatives of the New Hampshire Department of Health and Human
Services,

1 have attached testimony offered for the May 12, 2014 public hearing on the proposed “Building
Capacity for Transformation” Section 1115 Demonstration Waiver Application.
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TESTIMIONY relatod to Dental Care for Pregnant Women and their Children Program for Public Hearing,
Mgy 12, 2014, onthe "Building Capacity for Transformation” Section 1115 Domenstration Waiver
Application, submitted by Kenneth fue, 23 Ridgewood Avenue, Keene, NH 03431

As g member of the Board of Directors of a community-based non-profit {501c3} dental practice named
Dentat HealthWorks established in 2003 in Keene, NH | would like to presert this testimony to support
sddressing the needs of pregnant women, their newborns and any of their other young children. This
attractive and busy practice was established by a collaborative of heslth and human service community
organizations and institutions and a group of local dentists to address a significant need for dental care
in Cheshire County for underserved populations. The primary target populations served by this practice
are persons wha are low-income, have a demonstrateddisability [i.e., develepmental disability, serious
mental llness), Medicaid insured, including children and youth on Medicald, and the uninsured. The
practiceis also open to providing dental care to the general public. The staffincludes a teamof dental
professionals led by a fulltime dentistfexecutive director, a part-time dentist, five or six dental
hygienists and dental students frotn Boston University School of Dentistry, The Endowment for Health,
Concord, NH provided a substantialgrant to help establish this much needed community service,

Each year Dental HealthWorks treats hundreds of people from Cheshire County. The revenues of the
pratticeare diverse coming from a combination of Medicaid insurance, private insurances, a few small
perindic donations and modest payments from a cluster of community agencies. Itis financially strong
and has been sofor a number of years. Several years ago the practice purchased #s previously leased
space and building and then increased its dental service volume. The practice also provides Cheshire
Smifes, which is 2 preventative dental cleaning and education program initisted by Cheshire Medical
Center, to a significant number of children in preschools and the public schools in the Monadnock
Region. The Board of Directors and the staff believe firmly in preventative care, thus, this function 5
appropriately staffed to represent this part of our service to the community. Although tcannct speskon
behalf of the fuli Boardof Directors of Dental HealthWorks, | wish to whole-heartedly support this 1115
Cremonstration Waiver and believe that it is very important to provide denta! education and care to
pregnant women and their children, especially to thoseon Medicaid and with inadequate personal
financial resources. Practices, suchas Dental HealthWorks can be an important and helpful partner, if
the waiver s approved,

51272014

K
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State’s Response:

Thank you for the comment and support of the Building Capacity for Transformation Section 1115
Demonstration Waiver.
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Additional Comment Received via Email from Kenneth Jue — Ken Jue & Associates and creator
of the InSHAPE program

Date Received: 5/12/2014 at 2:16 PM

To Representatives of the New Hampshire Department of Health and Human Services,

I am resending this testimony vegarding the expansion of the InSHAPE program to children and
vouth with serious emotional and behavioral disturbances and to persons with a developmental
disability, I discovered that I had not included my full address in the testimony and have included it

now in this revised version of this testimony.

Thank you,
Kenneth Jue
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TESTIMDOMY on the InSHAPE Prosram for Public Hesring May 12 3034 o0 the "Buildine Ceoacity for
Irsnsformstion” Section 1145 Demonstration Walver Soplicstion, submitted by Kennath Jue, MESA

Principal Consultant, Ken lue Consufting, Keens, MY and crestor of the InSHAPE program

latrongly believe thatthe InSHAPE program is & very effective modsd in serndng special populations and
that itcan effectively banafit children and youth with serious emeotional and behaviors! disturbances
angd persons with developments! dissbilities |tis currently helping persons scross cur State of Mew
Hampshire sxperiencing the most serious mentxd nesses o improve thelr lifespan which is 35-30 yaars
shorter than the sversge lifespan of other Amerdcan dtizens, It has been studied here in Maw
Hampshire since 2003 by the Dartmouth Conter for Heaith and Aging., Esch completed study adds
evidence tothe programs 2fficary and benefits to thess Indhvdusls, Pressntly, 8 statewide study in pur
state is further pesting the efficacy of the moded and how additional components csn incresse and
snhance the hagith benefits for Mediceid populstions experiencing abroed range of mentsl hesith
issues and problems. Inaddition to replicetions of the InBHAPE program: hers in Mew Hampshire,
InSHAPE has been repliceted by community mental heslth agencies in the states of Michigan and Texas,
znd in the cities of Pittsburgh, Pennsylvaniz and Providence, Rhode Istand. Each of these sgendasis
evaluating and studying the heslth effects and benefits for their dientswho are experiencing serigus
mentsl ilinesses. Thus, far they sre sexing significent imgroverments in the heaith status of those cliants
enrolled in InSHAPE. These sgencies have sxpresssed their great satisfaction with having implemented
the program. [ =m ot sware of any other on-going hestth improvement program o the country
targated for specis populations thet is undergoing the extensive study and evslustion as is the InSHAPE
program snd which s demonstrating such positive resuits,

Whe was the InSHAPE program crested? A= & former chief exacutive of Monadnock Family Servicasin
Feene, New Hampshire, | crestad the In3HAPE program in 2002 for the sgency in order to sddress and
attack the fifespen ssp orisis that has befellen sdults with serious ments! Hinessin our COIMTTELTETY, QUT
‘state and gur raEtion. Foople sxperiencing @ serious mentsl lness, such &5 schizophrenia, major clinical
deprassion or sericus bi-polar disorder, sre dispropordonately dyving at youngsr ages than the general
popuiation. The lifespan disparity or gsp for thess indiviguslsis 25-30 years shorter than the normat
expacted fespan in the United States. Cardiovascuisr disesss, disbetes, metsholic syndroma,
respirstory o pulmaonary issues and high blood pressurs sre the primary health conditions that are
lesding to the pramature desths of these persons.  Howewer, not ondy are they Hvingwith thess co-

morhid fife threstening conditions, they sxperience significant disparity In scesss to essentizl sodietst
resources. They are generally not welcome patientsin primary care dinjcs or other medival services, at
cormmunity fitness faolities or recreation centerssnd in numerous other socistsl nstitutions snd
organizetions. To make things worss, their leveis of unempioyrment are 10 times thet of the general
popuiztion, thus maost are Jow income; they live in sub-stenderd housing and have lowilawels of
educetion. They have poor sceess tohesithy foods, so that lack of & heslthy dietis snother major
problem thet contributes to their oversl poor heslth stetus.  Finally, they suffer from significant socizl
dizcrimingtion. Thase fectors sl contribute to thedir shorer fifespan.

Wihat is the nBHAPE program? The InEHAPE program is intended to be & person-rentered and
individual recovery-focused initiative to address the above problem and needs. Bsch inBHAPE
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participantis urged znd supporeed totehe charge snd todefine thelr persons! hezith aspirations snd
gosks, INEHAPE participsnts identify snd direct thelr oomn hasith plans and chonse their owen gosls.
{Control s a positive health impact factor.) Thus, each perticipant is encoursged to take responsibility
for their own hesith status and hesith stetus improvement. The InSHAPE program firmily advocstes that
=i heslth crestion acthvities that & perticipent identifies and selects should take plare In rzinstrasm
community settings, not in 2 mentst health sgency or othermentst higaith institution This promaotes
socisl inclusion, snd community social inclusion is enother proven and well understood fector that
contributes tobuilding positive hesith stetus. The InBHAPE program sseks tolmprove the quality of life
of its participants znd to halp them commit tomaking significant znd fasting behaviors! fifesryle changes
through engsgament in end with their communities. This apprasch can help to reduce the
discrirnination that is faced by persons experiendng & mental iiness,

The core compongnts of the inEHAPE program includs:

i, The Individusd InEHAPE Heslth Plan conteins fitness gosls, heslthy sating gosls and, possibly, for
those participents who smoks, sreoking cessstion interventions, and sobristy for thoss sbusing or mis-

using substances, such as sloghol and other drugs.

. Hesith Wentors @re the corse staff of the program and zre all cartified personal trainers, who work
closely with each participantand fulfil the rodesof health consultant, tretner, educstor, facilitator,
adwocate snd cheer leader,

3. Houtine snd resdy sooess to primsary oare.

&, Commurity Partrerships, which may include small orlarge businesses, fitness fecilitiss, notrition
education =nd smedics] providers, are part of the hesrt of the program:.

5. Community Engagement snd Social indusion stretagies.
&. Sreoking cessstion

Comman_heglthissyes for program participants include; substantis! overweight, obesity, cardig-
wascider corplaints, chronic pein, poor belance and & history of felling and broken bones, chronic dental

jgsuss, dishetes, sleep disorders, respiratory Issuss and incontinence.

& few of the findines from the on-going studies conducted by the Dervmouth Medical fenter’s Lenter

for Heslth and Aging include:

i, The Health Mentor relationship is highiy valued by successful program perticipsnts and credited by
thess program participents with thelr indbddual progress snd sucoess,

2. lmproved cardic-vastular status

3. lmproved (- symptoms reisted to mentsl {inesses of the participants being studied.
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4. A zignificent number of perticipants sxperience sgnificant to moderste weight foss andfor make
other changes in thelr fives, by thanging their diets, fading employment ar returning to schos or

cofegs.

What do lnSHAPE

srticipants ssy sbout the program and thelr participetion in it?

Today | go tothe gym thres times 2 wesk, | meet wonderful peopis. ™

“InEHAPE has litersily seved my life. It Eave me hope. ...l suffer from depression snd ... feelingsof
worthlessness. thas given me new life.” '

" hawe been given & gift ((nSHAPEL | have severasl dizgnoses {chronic depression, persanslity dizorder,
PTSDL | hawve magde changes ... becsuse of InZHAPE."

T | can lose this weight, | can dosnything. [Dshns Just started = new job. i Whan Pmowaorking and
heslthy, | feel my best.®

{ther thoushts shered by participants sbout their experence with InEHAPE refer to how InSHAPE is
changing many of their lives, but thet many of the participsnts reasch the recognitien that it tskes hard
work and much efont toturming thelr poor hestth stetus sround. Becoming fit and staying fitis wary
hard work. Esting hesithy isa major challensgs, given the limited saconomic respurces of the large
majority of InSHAPE participents, However, particinents report thet they are shie to do things they did
nat think they could ever do fi.g., legve their homes snd interact with strangers In fitness centers, sttend
cooking classes, participats in swimming clesses, gto i Participants feel more snergeticin the pursuit of

their daily goals and activities, report that they sleep better znd feel more rested in the mornings.

In oonclusion, InBHAPE appeers on the surface tebe 2 combination of comemen sense strategies, butitis
really & carefully constructed snd woven set of belisfs snd processes for building major hesith
fmprroserments, #nd not only 2 weight oes inltisthes, 2l though weight nss is important in combating the
co-morkid heslth conditions of these participants. InBHAPE is & program intended to improve the
oeeral] quality of fife for persons experiencing s serious mental flloess and tohelp them make major
behaviors] lifestyle chanses, 1tis = program that underscores and represents the 2ims of this
demonstration watvar, 8s it promotes consumer direction through the person-centered and recovery-

fozused phitosophy and processes embodied in the program. It promotes and strengthens finkages and

Broess to atute cere medicineg and to other community resources 2 described in the waiver zpplicstion.

The program philosophy czn be applied and the core components ©an be adapted to the needsof
children and sdolescents with serious ematipnal disturbances and to the nesds of the developmantslly
disabled population. Itcen halp thess children snd youth avoid snd csn prevent 3 future serigus heslth
disparity in sdulthood. We have slresdy Segun 3 locsl community glanning process in the Kssne sres
toadapt the prosram for these children and youth with an intersgency groop of community
orgenizstions led by the local community ments! heslth center, Monsdnock Family Services, in Keene,
Mew Hampshire. Mew snd additionsl commaunity interzgency and crosssectar partnerships have

siready bean forged to serve these young pengle in crestive and innovative partnerships, Similar to the
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gduit INSHAPE program, we will devetlop s program implemeantation manus! in the coming months, A
similar planning process could be inttisted to efectively sdept the INEHAFPE program toserve persons
with = developmants! dizshilivy fodlowing the completion of the planning process for ohildren znd youth
znd the spproval of thizwaiver spplicetion. This popuistion of persons =lso nesds & substantisl health
improvement knitistiva, as thay are similarty subject to the many risks sxperienced by persons with a
seriogus mental iilness. [vis my hope that this waiver spplicstion will be sccepted and spproved by the
Conter for Medical 3ervices, 2s it will greatly enable and facilitate the sdaptatipn of this program to
mddress the circumstances of thess additional populztionsin our stete.

E11

State’s Response:

Thani you for the information on InSHAPE and supporting the Demonstration Waiver.

Comment Received via Email from Sarah Mattson - Policy Director, New Hampshire Legal
Assistance

Date Received: 5/13/2014 at 9:36 AM
From: Sarah Mattson, Esq., Policy Director
New Hampshire Legal Assistance

117 North State Street

Concord, NH 03301

(603) 223-9750, ext. 2803
smattsoninhla org

Dear Jeff,

Thank you for the opportunity to submit guestions related to the draft application.

I reiterate NHLA's support for the oral health pilot project. I am writing 1o ask a guestion about
how it would be structured. On page 24 of the draft application, it says that “women who
participate by meeting certain compliance goals” will receive dental benefits.

I am wondering if women who jail to meet the compliance goals will have their dental benefits
terminated. If so, what plans does the Department have fo build in good cause exceptions fe.g., one
of the compliance goals listed is taking a child to a dental checkup beginning before age one; what
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would be the result for a mother who can’'t find a dentist — or can't get to one — who can see the
infant?). Also, would participants have the opportunity to remedy failure to complete a compliance
goal prior to having benefits terminated?

Ilook forward to your response. Thank you for your work on this important program.

State’s Response:

The narrative in the waiver application has been revised to emphasize thal rewards and incentives
would be provided to women and children who meet certain performance criteria developed by
DHHS. These performance criteria are not tied to women'’s eligibility or access to the dental
benefit. It is a standalone component of the proposed pilot to offer incentives to motivate

participation and compliance with a dental prevention and treatment plan_for mothers and their
children. '

All women who participate in the oral health pilot program will be asked o participate in a related
study. Experience of participants will be compared with non-participants and historical Medicaid
claims ' data to evaluate the differences between those who fully participate in a comprehensive oral
health program and those who are offered paid dental benefits, but do not participate in obtaining
routine oral heaith care, including smoking cessation. The outcomes to be compared will include
such variables of experience as. positive birth outcomes, use of dental services to treat urgent and
emergent dental conditions of the parent, use of Emergency Department services for dental
complaints, use of early dental services by the children, severity of dental disease, and decay
experience as reflected by the children’s dental claims. Assignment to status of “Participant” or
“Non-Participant” will be based on retrospective review of performance relative to criteria (o be
established: i.e., whether an individual followed through with making/attending regular and

treatment appointments, attended smoking cessation treatment, and sought dental carve for children
prior o age one.

Thank you for supporting the Building Capacity for Transformation Section 1115 Demonstration
Waiver.

Comment Received via Email from Dianne Pepin - Executive Director, New Hampshire Alcohol
& Drug Abuse Counselors Association

74

Date Received: 5/19/2014 at 12:46 PM

From: Dianne Pepin, MEd., MLADC, Executive Direcior

New Hampshire Alcohol & Drug Abuse Counselors Association
New Hampshire Training Institute on Addictive Disorders

130 Pembroke Road, Suite 100

Concord, NH {3301
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nhtiad(@ermail.com

The NH Alcohol & Drug Abuse Counseiors Association would like to submit for consideration the
Jollowing comments in response to the Draft Building Capacity for Transformation Section 1113
Demonstration Waiver. It is attached in both Word and PDF formats.

75 Appendix E: Public Comments Received and State Responses



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

Eﬁ'ﬁkﬁ &sgxgx ‘ _
_g}'% £k %ﬁ_ﬂ Hew Hampshire Plechol & $rug Qbuse Counsglors fissociation
& 8 Negw Hampabire Training Inatitutz on fddietive Pisorders
%; Fd 133 Pembroks Bowd, 2uite 100 : {oosy 2e8-7oo8 phong
%, & Coneord, 8 25301 feoT F20-TORD fBR
&”WEEB xq&h wim rhadegaorg nhitadifimylairpoiningt

May 17,2014

Jeffrey A Meyers, Director
Intergovenumental Affars

WH Department of Human Services
Cﬂﬂﬁﬂid NH 633{31

The NH Alcohol & Drug Abuse Connselors Association would like 1o submit for consideration the
following comments in response to the Draft Building Capaciiy for Trangformation Section 1115
Demonstrafion Warver,

We would hike to appland the work and sigmficant efforts put forth in the review and writing of the
draft section 1115 demonstration watver. We agree and appreciate the Tecognition of the need to
enhance health care delivered i NH and the focus identified of improving and expanding alcohiol and
other drug service debivery. We concur with the 1dentified ¢rstscyl need to increase the delivery of
substance use disorder (SUD) treatment mﬁ; cotnmumty providers m hospitals, heslih systems,
commumity mental health centers, federally qualified heslth centers and rural health clinics. With the
advent of Medicaid expansion, building the substance wse disorders workforee 15 mcreasingly
tmperative. As hicensed professionals mn the substance abuse profession we have observed these areas
of geed for a very lony time and find the prospect of chanere and improvement both refreshing and
quite hopeful. We strongly support the Designated State Health Program (DSHP) that seeks to
“Establich a grant program that would fimd training education and workforce development progroms
Focused on SUD reatment and services.”

The state plan for reformeng the mental health system is promunently mentioned 1n the wmtroduction of
the goals of, and background for, the waiver. We encourage the committee to mention as well as
examine and meorporate the March 2013 strategic plan, Collactive Action — Cellective Impact: New
Hampshire s Strategy for Reducing Alcohol and Other Drug Misuse and Promoting Recovery, a
publication of the New Hampshire Governor’s Commrussion on Alcohol and Drug Abuse Prevestion,
Intervention, and Treatment. This document may provide msight, guidance and sppport for the DSHPs
identified m the Section 1115 Demonstrairon Wanver, Given that the application 15 the road map of

what will be funded by the waiver process, alizament with the NH substance abuse strategic plan 15
1mpostant.
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We also believe 1t essential to supgest language be added in relation to cumicnlum components that
mclade those that specifically identify programs such as:

* Screemng, Bref Itervention and Referral to Treatment (SBIRT),

* Substances Misuse and Abuse Trends: and

+  Nawmgating the SUD Provider Network:
We have often found that medical providers 1 prisnary care settings, hospitals and emergency rooms
have not asked the addiction related questions due fo a lack of wfommation, an absence of
understanding of what to do with the wformation that 1s recetved, and not knowing where fo refer therr
patierts for freatment services.

As the profession most experienced, trained and educated 1 substance use disosders, we stand ready to
work with the Department of Health and Huoman Services, as well as the medical and mental heglth
systems, to ensure that the goals denfified 10 the Daft Building Capacity for Transformation Section
1115 Dernonstrateon Warver will be accomphished.

H you have any guestions please feel free to contact us at shtiad@emal cony; (603} 225-7060 or
(éﬁﬁ’} T23- T30 .

ST M,) | ;71 ﬂff’ gy 2es
hanne Pepin, Mid, MLADC Peter DalPra, LADC. LCS
Executrve Director Bregident
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State’s Response:

This Demonstration Waiver aligns with the objectives of the March 2013 strategic plan, Collective
Action ~ Collective Impact: New Hampshire’s Strategy for Reducing Alcohol and Other Drug
Misuse and Promoting Recovery. The narrative for the Demonsiration Waiver has been revised to
reference this publication from the New Hampshire Governor’s Commission on Alcohol and Drug
Abuse Prevention, Intervention, and Treatment.

The narrative for the Demonstration Waiver has been revised to include the following as potential
curriculum components for SUD workforce development:

* Screening, Brief Intervention and Referral to Treatment (SRIRT),

« Substances Misuse and Abuse Trends; and

* Navigating the SUD Provider Network.

Thank you for the comment and support of the Building Capacity for Transformation Section 1115
Demonstration Waiver.
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Comment Received via Email from Maggie Pritchard - Executive Director, Genesis Behavioral
Health

Date Received: 5/19/2014 at 1:29 PM
From: Maggie Pritchard, Executive Director
Genesis Behavioral Health

111 Church Street

Laconia, NH 03246

603.524.1100 x134

603.528.0760 (fax)
mpritchard@senesisbh.org
www.genesisbh org

Just wanted to be sure my thoughts on adding «a litile something to the waiver (my theory being if

you are asking the Federal Government to recognize some of the NH specific efforts and challenges
and how they can help...why not)

Medicare — says the if a therapist is not independently licensed (as an LICSW or APRN or PHD or
MD) they cannot bill for their services unless there is a licensed person in the same “suite of
offices " under which they can then bill “incident to” ... it translates to cmhc(s) making the choice
to cancel patients appointments or deliver the service and eat the cost... Medicare CMS recognizing
telehealth services such that if a psychiatrist sees a patient face to face on video for a covered
service they pay for that service ...I would ask that if a center has the ability to have a doc face to
Jace for a patient but not in the suite ( say Plymouth doc is out sick Laconia doc is in and can be
beamed in”) the agency should be able to see the patient as planned and be paid as that doctor is
clearly fulfilling the need of “incident to” I would further state that NH being such a rural state it is
impossible for North Country in particular to have physician in Berlin Littleton Lancaster and
Gorham No Conway and Wolfeborv on any given day ....it makes no sense to deny patients services
nor does it make sense for the centers 1o not be paid for a service they rendered .

Retention of beds issue again there are far too few 24 hour beds available in cmhc's (previously
referred to as group homes) and those that ave left should be part of the retention efforts this cmhe
system has been decimated over the years and we must fry to stop it.

The bricks and mortar veward for new beds .. just want to make sure that if the RFP for the APRTP
came out last month but is not scheduled to be on line til July 15 that it could qualify as
new...otherwise we should think about the timing. '

Finally please verify the State Prison and County Corrections spend included MH / S4 spends
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...keeping in mind the state has a contract with a fov profit entity for psychiatry I am concerned the
captured spend was not all inclusive.

Thank you for your thoughtful consideration of these points. Good Luck with the waiver.. keeping
my fingers crossed.

State’s Response:

The narrative for the Demonstration Waiver has beern updated to include telehealth as potential pilot
programs under the community veform pool. DHHS will consider reviewing “incident to” billing for
psychiatrists outside of this Demonstration Waiver process.

The narrative for the Demonstration Waiver has also been revised to include community providers as
eligible for the capacity-retention payments under the community reform pool if the community
provider pledges not to reduce access to mental health and/or SUD related services in their health
system, '

Funding for capacity expansion payments under the community reform pool will be made available
as soon as the Demonstration Waiver and implemeniation is approved by CMS.

DHHS has verified the Counties Correctional Medical/Health Spending and Department of
Corrections SFY 2015 Biennial Budget shown in Appendix A: Resources for Costs Not Otherwise
Matchable.

Thank you for supporting the Building Capacity for Transformation Section 1115 Demonstration
Waiver.

Comment Received via Email from Michele Merritt - Policy Director, New Futures, Inc.
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Date Received: 5/19/2014 at 4:49 PM

From: Michele D. Merritt, Esq., Policy Director
New Futures, Inc.

10 Ferry St. — Suite 307

Concord, NH 03301

Tel: (603) 2259540 Ext. 109

Fax: (603) 415-9543
mmerritt@new-futures.org

Attached please find written comments by New Futures and the NH Providers Associaiion on the
1115 Demonstration Waiver.
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N futu F@S™  covocote: educcte » collaborate

May 19, 2014

Commissioner Toumpas

Offire of the Commissionsr

M Department of Health & Human Services
128 Pleasant Street

Coneond, ®H 03303

Fe: 1115 Demonstration Waiver Comment

Dear Commussioner Towpas:

Mew Fulures and the New Hampshire Alcobol and Other Drug Service Providers Associztion
(NH Providers Association) appreciate the opportunity to comment on the Draft 1115
Demonstration Waiver to be submutied fo the Centers for Medicaid Services by the NH
Department of Health and Humas Services.

New Futures is a nonparfisan, nonprofit organization that advocates, educates and collaborates fo
prevent and reduce New Hamipshire substance abuse problems. Wew Putures envisions a State
and local communities where public policies support preveniion, treatments and recovery
onierted efforis to reduce alcchol and other drog problems.

The NH Providers Association works spectfically for providers in the snubstance abuse
profession. The NE Providers Association woerks for prowmders by advocating, facilitating and
commusicating with fanders, policymakers and the public to ensure high quality substance abuse
prevention, freatment, intervention and recovery support services are available for the cifirens of
New Hampshire.
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For the past decade, New Futores and the NH Providers Association have worked dodigently to
ensure the citizens of New Hampshire have access to quality behavioral health services. New
Futures and the NH Providers Association wete overioyed by the recent passage of the New
Hampshire Health Protection Plan (NHHPP). which will expand access 1o substance use
treatment o approxumately 7 000 New Hampshire residents.

With the passage of the WHHPP, the XH Department of Health and Humian Services (the
Department) was tasked with creating 3 service array for the new Substance Use Dizorder (SULR
benefit. The Depariment recommendsd a comprehensive and robust SUD service asray, whick, if
passed, will ensure the residents of WH have access to high qoality S5UD care and treatment.

Given the small size of the existing SUT) provider network in New Hampshire, the 1115
Demonsiration wasver provides a crifical opportumsty for boilding and expanding New
Hampshire's SUD prowveder network. With that i mind, we offer the following commments.

Canacity Refeption Pavments

The draft 1115 Demonstration watver proposes fo provide incentives to hospifals who pledge not
to reduce their mental bealth or substance vse disorder related services. This payment would be
spproximately 1% of the hospital’s existing Medicaid clatm pavments for mental health and/or
substance wse related services, based onn previous years.

(riven the pressing need to establish a pandy compliant 517D bepefit, New Futures and the NH
Providers Association wrge the Depariment o constder offering an enhanced payment for SUD
providers who also pledge to retain their treatiment capacities, Offering 2n enhianced match would
not only help SUD providers remain operational during the period of transition fo Medicad, buot
it wonld also encourage SUD providers 1o accept Medicaid pattents. New Fotures recogrizes that
the enhanced match for SUD providers would oot be able fo be caleulated in the same manter as
the match for hospitals, as many providers have not previoushy billed Medicaid. As an
afternative, we would suggest setiing an enhanced match at 109 of the fair-market value of the
services rendered by each SUD provider.

Pilot Program Pool- Integrated Care

The propesed 1115 Demenstration wawier includes the creation of 1 “pilot propram pool.” which
woutd allow the Departoeent to fond grant apphications fom hospitals, health systems and
community providers to create pilots relaied to mmproving the delivery of physical, mental and
behavioral health services. Integrafing physical, meptal and behavioral health caze allows for the
coordination of care between providers and reduces hesltheare cosis. Integrated care models
have been recommended to the Departmaent by the Governor's Commission oe Managed Caze’
and numerous stakehelder groups. The Federal Government also encovrages the use of

t fee Gowernmor Hazsan's Cammission on Managed Care, Recommengation 3, Aprdl 3, 2018 Avellabic ar
bt/ Parwer governor_ph.govimedia/news 2014 Bocuments fmmi-D8-03- 201 4-recommendations. paf
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integrated care and offers au ephanced match vnder the Affordable Care Act (ACA) for states
who adopt a “Section 2703 Health Home” service delivery system. New Futures strongly
recommends that the Department consider obtaiming this federal match by filing a State Plan
Amendment, as these federal funds will provide further support of integrated healtheare in New
Hampshire.

New Futures waderstands that, vnder the ACA, the federal match expires after founr quarters and
we appreciate the Departiment’s concerns about funding a health home system after the federal
mzich expires, howewer, we would argue that the State of New Hampshire 15 abready obligated to
provide the minimum requirements for an ACA compliant health home noder federal parity law
and the NHHPP ? A state plan amendment adopting a health home mode] would not only capture
federal dollars for services New Hampshire s already reguired to provide, but will ultdmately
lead to a significant cost-savings for the State.?

Substance se Dhisorder Workforce Development

The third priority identified by the Department in the 1115 Demonstration Waiver is the creation
of a strong SUD workforce. To promote the creation of 3 strong workforce, the Departrent
hopes to fund 2 grant program which will distribute funding fo hospitals, health systems and
community providers who administer SUD tratning and educational programs. New Futures and
the NH Providers Association strongly support this section of the waiver; however, New Fulures
and the NH Providers Assoctation strongly recommend fhiat institutes and professional
orgamzations be eligible fo apply for grant funding and administer trainings. In fact, the New
Hampshire Training Institute on Addictive Disoaders QVHTIAD ) currently provides training and
professional development opportanities for SUD providers; permitting institutes tike NHTIAD
access to grapt fonding would altow for further expansion of their curriculoms to meet the
State’s peeds under this waiver

Integration of the Childres’s Belwmvioral Health Plan

As g final note, Wew Futures strongly recommends the incorporation of the Children’s
Behavioral Health Plan (CBHP) under the mental bealth reform section of the 1115
Demonstration Waiver, In March 2013, the Children's Behavioral Heaith Collaborative released
a comprehensive plan for the ransformation of children’s behavioral system in New Hampshire.
By incerporating the CBHP info the 1115 watver application. the State of Mew Hampshire may
be able to secure much needed funding which would suppori the CBHP s implementation.

“ e Takach, Mary et 8l. Develnping end implementing Section 3703 Health Home State Cption: Stobe Sirategies to
Address Key Issues, Nationsl Academy Tor State Health Policy, July 2072, Availoble ot

bt rgdsitesidetontt e health bopwe _state _optionstrotenies. section. 2 708 odf
See genemﬁ}f d.

82 Appendix E: Public Comments Received and State Responses



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

Thank you for the epporiunity to submit these comments. New Fotures and the WH Providers
Association look forward to working together with the Departiment to ensure the successful
mplementation of the Mew Hampshire Health Protection Plan and s associated programs.

Sincerely,

Linda Saunders Paguette, Fsg.
Executive Director
New Futnres

U hele & Uitk

Michele D. Merriit, Esg.
Policy Director
Mew Fofures

Kbipatl Shockiey, MPH
Execntive Director
WH Alcohol & Other Drog Service Prowviders Association

State’s Response:

There are numerous initiatives proposed in the Walver addressing health care challenges faced by
SUD providers. For example, SUD providers are eligible to submit proposals and budget requests
Jor workforce development. Also, SUD providers are included as eligible providers for the capacity
expansion and new services payment pools within the community reform pool. At this time, DHHS
decides to not include SUD providers as eligible providers for the capacity retention payment pool.
There is little to no Medicaid claim expenditures or experience with the new SUD benefit for the
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NHHPP population to calculate or project capacity retention payments for SUD providers.

Health homes are potential pilot programs under the community reform pool, Any State Plan
Amendments will be developed outside this Demonstration Waiver process.

The narrative for the Demonstration Waiver has also been revised 1o include professional
associations as eligible to submit grant proposals for SUD workforce development.

Based upon public comment, the efforts of the Children’s Behavioral Health Collaborative and the
Children’s Behavioral Health Plan, as well as the System of Care service array are now
incorporated into the Waiver.

Thank you for the comment and support of the Building Capacity for Transformation Section 1115
Demonstration Waiver.

Comment Received via Email from Gail Brown - Director, New Hampshire Oral Health Coalition

Date Received: 5/20/2014 at 12:18 PM
From: Gail T. Brown, J.D., MSW, Director
New Hampshire Oral Health Coalition

#4 Park St., Suite 403

Concord, NH ¢3301

603-415-5550

ghrown@nhorathealth.org

Thank you for the opportunity to provide both oral and writlen commenis regarding this proposed
waiver. See attached 4 documents.

»  “Building Capacity for Transformation” Section 1115 Waiver Comments from NH Oral
Health Coalition

»  (Oral Health care During Pregnancy. A National Consensus Statement. Summary of an
Expert Workgroup Meeting

o A Costly Dental Destination: Hospital Care Means States Pay Dearly
o [mproved Health and Lower Medical Costs: Why good dental care is important
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PregrEny mpm and mrommended: snd inveality, thei may have no resources b réoetve
that cars; _

& FEHOHC provider mendhers repoit &my dre heeing waner Suting pragreney ot snplrisnes
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«  Fregnant women whe integrate bl biatih ino their owm are dming pregaznoy are mose Kby
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Hew Hampshire Dral Health Cozlition » 4 Pavk Strest, Sulte 402 Concerd, NH 03304+ Tely (603} 415-5550
wiiw, rhomiheslih.oig

85 Appendix E: Public Comments Received and State Responses



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

& Education on the oral beslth impact of smoking, ;upported by the cwrront snokmg cessation

v A Dental Banefit Bilot Progect fhat provades 3 near-comprehensive denial bemedit foo pregnand
wamyets enfering the program wp bo thear obdld’s age of 5.

We baliave the pilot is an opportunity to target 2 speeific and dintiart prowp Heat is masly accessed and
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introduction

regnancy is a unique period during a woman's

" life and is characterized by complex physi-
ological changes, which may adversely affect
oral health. At the same time, oral health is key to
overall health and well-being. Preventive, diagnostic,
and restorative dental treatment is safe throughout
pregnancy and is effective in improving and maintain-

ing oral health.

However, health professionals often do not provide
oral health care to pregnant women. At the same
time, pregnant women, including some with
obvious signs of oral disease, often do not seek or
receive care. ln many cases, neither pregnant women
nor health professionals understand that oral
health care is an important component of a healthy
pregnancy.

In addition to providing pregnant women with oral
health care, educating them about preventing and
treating dental caries is critical, both for women’s
own oral health and for the future oral health of
their children. Evidence suggests that most infants
and young children acquire caries-causing bacteria
from their mothers. Providing pregnant women with
counseling to promote healthy oral health behaviors
may reduce the transmission of such bacteria from
mothers to infants and young children, thereby
delaying or preventing the onset of caries.

For these reasons, it is essential for heaith profession-
als (e.g., dentists, dental hygienists, physicians, nurses,
midwives, nurse practitioners, physician assistants)

to provide pregnant women with appropriate and
timely oral health care, which includes oral health
education.

Several national organizations have undertaken ef-
forts to promote oral health for pregnant women. The
American Academy of Pediatric Dentistry (AAPD),
the American Academy of Pediatrics (AAP), the
American Academy of Periodontology, the Ameri-
can Academy of Physician Assistants, the American
College of Nurse-Midwives (ACNM)}), the American
College of Obstetricians and Gynecologists (ACOG),
and the American Dental Association (ADA) have
issued statements and recommendations for improv-
ing oral health care during pregnancy.

"

To reinforce these recommendations and to pro-
vide guidance to health professionals, the New York
State Department of Health produced Oral Healts
Care During Pregnancy and Early Childhood: Practice
Guidelines in 2006. Following publication of these
guidelines, AAPD, the California Dental Associa~
tion Foundation, the South Carolina Department of
Heazlth and Environmental Control, and the Univer-
sity of Washington School of Dentistry also devel-
oped guidelines for perinatal oral health care,

In 2008, an expert panel convened by the Health
Resources and Services Administration’s (HRSA's)
Maternal and Child Health Bureau (MCHB) devel-
oped strategies for improving oral health care during
the perinatal period, which were presented in Improv-
ing Perinatal Oral Health: Moving Forward. One of
these strategies was to “promote the use of guidelines
addressing oral health during the perinatal period

and disseminate the guidelines to maternal and child
health professionals and oral health professionals.”
This recommended strategy provided the charge for
the Oral Health Care During Pregnancy Consensus
Development Expert Workgroup Meeting convened
by HRSAS MCHB in collaboration with ACOG and
ADA and coordinated by the National Maternal and
Child Oral Health Resource Center. The meeting was

1
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field on October 18, 2011, at Georgetown University
in Washington, DC.

'The expert workgroup reviewed policies from federal
agencies and national organizations, recent literature,
and existing guidelines on oral health care during
pregnancy. {See Appendix: Agenda.) This workgroup
identified common ground to increase health profes-
sionals”awareness of the importance and safety of
women's oral health care during pregnancy through

the promotion of evidence-based science. The national

consensus statement that resulted from the October
2011 meeting comprises this document.

This national consensus statement was developed to
help health professionals, program administrators and
staff, policymakers, advocates, and other stakeholders
respond to the need for improvements in the provi-
sion of oral health services to women during pregnan-
cy. Ultimately, the implementation of the guidance
within this consensus statement should bring about
changes in the health-care-delivery system and im-
prove the overall standard of care.

The expert workgroup consisted of individuals with
expertise in oral health and prenatal care with rep-
resentation from national organizations including

AAP, AAPD, ACOG, ACNM, ADA, the American

Dental Hygienists’ Association, the Association of

State and Territorial Dental Directors, the National
Maternal and Child Oral Health Policy Centes, and
the Medicaid-CHIP State Dental Association; fed-
eral agencies; as well as those involved in the develop-
ment of existing perinatal oral health guidelines. {See
Appendix: Participant List.)
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ational Consensus
Statement:
Guidance for Health
Professionals

Guidance for Prenatal Care
Health Professionals

Prenata! care health professionals may be the “first
line” in assessing pregnant wornen’s oral health and
can provide referrals to oral health professionals and
reinforce preventive messages.

Assess Pregnant Women’s Oral Health
Status

During the initial prenatal evajuation

= Take an oral health history. Following are examples
of questions that prenatal care health professionals
may ask pregnant women. This information may be
gathered through a conversation or a questionnaire.

+ Do you have swollen or bleeding gums, a tooth-
ache (pain}, problems eating or chewing food, or
other probiems in your mouth?

» Since becoming pregnant, have you been vornit-
ing? If so, how often?

= Do you have any questions or concerns about get-
ting oral health care while you are pregnant?

* When was your last dental visit? Do you need
help finding a dentist?
s Check the mouth for problems such as swollen or
bleeding gums, untreated dental decay {tooth with
a cavity}, mucosal lesions, signs of infection (e.g., 2
draining fistula), or trauma.

= Document your findings in the woman's medical
record,

Advise Pregnant Women About Oral
Health Care

& Reassure women that oral health care, including use
of radiographs, pain medication, and local anesthesia,
is safe throughout pregnancy.

# If the last dental visit took place more than 6
months ago or if any oral health problems were

identified during the assessment, advise women to
schedule an appointment with a dentist as soon as
possible. If urgent care is needed, write and facili-
tate a formal referral to a dentist who maintains

a collaborative relationship with the prenatal care
health professional.

® Encourage women to seek oral health care, prac-
tice good oral hygiene, eat healthy foods, and
attend prenatal classes during pregnancy. (See
Guidance for Health Professionals fo Share with
Pregnant Women.)

& Counsel women to follow oral health professionals’
recommendations for achieving and maintaining
optimal oral health.

3
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Work in Collaboration with Oral
Health Professionals

# Establish relationships with oral heaith profession-
als in the community. Develop a formal referral
process whereby the oral health professional agrees
to see the referred individual in a timely manner
(e.g., that day, the following day} and to provide
subsequent care.

& Share pertinent information about pregnant women
with oral health professionals, and coordinate care
with oral health professionals as appropriate.

Provide Support Services (Case
Management} to Pregnant Women

& Help pregnant women complete applications
for insurance or other sources of coverage, social
services (e.g., domestic violence services), or other
needs (e.g., transportation, translation).

w 1f the woman does not have a dental home,
explain the importance of optimal oral health dur-
ing pregnancy. Help her obtain care by facilitating
referrals to oral health professionals in the com-
munity, including those who serve pregnant women
enrolled in Medicaid and other public insurance
programs, or by contacting a dental ofhce to
schedule care.

Improve Health Services in the
Community

w On the patient-intake form, include questions
about oral health {e.g., name and contact informa-
tion of oral health professional, reason for and date
of last dental visit, previous dental procedures).

# [istablish parterships with community-based
programs {e.g., Special Supplemental Nutrition
Program for Women, Infants and Children [WIC],
Early Head Start) that serve pregnant women with
low incomes.

s Provide a referral to a nutrition professional if
counseling (e.g., guidance on food choices or nutri-
tion-related health problems) would be beneficial.

# Integrate oral health topics into prenatal classes.

# Provide culturally and linguistically appropriate
care. Take the time to ensure that women under-
stand the information shared with them.
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Guidance for Oral Health
Professionals

Activities described below are performed by oral health
professionals as allowed by state practice acts.

Assess Pregnant Women's Oral Health
Status

& Take an oral health history. Following are examples
of questions that oral health professionals may ask
pregnant women. This information may be gathered
through 4 conversation or a questionnaire.

* When and where was your last dental visit?

= Do you have swollen or bleeding gums, a tooth-
ache (pain), problems eating or chewing food, or
other probiems in your mouth?

* How many weeks pregnant are you? (When is
your due date?)

¢ Do you have any questions or concerns about get-
ting oral health care while you are pregnant?

96

* Since becoming pregnant, have you been vomit-
ing? If so, how often?

* Fave you received prenatal care? If not, do you
need help making an appointment for prenatal
care?

s In addition to reviewing the dental history, review
medical and dietary histories, including use of
tobaceo, aleohol, and recreational drugs.

g Perform a comprehensive oral examination, which
includes a risk assessment for dental caries and
periodontal disease.

& Take radiographs to evaluate and definitively diag-
nose oral diseases and conditions when clinically
indicated.

Advise Pregnant Women About Oral
Health Care

w Reassure women that oral health care, including
use of radiographs, pain medication, and Jocal
anesthesia, is safe throughout pregnancy.

& Encourage women to continue to seek oral health
care, practice good oral hygiene, eat healthy foods,
and attend prenatal classes during pregnancy. (See
Guidance for Health Professionals to Share with Preg-

nant Wemen.)

5
Appendix E: Public Comments Received and State Responses



97

Work in Colfaboration with Prenatal
Care Health Professionals

e Establish relationships with prenatal care health
professionals in the community, Develop a formal
referral process whereby the prenatal care health
professional agrees to see the referred individual in
a timely manner (e.g., that day, the following day)
and to provide subsequent care.

# Share pertinent information about pregnant women
with prenatal care health professionals, and coordi-
nate care with prenatal care health professionals as
appropriate.

# Consult with prenatal care health professionals,
as necessary—-for example, when considering the
following:

« Co-morbid conditions that may affect manage-
ment of oral problems (e.g., diabetes, hypertension,
pulmonary or cardiac disease, bleeding disorders).

» The use of intravenrous sedation or general
anesthesia.

s 'The use of nitrous oxide as an adjunctive analgesic
to local anesthetics.

Provide Oral Disease Management
and Treatment to Pregnant Women

= Provide emergency or acute care at any time during
the pregnancy, as indicated by the oral condition.

# Develop, discuss with women, and provide a
comprehensive care plan that includes prevention,
treatment, and maintenance throughout pregnancy.
Discuss benefits and risks of treatment and alterna-
tives to treatments,

# Use standard practice when placing restorative
materials such as amalgam and composite,

« Use a rubber dam during endodontic procedures
and restorative procedures.

& Position pregnant women appropriately during care:

s Keep the woman's head at a higher level than her
feet.

» Place woman in a semi-reclining position, as
tolerated, and allow frequent position changes.

¢ Place a small pillow under the right hip, or have the
woman turn slightly to the left as needed to avoid
dizziness or nausea resulting from hypotension.

# Follow up with pregnant women to determine
whether preventive and restorative treatment has
been effective,

Provide Support Services {Case
Management) to Pregnant Women

@ Help pregnant women complete applications for in-
surance or other sources of coverage, social services
{e.g., domestic violence services), or other needs
(e.g., transportation, transation).

# If the woman does not have a prenatal care health
professional, explain the importance of care. Facili-
tate referrals to prenatal care health professionals in
the community, especially those who accept Medic-
aid and other public insurance programs.

Improve Health Services in the
Community

# On the patient-intake form, record the name and
contact information of the prenatal care health
professional.

= Accept women enrolled in Medicaid and other
public insurance programs.

# Establish partnerships with community-based
programs (e.g., WIC, Early Head Start) that serve

pregnant women with low incomes.

# Provide a referral to a nutrition professional if
counseling (e.g., guidance on food choices or nutri-
tion-related health problems) would be beneficial.

# Provide culturally and linguistically appropriate
care. Take the time to ensure that women under-
stand information shared with them.
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Pharmacological Considerations for Pregnant Women

‘The pharmacological agents listed below are to be used only for indicated medical conditions and with appropriate
supervision.

7
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CDA Foundation. 2010, Oral Health During Pregnancy (5 Early
Childhood: Evidence-Based Guidelines for Flealth Professionals.
Sacramento, CA: CDA Foundation. hitp:/fwww.cdafoundation,
wrg/Portals/O/pdfs/poh_gnidelines pdf.
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A Summary of Practice Guidelines, Washington, DC: National
Maternal and Child Oral Health Resource Center. hrep://
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Kurnar }, Samelson R, eds. 2006, Ora/ Health Care During Preg-
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Northwest Center to Reduce Oral Health Disparities. 2009,
Guidelines for Oral Health Care in Pregnancy. Seattle, WA
University of Washington School of Dentistry. htrpi//deprs.
washington.edu/nacrohd/sites/default/fles/oral_health
pregnancy, O.pdf.

Guidance for Health
Professionals to Share with
Pregnant Women

(Guidance provided to pregnant women should be
modified based on risk assessment. Creating oppor-
tunities for thoughtful dialogue between pregnant
women and health professionals is one of the most
effective ways to establish trust and build a partner-
ship that promotes health and prevents disease.

Share the information on the following two pages
with pregnant women. In addition to discussing the
information with pregnant women, health profession-
als may photocopy the pages, or download and print
them, to serve as a handout.
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Tips for Good Oral Health During Pregnancy

Below are tips for taking care of your oral health
while you are pregnant. Getting oral health care,
practicing good oral hygiene, eating healthy foods,
and practicing other healthy behaviors will help
keep you and your baby healthy. Delaying neces-
sary treatment for dental problems could result in
significant risk to you and your baby (for example,
2 bad tooth infection in your mouth could spread
throughout your body).

Get Oral Health Care

= Taking care of your mouth while you are
pregnant is important for you and your baby.
Changes to your body when you are pregnant
can make your gums sore or puffy and can make
them bleed. This problem is called gingiwitis
{inflammation of the gums}. If gingivitis is not
treated, it may lead to more serious periodontal
{(gum) disease. This disease can lead to tooth
loss.

& Oral health care, including use of X-rays,
pain medication, and local anesthesia, is safe
throughout pregnancy.

# Get oral health treatment, as recommended by
an oral health professional, before delivery.

= [f your last dental visit took place more than
6 months ago or if you have any oral health
problems or concerns, schedule a dental
appointment as soon as possible.

n Tell the dental office that you are pregnant and
your due date. This information wiil help the
dental team provide the best care for you.

Practice Good Oral Hygiene

% Brush your teeth with fluoridated toothpaste
twice a day. Replace your toothbrush every 3
or 4 months, or more often if the bristles are
frayed. Do not share your toothbrush. Clean
between teeth daily with floss or an interdental
cleaner.

= Rinse every night with an over-the-counter
fluoridated, alcohol-free mouthrinse.

w After eating, chew xylitol-containing gum or use
other xylitol-containing products, such as mints,

“ which can help reduce bacteria that can cause
tooth decay.

e If you vomit, rinse your mouth with a teaspoon
of baking soda in 2 cup of water to stop. acid
from attacking your teeth.

Eat Healthy Foods

z Eat a variety of healthy foods, such as fruits;
vegetables; whole-grain products like cereals,
bread, or crackers; and dairy products like
milk, cheese, cottage cheese, or unsweetened
yogurt. Meats, fish, chicken, eggs, beans, and
nuts are also good choices.

s Fat fewer foods high in sugar like candy,
cookies, cake, and dried fruit, and drink fewer
beverages high in sugar like juice, fruit~flavored

drinks, or pop (soda}.
s For snacks, choose foods low in sugar, such as
fruits, vegetables, cheese, and unsweetened yogurt.

# To help choose foods low in sugar, read food
labels.

 If you have problems with nausea, try eating
small amounts of healthy foods throughout the
day.

w Drink water or milk instead of juice, fruit-
flavored drinks, or pop (soda).
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# Drink water throughout the day, especially
between meals and snacks. Drink fluoridated
water (via a community Juoridated water
source) or, if you prefer bottled water, drink

_water that contains fluoride.

# To reduce the risk of birth defects, get 600
micrograms of folic acid each day throughout
your pregnancy. Take a dietary supplement of
folic acid and eat foods high in folate and foods
fortified with folic acid. Examples of these
foods include

* Asparagus, broceoli, and green leafy vegeta-
bles, such as lettuce and spinach

¢ Legumes (beans, peas, lentils)

= Papaya, oranges, strawberries, cantaloupe, and
bananas

¢ (srain products fortified with folic acid (breads,
cereals, cornmeal, flour, pasta, white rice)

Practice Other Healthy Behaviors

# Attend prenatal classes.

# Stop any use of tobacco products and recre-
ational drugs. Avoid secondhand smoke.

& Stop any consumption of alcoholic beverages.

Resources

Cavity Keep Away (brochure and poster in English and
Spanish) produced by the California Dental Association
Foundation. hitp://www.cdafoundation.org/Learn/
EducationTraining/PerinatalOraiHealthEducation/
PatientEducationMaterial.aspx.

Dental Care Before, During, and After Pregnancy (handout)
produced by the Scuth Carclina Department of Health and
Environmental Control, Division of Oral Health, htep://
www.sedhee.gov/administration/ibrary/ CR-009602. pdf

For the Dental Patient: Oral Health During Pregnancy—What to
Espect When Expecting (handout) produced by the Ameri-
can Dental Association. http://www.ada.org/993 aspx.

Good Oral Health for Thvo (handout} produced by the North-
east Center for Healthy Communities, Greater Lawrence
Family Health Center, hutp://www.mchoralhealth.org/pdis/
goodoralhealthfortwo_eng.pdf (English}, http:/Awww,meh
oralhealth.org/pdfs/goodoralhenlthforowo_sp.pdf {Spanish).

Healthy Swmiles for Tws (brochure) produced by the Scuth Da-
kota Department of Health, Oral Health Program. htepi//
doh.sd.gov/OralHealth/PDF/Smilesfor Two_Brochure.pdf.

Nothing But the Tooth (video) produced by the Texas Depart-
ment of State Health Services, Nutrition Services Section

and Texas Oral Health Coalition. hrep//eww.youtube.
com/warchiv=4m41tR3s%sE (English), hetp://wwwyou
tube.com/watchivavu Y TLIXG-do (Spanish).

Patient Education Tooks {articles in Chinese, English, Hmong,
Russian, Spanish, and Vietnamese) produced by the
Californiz Dental Association. htrpi//www.cda.org/page/
patient_education_tools,

Pregnancy and Dental Care (poster and wallet card) produced
by the New York State Department of Health. hetpi/fwww.
health. state. ny.us/prevention/dental/publications. lim,

text4baby (mobile information service) produced by the
National Healthy Mothers, Healthy Babies Coalition.
htep/Awww.textdbaby.org,

Tawo Healthy Smiles: Tips to Keep You and Your Baby Healthy
(brochures) produced by the National Maternal and Child
Oral Health Resource Center. http//www.mchoralhealth,
org/PDFs/pregnancybrochure.pdf (English} and httpi//
www.inchorathealth.org/PDFs/pregnancybrochure _sp.
pdf {Spanish}.

Finding a Dentist

« heep/ A ada org/zda/findadentist/advancedsearch. aspx

* hrip/Awww. knowyourteeth.com/findadentist

Finding Low-Cost Dental Care

* htepy/Awwewnider nibgov/FindingDentalCare/Reduced

Cost/FLCDC htm

Finding Dental Insurance Cowverage
* httpsi//www healtheare gov

: .he_aiﬂ}_,cr_g/ ma:te_uals( consl ‘rbro_ﬁ_hulcs.htihl.
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Child Oral Health Resource Center, Georgetewn University. Permission is given to phatoco thi‘i % lication or to forward it, in its entirety, to others.
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Resources for Health Professionals

Although we have tried to present a thorough overview of available resources, we realize that this list is not corn-
plete. For further information, we encourage you to contact the organizations listed in the following section.

aterials

American Academy of Pediatric Dentistry. 201 1. Guideline on
perinatal oral health care. Reference Manual 33(6):118-123.
http//www.aapd.org/media/Policies_Guidelines/G_Perinaral
OralHealthCare.pdf.

American Academy of Pediatrics; American College of Obstetri-
clans and Gynecologists. 2007, Guidelines for Perinatal Care
(6th ed.). Elk Grove Village, IL: American Academy of Pediat-
rics; Washington, DC: American College of Obstetricians and
Gynecologists,

American Dental Association, Council on Dental Benefit Pro-
grams, Council on Dental Practice, Council on Scientific Af-
fairs; U.S, Department of Health and Fluman Services, Public
Health Services, Food and Drug Administration. 2004, The
Selection of Patients for Dental Radiograph Examination (vev.).
Chicago, IL: American Dental Association; Washingron, DC:
Food and Drug Administration. hetpt//www.ada.org/sections/
professionalRescurces/pdfs/topics_radiography._examinations.

pdf.

Aumerican Dental Association, Council on Scientific Affairs. 2010.
Bisphenol 4 and Dental Materiak. http/ forww.ada.org/1766.aspx.

American Dental Association, Council on Scientific Affairs. 2009,
Statement on Dental Amalgam. hevp/fwww.ada.org/1741.aspx.

Brown A. 2009. Improving Perinatal Oral Health: Moving For-
ward-—An Expert Meeting, Meeting Summary Repert. Wash-

ingron, DC: Altarum Institute. hetpt//www.mchoralhealth.org/

PDFs/Perinatal_ExpertMeeting Report.pdf.

Brown A, 2008, Aceess to Oral Health Care During the Perinatal
Period: A Policy Brief. Washington, DC: National Maternal and
Child Oral Health Resource Center. http://www.mchoralhealth.
org/PIFs/PerinatalBrief pdf.

Buerlein [, Isman B, Hanlon C. 2009. Medicaid Coverage of Dental
Care for Pregnant Women. Washington, DC: National Mater-
nai and Child Oral Health Policy Center. http://www.cdhp,
org/system/fles/Medicaid¥20C overage%2009%420Dental %20
Care%20for%20Pregnant20Women%2011.09 pdf.

Buerlein ], Peabody H, Santoro K. 2010, Improving Arcess to
Perinatal Oral Health Care: Strategies and Considerations for
Health Plans. Washington, DC: National Institute for Health
Care Management Foundation and Children’s Dental Health
Project. http://nihern.org/pdf/NIFHCM-OralHezlth-Final.pdf.

Casarnassimo ¥, Holt K, eds. 2004, Bright Fuzures in Practice: Oral
Health—Pocket Guide. Washington, DC: Naticnal Maternal
and Child Oral Health Resoutce Center, http://www.mchoral
health.org/pecketguide,
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CDA Foundation. 2010. Oral Health During Pregnancy & Early
Childhasd: Evidence-Based Guidelines for Health Professionals.
Sacramento, CA: CDA Foundation. hitp://wwwi.cdafoundarion.
org/Portals/0/ pdfs/poh_guidelines.pdfl

Centers for Disease Control and Prevention. 2012, Folic Acid:
Retommendations. hutp://werw.cde.gov/nebddd/folicacid/
recommendations.html,

Deouglass AB, Maier R, Deutchman M, Douglass IM, Gonsaives
W, Silk H, Tysinger JW, Wrightson AS. 2010. Smifes for Life: A
National Oval Health Curriculum (3vd ed.). Leawood, KS: Soci-
ety of Teachers of Family Medicine, Group on Oral Health.
hep/fwww.smilesforlifeoralhealth.org.

Grantmakers in Health. 2011, Making the Connection: Pregnancy
and Oral Health, Washingron, DC: Grantmakers in Health.
http/fwww.gih.org/use_doc/Tssue_Focus, Pregnancy_and_
Oral Health 2-21-11.pdf.

Institute of Medicine, Standing Committee on the Scientific
Evaluation of Dietary Reference Intakes. 1998, Dietary Refer-
ence Intakes for Thiamin, Riboflavin, Niacin, Vitamin B6, Folate,
Vitamin B12, Pantothenic Aeid, Biotin, and Chokine. Washington,
DC: National Academy Press. http'//books.napiedu/openbock.
php?record id=6015.
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Kumar J, Iida H. 2008. Oral Health Care During Prognancy: A
Summary of Practice Gutdelines. Washington, DC: National
Maternal and Child Oral Health Resouzce Center. httpi//fwww.
mehorathealth.org/ PDEy/Summary_PracticeGuidelines pdf.

Kumar ], Samelson R, eds. 2006, Ora/ Fealth Gare During Preg-
nancy and Barly Childhood: Practice Guidelines. Albany, NY:
New York State Department of Health. herpi//www herlth,
state.ny.us/publications/0824.pdf,

Maternal and Child Health Bureaw. 2009, Engaging Providers fo
Improwe Perinatal and Infant Oral Health: Innovative Strategies
[webcast]. Rockville, MD: Maternal and Child Health Bureau.
httpe//webeast.hrsa gov/Postevents/archived Webcast Detail.
asplacid=494.

National Institutes of Health, Office of Dietary Supplements.
2009. Dietary Supplement Fact Sheet: Folate. Bethesda, MD:
National Institutes of Health, Office of Dietary Supplements.
hrepi//ods.od nib.gov/factsheets/folate.

New Jersey Department of Human Services, Division of Medical
Assistance and Health Services. 2007, Perinatal Screening, Risk
Assessment and Referral Form. Trenton, NJ: New Jersey Depart-
ment of Human Services, Division of Medical Assistance and
Health Services. httpi//www.ches.org/uss_doo/PRA_Form.pdf.

New York State Department of Health. 2006, Gra/ Health Care
During Pregnancy and Earky Childhood: Practice Guidelines. Al-
bany, NY: New York State Department of Health. heep:/Awarw.
health ny.gov/publications/0824.paf.

Northwest Center to Reduce Oral Health Disparities. 2009. Gusde-
fines for Oral Health Care in Pregnancy. Seattle, WA: University of
Washingron School of Dentistry. http://depts.washington.edu/
nacrohd/sites/default/fles/oral_health_pregnancy O.pdf.

South Carolina Department of Health and Environmental
Control, Division of Oral Health. 2010, Denzal Care Before,
During, and After Pregnancy. Columbia, 5C: South Carolina
Department of Health and Environmental Control, Division
of Oral Health, http://www.sedhec.gov/administration/library/
CR-009602.pdf.

U.S. Department of Health and Human Services, Trans-agency
Working Group on the Health Effects of Dental Amalgam. 2004,
Review and Analysis of the Literature on the Potential Health Effects
of Dental Amaigams, Bethesda, M) Life Sciences Research Of-
fice, hrp:/fwww lsro.org/amalgam/frames_amalgam_report.himl.

U.5. Food and Drug Administradon. 2009. Medical Devices
[website]. About Dental Amalgam Fillings. hutp/ fvewrw fda.gov/
MedicaiDevices/ProductsandMedicalProcedures/Dental Products/
DentalAmaigam/uem1 71094 htm,

1.5, Food and Drug Administration. 2009, Medical Devices fweb-
site]. Class I Special Contrals Guidance Document: Dental Amalgam,
Mereury, and Amalgam dlioy—Guidance for Industry and FDA
Staff: btp/ Ferwrw fda.gov/Medical Devices/DeviceRegulation
andGuidance/GuidanceDocuments/uem{7331 1 htim.
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Academy of General Dentistry

211 East Chicago Avenue, Suite 900
Chicago, IL 60611-1999

Phone: {888) 243-3368

Website: hetpy//www.agd.org

American Academy of Family Physicians
P.O.Box 11210

Shawnee Mission, K3, 66207-1210
Phone: (913) 906-6000

E-mail: contacteenter@aafp.org

Website: http://www.aafp.org

American Academy of Pediatric Dentistry
211 East Chicago Avenue, Suite 1700
Chicago, IL 60611-2637

Phone: (312) 337-2169

Website: http://www.aapd.org

American Academy of Pediatrics
141 Northwest Point Boulevard
Elk Grove Village, 1L 60007-1098
Phone: (847) 434-4000

Website: http://www.aap.org

American Academy of Periodontology
737 North Michigan Avenue, Suite 800
Chicago, IL 60611-6660

Phone: (312) 787-5518

Website: http://www.perio.org
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American Academy of Physician Assistants
950 North Washington Street

Alexandria, VA 22314-1552

Phone: (703) 836-2272

E-mail: aapa@aapa.org

Website: http://www.aapa.org

American Association of Public Health Dentistry
3085 Stevenson Drive, Suite 200

Springfield, IL 62703

Phone: {217} 529-6941

Website: http://www.aaphd.org

American College of Nurse-Midwives
8403 Colesvilie Road, Suite 1550 '
Silver Spring, MD 20910

Phone: {240) 485-1800

Website: hetp://www.midwife.org

American College of Obstetricians and
Gynecologists

409 12th Street, S.W.

P.O. Box 96920

Washington, DC 20090-6920

Phone: (202) 638-5577

E-mail: resources@acog.org

Website: http://www.acog.org

American Dental Association
211 East Chicago Avenue
‘Chicago, 11 60611-2678
Phone: (312) 440-2500
E-mail: info@ada.org
Website: http://www.ada.org

American Dental Hygienists’ Association
444 North Michigan Avenue, Suite 3400
Chicago, IL 60611
Phone: (312) 44G-8900
E-mail: mail@adha.net
“Website: http://www.adha.org

Association of Reproductive Health Professionals
1901 L Street, N.W.,, Suite 300

Washington; DC 20036

Phone: (202) 466-3825

Website: http//www.arhp.org
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Association of State and Territorial Dental Directors
1838 Fieldcrest Drive

Sparks, NV 89434

Phone: (775} 626-5008

E-mail: info@ustdd.org

Website: http://www.astdd.org

Centers for Disease Control and Prevention

National Center for Chronic Disease Prevention
and Health Promotion

Division of Orsl Health

4770 Buford Highway, N.E., Mailstop F-10

Arlanta, GA 30341-3717

Phone: (770) 488-6054

E-mail: oralhealth@cde.gov

Website: http://www.cde.gov/OralHealth

Centers for Medicare & Medicaid Services
7500 Security Boulevard, C2-26-12
Baltimore, MD 21244

Phone: (877) 267-2323

Website: http://cms.gov

Food and Drug Administration
5600 Fishers Lane

Parklawn Building

Rockville, MD 20857

Phone: (888) 463-6332,
Website: http://www.fda.gov

Health Resources and Services Administration
5600 Fishers Iane

Parkiawn Building

Rockville, MD 20857

Phone: (888) 275-4772

Website: http://www.hrsa.gov

March of Dimes

1275 Mamaroneck Avenue

White Plains, NY 10605

Phone: (914) 997-4488

Website: htep://www.marchofdimes.com

Maternal and Child Health Bureau

Health Resources and Services Administration
5600 Fishers Lane

Parklawn Building, Room 18-05

Rockville, MI> 20857

Phone: (301) 443-2170

Website: http://www.mchb hrsa. gov
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Medicaid-CHIP State Dental Association
4411 Connecticut Avenue, NW., #104
Washington, DC 20008

Phone: (508) 322-0557

E-~mail: info@medicaiddental.org

Website: http://www.medicaiddentalorg

National Association of Pediatric Nurse
Practitioners

20 Brace Road, Suite 200

Cherry Hill, NJ 08034

Phone: (856} 857-9700

E-mail: info@napnap.org

Website: http://www.napnap.org

National Healthy Mothers, Healthy Babies
Coalition

2000 North Beauregard Street, Sixth Floor

Alexandria, VA 22311-1748

Phone: (703) 837-4792

E-mail: info@hmhb.org

Website: http://www.hmhb.org

National Institute of Dental and Craniofacial
Research

National Institutes of Hezlth

31 Center Drive, MS(C2290

Building 31, Room 2C39

Bethesda, MD 20892

Phone: (301) 232-4528

E-mail: niderinfo@mail.nih.gov

Website: http://www.nider.nih.gov

National Interprofessional Initiative on Oral
Health

4759 51st Place, S W,

Seattle, WA 98116

Phone: (206) 261-5901

E-mail: info@niioh.org

Website: http://www.niich.org

National Maternal and Child Oral Health Policy
Center

Children’s Dental Health Project

1020 19th Street, N.WV., Suite 400

Washington, DC 20036

Phone: (202) 833-8288

E-mail: cdhpinfo@cdhp.org

Website: http://nmeohpe.net

National Maternal and Child Oral Health Resource

Center
Georgetown University
Box 571272
Washington, DC 20057-1272
Phone: {202} 784-9771
E-mail: OHRCinfo@georgetown.edu
Website: http//www.mchoralhealth.org

National Network for Oral Health Access
PMB 329

3700 Quebec Street, Unit 100

Denver, CO 80207-1639

Phone: (866) 316-4995

E-mail: info@nnoha.org

Website: htep://www.inoha.org

Society of Teachers of Family Medicine
11400 Tomahawk Creek Parkway, Suite 540
Leawood, KS 66211

Phone: (800) 274-7928

E-mail: stfmoffice@stfm.org

Website: http://www.stfm.org

U.S. National Oral Health Alliance

465 Medford Street

Boston, MA 02129

E-mail: info@usalliancefororalhealth.org
Website: http//www. usalliancefororalhealth.org
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Agenda

8:00-8:30  Consinental Breakfast
8:30~9:00  Welcome, Opening Remarks, and
Introductions

Health Resources and Services Admin-
istration, Miaternal and Child Health
Bureau, Pamella Vodicka, M.S., R.D.

Oral Health Care During Pregnancy:
Consensus Development Expert
Workgroup Meeting

October 18, 2011

Georgetown University Hotel and Conference Center
Washington, DC 20007

Sponsored by

Health Resources and Services Administration
Maternal and Child Health Bureau

In collaboration with

American College of Obstetricians and Gynecologists
Armerican Dental Association

10:45~11:45 Overview of the Development of
Existing Oral Health Care During
Pregnancy Guidelines and Lessons
Learned

Jay Kumar, D.D.S,, M.P.H., Lindsey
Robinson, D.I.S., and Ned Savide,
D.D.S

Health Resources and Services Admin-
istration, Office of Strategic Priorities, 12:00-12:45 Lunch

Wendy Mouradian, M.D., M.S. 12:45—4:00

American College of Obstetricians and

Crosswalk of Existing Oral Health
Care During Pregnancy Guidelines—

Gynecologists, Jay Schulkin, Ph.D. Group Discuassion

American Dental Association, Rocky

Ann Drum, D.D.S., M.PH.,, facilitator

Napier, D.M.D. « All Health Professionals
Charge for the Meeting : « Prenatal Care Health Professionals
Ann Drum, D.D.S,, M.P.H.,, facilitator * Oral Health Professionals

9:00~9:30  Review of Policies from Federal

* Pharmacologic Considerations for

Agencies and National Organizations Pregnant Women

Addressing the Oral Health Needs of 4:00-4:30  Next Steps

Pregnant Women

Wendy Mouradian, M.D,, ML.S.

Steve Geiermann, D.1.S., and _ ) )
Sheila Strock, D.M.D., M.PH. 430 Meeting Adjourned

9:30~-10:30 Review of Recent Literature on Oral
Health Care During Pregnancy
Mona Haleem, D.D.S, ML.PA,,
Hyewon Lee, D.M.D., and Jay Kumar,

D.D.S, M.PH.
10:30-10:45 Break
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October 18, 2011

Sponsored by

In collaboration with

articipant List

Jane C. Atkinson, D.D.S.

Meeting Observer

and

Dizector

Center for Clinical Research

National Institute of Dental and Craniofacial Research
National Institutes of Health

6701 Democracy Boulevard, Room 634
MSC 4878

Bethesda, MDD 20892-4878

Phone: {301) 435-7908

E-mail: jatkinso@mail.nih.gov

Upasana Bhatnagar, M.D., FACOG
Meeting Observer

and

Medical Officer, Maternal Health Team
Pediatric and Maternal Health Staft
Office of New Drugs

Center for Drug Evaluation and Research
Food and Drug Administration

10903 New Hampshire Avenue
Building 22, Room 6489

Silver Spring, MD 20993

Phone: (301) 796-5074

E-mail: upasana.bhatnagar@fda.hhs.gov

Meg Booth, M.P.H.

Deputy Executive Director
Children’s Dental Health Project
and
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ealth Care During Pregnancy:
Consensus Devel

Georgetown University Hotel and Conference Center
Washington, DC 20007

MHealth Resources and Services Administration
Maternal and Child Health Bureau

American Coliege of Obstetricians and Gynecologists
American Denta! Association

Project Director

National Maternal and Child Oral Health Policy Center
1020 19th Street, N.W., Suite 400

Washington, DC 20036

Phone: (202) 833-8288

E-mail: mbooth@cdhp.org

Tarsha Cavanaugh, Ph.D., MLS.W,, LGSW
Lieutenant Commander, U.S. Public Health Service
Public Health Analyst

Office of Women’s Health

Health Resources and Services Administration
5600 Fishers Lane

Parklawn Building, Room 13-45

Rockville, MID 20857

Phone: (301) 443-0701

E~mail: teavanaugh@hrsa,gov

Karen B. Feibus, M.D., FACOG
Meeting Observer

and

Medical Team Leader, Maternal Health Team
Pediatric and Maternal Health Staff
Office of New Drugs

Center for Drug Evaluation and Research
Food and Drug Administration

10903 New Hampshire Avenue

Building 22, Room 6412

Silver Spring, MDD 20993

Phone: (301) 796-0889

E-mail: karen feibus@4da.hhs.gov
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Mary Foley, R.D.H.,, M.P.H.

Executive Director

Medicaid-CHIP State Dental Association
4411 Connecticut Avenue, N.W., #302
Washington, DC 20008

Phone: (202) 248-2315

E-mail: mfoley@medicaiddental.org

Steve Geiermantd, D.D.S.

Senior Manager, Access, Community Health
Infrastructure and Capacity

Council on Access, Prevention, and
Interprofessional Relations

American Dental Association

211 East Chicago Avenue

Chicago, IL, 60611-2678

Phone; (312) 440-26467

Fax: (312) 440-4640

E-mail: getermanns@ada.org

Rani Gereige, M.D., M.P.H., FAAP

Director of Medical Education, Miami Children's

Haospital
Clinical Professor, Department of Pediatrics
Herbert Wertheim College of Medicine
Florida International University College of
Medicine
3100 S.W. 62nd Avenue
Miami, FL 33155-3099
Phone: (305) 662-8327
Fax: (305) 669-6531

E-mail: rani.gereige@mch.com

Mona Haleem, D.D.S., M.P.A.
Dental Public Health Resident

New York State Department of Health
Empire State Plaza, Corning Tower
Albany, NY 12237-0619

Phone: (518} 474-1961

Fax: (518) 474-8985

E-mail: mah24@health. state.ny.us

Irene Hilton, D.D.S., M.P.H.

Dental Consultant

National Network for Oral Health Access
and

Staff Dentist

Denta} Bureau

San Francisco Department of Public Health
1525 Silver Avenue '

San Francisco, CA 94134
Phone: (415} 657-1708

E-mail: irene@nnoha.org

Fred Hyman, D.D.S,, M.P.H.

Meeting Observer

and

Dental Officer

Division of Dermatology and Dental Products
Center for Drug Evaluation and Research
Food and Drug Administration

Building 22, Room 5158

10903 New Hampshire Avenue

Silver Spring, MD 20993

Phone: (301) 796-0922

E-mail: fred. hyman@fda.hhs.gov

Tina Johnson, CN.M,, M.S.

Director of Professional Practice and Health Policy
American College of Nurse-Midwives

8403 Colesvilie Road, Suite 1550

Silver Spring, MD 20916-6374

Phone: (240) 485-1840

E-mail: johnson@acnm.org

Jayanth Kumar, D.D.S., M.P.H.

Director

Cral Health Surveillance and Research

Bureau of Dental Health

New York State Department of Health

and

Chair, Perinatal and Early Childhood
Committee

Association of State and Territorial Dental
Directors '

ESP Tower Building, Room 542

Albany, NY 12237-0619

Phone: (518) 474-1961

Fax: (518) 474-8985

E-mail: jvk01@health.state.ny.us

Hyewon Lee, D.M.D.

Dental Consultant

Office of Strategic Priorities

Health Resources and Services Administration
5600 Fisher Lane :

Parklawn Building, Room 12-81

Rockville, MD 20857

Phone: (301) 443-6770

E~mail: hlee@hrsa.gov
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Wendy Mouradian, M.D., M.S.

Special Advisor on Oral Health

Office of Strategic Priorities

Health Resources and Services Administration
5600 Fisher Lane

Parkiawn Building, Room 12-81

Rockville, MD 20857

and

Associate Dean for Regional Affairs

Director for Regional Initiatives in Dental Education
Professor of Pediatric Dentistry

University of Washington School of Dentistry
1959 IN.W. Pacific Street

B-442 Health Sciences Center

Box 356365

Seattle, WA 98195-6365

Phlione: (206} 543-0903

Tax: {206) 616-2612

E-mail: mourad@u.washington.edu

Reocky Napier, D.M.D.

Representative, Council on Access, Prevention and
Interprofessional Relations

Pediatric Dentist

143 Trafalgar Street, S W,

Aiken, SC 29801

Phone: (803) 641-1000

E-mail: drrocky@aol.com

Laurie Norris, J.ID.

Senior Policy Specialist

QOral Health Initiative

Centers for Medicare & Medicaid Services
7500 Security Boulevard, MS 52-01-16
Baltimore, MD 21244

Phone: {410} 786-6543

E-mail: laurie.norris@cms.hhs.gov

Pamela Quinones, R.D.H., B.S.
President

American Dental Hygienists’ Association
444 North Michigan Avenue, Suite 3400
Chicago, IL 60611

Phone: (312) 440-8932

E-mail: parmg@adha.net
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Christine Riedy, Ph.D., ML.P.H.

Research Associate Professor

Oral Health Sciences

University of Washington

Northwest Center to Reduce Oral Health
Disparities

1959 N.E. Pacific Street

Health Sciences Building, B509

Box 357475

Seattle, WA 98195

Phone: (206) 616-1619

Fax: {206) 685-4258

E-mail: cariedy@u.washington.edu

Lindsey Robinson, D.D.S.

Vice President, California Dental Association

Immediate Past Chair, California Dental
Association Foundation

1364 Whispering Pines Lane #1

Grass Valley, CA 95945

Phone: (530) 272-5522

E-mail: lindseyr@sbeglobal.net

Julie Sadovich, R.N., Ph.D.

Captain, U.S. Public Health Service

Deputy Director

Ofhice of Special Health Affairs

Health Resources and Services Administration
5600 Fisher Lane

Parklawn Building, Room 12-81

Rockville, MD 20857

Phone: (301) 443-1390

E-mail: jsadovich@hrsa.gov

Renee Samelson, M.D., M.P.H., FACOG

Professor, Department of Obstetrics and
Gynecology

Albany Medical College

16 New Scotland Avenue

MC 74 Second Floor

Albany, NY 12208-3479

Phone: {518) 262-5013

Fax: (518) 262-2675

E-mail: samelsr@mail.amc.edu
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Ned L. Savide, D.D.S.

Chair, Ad Hoc Committee on Perinatal Oral Health
American Academy of Pediatric Dentistry

12001 South Harlemn Avenue

Palos Heights, 11 60463

Phone: (708} 448-6700

Fax: (708) 448-7939

E-mail: nlsavide@aol.com

Jay Schulkin, Ph.D.

Director of Research

American College of Obstetricians and Gynecologists
P.O. Box 96920

Washington, DC 20090-6920

Phone: (202) 638-5577

E-mail: jschulkin@acog.org

Sheila Strock, D.M.D., M.P.H.

Senior Manager, Interprofessional Relations

Council on Access, Prevention, and
Interprofessional Relations

American Dental Association

211 East Chicago Avenue

Chicago, IL 60611-2678

Phone: (312) 440-2861

Fax: (312) 353-1212

E-mail: strocks@ada.org

AnuTate, DM.D.

Senior Policy Fellow

Children’s Dental Health Project
1020 19th Street, N.W.,, Suite 400
Washington, DC 20003

Phone: (202) 833-8288, ext. 210
E-mail: atate@cdhp.org

Gina Thornton-Evans, D.D.S. M.P.H.
Meeting Observer

and

Dental Officer

Division of Oral Health

Centers for Disease Control and Prevention
4770 Buford Highway, N.E., MS F-10
Atlanta, GA 30341

Phone: (770) 488-5503

E-mail: gdt4@cdc.org

Pamella Vodicka, M.S., R.D.
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A Costly Dental Destination

Hospital Care Means States Pay Dearly

Each year, many Americans seek dental
care in hospital emergency rooms (ERs).
The Pew Center on the States estimates
that preventable dental conditions

were the primary diagnosis in 830,590
visits to ERs nationwide in 2009—a 16
percent increase from 2006." For many
low-income children, emergency rooms
are the first and last resort because their
families struggle to find a dentist who
either practices in their area or accepts
Medicaid patients.

Earlier this year, Dr. Alan Sorkey, an
emergency-room physician in Louisiana,
told a reporter, “It is a very rare event
when I do not see one dental complaint

during a (12-hour) shift.” The fact that so

many people are turning to hospitals to
address oral health needs is another sign
that the U.S. dental system is failing to
reach many who need care.

These ER trips add to the financial
burdens confronting states. A study of
decay-related ER visits in 2006 found
that treating about 330,000 cases cost
nearly $110 million.” States are saddled
with some of these expenses through
Medicaid and other public programs.*

Especially large bills result when severe
decay-related problems require hospitals
to use general anesthesia.® The problem is
serious enough that Michigan Governor
Rick Snyder (R) told legislators last year
that poor oral health is a reason for
“inappropriate use of emergency rooms.”

In Arizona, taxpayers have boime a major
portion of dental-related ER costs. In
2005, roughly 46 percent of the state’
ER visits for dental reasons were made by
Medicaid enroilees.” Roughly one-third of
Florida’s hospital emergency-room dental
visits in 2010 were paid by taxpayers
through the Medicaid program.®
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in New York State, the average

charge per emergency visit for
young children with dental ailments
increased 30 percent during a recent
five-year span.’

This problem is not new. In the late
1990s, data from various states revealed
that significant numbers of people

were showing up at hospital ERs with
toothaches or other dental disorders.’® In
1997, there were about 62,000 emergency
dental visits by Medicaid enrollees in
North Carolina that could have been
avoided if these patients had received
preventive care from a dentist.'

By working to increase access to
preventive dental care in more cost-
effective settings, policy makers can spare
many children the pain and lifelong
impact of poor oral health while saving
taxpayer doilars. .

What is the cause?

In 2009, more than 16 million Medicaid-
enrolled children (56 percent) received
no dental care—not even a routine
exam.'? This has serious consequences.
Although oral health generally has
improved in recent decades, many kids
have untreated decay.'® In 2008, nearly
one cut of seven children ages 6 to 12

in the U.S. had suffered a toothache

in the previous six months.'” A recent
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study showed that children with poor
oral health were more likely to have
pain, miss school, and experience poor
academic performance >

A major driver of dental-related hospital
visits is a failure by states to ensure that
disadvantaged people have access to
routine preventive care from dentists and
other providers.

A dentist shortage exacerbates this access
problem. Roughly 47 million Americans
live in areas that are federally designated
as having a shortage of dentists.'® This is
a key reason why dental care remains the
greatest unmet health need of children.”
One study projects that by 2019, there
could be 7,000 fewer dentists practicing
in the United States compared with the
number working in 20091

Even in states with a less severe shortage,
many people live far from the nearest
dentist.* The Walsh Center for Rural
Health Analysis has cited “[plersistent
and worsening shortages of oral health
care provicers in rural areas” as one factor
driving people to ERs “for problerns that
might have been prevented.”

Marny families face a different kind of
shortage as they struggle to find dentists
to care for their Medicaid-enrolled
children. In 2008, fewer than half of the
dentsts in 25 states treated any Medicaid
patents.”
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Many Americans face access challenges
because they lack dental insurance and
cannot afford care or because they do

not live near a community health center
offering affordable dental services, A recent
national survey showed that 45 percent of
Hispanics lack dental insurance.** A 2011
poll revealed that three out of 10 Maine
residents had put off a dental appointment
because of the cost.”? |

Hospitals, therefore, frequently serve as the
provider of first and last resort when an
oral health condition develops.”*

A study in Washington State
revealed that a trip to the ER
was the first “dental visit” for one in
four children overall, and for roughly
half the children younger than 3 and a
half years.®

States need to do more to ensure that
preventive dental services are available to
all children, especially the most vulnerable.
Once a child has a decayed tooth, delays
in treatment are highly likely to make the
experience more painful and costly. An
untreated cavity is not like a cold or flu,
which go away with time and bed rest. As
the August 2010 death of a young Ohio
man revealed, a cavity that goes untreated
can become a serious and potentially life-
threatening problem. Improved access
must be coupled with more prevention.

114

Why does this matter?

Both patients and policy makers face
serious consequences when oral health
problems are addressed in hospitals.

For states, the costs of emergency-room
visits place added pressure on already
squeezed budgets. Research shows the
average cost of a Medicaid enrollee’s
inpatient hospital treatment for dental
problems is nearly 10 times more
expensive than the cost of preventive care
delivered in a dentist’s office.*®

For patients, ERs are an expensive source
for treatment, and care from these facilities
is unlikely to provide lasting relief.
Hospitals generally are unable to treat
toothaches and dental abscesses effectively.
Most emergency rooms are not statfed with
dentists, and their physicians and other
staff are not trained to treat underlying oral
health problems.®

“ERs are not the place to go for dental
care,” said John Sattenspiel, chief
medical officer of a physicians group
in Oregon.*® Generally, hospitals can
provide only short-term relief, such
as medication to treat an infection or
tempotarily relieve pain.®® A study of
low-income patients with toothaches
found that among those who went to
an emergency room, 80 percent needed
subsequent care from a dentist.?

A COSTLY DENTAL DESTINATION | 3
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For these reasons, it is no surprise that
patients who take their dental problems
to hospitals have a high rate of repeat
visits.” A study in Minnesota examined
10,325 dental-related trips to hospital
emergency facilities and found that
almost 20 percent of them were made by
people who had previously sought ER
care.™

In addition, the significant numbers

of Americans seeking dental care in
hospitals are an added burden on ERs,
which are already overcrowded in
many areas of the country.® In 2009,
the American College of Emergency
Physicians reported that hospital

ERs “are increasingly crowded, over
capacity, and overwhelmed,” leading to
“increasing delays in care, even when
[patients] are in pain or experiencing a
heart attack.”™

How widespread is the
problem?

The tull scope of the problem is
unknown for two reasons. First, not all
of the 50 states mandate that hospitais
submit their discharge records. Second,
some states do not interpret and report
the ER data they have collected.”
However, data from a number of states
reveal that hospitals are a frequent
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destination for many people who have
dental problems:

California’s ERs received more than
83,000 visits in 2007 resulting from
preventable dental problems.™

Ir1 2009, Tennessee hospitals had

more than 55,000 emergency visits due
primarily to teeth or jaw disorders. These
conditions were responsible for roughly
five times as many ER trips as were
burns.”

From 2008 to 2011, Illinois hospitals
in the Chicago metropelitan area had
nearty 77,000 emergency or other types
of patient visits for non-injury, dental-
related ailments.*

Utah hospitals received more than 8,700
emergency visits in 2009 from patients
with dental or jaw disorders.”

In 2010, Florida had more than
115,000 hospital ER visits for dental
problems.®

The nine hospitals in Ohio’s second-
most-populated county received 8,760
emergency visits in 2009 from Medicaid-
enrolled or uninsured patients suffering
from dental atlments.®

Kansas hospitals reported more than
17,500 visits to emergency facilities due
to dental-related problems in the 2010
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fiscal year. The actual number of ER trips  abscesses or other dental problems were

could be significantly higher because responsible for 3,400 emergency room
more than 20 percent of hospitals in visits. A report ot Maine’s ER visits cited
Kansas did not disclose such data.” poor access o hoth preventive and acute

dental driving factor®
In 2000, there were more than 69,000 ental care as a driving factor

ER visits to North Carolina hospitals In one 12 month period (2004-05),

due primarily to disorders of the teeth seven Minnesota hospitals received

or jaw. These conditions were the 10th more than 10,000 emergency room visits
most common reason for emergency for dental ailments, including toothaches
trips in the state.® and abscesses.

Nevada health officials estimated that In Rhode Island, 864 people under 21
the state’ hospitals received 6,431 were treated, on average, at an ER for a
emergency or in-patient visits in 2005 primary dental-related condition each
cdue to decay, gum disease, or abscessed  year between 2005 and 2009.%

teeth. The charges associated with these

patients were projected at nearly $4
million.

A Washington state survey of 53
hospitals found that during an 18-month
period in 2008-09, residents made more
In 2006, dental disease was the leading than 23,000 visits to ERs for toothaches
reason for ER visits to Maine’s hospitals  or other dental problems. Among the

by Medicaid enrollees and uninsured uninsured, patients with dental disorders
young people (ages 15 to 24). That year,  were the most frequent ER visitors,*

A COSTLY DENTAL DESTINATION 5
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What can states do?

This issue brief underscores the need

for srates to save Medicaid dollars and
other public funds by ensuring that more
children have access to basic, preventive
services in dental offices, pediatricians’
offices, schools, or settings other than
hospitals.

in a North Carolina study, 70 percent of
the children who required dental-related
treatmerits in a hospital operating room.
before age five had never received routine,
preventive dental care.”

By increasing the likelihood
that more young children see a

dentist, states can reduce costs from

future decay or related problems.

|

Research shows that providing early
preventive care for children most at risk for
decay can reduce the need for restorative
rreatment (such as fillings) and emergency
services, significantly cutting the cost

of care.™ Some forms of preventive care
also can be delivered by dental hygienists
through school-based programs.

States cannot expect community health
centers to fulfill this unmet need for dental
care. Although these safety-net clinics play
an important role, they cannot serve all
who need care. One study estimates there
are 82 million underserved Americans—a
need far exceeding the capacity of
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clinics, which provide dental services
to approximately 3.7 million people
annually™

State policies can significantly affect—for
better or worse—the frequency of dental-
related hospital trips:

1. Focus more on preventing decay

The best strategy is preventing tooth
decay before it becomes more serious and
prompts a hospital visit for emergency
care. There are cost-effective approaches
that states can use or expand to focus
more on prevention. Several cost-effective
approaches can help reduce ER visits:

Dental sealants ave clear plastic coatings
applied to the chewing surfaces of
children’s molars—the most cavity-prone
teeth—that prevent 60 percent of decay

at one-third the cost of filling a cavity™
Sealants also impede the growth of
cavities, heading off the need for expensive
fillings.” Sealant programs targeting
schools with many high-risk children have
been recommended by the U.S. Task Force
on Community Preventive Services.”

Data from 2010 showed that seven states
had no school-based sealant programs to
reach vulnerable kids: Hawaii, Missourd,
Montana, New Jersey, Oklahoma, South
Dakota, and Wyoming.™ Still, 21 states
and the District of Columbia imposed
unnecessary hurdles on sealant programs
for low-income children.”® These states
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require that children be examined by a
dentist before sealants can be applied by
dental hygienists, who are the primary
practitioners in school-based sealant
programs.

Requiring a prior exam
makes it more difficult and
expensive for sealant programs to
reach those in need.

Such laws or regulations are at odds with the
scientific consensus that X-rays and other
advanced diagnostic tools are unnecessary to
determine the need for sealants.™ Hygienists
can apply sealants, and ensure that children
are referred to a dentist for follow-up care.

Community water fluoridation is another -
effective vehicle. Fluoridation occurs when
the level of fluoride in a public water systermn
is adjusted to the optimal leve] proven to
reduce tooth decay This practice is endorsed
by the American Academy of Pediatrics, the
Centers for Disease Control and Prevention,
the Institute of Medicine, and other leading
health authorities.™

Research shows that fluoridated water
reduces decay rates for children and adults,
avoiding the need for costly, sometimes
painful, corrective weatments.” This is
why most communities save $38 for every
$1 invested in fluoridadon.®® Studies in
Texas and New York aiso have shown that
fluoridadon saves state Medicaid dollars by
lowering treatment costs.®*

According 1o the most recent federal data,
fluoridated water reaches 72 percent of
Americans served by community water
systerns. Yet fluoridated water reaches less
than half of the population in nine states:
Hawail, Idaho, Kansas, Louisiana, Montana,
New Hampshire, New Jersey, Oregon, and
Wyoming *

Although most states can do more to expand
fluoridation, these nine states should

make it a priority to ensure that many

more residents benefit from this proven
intervention. State health administrators
should work more closely with local officials
to counter misleading information by
sharing the significant body of scientific
evidence that fluoridared water is safe and
effective 55

Medical professionals should play more
of a role in prevention. Pediatricians, nurse
practitioners, and other personnel can
provide hasic services, including oval health
screening and the application of fluoride
varnish, a gel that reduces tooth decay.
Physicians can also refer parents to a dental
office when their kids need additional care.
Involving medical providers is important

- because young children see them earlier and

more frequently than they see dentists.

Forty-four states encourage this by
refmbursing physicians through Medicaid
for providing early dental screenings and
care to low-income kids ®

A COSTLY DENTAL DESTINATION 9
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2. Expand the dental workforce

Although Medicaid programs are required

to provide dental coverage for children,
millions of low-income kids struggle to find
care because most dentists do not participate
in Medicaid. A 2009 survey revealed that in
nearly two-thirds of the 39 states reporting
data, most dentists treated no Medicaid
patients during the previous year.®

Even for children not enrolled
in Medicaid, getting care can

be difficult because many areas have

relatively few dentists.

10
121
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As noted earlier, almost 47 million
Americans live in areas with a shortage of
dentists.®’

To close this gap, a number of states—
including California, Kansas, Maine, New
Hampshire, and Washington——are exploring
new types of practitioners to provide guality,
routine dental care. These professionals
would be supervised by dentists and play

a role similar to that performed by nurse
practitioners in the medical field. Under
federal law, dental therapists are serving

the needs of Alaska Native Tribes, and
similar professionals will soon be licensed
in Minnesota, the only state with a law
authorizing them. Dental therapists work

in dozens of countries, and have been
deployed successfully in Canada, Britain,
Australia, and New Zealand for more than
30 years.®

PEW CENTER ON THE STATES
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These or other kinds of alternative
practitioners could perform some services
offered by dentists, including both
preventive and restorative (e.g., filling
cavities) care. A 2010 evaluation of Alaska’s
dental therapists determined that they were
providing safe, competent care that earned
high levels of patient satisfaction.®®

Another approach is addirional training for
dental assistants or hygienists, so they can
perform more services. By licensing new
types of dental practitioners or expanding
the scope of existing professionals, states can
ensure access to care for more children in
underserved communities.

3. Maintain reasonable Medicaid
policies

Research shows a link between Medicaid
reimbursement rates and access to dental
care.”® States committed (o serving more
low-income people should ensure their
Medicaid reimbursement rates are high
enough to cover the cost of care. Doing
so will encourage broader Medicaid
participation by dentists.

Dental-related hospital visits can spike when
states allow Medicaid reimbursement rates
to fall below the cost of delivering care,

or when states eliminate benefits. Dental
professionals in Michigan reported that
emergency room visits increased by more
than 10 percent after a two-year period
during which the state reduced Medicaid
dental coverage for adults.”
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A 2002 study found that the rate of ER
dental visits by Medicaid patients in
Maryland rose by about 12 percent after
the state stopped reimbursing private-
practice dentists who treated adult
emergencies.”

States that cut reimbursement rates

during tough budgetary times might save
Medicaid dollars in the short run, but they
are likely to pay considerably more later
by inadvertently encouraging more people
to take their dental problems to hospitals.

When so many people seek care at

Conclusion hospitals for preventable dental problems,
States are paying a high price for the it wastes taxpayer dolie-ms. This impact is
significant numbers of children and adulis  Particularly troubling for states at a time
who rurn to hospital emergency roorns when their budgets are severely strained.
for dental problems that should have Investing more in prevention and ensuring
been prevented or treated more effectively ~ ACCESS tO reatment could save money by
elsewhere. Moreover, given the trend in reducing the incidence of untreated decay
several states, the overall number of ER and other dental ailments.

trips could be rising. Many patients return
to hospitals because the treatment they

. . For more mformation on how states are;

received only addressed pain or other : B
coms—not the underlvine oral health performmg on oral health see Pews L

symptoms— .

Iyn P ymeg  The State of Dentai Health Makmg

1SS ' Coverage Matter P

States can reduce or contain these For more'infofmat'cﬁ on how new

costs by making better use of proven types of dental pmfess'onais could .

lmpl’OVE access 1o care see Pew s
It Takes a Team: How New Dentaf
Providers Can Beneﬁt Patrents and
Practices '

formas of prevention, improving access
by expanding the number of dental
practitioners, and paying reasonable
Medicaid rates for dental services.
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Improved Health
and Lower Medical Costs:

Why good dental care
IS important

A white paper




Research continues to associate orat health with overall health. Gum disease may have a potentially significant impact
on systemic health, and the implicaticns for cost of care and quality of life can be staggering. For example, did you

know that when a dentist diagnoses periodontal {gum) disease, ather serious health problems may also be iurking?

If oval disease s left unchecked, it may result in heaith complications that take a real toll on quality of life for an affected
employee. Those problems can also be a drain on your and your employees”healh dollars. The good news is that treating
oral diseases like gum disease may improve overall health and lessen complications with other medical conditions.

Regular routine oral care helps address minor problems before they become major, and more expensive to treat. Every
dollar spent on preventive dental care could save $8 to $50 in restorative and emergency treatments' - and
potentially more in additional types of medical treatment. That's why CIGNA is always working to develop and deliver
solutions that include highly effective dental coverage. it's good for your employees’ heaith, and good for your
company’s bottom line.

The right dental plan may lower medical costs

Our nationally published study supparts an association between treated gum disease and lower medical costs for individuals
with diabeates, cardiovascular disease and stroke. When compared with patients undergoing initial treatment for gum
disease, patients who were previously treated for gum disease and were receiving maintenance care had reduced medical
costs. CIGNA's ongoing dental and medical cost study supports a potential adverse association between untreated gum
disease and higher medical costs for these three medical conditions, The numbers speak for themsefves:

Periodontal care reduces overall medical costs in the first year

edical Costs for .
ing Periodontal Treatment - .

CIGNA follows the research clesely. White studies continue, we befieve in the current information concerning the fink
hetween oral and overall health, and we share that belief with our clients — we offer a credit for new clients who package
their medical and dental plans through CIGNA. An additional credit may be avaitable when CIGNA's disease management
programs for diabetes and heart disease are inchuded. Credits may also apply to existing accounts that add a CIGNA
medical or dental plan.
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Reviewing the svidence and JJGNA's action

3

The CiGNA Dentat Ora! Health Integration Program® was first to use improved orai heaith 1o reduce risks related to pregnancy,
diabetes and heart disease. Studies show that patients with the following conditions are frequentiy prone to dry mouth,

a condition associated with a higher risk of dental cavities: head and neck cancer radiation, organ transpiants and chronic
kidney disease. As a result, we've enhanced our Program. Dental customers can now get 100 percent reimbursement of their
copay/coinsurance for certain dental services if they have any of the following medical conditions: maternity, diabetes,

heart disease, stroke, head and neck cancer radiation, organ transplants and chronic kidney disease.

Pregnant women with untreated gum disease are up
to eight times more likely to give birth prematurely.”

The facts: The rate of premature births is on the rise,
with 12.5 percent of ali newborns born prematurely,
The medical costs that businesses pay to care for one
premature baby for a year could cover the costs of 10
healthy, full-term infants (549,000 versus $4,550). When
combined, maternity and first-year costs for a premature
baby were four times as high as those for a baby born
without any complications (564,713 and $15,047
respectively), Health plans pay more than 90 percent

of those costs.”

Enhanced dental coverage during pregnancy

Research has shown that timely treatment for gum disease
may reduce the risk of preterm birth, That's why pregnant
women with CIGNA dental coverage can take advantage of
the exira dental services covered through our Oral Health
integration Program.

Gum disease can be a risk factor for complications of
diabetes, and it can alsc put diabetics at a higher risk for
additional gum problems. Studies show that gum disease
may also make it more difficuit for diabetics to control
their blood sugar®

The facts: The estimated economic cost of diabetes in
2007 was 5174 billion. Approximately one of five health
care dollars in the United States is spent caring for
someone diagnosed with diabetes®

Bacteria present in gum disease may help trigger the
formation of blood clots, which can contribute to a heart
attack or stroke. The 2010 estimated direct and indirect
cast of cardiovascufar disease and stroke is $503.2 biliion.”

Early detection may help save a life - about 60 percent
of all patients with oral cancer survive more than
five years.’

The facts: Approximately 36,000 peopie in the US. will
be diagnosed with oral cancer this year. it will cause over
8,000 deaths, killing roughly one person per hour, 24
hours per day. This is the fourth year in 2 row showing

an Increase in the occurrence of oral cancers - in 2007
alone the rate jumped by 11 percent. it is estimated that
approximately $3.2 billion is spent in the US. each year
o treatment of head and neck cancers.”

Enhanced dental coverage for people with diabetes
and heart disease

Studies continue to present evidence that good oral health
may coniribute to reduced risk of heart disease, stroke

and diabetic complications. That's why it makes sense to
offer enhanced coverage for eligible customers with these
conditions.

Enhanced Oral Cancer screening coverage

Surgical biopsies may not ba generally prescribed unless
something in the mouth appears "very suspicious.” However,
by the time a lesion looks like a problem, it may be beyond
a cure, Qur Brush Biopsy coverage offers dentists and
patients a nonsurgical way to evaluate a suspicious area

for abnormal cells,

Dental customers undergoing head and neck cancer radiation
are eligible for enhanced dental coverage through our Cral
Health integration Program.
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Why CIGNA for both medical and dental coverage?

The benefits go beyond simplified administration, Our unique capabilities as a health services company allow us to treat the
whole person — not just a condition, And our customer service representatives are available 24/7 at 1.800.CIGNA24 for any
guestions our customers may have, any time of day, about any plan,
# Integration and total health manzgement have been a focus for CJGNA throughout the past several years. In addition

to initiatives like the Oral Health Integration Program {OHIP}, we have integrated capabilities across alt CIGNA units.

b

Being a fully integrated health services company has been instrumental to our success in creating programs and initiatives
that involve the integration of medical and dental coverage information. And we'll continue to leverage CIGNA's capabilities
in disease management and case management to help our customers enjoy a better quality of life - and help our dlients
recognize improved productivity as a result.

+ We've trained our medical staff to include the message that oral health may affect an individual's medical conditions.
Our staff alsc encourages individuzals with related conditions to seek dental care and make an appointment with
the dentist.

+  CIGNA is also able to identify dental customers who have recently been treated for gum disease. If those customers
also have CIGNA medical coverage, we can provide that data to clinical staff for disease management
(diabetes and cardiovascular).

# We use an evidence-based approach o dentistry to create our innovative dental plan designs and policies. To further this
approach we established a clinical advisory panel of well known leadess and researchers in the dental profession. Their
scientific knowledge and input helps us continue to create and deliver innovative coverage options that address medical/
dental integration, as well as new and developing dental technologies.

Raising awareness in the workplace

Another benefit of having CIGNA medical and dental coverage is our comprehensive communication and education
capabiiities. After all, what good is a dental benefit if your employees aren't enrolling in it? And of those who enroll, how
many are choosing the right dental plan? Effective communications can move individuals from passive players to active
participants. Based on the National Assessment of Adult Literacy, approximately 36 percent of the U.S. population has low
heaith literacy. This means they can't understand documents written above a sixth grade reading level. A significant body
of research has demonstrated that there is a relationship between fower health literacy and higher health care costs from
fess frequent preventive care, longer and more frequent hospital stays, and lower medication adherence.”

As a result of these findings, CIGNA has implemented the “Words We Use” guidelines in ali of our customer communications —
this means using clear, simple, easy to understand words white doing away with industry jargon. We help our clients send the
right message to the right people in the right way:

# PREPARE emplovees to choose the best dental plan at enrollment based on their specific needs
B ENGAGE employees at enrollment meetings, benefit fairs, or wellness events

@ TEACH empioyees how to maximize their dental care dollars year-round

g TRAIN your HR team and/or managers to answer your employees’ questions

# ENCOURAGE empioyees to stay well by getting regular preventive dental care

From dental health flyers, to e-cards, to event posters and more — we have the communications and resources to get your
employees enrolled and in the dentist’s chair.
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Find out how CIGNA can help you desian a dental plan that impacts the health and well-being of your employees
without compromising your bottom line,

Calt your broker or CIGNA representative today. Or, email us at CIGNADentalSales@cigna.com.
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State’s Response:

This Demonstration Waiver aligns with the objectives of the 2012 “Oral Health Care During
Pregnancy: A National Consensus Statement” publication from the National Maternal and Child
Oral Health Resource Center at Georgetown University available at
htip:www.mchoralhealth.ors/PDFs/OralHealth PreenancyConsensus.pdf. DHHS will continue
considering it during the implementation planning phase.

Thank you Jor the information and white papers, as well as support of the Building Capacity for
Transformation Section 1115 Demonstration Waiver.

Comment Received via Email from Hope Saltmarsh - Executive Director, Greater Derry Oral
Health Collaberative Corporation

Date Recerved: 5/20/2014 at 1:.09 PM

From: Hope Saltmarsh, RDH, M. Ed., Executive Director
Greater Derry Oral Health Collaborative Corporation
Derry Village School

28 South Main Street

Derry, NH 03038

(603)434-2327

FAX (603)432-1235

hopesal{@comcast. net

www, ChildrensDentaiNetwork orp

Thank you for providing this opportunity for comment. Please see Appendix.
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Greater Dervy Gral Health Collaborative Corporation f ELDREN'S
Hope Saltmarsh, RDH, Med, Executive Direntor ent i].
Derry Viflage School, 28 8 Main St, Derry, BH 03038

smijesBChildreneDentalMNetworlc org
www. ChildrensDenta ifetworic com
&03~434-2327

NETWORKg
“orking Togeher for Heslthder Kids

May 20, 2004
“Building Capacity for Transformation”™ Seetion 1115 Waiver Comments

Kathleen Dionn, Divector, Medicald Program
Browen Butlding

NH Department of Health and Hunian Services
179 Pleasant Bt

Concord, NE 63361

Pear Mz, Dnon:

Greater Deryy Oral Health Collaborative Corporation iz 2 501{c) 3 non-profit organization opesating two
probile school-based dental programs in the greater Dierry area of WH. The larpest and longest-ronning
program is the Children’s Dental Network (CDN) that & in ite 21 year, CDN has been providing oral
health edneation and preventive servicss for Derry Head Start children for most of those vears. Children’s
Dental Network works closely with schools {grades K-8} and over ibirty deatizts in the fowns it serves:
Derry, Londonderry, Chester, Sandown, Windham and Hampstead. Yost recently CEON has been
providing services at the Derry WIC clinic. A second and very similar program has been operating in
Salem schooly for § vears.

Diange Powers, EDH and CDN Program Director writes of her experience worddng at WIC during the
spsramer months for the past theee vears: OrigineBy, fhe intent of sur program was fe gffer basic services
and wducntion to moithers of WIC children ager 0-F years. What we discovered very quickly waz that the
WIC mothers needed services and education just ax much, if not move, than their children. Most WIC
mothars herve not beow fo the dewzist i several years. Most toll nee that theiv OB/GIN doctors have not

advised them about the importoncs of dental cars befors, during, and after preguancy. They are unaware
af the relationship af oral ‘henlth and overall health.

Thave examinesd young WIC mothers with rampont decay, problems with impacted and partislly evupied
thivd melars, missing teath, broken testh, gingivitis, poor eating and drinking habits, smoking habits, and
even ong young mother whe after five years 588 had braces on ofl hey teeth although she hadi't beon
undar the care of an srthodontist for years. She had broken brackets and wirss a5 weil gz decay on many
arterivr feath and cloimed that she wished she “could just have all her feath out™.

Mozt of the young mothers believe that denfal care during pregnancy is net sgfe when all the evidence
poinis fo it imporiasce. These young mothers help fo shape the health of their babiss and children and
run the visk of sharing their unhealthy bacteria with their litfle ones during normal mother and child
contact Many of there mothers want to seek care buf without inssrance, resources, or dental clivics
wvailable to them, they have wo choice but fo do nothing. My experiences at Derry FIC have bean
eslighiening and sod as I heve fow options to ffer them.
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¥ am writing fo strongly suppert the WH DHHS Building Capacizy for Trangformation Section 1115
Demonstration Watver, specificaliy, the DSHP orsl health program for pregnont women CDN: data
shioor that only 18% of the pregoant women and mothers at WIC i Derry report having had 2 dewmtal
appointment in fire previowns 12 months, Disgne Powers, RDH performed brief visnal screenings for them
and fonnd 31% appeared to have wnirealed cavities. I performed in a dental office with X-ravs available,
the number with sofreated cavies would surely bave been significantly hicher. An accurafe assessment of
perividontal disease statns bas not been possible wnder our screening conditicas at the Derry WIL center.

The National Oral Health Cordenlom, Sailes for Life, is 8 product of the Society for the Teachers of
Family Medicine. It is an online oral health modular curricolom for physicians, whick iz very widely
endorsed by professions! organizations including the American Dental Association (ATRA), the American
Aggocintion of Public Heslth Dentistry, (AAPHLY) snd the Association of Stete aud Territorial Dlental
Directors {ASTDDY), and the Awmericen College of Norzes and Midwives (ACNM). According 1o the
cnerienbom, “Preterm birth iz the nnmber one cause of neonatal mortality in the U8, and costs $5.5 tallion
per vear.” Additonally, “Tamerous shndies have docmmented an sssociation between maternal
peredonial disease and preterm hirth and low birth weight ™ Fartheomore, “Studies do demonyirate that
pericdontates mproved with estorent and that tresiment i= safe during pregnancy.™

In Jazuary 2011, the Jonmmal of American Public Health published A Examination of Periodontal
Treatment, Dental Care, and Pregnancy Oufcomes in an Foured Population in the Linited States,
Fesearchers found that women whe received preventive dental care had betier birth ovtcorses than did
those whoe received no treatment, They observed no evidence of inersased odds of adverse birth outcomes
from dental or pericdoptal freatment.

Periodontal disease isn’t the only destal disease that can adversely affect birth ovtcomes, Denital decay,
taft untreated, can pose a theest fo @ pregnant woman' s bealth and the health of her baby. For exumple, a
bad tooth infection could apresd throuphont fhe woman’s bady.

The £115 Demonstration Waiver, by lanoching a comprehensive, adequately long-term oral health pilot
program for pregneesdt women, tegeds exsetly the population that has the greatest potential to realize real
health tmprovemend. There iv every reason to expect that their haalth gains will be aceonzpanied by
reduced cods to Medicaid. Women whe ave pregnant have ar increased Beeliiiood to become pregrant
again in the futwe. Becanse of this demonstration project, partieipants will have tmproved orat health
from the start of 3 subsequest ptezanacy thus decreasing thetr nigk of pretenn bisth or & problem fom
uwrgent tooth Jecay,

In 20102, Nattonsl Maternal and Child Oral Health Bezonrre Center published Gral Health Cove Daning
Pregrnoncy: 4 Nationa? Consensws Statement — Sunmary of o Expert Workeroup Mesting, This
gwideline stafez, “In addition to providing pregnant wonsen with oral kealfh care, sdncating them sbout
preventing and treating dental caries 25 critical, both for womea's own orsl health and for the fubure oral
health of their chitdeer. Evidence suegesis that most infants and vovap chifdren acopire canias cansing
bacteria Fom their mothers, Providing pregnant women with counseling jo promote healthy behaviors
miay sednes the trmsmsssion of sech bacteris from mothers to infants and voung children, therehny
delaying or preventing the onset of ftocth decay]”

The Demonstration Watver inclodss a strony edpoation component. To maximize s effectiveness, we
enconrage development of an education prograa: and incentives that are based op the beat avatlable
svidence, best practices, and esiablished principles of lemming and behavior change that are auited for the
vanely of settngs where thiz edueation conld fake place.
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Arcording to p 2013 Cochrane Systematic Rewiew, "Paychosocial interventions fo support women to stop
smolking in pregnancy can incresse the propertion of women who stop smoling in Iate pregusncy, and
reduce low birth-weight and preterm bivths ” Smoking has another somewhat nnexpected relationship to
oral bealth Early evidence shows a relationship between secondband smoke snd tooth decay in primary
dentition as reporied 1o the Pebroary, 2814 izswe of the Joornal of the American Dental Association,
There are multiple, sirong ressons io encourage pregrant women to sfop smoking. Oy organdzation
supports the inclusion of 2 smcking cessation component in the 1115 Demonstration Waiver,

The most accurate predictor of tooth decay = previous decay. An excellent cpporhimity is available for
prevemion of tooth decay in the children of the womwen who will be eligible to participate mthis Oval
Health Pilot Program. Based on our experience at the Derry WEC, children we screen who are noder age
17 mps. have virtuaily o tooth decay. We currently recommend that mothers take their children to a
dentist by age 12 months and there are deatal offices that are veady to accept these veferrals. We anticipate
that, if thiz pilot program tekes place, more mothers will noderstand and valve good oral health for theis
cluldeen. Incressed primacy prevention of decay will rezulf in the best sutcomes for children, their
famnilies, and for Medicaid.

In our schooel programs, we are often frustrated by the lack of follow-ug by parents whes we identify a
chifid’s need for dental treatment that iy not yet urzent. When the child has Medicaid coverage this is
especially disheartening, In conversations with the parents of these childsen we usually find they have
very low oral kealih Itteracy and they offen have substantial vatreated dental problems of their own. The
pilot project holds the promize that in the fotuee there will be more low-focome mothers who do
waderstand how to prevent cavities and valve oral health for themselves and thedr children.

From the broader perspeciive of total healil, the tavoet population of the 1115 Demonstration Watver syay
well enjery more significant beosfits then those expected. According o the American Acsdemy For Oral
Systemic Healih, “We know that gum diseaze is Baled to heart disesse, stroke, dishotes, pragnsncy .
complications, Alrhetmer's, ... oral cancer, oral airway and sleep appea, TR — headaches & migraines,
denial decay. .. These connechons betwesn the month and the body hishfight the importance of pood ozl
health and deatal stability @ ansuring betler general healih ™

Tharil you for consideration of these comments on behalf of the Greater Denry Omal Health Collsborative
Corporation. Please comfact me if you have guestions,

Sincerely,

Hope Saltursh RDH M EL
hopessl@comeast net
Executive Director

Greater Derry Oral Health Collaborative Cotpomation
Drerry Village School

28 5. Main 5t

Deerry, NH 03038

603-434-7327

State’s Response:

Thawnk you for the comment and support of the Waiver.
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This Waiver aligns with the objectives of the 2012 “Oral Health Care During Pregnancy: A National
Consensus Statement” publication from the National Maternal and Child Oral Health Resource
Center at Georgetown University available at

http: www.mchoralhealih. ore/PDFs/OralHealthPreonancyConsensus. pdf. DHHES will continue
considering it and the information you provided during the implementation planning phase.

Comment Received via Email from Effie Malley - Director, New Hampshire Children’'s
Behavioral Health Collaborative

145

Date Received: 5/20/2014 at 1:49 PM

From: Effie Malley, Director

New Hampshire Children’s Behavioral Health Collaborative
10 Ferry St. — Suite 307

Concord, NH 03301

Tel: (603) 225-9540 x119 | Fax (603) 415-9543

Dear Sir or Madam,

Members of the New Hampshire Children’s Behavioral Health Collaborative steering commiltee
enthusiastically support New Hampshive's application for a Section 1115 Medicaid demonstration
waiver, We want to assure that Centers for Medicare and Medicaid Services understand the
importance of this waiver to our stafe.

Our Collaborative, which includes over 60 organizations and family and yvouth representatives,
developed a comprehensive plan which outlines the transformation of the delivery system and
services available to children, youth, and their families. The waiver would allow flexible funding
and development of the youth-serving behavioral health workforce, key strategies in our plan, which
affect both providers and beneficiaries. The waiver allows us fo build community based culturally
competent behavioral health services for our most vulnerable youth and their families, such as
mobile crisis services, flexible funding, and attendance at wraparound meetings, and would provide
needed services in screening for and treatment of substance use disorder.

We recommend that the waiver explicitly cite ithe Collaborative’s Children’s Behavioral Health
plan, as it has cited the New Hampshire Ten-Year Mental Health Plan and the recent settlement

with the Department of Justice.

If you have any question about the Collaborative's work or specifics about the Collaborative plan,
please feel free to contact Effie Malley, Collaborative direcior.
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Sincerely YOUrs,
Effie Malley
Director, Children's Behavioral Health Collaborative

Ellen Fineberg
Executive Direcior, New Hampshire Kids Count
Children’s Behavioral Health Collaborative Steering Committee

Ken Jue
NH Kids Count Board of Directors
Children's Behavioral Health Collaborative Steering Commitiee

Susan McKeown
Children’s Behavioral Health Collaborative Steering Committee

Linda Saunders Paquette, Esq.
Executive Director, New Futures, Inc.

Children's Behavioral Health Collaborative Steering Committee”

State’s Response:
Thank you for the comment and support of the Waiver.

Based upon public comment, the efforts of the Children’s Behavioral Health Collaborative and the
Children’s Behavioral Health Plan, as well as the System of Care service array are now
incorporated into the Demonstration Waiver.

Comment Received via Email from Martha Green on behalf of Brian Collins - Executive
Director, Community Partners
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Date Received: 5/20/2014 at 3:02 PM
From: Brian Collins, Executive Director -

Community Partners, Behavioral Health and Developmental Services of Stratford County, Inc.
113 Crosby Rd, Suite 1
Dover, NH 03820

Mr. Meyers,

Attached letter is from Brian Collins, Executive Director, regarding Waiver 1115,
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Thank you.
Martha Green, Executive Assistant/Office Mgr — Community Partners
603-516-9300
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May 20, 2014

MH Depariment of Health & Human Sendcss
Building Capacity for Transportation

Section 1115 Demonstration Waiver Application
oio Jeff Mevers

124 Pleasant Street.

Congord, Nkl 03804

Dear Mr. Meyers,
{ am submiliing commenis regarding Section 1115 Demonstration Waiver

that the Depariment wilt be submitiing to the Senate for Medicald &
Medicara servicas at the end of May,

Pwolld fike to commend the Deparimert for its innovative thinking and
approach to the populations being served through this weiver. [n
particular, in several program intiatives such as in Bhape and Subsiance

Harmpshire citizens,

With respect to the In Shape program, 1 would urge the state to consider
additional supportive services for the population engaged in In Shape
assistance with financial planning, nufriionat concents and cooking
programs fo create an overall healthier lifestyle.

| separately would urge careful consideration fo policies which enhance
rates to new programs that could compete dirsctly with existing onss,

Thark you for the oppertunity to provide this faadback.

Sincerely,
¥

Brian Colling
Fracutive Dinsctor

Community Partners
Bebeviomt Heslith & D&vaiapmemai Berices of Strafford Gotinly, 93,

148

Appendix E: Public Comments Received and State Responses



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

Staie’s Response:
Thank you for the comment and support of the Waiver.,

Over the course of the Waiver, DHHS will evaluate the range of services provided to InSHAPE
enrollees and make changes based on that evaluation.

Cominent Received via Email from Peter Keileher - CEQ /President, Harbor Homes Inc. and the
Partnership for Successful Living
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Date Received: 5/20/2014 at 3:25 PM

From: Peter Kelleher, CEO/President

Harbor Homes Inc. and the Partnership for Successful Living
www.nhpartnership.org

www.harborhomes.org

Dear Mr. Myers,

On behalf of Harbor Homes, Inc. and its five affiliates that together comprise the Partnership for
Successful Living, [1] I appreciate the opportunity to comment on New Hampshire's draft 1115
Demonstration Waiver Request, Building Capacity for Transformation. A core set of leadership
staff reviewed the concept paper and application, and we believe that it will result in maximum
stewardship and leveraging of available public resources. As the CEQ of six health and human
service agencies that provide a broad array of care to New Hampshire's long~-term homeless
population, it is especially refreshing to see the emphasis on mental health/substance use services
and integration across systems. Harbor Homes and the Parmership for Successful Living agencies
operate a Federally Qualified Health Center, more than 400 units of supportive housing, a 54-bed
substance use disorder treatment facility that specializes in serving pregnant and postpartum
women, a home-care agency, and many other behavioral health care programs.

Lastly, Harbor Homes has provided over 2,000 crisis behavioral heaith evaluations in Nashua's
emergency departments over the last year. This provides the context from which I offer the following
recommendation to designate the homeless population as a special population in the Waiver.

My main recommendation is to assign an official designation to the homeless as a special
population in the Waiver. 1'd like to suggest that specific language be used that will target the long-
term/chronically homeless and incentivize providers and health systems to develop
services/programs that improve the health of these community members. The long-term homeless
are a special subpopulation of Medicaid enrollees that use significant resources, The New England
Journal of Medicine recently published an article demonstrating the extraovdinary cost impact to
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Medicaid by the long-term homeless, and how critical supportive housing is to help mitigate these
costs.[2] Including Supported Housing within the Waiver is an important part of a systemic
approach to overall mental health reform, particularly among the homeless. Incentivizing the
provision of health and supportive housing services to the chronically homeless is very likely to

result in significant cost savings across the five proposed Designated State Health Program areas,
as well as the entire Medicaid system.

There may be some additional benefits 1o including the homeless as a special population. For
example, if the Waiver includes the homeless as a special population, more sources of funding may
be available as a match to federal dollars. Additionally, if the homeless are intentionally targeted
through this Waiver, a specific health program designed to provide medical and behavioral health
respite for the homeless could be inchided. Homeless individuals often need an alternate level of
medical care that is a step between a hospital and a home, or lack thereof. It is precisely because
these individuals do not have a home to receive services or recuperale that a concept called
“medical/ behavioral respite care “is needed. Medical and behavioral respite care facilities serve
people who are not ill enough to stay in a hospital, but are too sick to go “home” (which in the case
of the homeless population, may include a shelter, a friend's apartment, or the streets.). Seventy
programs exist nationwide and this model of care is well-vecognized as a best practice throughout
the homeless health care arena. The National Health Care for the Homeless Council demonstrotes
its impact and cost savings: homeless patients discharged to medical respite experience 30% fewer
hospital readmissions within 90 days than those discharged to their own care.[3] Medical respite is
a promising solution ta the challenging issue that health systems face with care transitions (a sub-
category of care coordination), which are exacerbated for homeless patients.[4] This is a new

concept in NH, but a cutting-edge, cost-effective model that is currently funded elsewhere through
CMS’ Innovation grant program.

If vou are interested in learning more about this, or speaking to national experis about how this

model could benefit NH, I would be happy to connect you to the National Health Care Homeless
Council.

Finally, I have two clarifying questions:

o Can you define what a "health system” is? What entities are part of the system? What are
not? Does this include Federally Qualified Health Centers (FOHCs)?

*  Re: the community reform pool, is the capacity reform program exclusive to hospitals or
can FQHCs participate?

Thank you for allowing the opportunity to submit these comments and questions. The Building
Capacity for Transformation waiver represents an important step forward in the use of Medicaid to

Jund an integrated health care delivery system. Ican be reached for clarification at 603-882-3616
or by email at p.kelleher@nhparinership. ove |

Thank you,
Peter Kelleher
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CEQO/President
Harbor Homes Inc. and the Partnership for Successful Living
www.nhparinership.org

www. harborhomes.org

[1] The Partnership for Successful Living is comprised of Harbor Homes, Healthy at Home,
Keystone Hall, the Southern NH HIV/AIDS Task Force, Welcoming Light, and Milford Regional
Counseling Services.

2]

hitp:/www.neim.ore/doi/finil/10. 1 036/NEJMpIl 310121 ?(;zaer;{xfealzfred homed & & & & Hr=article
{37 http://www nhche orgfwp-content/uploads/201 1/09/LeftColdrt pdf

[4] htto:www shche. org/wp-coptent/uplogds/201 2/] 2/Policy Brief Care Transitions.pdf

State’s Response:
Thank you for the comment and support of the Waiver.

The Waiver contains on a number of initiatives that impact the homeless population. Pilot programs

Jocused on the homeless population will considered for funding under the Community Reform Pool
DSHP.

After the approval of the Waiver, DHHS will publish for public comment the rules associated with

the Community Reform Pool. FQHCs will be eligible to apply for Community Reform Pool pilot
Programs.

Comment Received via Email from Kristine Stoddard - NH Director of Public Policy, Bi-State
Primary Care Association

151

Date Recerved: 5/20/2014 at 3:42 PM

From: Kristine E. Stoddard, Esq., NH Director of Public Policy
Bi-State Primary Care Association

525 Chnton Street, Bow, NH 03304

Office: 603-228-2830. ext. 113

kstoddard@bistatepca.org

Good afternoon,
Attached are Bi-State Primary Care Association’s comments to the 1115 Waiver.

Please feel free to contact me if vou have any questions or concerns.
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Atk PRIMARY CARE ASS0CTATION
o Ulindon Sirest
By, ¥l azaog
Voine: frs-an 800
Fuwr Sorp-oel-vahg

e Bl Streek
Muntpelier, VT Gyfion
Votpe: B0&-220-00000
Pz B pay-taah

Bz VeRmowt & New Bavmsges

Wmﬁ@;msmme;mmmfg

May 18, 2014

Jeffrey A Mevers

Disector of Iufer governmental Affars

New Hampshire Bapmm of Health and Fuman Services
120 Pleasant Strest

Concord, WH 03301

111 Sweaiver@dhhs state nhous

Dear Jeffrey.

Thask vou for the mppﬁmmﬂy to provide comments on the State’s Building Capacity for
Trarisformation 1115 Demonstration Waiver {Waiver). Bi-State is a2 nos-profit, two-state
organization | that :reg_z esents 15 nog-profit Cmﬁ}v Health Centess (CHCs) with 39 locations
in New Hampshire Bi—ﬁmﬁa&vmmﬁnammsm health care for all New Hmn@skﬁt citizens,
with 2 spmai Empliasis fn ne:du:aﬁ? naderserved arcas, Bi-State and our members appfmate
and support the State’s gﬂﬂﬁs of improving the health of oor citizens cmmg health care
costs. bj; Inproving. the guality of 2 care, health care integration, and mgzmmg New Hampshire’ 5
access fo mental health, substance use disorder {3 UD)} treatment, and oral health. Our comments
outlined below address the concerms of Bi-State and our members as the Waiver relates to hﬂ:&!ﬁh
care delivery in Mew Hampshire,

New Hampshire” § CHCs serve over 100.000 vesidents anmually, of which 30,000 are uninisured.
The CHCs see firsthand how mt&gmiﬁd care anid using e whole-person approack for health care
detivery benefits every resident aspezmﬁy dow-income Tamilies, New H:amps‘a‘ma s CHCs,

mzmdmg the Federally Cualified Health Centers {FQHCEL hopé to continpe fo be “strong
partners i driving the health care outcomes™ of our state. Bi-State and opr 1 mbm: agree that

the managed care model shonid bﬂ strengthened in the Stafe as it enconrages care covrdination
and chronic disease management.

Problem Stmam;eut

The Problem Statement within the Waiver expresses the Stafe’s desire to; chang

mental heslth and SUD services; increase the number of peychiatrc pmmdﬂs ﬂ wmﬂ
health of wdrviduals with & pmmteﬂx and/or severe mental illoess; ;md tmprove the oral health
of low-income pregnant women and mothers of young children? However, the Problem
Statement does not cledrly state the need to improve the overal! health of every Mew Hampshize
citizen Bi-Siate i enconraged to read that the Stale wanfs o focus e population bealth and
understands the focus of the Desigrated State Hezlth Programs, but the application needs o be

clear that the need for a healthy population extends o all ndividuals, not fust those mentioped
abowe. '

! NH DEES, Building Capacity for Trensformation, § 1115 Demorstration Watver, 13 (April 2014}
i fepid at®
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Community Reform Paol

The Communiiy Reform Pool is an incentive program fhat will bepefit commusmty proveders,
including CHCs, for which Bi-5fate and our members are very gratefil Bi-Btate appreciates the
State’s efforts to refatn cwrent capacify, expand capacity, expand pew services, establish a pilot
program designed to coordinate care, and establish a provider incertive pool. We have general
concerns due to the lack of specificity of the Watver in #s curent form, and hope that these will
be clanfied in time. First, what mechanism will the State use to make payments fo the providers
that participate it the Commumdty Reform Pool? Will the payments be meude fo the providers via
the Managed Care Copamrzations (MOOs), or will the State mabke direct pavments to the
providers? If the State makes Community Reform Pool payments throngh the MCOsg, will the
MCOs use 2 portion of the funds to pay for the administration of the finds? Las&l}? wh:wh
division within the Department of Health and Human Services (DHES) will admimister 1
Community Reform Pool?

Capacity refeniion payments

The Waiver, as currently drafted, enphasizes losses the hospital system has expenenced since
the 1990z While Bi-Siate and owr members sympathize with the reductions the hospiials hawve
made over the Iast fwo decadss, other conwemity providers were required to make capacity
reductions as well, especially during the recesston of the last sty vears and the State’s recent
funding reductions. We believe that 1t is important CMS understand that the lack of treatment
options are systemse, statewide. and inchude provwides soch as the CHCs and the Commumty
Mental Health Centers. If the State wants to encourage statewide setention of mental health and
SUD services, non-hosptal health svstems and commumity providers should also be eligible for
capacity yetention pavments. In addiion, how will providers demonstrate their current capacity
levels? Will there be an established threshold that the hospitals (and hopefuliy other comprmmity
providers) will have to meet in order to becoms eligtble to seceive the capacity refention
pavinenis?

Capactly Expansion and New Service Poymants

We support the State™s efforts to expand capacity within the State by use of the Commumity
Reforn: Pool. These payments will help providers address the need for mental health and SUD
services within thewr communities. Conmnity-based care allows the individual secking
treatment to betfer access care. This payment, Hed with the New Service Payments, will allow
comamnty providers fo increase capecily and services that their comsmnities desperately need.

Pilot Program Pool

The Pilot Propram will assist the CHCs and other conpnunity-based providers in roesting the
soals of the State, meluding better population health and infegrated healih care delivery. Again,
we fhink it is important fo inchude more specificity in the Watver apphication including which
division within DHEHS will adounister this program, and what the critena the State will use when
funding a grant application.

Provider cayive Pool

Incentive pavments can be wonderful tools for encouraging reform by monitoring quality
outcomes. B i3 unclear wheiber parficipation 8 the Provider Incemttve Pool 5 mandatory Sor

E
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providers who participate i other components of the Conymunity Reform Pool Is the percentage
of the holdback based on 20% of the individual provider's contribution, or is it based on total
paviments made pursuant to the Commmnity Reform Poel? Finally, as the State imows, there was
one CQualified Heslth Plan (QHP) in the Health Insurance Marketplace in 2014, As currently
written. the Watver requires providers confract with at least one MCO 2nd one QHP beginning in
2016. We hope that there will be more than one QHP i place 1n 2016, however, i in the event
that there 15 not, we hope the State would make this a requuirement only if there is more one
QHPF in the Marketplace.

Enhance Community-Based Mental Health Services

Bi-State and our meembers are thankful thai the State seekes to enbance commmmnity-based mental
health services. We believe that proper prevention, trestinent, and mopitoring can mutigate and
even prevent many of the tragedies our comnmnities bave experienced in the last decade. The
Waiver clearly supports the components confamed in the Ten Year Plan and the setflement
_agﬁe:.t e Amanda I, ef al. v. Hussan, which we are very supportive of. However, Bi-State
andd ifs members behieve that the goal of 2 whole-person approach mentioned on page 5 of the
Waiver shﬁuid also be incorporated info the programs outlined on pages 19 and 20 of the
Waiver We believe that inteprated primory care settings, such as pammt—ﬁaﬂiered medical
homes, should be the foundstion of mental bealth treatment. Inteprated care is cost effective and
goes hand-in-band with the Assertive C‘az younily Treatment feams, mobile crisis feams, and
supporied hmxsmg included in the Waiver.* If the State is not allowed to request matching funds

for infegrated primary and preveniive care services, which incledes mental health please make #
clear in the Waiver that these foo are 2 priosity for the State.

Invest in SUD Workdoree Development

Bi-State and owr members appreciate the State’s focus on SUD treatments and services. We
understand the State’s Health Improvement Plan focuses on reducing the not-medical use of
pain relievers and dmg-related overdose dmﬁ:xs owever, the substance pse problems in New
Hampshire are greater than those two issues’ We sezpec:tﬁm? vequest the State broaden is

Waiver application to piske it clear that there are more issues in this state to address, including
but not limited fo” alechol abuse, adolescent use of marijnana, and prescription drog abuse.

Bi-Biate recognizes the importance of workforce development training, especially in areas
such as menisl healih and substance use. We believe 3 fonding pool for hospitals, health systems,
and commuumly providers will be a great resource for workforce development in the siate. We
hope the funding will also be available for use by health care providers to participate n existing
prograins if the programs meet the criteria developed by the State. We also ask that the State
recognize and designate the following practitioners as eligible for reimbursement under the
State’s Medicaid and the NH Health Protection Programy Master Licensed Alcobo! and Dmg
Commnselors Q&%Cs} Licensed Alcobol and Dmg Coumselors {LADCs), and Certified
Recovery Support Workers (CRSWs). All three pmmtmnez groups are great assefs to their

COMMINIHes am:l 11" they are ehgible for reimbursement, New Hampshire will bave better access
to SUD treatment.

# Waiver at 5, 19-20.
¥ Soeid. at 1920,
 Boeid. pe 21

!
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The FQHCs receive what 15 kaown as the Medicad ’ﬁmmmm Rate for a3 sumber of services
they provide, as outlined m the FQHC Billing Mozl ® FQHCs are peomfted to biil separately
for different tvpes of services prowited on the same day. For example, if a patent hias separate
appoinfraents wifh her primary care provider and her behavioral health specialist on the same
dav, the FQHC can bill Medicaid for two visits at the Encounter Rate. We respectfially request
the FQHCs continue fo be allowed to bill the Encounfer Raie for each appointment, inchuding
SUL services.

Expand the InShape Program

We applavd the expaasion of ihe Shape Program as a tool for addressing ﬁlﬁ health care needs
of individuals with persistent and/or severe mental illness. Bi-State and its members ag gree with
the need to expand the Mh&ge Progmam to ioclude additions! populations and 3 smoking
cessation programt We ask the Siste fo clarify that this bepefit ts 2 mental bealth benefit for
which the FOHCs may bill the Facounter Kate.

Cral Health Pilot Program for Pregnant Women and Mothers of Young Children

Bi-State and our msmbers are very pleased fo see Ehﬁ melusion of an oral health pilof program
for pregnant women and mothers of young children® Fach CHC, inctoding those without dental
programs, sees firsthand the effects of a Iack of oral health education and oral health care on Hwir
patiens and commuaiiies on a daly ‘mm We h@pe that one d&}f every Mledicasd reciptent will
hove access o oral health care, b wnderstand 1 it nding that goal The CHUs
want to be 2 greal partner with the Smte i implementing fhis program. We ask that the State
clanfy whether every service provided under ﬁﬂs piiot program is a dental service or whether
some aspects, such as smoling cessation programs, are mental health programs. The
categorization of these services chaﬂges ow the FOHCs bill the State for the services provided
o their comsmunities a5 dental services are considersd fee-for-service and mental health services
are billed at the Encounter Rate. |

Thank vou agam for giving ws the opporfunity to comment on the Waiver Bi-5State and ouor
members look forward to working with the State in fufure.

Sincerety,

Kristine ¥, 5&@, Esg.
Directer of WH Public Policy
603-228-2830, ext. 113
kstoddard@bistatepca on

5 FOHEC & RHC Billing Mamaa! Vrovider Manwal Vobene 15 12-33 (Tammary 26135
ew Warver at 22,
"I 2t 24,
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State’s Response:
Thank you for the comment and support of the Waiver,

The waiver is focused on improving overall health through the various DSHPs. The narrative on
current healthcare challenges has been revised.

The Waiver application states that the community reform pool payments "will be in the form of
supplemental payments.” The narrative has been revised to clarify that oral health benefiis will
continue to be paid on a fee-for-service basis and MCOs will provide InSHAPE services and, at a
later date, System of Care/F.A.S.T. Forward services. All other payments will be made outside of
Medicaid Care Management (MCM).

DHHS has not yet made a determination of which division will administer the community reform
pool.

The provider incentive pool is mandatory for providers who participate in community reform pool.

The 20% withhold will be made on the payments fo each provider made from the community reform
pool.

After the approval of the Wavier, DHHS will publish for public comment rules associated with the
community reform pool.

The recommendation to recognize and designate the practitioners (Masters Licensed Alcohol and
Drug Counselors (MLADCs), Licensed Alcohol and Drug Counselors (LADCs), and Certified

Recovery Support Workers (CRSWs)) as eligible for reimbursement under Medicaid and NH HPP is
outside the scope of this Waiver.

DHHS is not changing FOHC reimbursement policy under this Waiver. The narrative has been
revised to clarify the current InSHAPE program and the proposed DSHP.

Please see Appendix C for a description of the tobacco cessation for pregnant women benefit under
this Waiver.

156 Appendix E: Public Comments Received and State Responses



~ New Hampshire Department of Health and Human Services
Building Capacity for Transformation Section 1115 Demonstration Waiver Apphcatzon

Comment Received via Email from Marie Mulroy - President, New Hampshire Public Health
Association

Date Received: 5/20/2014 at 4:.27 PM
From: Marie Mulroy, President

New Hampshire Public Health Association
info@nhpha.org

shpha president@email.com

Telephone: 603-228-2983

Attached please find NHPHA's comments with regard to the above Waiver.

Thank you for providing the opportunity for providing input.
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ffe %, ...
New Hampshire \ Il Jj Public Health
iy ASSOCIATION
ety Mo, Fenrpmagian, Neder b Gty 457
May 20, 2014

“Bugiding Capactfy for Transformation” Sechon 1115 Waiver Comments

Kathleen Tnm, Birector, Medicaid Program
Brown: Building

MH Departement of Health and Humsn Services
129 Pleasant Street

Comeord, ME 03301

Pear Ma, Do

New Hampshire Public Health Association t3 2 public health membership orpanization that serves
#s meembers through the provision of quality heslth information, member resoarces amd serving as
our members voice for public health ismes.

While we support all of the provigions nthe 1115 Waiver, we would respectfolly request that you
consider adding Medicaid's clients uwsage of the Northern New England Poizon Condrol Centerto the
1115 Waiver for New Hampshive. The BH Public Health Azsocistion haz been charged with
comvering stakeholders to identify sustainable souress fo cover the wotal costs of providing Pudson
Center Services for the peopls and instietions of ML Currently the total ansuat cost is estimated to
b about $748,500, This fecludes $70,008 which conres from the Federal Health Rezources and
Services Sdministration directly to the NNE Poison Center. Thus, the total cost to New Hampshire is
$678,500. Currently the NH Departtnent of Health and Homan Services is contributing about
$553,500, $520.,000 comes from Siate General Funds with an additions] $33,500 passed through
from: the Pederal CBC Public Health Emergency Preparedness Fands, This lesves unfunded
approxmately $125,000 to fully fund NE's share. This would provide for all of the surveilfance and
reporting functipns that sre available fo other states aswell ax sfiowing sll nformation calis to the
Poison Center fo be angswered.

We are sshing for long-term funding for the Poison Center: Insurers both public Hke yourself and
private insurers, the NE Hospital Association, the Dirug and sleshol Abuse Prevention compnanity
and the Depariment of Safety are afl being invited to parBicipate, The 1335 Waiver iz an excellent
wenne to heip with soms of the funding az it pertalns to Medicaid clients.

« Poizon centers ssve Hves, profect the public’s health, and zave more than g billion dollars
each year

+ Polzoning desths and mjuries - including those resulting from intentional ard unintentional
misuse of prascription dmgs - are a growing public health issue

New Hampshios Public Health Azsociztion s 4 Park Streat, Suite 402 Corcord, NHE 03301 « Tel: {803} 228-2983
] vowwr ahpha.org
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# Forevery 81 spent on Peivon Center Services, there is 2 savings of $13.3% in reduced
health care coste and lost productivity of which $8.78 are from avoided medical
utifization and reduced length of stay alone, The Lewin Group. Value of the Polzon
Center System, Septamibeer, 2012 ~hitpe ) e aapen org fsboutflewin-group-report

# Inthe abssnce of the Poizon Center with a total prive tap of $748.560, the health care
servicss for these patieats would cost insurers, hospitals and the state snd federal
povernments an estimated 56.6 milliern,

WH benefits from: Access to these Services?

The public benefits divectly from having access to Poison Center services 24 /7. About 74%
of NH calls to the Puison Center are from patiente and families, workplaces and schools,
Sixty-nined of these ealls can be zafely treated and monitored at howe representing s
simmificant health sare custs, Based on the latest Poison Center Survey of consumers, in the
abeence of the Peizon Center:

& 44% would have poae to the ED
& 31 9% would have called or pone to the doctor

% 159 wonkd have called 913

Regarding insurancs coverage the breakdown is as follows:
= 453.0% have private insurance
= 3254 have Medicaid or SCHIP

w 1005 said they have nio insurance

Hewe Hampshire Public Health Assodation + 4 Paed Street, Suite 483 Concord, WH 03301 » Tel: (503} 208-2582
wiwrwe nhpha,org
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Pigor H nmsphimr:‘ Ei?n Center Caligrs
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1 for this reason that we ask that for your consideration in adding funding for the Poison Contzal
Cenker Yo your 1115 Waiver.

For any questions and addifonal clarification, please contact me at the address below.
Thaui: you.

Sincersly,

Maris Mulroy,President

Mesr Hampshire Public Bealth Sssnciation
info@nbpha.ong

Telephone: &03-278-2963

Mew Harmpshire Public Meslth Assodiation » 4 Park Shrest, Suite 403 Concord, NH 03201 » Tel: {603} 228-2983
wevt.rthipha.arg
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State’s Response:

DHHS will consider pilot programs related to poison control under the commumity reform pool.

Thank vou for commenting on the Waiver,

Comment Received via Email from Janet Monahan - Deputy Executive Vice President, New
Hampshire Medical Society and Executive Director, NH Saciety of Eye Physicians & Surgeons

Date Received: 5/20/2014 at 4:34 PM

From: Janet H. Monahan

Deputy Executive Vice President, New Hampshire Medical Society and Executive Director, NH
Society of Eye Physicians & Surgeons

7 North State Street, Concord, NH 03301-4018

603 224-1909

Fax: 603 226-2432

www NHMS.org

Please see the attached letter.
Thank you,
Janet
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New Hampshire

M E Ej E €:j A L S {:} C I E i Y ADWRCTATE FOE PWLETIAES & FOHLTE HEAUTH Sinol iRl

May 20, 2914

Madieald 1115 Walver Comments
Mew Harnpshire Department of Health & Haman Services

To Whenm It May Chheare:

On hehalf of the physleinn members of the New Hampshire Medics! Society, ! strongly enceurage the.
inclusion of the maintenane of the ncressed reimbussernent for privary cars physichans Ja the 1115
waeer apglication,

Fsyou know, section TI0Z of the ACA inoreased Medbeald pavements for certain primary care physiciang
o WMadiesie lavely 5{3&' Y2033 and 2004, T recelve the 10 percant federal mateh for the payment
Inereass; states Had 10 sulimit o State Plan Amendment to CWS by tiarch 31, 2003 snd payment
ivrEases were retroactive to Janusary 3, 2008 This provigion of the ACK [100% Fedarat funding) is dus
s szt on if:l!gmmhver 2%, 2034,

New Hampshire's: Pedicald rabag are the lowest in the ooty and wee sriust do sl thatwe can o help
BT primary care ;}m&mm o be able toalford 1o heep thelr practices open ko the Medieald population,
Arcsss jo prismary care & oritical to providing the basic prevention seryicey o low-insnme or disabled
patients, especially thise with & chronit Hiness, Astrang primary sare relationghin for this population
miay reduce the nurmber of visits to or smargency depaetments atd hopefully reduce inpabient Buspital
seays g well,

¥ Bl Sruee Srrves | Coseend, M

il | OREEY el 08 1 wwewon ey

162 Appendix E: Public Comments Received and State Responses



New Hampshire Department of Health and Human Services

Building Capacity for Transformation Section 1115 Demonstration Waiver Application

State’s Response:

Primary care physician reimbursement jor services provided to the NHHPP population will be set
through contract amendments with the three MCOs that are brought to the Governor and Executive
Council in June. At this time, primary care physician reimbursement is oulside the scope of the
Waiver.
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Comment Received via Email from Erika Argersinger - Policy Director, New Hampshire Kids
Count

Date Received: 5/20/2014 at 4:24 PM
From: Erika Argersinger, Policy Director
New Hampshire Kids Count

2 Delta Drive, Concord, NH 03361
603.225.2264 x15

nhkidscount.org

Dear Jeff -

Thank you again for the opportunity to submit questions related to the draft application. I am
wondering where exactly the answers will be posted. Is it on the same page that currently has the
draft application, presentations, etc.? Or a separate page?

Again, I'd like fo reiterate NH Kids Count strong support for the oral health pilot program. As we
re-read the drafi application, we'd like to make the suggestion that some incentives for innovation
on the part of oral health providers might help ensure participants’ success al achieving the
compliance goals outlined on page 24. Specifically, providing more mobile services - bringing
services to locations that pregnant mothers and mothers with young children frequent (i.e. grocery
store parking lots, WIC clinics, child care centers/Head Start, community centers) - and providing
services for mothers at existing school-based clinics could be helpful in facilifating mothers’ access
to services. In addition, providing dental care outside of work hours could also be helpful, These
are strategies encompassed in the 2011 IOM report Improving Access to Oral Health Care for

Vulnerable and Underserved Populations. and could be used as a basis for provider-based
innovation incentives. '

Thank you,

ERIKA ARGERSINGER

Policy Director

State’s Response:

Thank you for the comment and support of the Waiver.

Public comments and the State’s responses are an appendix to the Waiver application.

DHHS will consider oral health related pilot programs under the community reform pool.
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Comment Received via Email from Steve Wade - Executive Director, Brain Injury Association of
New Hampshire

163

Date Received: 5/20/2014 at 4:58 PM
From: Steven D). Wade, Executive Director
Brain Injury Association of New Hampshire
109 North State, Suite 2

Concord, NH 03301

(603) 225-8400

stevel{@bianh.org

Dear Mr. Meyers,

Attached is a letter outlining comments/input by the New Hampshire brain injury community on the
Draft 1115 Demonstration Waiver.

Specifically, on the need to include both of the 1915 (¢) HCBS Waiver populations served by the
Bureau of Developmental Services — DD and ABD — in the InShape program.

Thank vou.

Steve
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Brain Injury Association of New Hampshire
109 North State Street
Concord, NH ¢3301

Wiay 19, 20248

Wi Jeffrey & Meyers

Director, Intergovemmental Affairs
MHOHHS

128 Pleasant Street

Concord, N 03301

Re: Draft 1115 Demonstration Wakver commnents and input
Bear Wir. Meyers,

On behalf of the member families and caregivers of the Brain Injury Association of New Hampshire, we
respectfully request that the Department consider including both of the 18156c) HCBS Waiver
populstions - DD and ABD - in the InShape Program.

The NH Burean of Developmental Servires currenthy senves twe population groups, those with
developmentsl disabiities {DD] and those with acguired brain disorders [ABDY. it would be gnfair to
include one of these populstions at the excusion of the other. The Buresy is equally commitied to both
popalations.

Feaple Hving with brain injury and those living with developmental disabilities, will both strongly bensfit
by participation in the InShage program. The additional federal dollars that will be leveraped for NH will
be a tremendous opportunity to improve the quality of ife for people with DDy and ABT.

Cverall, the New Hampshire brain injury com munity wishes to conpratulate and thank the {=am that has
develaped the draft 1115 Demonstration Walver. The entire disability community is appreciative of this
effort to build capecity to fransform and enhance health care sendee delivery on our state.

We remain hopeful that both of the 1915 i) HCBE populations served by the Bureau of Developmental
Services — DU and ABD - witl be included in the draft to be presented to the Fiscel Commities on May
23™.

Thank you!
Sincerely,

Steven O Wads
Executive Direchor
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State’s Response:
Thank you for support of the Waiver.

At this time, DHHS is not including the 1915{c) HCBS-ABD waiver enrollees in the InSHAPE
program.

Comment Received via Email from Matthew Herndon, Interim Chief Legal Officer & VP of
Government Affairs, BMC HealthNet Plan / Well Sense Health Plan

Date Received: 5/20/2014 at 5:00 PM

From: Matthew H, Herndon, Interim Chief Legal Officer & VP of Government Affairs
BMC HealthNet Plan / Well Sense Health Plan

Two Copley Place, Suite 600

Boston, MA 02116-6597

617-748-6383 (1)

617-897-08%94 (f)

matthew . herndonf@bmchp-wellsense,org

Please find attached conmments from Well Sense Health Plan in response to the Department’s
Building Capacity for Transformation Section 1115 Waiver Application. Please feel free to contact
me with any questions or comments. Thank you.
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1L SENSE ©

P& TH PLAN

May 20, 2014

Via Electronic Mait

New Hampehive Depaﬁmmt of Healtl snd Homan Services

Astee "Buitding Capacity for Transformation’ Section 1115 Demoenstration Waiver
ﬁpphﬁ&hﬂﬁ

179 Pleasant Sfeest
Coneord, NH 033013852

Re:  Building Capacity for Transfbemation” Section 1115 Demogsteation Waiver
Application

Well Sense Fealth i’ian{w aft Sense] appreciates the opporueity o comment an the Mew
Hamqﬁshma {MH) Department of Health nd Heman Servicss’ (DHHE) Sec:ﬁmn 1115
Demonstration Warver proposal, “Building Capacity for Transformation.” Well Senze i
committed to supgmmgg DHHS o its' stated apgrmr:h to healtheare reform, incloding
cmn:p&eé:m&w& zefmm ofits Iwisetﬁ;:md progeam and the health care éaaiwm sysiEm

A wou kmow, Well Sense participates i i New ngm 5 E%iedtc:m’c peogrem by serving
263 munaged care partrier that comrently covers wver 48,000 enroliees. We are pleased
that the Waiver proposal reiterstes DEFHS” desire to “integrate and align with NH
Medicaid Care Manapenient Fmgram” While Medicaid Care Management is in ifs
mfamey, we' a!mady see enrly program snocesses.

For mamp%& Well Sense’s person-centered model of care is an fmportant mitiative.
Under this moded, oar tlmmm social workess, and behavioral health care pnagers
work closely with members who have complex conditions, and their families, to
conrdinate care vmh pfmmry care ptactices and state and community agency case -
managers. This approach helps meabers get the appropriate care 5t the right time and in
the sight sething, especially in their nwmmﬁmm

Well Sense iz pi:eased o build on such efforts thremgh firther collabormdine with DHEHS,
inclding the components of its Section 1115 Waiver. Well Sense offers the following
specific commesnts for vour considération on the Section 1113 Waiver proposal.

Mentsl Health Conmwanpity Redban Pool-

Well Sense supports DHHS efforts to increase behavioral health access. Well Sense
recognizes that member decess may be challenging and is sctively wcrhﬁﬁ to expand #tz
netwotkcto furher strengthen this sccess. Capacity referifion and expansion as well as
new service payments may be 3 positive step. Well Sense supporis the appropriate
fonding of our provider-pariners, especially for those providing community-based mental

1455 Elm Strest » 8% foor » Idanchester, NH G104 » WeliSense.om
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Depsarinent of Health and Human Fervices
hday 20, 2014
Page 2 0f 2

healih services, and we look forveasd to worldng with TREIHS forther in this ares purmant
to this Waiver proposal. While any peyments and the fncentive pools sre fmportant gleps,
Welt Sense looks forward fo enhanced coordination of pliysical and auental health
services to inprove health owtesines and aveid nonecessary, coatly care.

Chral Health Pilot:

Well Sense agrees that it ix mnporiant to demonsirate that Medicaid deufal coverage for
pregnsnt women and children positively impacts births owtoomes and esrly chﬂdﬁm@% owal
heglth, Stodies show that pericdontal diseaze can be detected o up to 30 percent of
pregaant women and addresemg flus may oot only decrease birth complications and
mssociated costs, but also early childbood care coste. P Moreover, provviding cogoing
denial services to mothers of young children may increase the Weelihond that they will
seek outine dental cave for their children Well Sense locks forward to wordng with
DHES to implement this pilot and developing innovative strategies to encotrage dental
provider Medicaid participation. Well Sense hopes that this investoent serves as a
bmitding block towards fiarther iovestments in oral health coverage.

Popalation Health
Finally, Well Sease appmc;iam DHHS effort to proactively invest in preventive
popuistion health imvues thet impact sf-ask populaticns. Specifically, we comurend
DS for *‘fﬂﬂowmg the dma” and working to addresxing tobacon vee and physical
ftnesziobesity in todbviduals with substance dbuse disordess or mental filnsss. Well Sense
is similarty focveed on “following the data”™ by enhancires it population health snalyiics
to updsrstand member needs. As Well Sense worls to expend alternative payments
based on an accoontable care framework o will rely on soch dats to wdentify looming and
exizting problems that can be averted before costly mediea! care is needed.

Aegaity, Well Sense appreciates the opportmity to work with DFIFS tovmrd snproving
bealth care in New Hampshire. Please feel free to contact me af 617-748-6000 if vou
bwve yeshions or would e to dizorss any of the teaves raised hese,

Ewncerely,

Waithew H. Hemdon
Iterimn Thief T egal Officer & VP of Government Affhirs

crn Jeff Mevers, Bag.

¥ Children's Dental Heath Project. Improving doress to Perinatel Orel Health Jore: Stratagies ang Considerations
Jor Health Plans, iy 2008,

1185 Eim Strest » 67 foor « Manchoster, NE 6310 » WellSsenss o

169 Appendix E: Pubiic Comments Received and State Responses



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

State’s Response:

Thank you for the comment and support of the Building Capacity for Transformation Section 1115
Demonstration Waiver.

Comment Received via Email from Jennifer Frizzell - Senior Policy Advisor, Planned
Parenthood of Northern New England

Date Received: 5/20/2014 at 5:15 PM

From: Jennifer Frizzell, Senior Policy Advisor

Planned Parenthood of Northern New England

Planned Parenthood of Northern New England Action Fund
18 Low Avenue | Concord, NH 03301

0:603.513.5334 | C: 603.340.1593

www.ppnne.org | jennifer.frizzeli@ppane.org

Comments from Planned Parenthood attached.
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May 23, 2134

Commissioner Wick Toumpas

Hew Hempshire Depariment of Health and Human Services
Ofice of the Comimissioner ' '

129 Pieasant St

Concord, NH (3301

Re: Buiiding Capacity for Transformation Section 1115 Demonstration Walver
Dear Commissioner Toumpas:

Plarined Parenthoed of Nosthern New -&513@ {“Planned Farepthond™} iv pleased to submit comments
on the proposed Building Capacity for Transformation Section 1115 Demonstration Waiver {"Waiver™).
A5 3 thusted women' s heaith Care: provider and advocate, ®anned Parenthiond supports the
commitment of the Depgartment of H&a&h and Hurman Services ﬁ”ﬁe;&aﬂmem o seeking gt fromm &
cross section of siakehniders onthis important proposat.

Panned Parenthoed s e m’gﬁﬂ wwmﬂ&r gf reprodipcive snd seceua) health care for women, men and
teens poross the State of Mz ﬁamygmra We serie Mew Hampshire residents. mmugh 5 health redters
i Claremont, Defry, Exeter, Kesne, Manchester and West {ebsnon. Last: yEar we saw nearly 16,000
patients ot thess sies.. '

We. sﬁﬂﬁgw support the Emaﬂmem’s Eﬁmﬂim mﬂl»&mem the Waltver and provide h&a%t’rz care
COVEFAgE 10 mare lpw-ing e mdm@um‘ it thét s mmmhum Mew Hampshize. Asthe
Deparoment works to formalize t ek federal approval, we urge the Department to refine
the terme of the Walrer mdafﬁguam wx:ﬁmm = health cane aocess, Unfertered aroess 1o thie Full 1 range of -
wmmen's heaith services snd quaiified medical gmwﬁéem enzbles gach womsn to bty critival health
care; suchas family-plenning sendoes and pregranc-related are, - resuiting i berter health auicomes
for women and their families,

L. The Deparument Should Explicitly Clarify that Eniroliees Retain Freedom of Choioe for
Family Plasmning Providers

Wite are concerned tist ma PWatiner draf apahtamm A {mt&m pap»&r gt net explicitly address arcess
1o family 'pﬁaznnmg servies gnd famzt%y* p%aﬁ ﬂinﬂ :;nrm’ldars s me Bepartment is awam akeaﬁ*,', midtipie
plovisiens of federsl e ex;ﬁlmtt{s( requtre state Medicait Progrems o provide: famﬂwf plarming services
without cost-oharing, a5 wellas ensure freedom of choies for family planning providers. These
provisions of federat law are ﬁeﬂagnaﬁ 10ENSRIE SLLE35.T0 critical f;amaay planring services, including
hirth control, cﬁ:wcaa CRICEF J«:r&enmgs# ang: screamng Tor sexymlly. transmitted infections (3Tisk As
stech, 4ol Ensurs BUCEsE o EMSE e‘sﬁsent;ai i %th senioes, Wi urge ‘me Degactment 19 shgn the Wawer
_;ammsa{ with existing law angd p@kw S mat emuaﬂeaf Fiaetirnedy m:ceas tu fomily planming SEFiCES
from the providers they trast _

Under federal bzw, Medicaid en mﬁea«s Both waﬂmmaﬂg Eisgshﬁ& and newly shigible individuals — are
ertitied tofamily ;ai:annmg services withour Cﬂﬁ“&h&ﬂﬁg Berrhimatk or benchmark-eqguivalent

taz HEL.E 13edll{afich 4z C R R 548120 imﬂyiﬁqg‘Eamjiy'_pﬁaﬂﬁing'gamims emperaps for treditionally eligitle
Medicsid sarofiees]; Mfcrdeble Care Aot {05} § 23030k} (adding 82 10.5.C. 5 1396u-7(E)7)); 22 CER. £ 480.38506)
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coverage for the new adult populstion: also must consist of at least the Essential Health Benefirs (EHBY,
wehich includes coverage of women's preventive bealth services without cost-sharing, inchading the ful
range of Fi-approved contrereptive methods, family planning counseling, and office visits necessary 1o
obtain a contraceptive service.” Notably, federal law is dear that individuats receiding gremium
assistance, such as Health insurance Fremivm Program and #Mandetory Premium Assistance Program
coverage, are entitied to alt Medicaid-covered benefits and cost-sharing protections.”

Existing federal law and policy atso unetuivocally protecs an enroilee’s ability to receive family planeing
seryices from any qualified Medicsld provider. Feders! law explicitly maintains an indbiguals sbility to
receive Tamily planning services from any gualified Medicaid provider, even i the individual is enrolled
in a plan with 3 mited provider network” i fact, CMS has explicitly stipulated that a "recipient may
obtain farmily planning services and supplies from outside of the HMO without an BC referal, even il
the HRO contracts with Medicsid to provide the same sewvices. s Rotatly, the Centers for Medicare
anth Medicaid Services OS] hes rightly enforced the *family planning freedom of choice” protection in
1115 demonstration wakeers, indluding recent 1115 demonstration waivers to expard Medicaid
coverage via premniun assistance”

H. The Department Should Ensore Timely Rocess to &1 Pregusncy-Belated Care.

frequiring Tamily planning services coverage for the new adult pepulation); ACA § 200 c] [adding 42 V5.0, &
1356u-7{0ii5]); T8 Fed. Reg 422160, 47307 {ful. 15, 2013} {oo be codifed ot 42 £.F R § 490.347a) requiring the
Aivermmtive Benefit Plan to provide coverage of the Essentiza] Health Benefits, which inchedes wormen's preventive
health services, such as Fil-approved contraceptives).
¥ 42 (1.5.C. § 13960(=2){20{D), 1396a{bIZHD], 13%6o-1Ub 3B 42 C.F B, & $47 53{6ji5)k 78 Fod. Reg. st 42307
{requiring that women's preventive heaith services be made sveilabie to the new sdult populaton without cost-
sharing).
¥ ACA § 200% ) [adding 42 U500 B 138Gu-7{b}{S1; 78 Fad. Heg. at 42307, 78 Fed. Bez, 12834 1284% [Feb. 25,
2013} e plan doss not provide FHE unisss it mests the standards e 45 CF R, § 1471307} {to be codified at 45
CF.R 5156 115{p)(4]; 95 CFR. § 14713001 {specifying coverage of the women's preventive heaith sarvices].
Motably, the requitement to cover the foll range of FDV-approved contraceptives derivas from § 2753 009] of the
AL, wihich s a separmste end additional standard to the ERE prasoripticn drug retquirement. Accordingbs,
contracaptive sconss is mainteined aven i the plan limits #ts forrmulary or the EHE bepchmark plan formudary does
ot inchode coverage of el contraceptive methods,
* a2 CF R § 4353035632}, i) OIS, Atedicaid and ﬁreﬁgj@r&a&l‘e Cee Aok Peemiurm Assistonce {March 2033),
wmfﬂbsﬁe at hrrp fmedicaid gowfFederal-Policy-Geidenoef Tiownload s/ Fa-(2-29-13-Premium-Assistance pdf,
R TT o 138ealal 238}, 42 CF R § 43152 {a}){a); CMS, Stwee Mediceih Manual § 20885, See also CME,
informational Sulletin Pur. 1, 2011 {reiterating the federal sequirerment that states must provide Medicaid
sarofless freedom of choios of family planning providers); ULS, Ststement of interest at £, B-%, Plurned Porenthond
of Indiong v. Comm'r af the ind. Stote Dep’t of Health, 655 F3d 962 {Fth Lir. 2042} {cert denied] {asserting that
freedom of choice is @ tongstanding provision and that 3 State may pot exciuds certain providens from the
Medicaid program because of a provider's scope of prasctice).
* Ca5, State Medicsid hanoal § 2088.5.
7 opas, Speciat Terms ang Conditions fows Morketplore Choice Plar {2023} PThe stare Medicaid program wifl
BREUTE PRYMENT BT state plan rates of family planning services thay the OHP considers 1o be cut-of-nebwor,
subject to 2l third party Bability rules™); CWS, Letter to Billy Mitiwee, Beputy Sxecutive Commdssionar of the Texas
Health mad Hurean Serwices Commission {Dec. 12, 2011} fnotifving the State of Texas that TS will not renaw the
1115 femily planning demonstration weiver becsuse Texas sought to waive Feedam of choire of family planning
providers).
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We strongly support the Deparonent's proposal to prowvide oral health care to pregrant women. Legding
medical rezearch bes shown that routine dentat care for pregnant women helps gvert the development
of serious oral health conditions that can negatively impact pregnancy and improves ielong oral care
nafits for womsen and their children ® Yei, pregrang women often forgo dertad care i R istoo
gegensive. Including dental care in Medicald coverape for pregnant women will reduce aocess barriers
and SRsUTe DregnEnt women can receive the care they nead to continue and msintain 8 healthy
PreEgnancy.

‘We are concerned, however, that the Wabver draft application and cpncept paper do not detal] how
wornen whao become pregnant after epraling iIn the Bridge Blan, Mandstory Premiurm Assisiance
Frogramt, or Health insurance Premium Program wilk sccess pregrancy-refzted care. While we assume
the fack of information regarding Dregnancy COVETEEE WES an oversight, we urge the Departrment to
charify that women who become pregnant afer enroliing in eirther of these options will be wble to obiain
&l Medicaid-coversd pregrancy-refated coverage. Sprecifically, we encourage the Department 1o provide
pregnant wormen the cheice to remgn enrolied in one of the coverage options crested under the Watesr
or transfer to waditions! WMedicaid pregnancy coverage.® Providing pregnant women this choice s ideal
because B enablies sach pregnant woman the option 0 continue 1o receive care Trom her current
retwiork of providers during and after her pregnancy.

Additionaliy, wee urge the Departovent o explicithy carify that pregrignt womers gre entitied 1o ai
covered pregnancy-related services without cost-shiaring, ™ indluding sbortion as slivwed under federat
faw. This dlarification &5 particulerly imvportant if the state permils presnant Women 1o remain enrolled
im the Mandatory Premium Assistance Program ant the Health Insurance Premium Program. Privele
plans, induding plans offered in the Marketplsce, are not required to cover abortion; * yet federal law
entithes & Medicaid enrollee to aborton senvioes when continuing the pregnancy endangers the iz of 2
wioamat of wien the pregnancy resslts from rape or incess, ™ Although federal lawe entitles Individuals
enrolied in premium assistance to 2l Medicaid-coverad services and cost-sharing protertions,

® Huzh Sik e b, Oral Heolth During Fregnancy, 77 Am. Family Physican 1339, 1140 (2008}, ovoilabie ar

btz { Forerur atp.crgafp/ 200870815 /p 1139 ki, Adam &llstor, Improving Women's Health and Perinatal
Cuteames: The mpoct of Orol Dizecses (2007}, ovoiloble o Wrtpeffvesnse Ihsphoedubinfufsforalbrief pdf, fun. Acad.
Of Fediatric Dentistry, Buideline on Orsf Heolth Core for the Pregooat Adolescent, 31 Clinical Guidefines 308, 18
(307, ovaiable ot bttp:fferaw sapd. orgfmedia/Policies Guidelines/&_Pregnancy.pdi.

*ChE has expiicitly provided 2 state option to permit pregnant women to remain in the newly eligible proup unti
the mert aligibiiiny determination. CRE, Medioaid/ THIE Affordeble Care Aot implementation Freguentlfy Asked
Creestions [May 22, 2012), avaiioble af httpffews medicaid govistate-respurce-centarfFAT-medicaid -and-chig-
aﬁﬁrﬁah‘lé-cam—agm'-émplemnﬁatimfd@wmmdsﬁﬁgﬁmiiw--?ué'r;é::gr-:FAQsm]:r'd-f.

® t oderal law sxsmipts proprancy-refated services from cost-sharing., 4% U.5.C. 55 1396 olal{2i(B), 1356olbli2 iRl
1%2560-U)3HBIEL 42 CF R, § 447 53ibli].

* sk & 13630bj{1) 45 CFA. § 156.28002).

2 Dy to the Hyde Amendoent, sborfion is considered medically necsssary ondy when pregnancy will endanger
the e of the woman or when the pregnanoy resaits as an act of rape er incest. CMS, Deor Stote Heolth Officiaf
Latrer {Fal. 12, 1988},

Y49 CER. § 4353015012, [b) TMS, Medinmic ong the Affordoble Care det: Pramivm Assistance [Mardh 7013},
megiiohie or btep )/ frediceid gov/Faderal-Policy-Suidance Dowrioadsf FAG-03-29-1 3-Premium-Assistance pdf;
CRAZ, Medicaid and CHIF FAL, Ffonding for the New Adult Group, Coverage of Former Foster fare Children snd
CHIP Financing {December 2033}, swilatlie at hitpy Prverwr medicoid. gov/Federal-Folicp-GuidancedownloadsFal-
12371 3-FMAP-Foster-Care-CHIP pdf [reguiring states that permit prognant women b remain in the new adalt
group to provide access to any additonal pregranoy-raiated bonefits sfforded under Medicsid pregranoy-only
roveragel.
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clarification that the state will provide wrap-arourd services 1o pregRamt women who Cannot areess
rare will minimize adrmindsirative confusion and atcess barders in the future,

Morsover, we encourage the Depariment to have sufficient meechanisiis in place for reporting
pregrancy so that enrolbzes can have timely access to prenatal and maternad care. I the state plans o
continie existing mechanisms, we ask that the Beparonent condirm that the current system s sufficient
10 accomimodate the influx of newly sligible enroliees and will be integrated seamiessly into the
Waiver's fremework,

it The Department Should Ensure Plans Particdipating in the Mandatory Premivm Assistance
Program Have Robust Provider Networks that Include Women's Health and Famity
Flanning Providers.

We request the Department ensure that plans participating in the Mandatory Premium Assistance
Frogram have robust provider netwerks that include women's health and family planning providers.
Spectficaly, the Deparmaent showld ensure that plens participeting in the Mandatory Premdium
Assistance Program meet the highest Essental Community Provider (ECP} standard sety forth by the WS,
Department of Health and Human Services Letter to kssuers,™ a5 well as any state network adequacy
requirements that require & plan to provide suificient acoess to women's health providers.®

Neywhy insured women may experiencs batriers when stternpting 1o acress care from women’s health
vrowiders. For example, when Massachusetts inithathy implemented health reform, walt times for
DB/GYN appointments in Boston increased from 45 days to 70 days. This was the jongest wait time for
any type of heaith care provider in Beston sod was primarily the result of insulificient providers in plan
netwrarks. It is sise important 1o note that mast wonvern: {and in particular, fow-income women) consider
woEnen's health providers their main sowrce of health care. 8s such, reduced acoess 1o women's health
providers efferiively npedes acoess to the broader health care system.

Tth-Efaré: o ensugre wormen have sooess to bealth care in a timely maaner, i is imperative that plans
partidpeting in the Mandatory Premiurn Assistance Program have 8 sufficient number of in-network
women's health providers. Morsower, the Depariment should make sure that enrolless can access
services out-cfnetwork if in-network care i ynavaiiable or connat be socessed inos tmely maoner.

1. The Departreent Should Explicitly Clarify that In-Retwork Providers Receive
Reimbursemvent from Povats Health Plans or Managed Care Plans for the Mewdy Eligible
Poputation.

The Wabver intends Tor private plens or Medicaid smanaged care plans to prowide health care coverage
for the newly elipihie population. A&y sach, s anderstood that in-network providers will receive
reimbursement, 8t gernerally applicabie rates, frorn those bealth plans for services provided o newly

# F#5, 3OS Letter to fssuers in the Federpily-facilitated Mmrketpioce {March 3014), ovailable ot

e fhwrmer cns. eow O ResourcesiRenulations-and-Suidance flnewnloads {2035 final dssuer Yetter-3- 14
2034 pebf, Issuers are sxpected 1o demenstrate that ot least 30 percent of available EUPs in each plan's senvice
area participate in the provider network, but isswers can st satisfy the ECP standard o they include ondy 10
percent of avsiiabie ECFr in-network along with » satisfactory nerrative justification for miesting enrolies’s health
care necds.

= Bee, &2, NH. Insurance Department, Draft 2015 Q8P Certificotion; 5. Code Admin. B Ins. 270106,
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eligible enrofless. We ask that the Departement explicitdy clarify this relmbursement framewoerk in the
Wabver 50 that it is miade clear thet private plans and meneged care plans must contract with providers
in pood faith with generally applicable reimbursemeant werms, Specificali, we urge the Deparirnent to
ensure that Bridege Plar-participating manzged care nians provide reimbursement rates that are no less
han current Medicsid rates, a5 required by faw.

L ot
We thank the Department for the opporiynity 1o submit these comiments, and we ook forward 1o
working together in our shared goal to improve hegith care access end coverage. i vou bave any
questions, please do mot hesitate o cottadt me 3t 502 513 5334 or jennifer frizzeli®@ppnne org.

Sincarsly,
fit
Jenwifer Frizzell

Senior Policy Advisor
Pianned Parenthooed of Northern New England

5.8, 413 12:3P0UViamending RSA 126-A:5}.
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State’s Response:

The issues raised concerning freedom of choice in family planning providers, access, and
reimbursement that are raised in Planned Parenthood of Northern New England’s comments are
related to MCO contracting, prior authorization processes and the terms and conditions of a
Premium Assistance waiver as part of the New Hampshire Health Protection Program, and are all
outside the scope of this Building Capacity for Transformation Seciion 1115 Demonsiration Waiver.
The Department looks forward to addressing these issues in the context of the Premium Assistance
waiver later this year and the implementation of the New Hampshive Health Protection Program.

Comment Received via Email from Tom Bunnell - Policy Consultant, New Hampshire Voices for
Health

Date Received: 5/21/2014 at 9:19 AM

From: Thomas G. Bunnell, Bsq., Policy Consultant
New Hampshire Voices for Health

4 Park Street, Suite 403

Concord, NH 03301

603.224.5157 (home office)

603.491.1924 {mobile)
Tom@NHVoicesforHealth org (e-mail)

Please see my written testimony, attached
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X AT %w >
%«,J FOR HE&LTH

Proposed Section 1115 Medieaid Innnovations Waiver

DENTAL COVERAGE for PREGNANT WOMEN and
MOTHERS of CHILDREN UP TOAGE 5

Public Hearing
May 1z, 2014

NH VOICES for HEALTH TESTIMONY

Good afternoon. My name is Tom Bunnell. T am a consultant attorney and health policy

list with NH Voices for Health, also known as “Voices.” 1 would Like to offer a brief
staiemem on Veices™ behalf,

Fxrst I arad we want to thank the Department broadly for thﬁ proposed Waiver, and for
seaking to leverape federal fands for h&iﬁfﬂl and cost-effective Medicaid innovations,

But in particular, I want to speak to our support for the diaft Waiver's Oral Health
program for pm@ant women and mothers of children up to the ageof 5;

» Studies have shown that basic oral health seivices for pregiant women reduce adverse
pregtiancy outcomes, including pre-term and iﬂzwbzrﬁl-weag&}t babies.

+ Basic' oral health care for pregnant women also has been shown to reduce the
transmission of dental dissase fmm mothers to children.

« As a result, the public health benefit tv mothers and ﬁhﬁ&tm of fhi
Health &mmnsmtmn i gronndbreaking, -

proposed Oral

v At the sametime, the mai‘-—mmngs }ikﬁly to result to Medmmd arnid to gur overall health
system — whether = avoiding the expense of neo-natal intensive care for even a small
mumber of newborns, or re&ummg the cost of dental caries and decay for children — 1s
impressive.

» In addition, oral health coverage for mothers of children up 1o the age of 5 provides

morss and kids with a meaninghil opportumity for aceess to essential dental careto stay
hiealthy.

« Studies indicate that the best way to ensure that kids are healthy, and have access to the
care they need, is when parents are covered as well,

e Hamprhice Walned for Haalil - 4 Fark Steeet, Coneded, MH 03304 » 003-380-4757F - warsieibnoisesinrhesiith or

1
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o Mothers whose coverage includes bhasic oral health care are in better overall health to
work, to care for their famnilies, and to take part in communities.

While helping mothers to gain better healthy, the proposed Oral Health program promotes
newhorns’ and children’s health in wavs that are meaningful and even profound.

The proposed Oral Health pilot 5 2 hmmane, pragmatie, sensible, and cost-effective
opportunity for our state.

We are grateful to the Department for proposing this helpﬁﬂ dental benefit and promising
femonstration progran:.

Thank you

2
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State’s Response:

Thank you for the comment and support of the Waiver.
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Public Comments Received at Public Hearings on Building Capacity for Transformation
Section 1115 Demonstration Waiver

The questions, comments, and testimonies transcribed below were captured during two public hearings
convened by the New Hampshire Department of Health and Human Services with regards to its Building
Capacity for Transformation Section 1115 Demonstration Waiver, The first public hearing was held on
Thursday, May 8, 2014 from 4:30 to 6:30 PM EST. The second public hearing was held on Tuesday, May
12, 2014 from 1:00 to 3:00 PM EST. Please note that these questions, comments, and festimonies have been
paraphrased and may also be supported by written documents.

Public Comments Received at Public Hearing #1 — May 8, 2014

Comment from Jay Couture ~ Executive Director, Seacoast Mental Health Center (SMHC})

We commend the State for moving forward to access funding for CNOM; this is crifical 1o support
infrastructure. It is important to clarify language about bricks and mortar funding and the limits in
the CMHC agreement regarding this payment. Beginning on page 14 of the draft application, there
is a description of a community reform pool; given the State has already delegated payment

authority, how does DHHS assure money will be paid through MCOs? Will the MCOs have to pass
this through 100%?

The second component of the community reform pool is incentives for expanding capacity. SMHC
would want to ensure that if CMHCs would be included, in interest and in parity of provider
comparison, that other providers will be held to the same documentation that CMHCs currently are.

On page 23 of the draft application, the InSHAPE program is described as a covered mental health
Medicaid benefit; if vou review HEM 426 it is not the case; only clinical support services for client

{o participate in the program are covered, Flealthy Choices Healthy Changes program is not a
Medicaid covered service currently.

The SUD Benefit: this is important for DHHS to clearly outline credential expectations so providers
can ensure this service is made qvailable. CMHCs work tirelessly to meet states most eligible
populations, and are willing to work with DHHS tc do so.

State’s Response:

Thank you for supporting of the Building Capacity for Transformation Section 1115 Demonstration
Waiver.

The Demonstration Waiver application states that the community reform pool payments “will be in
the form of supplemental pavments.” The narrative has been revised to clarify that oral health

benefits will continue to be paid on a fee-for-service basis and MCOs will provide InNSHAPE services
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and, at a later date, System of Care/F.A.S.T. Forward services. All other payments will be made
outside of Medicaid Care Management (MCM).

The narrative of the Demonstration Waiver application has been revised to clarify Medicaid
covered services related 1o the INSHAPE. InSHAPE is a treatment approach in the same way that
cognitive behavior therapy or motivational interviewing is treatment approaches. None of these
treatments have specific billing codes. Those treatment approaches are employed by the clinician
when providing specific services prescribed in a treatment plan. Therapeutic Behavioral Services
are the covered community mental health sevvice that would most often be provided for an
individial who required the provider to employ the InSHAPE treatment approach. Therapeutic
Behaviaral Services are a covered community memtal health service.

Comment from Joan Fitzgerald - Former President of the New Hampshire Dental Hygienists’
Association and serves on Board of Trustees of the American Dental Association

I commend DHHS for a sound program that focuses on wellness and prevention. I know from my
vears of experience in leadership and advocacy that we cannot solve tomorrow’s problems with
yesterday's thinking. One thing in particular involves the oral health program for pregnant women,
Oral health care has been shown to reduce adverse pregnancy outcomes and has also shown to
reduce transmission of disease from mothers to children and low birth weight babies. As it relates to
smoking cessation, I have experience working in collaboration with oral health stakeholders and
community health stakeholders who agree that oral health providers play a key role in envolling
patients in smoking cessation programs. This will go a long way in veducing overall disease.

State’s Response:

Thank you for the comment and support of the Building Capacity for Transformation Section 1115
Demonstration Waiver.

Comment from Nancy Martin - Oral Health Program, New Hampshire Department of Health
and Human Services, Division of Public Health Services

I'would like to follow up Joan's comments and explain a pilot project that we have that is caring for
pregnant women now and launched two weeks ago, showing early successes. This pay for
prevention project addresses oral health unmet needs of pregnant women and children envolled in
the WIC program, and is located in Keene, Concord, and Pittsfield. We take preventive services fo
this vulnerable population of high risk women to WIC clinics where they receive other services
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already, and they return to WIC everyone 3 months. We are using comprehensive evidence based
preventive interventions that include replacement of dental sealants, applying fluoride varnish fo
both pregnant women and children, and provider veferrals to a dental office for restorative
treatment when found. Our program includes a smoking cessation component. In the first 4 days, we
serviced 31 very young children of 3 months to 5 years of age and served 6 pregnant women. We
hope to see more as they become more familiar. We referred 1-2 very young children to dental
providers based upon needs. We are optimistic that this 18-month long project will introduce
vulnerable populations to preventive oral health care.

State’s Response:

Thank you for information on the oral health program for WIC recipients.

Public Comments Received at Public Hearing #2 — May 12, 2014

Comment from Kenneth Jue - Ken Jue & Associates and creator of the InSHAPE program

! have provided testimony via email 1o the public comment email address but will highlight a few
points verbally. I am addressing the InSHAPE Program. I created the program in 2003 when [ was
employed as the CEQ of Monadnock Family Services in Keene, NH. It is currently helping persons
across the State of NH who have a SMI to improve their life span, which is about 25-30 years
shorter than the average life span of other Americans in the US. The program has been replicated in
NH with funds from CMS and has also been replicated in mental health agencies in Michigan,
Texas, Pittsburgh, PA, and Providence, RI. Each of these agencies have been evaluating and
studying the health effects and benefits for their clients who are experiencing SMls. These agencies
have expressed their great satisfaction with having implemented the program. 1 believe that the
program would be highly suitable for children/vouth populations as well as the Developmentally
Disabled population. In fact, in Keene, the mental health agency has begun the implementation of a
program for childven and I am assisting them to adapt this program more (o the needs of young

people. Eventually, we will create a manual for this program as we have a manual for the adult
program.

So, what do participants who are in the program say about it? Here are guotes: “Today I go to the .
gym three times a week. I meet wonderful people. INSHAPE has literally saved my life. It gave me
hope. I suffer from depression and feelings of worthlessness. It has given me new life. I have been
given a gift of InNSHAPE. I have several diagnoses, including chronic depression, severe personality
disorder, and PTSD. I have been able to make changes because of InSHAPE. If I can lose this
weight, I can do anything. When I am working and healthy | feel my best.”

InSHAPE is trving to establish a program that is based on people taking control and responsibility
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of theiy health status despite mental illness and taking charge of it in a way that they establish their
own personal aspirations for health status and pursue those goals and are supported by staff in the
program called health mentors who are certified personal trainers and serves as consultants and
advocates for these individuals. Philosophy embraces the control of one’s health plan to the
consumer and to the client. Health mentors are merely there to asset the clients in carrying out this
plan. Those plans include physical activity, healthy eating activity; provide advocates for ready and
routine access to primary care and community partnerships are formed with small and large
business to support the program, e.g. fitness facilities and nutrition education resources. A lot of
this is intended 1o attack the degrees of soctal discrimination that many experience that have a SMI
so that social inclusion and community engagement is very important to the program. A few
Jfindings from studies from the Dartmouth Medical Center’s Center for Health and Aging include
three areas. 1. Improved cardiovascular status for those involved, 2. improved negative symptoms
relaied to mental illness in the participants being studied, and 3. health mentor relationship is
highly valued by the participants who often credit their individual progress and success to the
support and consultation by the health mentors. In closing, I would like to urge support of this iype
of approach and that it can be adapted 1o the two other identified populations.

For oral health, I am on the Board of Directors of a community based nonprofit dental profit named
Dental Health Works. We established this in 2003 in Keene, NH and a significant component of the
program is {0 target people who have demonstrated disabilities, and who are Medicaid insured,
including children and the uninsured. We have been able to do this and maintain and a strong
Sinancial picture. In addition to treatment of dental issues, a significant component is prevention of
dental issues and the education of young parents and families. We have staff dental professionals in
preschools and public schools to understand and implement education and prevention efforts with
regards fo dental care jor voung people. All of this to say is that as ¢ member of the Board I think
that including oral health for pregﬁanz Medicaid moms who ofien have other children as well is an
important priority and want to express appreciation to the Commissioner for supporting the
introduction of this priority info the waiver.

State’s Response:
Thank you for the information and support of the Building Capacity for Transformation Section

1115 Demanstration Waiver. DHHS looks forward io your continued involvement in during the
implementation planning phase.

Comment from Ken Norton - Executive Director, National Alliance on Mental Iliness New
Hampshire

This plan ties info existing initiatives, e.g. MCM, SIM, and NH HPP, and NAMI NH very much
supports it moving forward. NAMI strongly supports the waiver as its been written and believes the
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focus on an integrated and whole person approach will have an imporiant impact on reducing
hospitalization for people with mental health needs and other use of the ED in terms of an increased
waiting period that we are aware of. This impact will be important economically and sacially. We
also feel that the design will improve the service delivery system for individuals and improve the
health care delivery system overall. There is a lot to like, without restating others. For example, the
implementation of evidence based programs contained in the 10 Year Menial Health Plan is
important and also outlined in the DOJ Settlement. In terms of the identification and focus on
workforce develop for SUD, one thing we are clearly seeing is that while people are being held in
ED, the ED staff don't have skills necessary to treat them,; would be helpful if treatment could be
initinted while waiting for a bed. The recognition of data relative to people with SMI dving 25 years
earlier than general population is important. We support expanding the InSHAPE program for
adults and children within the Development Disabled population. This will promote increased
availability of inpatient MH treatment at regional and local hospitals as there has been a loss of a
lot of capacity at the local level; likewise for group homes, supervised apartments, and residential
programs. We also believe that tobacco cessation and oral health is important to overall health,

NAMI NH has recommendations for DHHS. Both the 10 Year Mental Health Plan and DOJ
Settlement are essentially silent about adults, and DOJ Settlement only talks about children. We
would like to see the NH Children’s Behavioral Health Plan incorporated and referenced as part of
this waiver. Children’s BH is talked about and mentioned in ACT teams, but the NH Children’s
Behavioral Heaith Plan had identified a different model rather than ACT teams. Also, SUD focuses
exclusively on prescription and opioid use. Alcohol is drug of choice in NH, and any substance use
issue should be more comprehensive to include it.

Also, while the waiver talks about SUD and MH, it would be helpful to incorporate the term “co-
occurring disorders” in here for treatment of both MH and SUD without siloes; need to expand
workforce capacity to treat people with concurring disorders.

We suggest that for the community reform pool pilots, nationally there have been a lot of initiatives
around zero suicide for health cave systems, this is being promoled for National Action Alliance on
Suicide Prevention and focuses on an infegrated approach to physical and BH across health -
systems, which would accomplish the goals of waiver.
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There are a few areas that we would llke to comment on and/offer suggestions for consideration for
incorporating into the plan

v While the plan repeatadly mentions "NH's Teni Year Menta! Health Plan,” the ten year plan is
essertlally silent regarding children. Likewise the Dept. of lustice settlement is only focused on
adults. Although the walver does reference some improvements in the area of children's
menta! health ~ for instance the chart on page 21, it will be Important for the waiver 1o
specifically mention and incorporate aspects of the NH Children’s Behavioral Health Plan {2013},
it should be noted for instance that the NH Children’s Behavioral Health plan doss not promota
use of ACT teams for children, but instead proposes a different maodel.

» Statements regarding need in the waiver relative to substancas use disorders focus exclusively
on prescription drugs and opioids. Alcohel continues to be the primary drug of choice across the
lifespan In Mew Hampshire and the walver should emphasize the Importance of substance abuse
traatment for all drugs of ahuse,

+ Although the walver specifies numercus araas relative to substance use disorders & would be
very helpful 1o specifically consider adding in language about co-occurring mental health and
subsiance use disorders. Thare is certainly neet for building staff and program capacity for
treating all substance use dizsorders, However to further promote integration and in recognition
that individuals with co-occurring mental iliness and substance use disorders have poorer
putcomes specifically promoting this area would be helpful as well.

v Dneares of consideration for a pilat in the Cammunalty Reform Pool section IV might be to focus
on the national initiative of the Mational Action Alliance on Suicide Prevention regarding Zero
Suicides. By focusing an training, Integration and improvements in the area of behavioral health
across systems several major hiezfth care systems have shown an ability to decrease suiclde
rates as well as improve other behavioral health outcores.

MAM! NH strongly believes the preposed waiver Incorporates other key systemic Initiatives underway in
NH suth as the implementation of managed care, health care axpansion and the State Innovation Maodel
plan submitted to CMS and that the waiver if approved will greatly improve the heaith and behaviorsl
health service defivery system in New Hampshire.

Pleass feel free tr contact me If you have any guestions regarding NAMI NH's comments.

Sincerely,

Kenneth Norton LICSW
Executive Director

State’s Response:

Thank you for the information and support of the Building Capacity for Transformation Section
1115 Demonstration Waiver.

The narrative of the Demonstration Waiver application has been revised to incorporate NH
Children's Behavioral Health Plan and the System of Care/F.A.S.T. Forward services. The
narrative has also been revised io use the term “co-occurving disorders” and include initiatives to
reduce suicide deaths as potential pilot programs under the community reform pool, DHHS looks
Jorward to your continued involvement in during the implementation planning phase.
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Comment from James Williamson - Executive Director, New Hampshire Dental Society

The New Hampshire Dental Society is in supporl of this waiver and the mention of oral health and
plans to improve it though waiver. We would like to be a part of the process of working out the

details with DHHS, and offer our expertise. We fully support and look forward 1o working with
DHHS in this effort.

State’s Response:

Thank you for the comment and support of the Building Capacity for Transformation Section 1115
Demonstration Waiver. DHHS looks forward to your contfinued involvement in during the
implementation planning phase.

Comment from Deb Scheetz - Communications Director, Gateways Community Services

In reviewing the waiver, we support three areas.

(1) the extension of InNSHAFE to the DD population; we see a lot of value in this provided that
Gateways can wrap around the accommodations necessary for this population and support the
State’s faocus on improved population health;

(2) the mental health capacity building aspect; we are seeing more of the DI population experience
complexities with MH, the State’s focus on this and commitment is ruch appreciated;

(3} the pilot programs; we want lo call atlention lo opportunities that telehealth affords across the
State, which includes rural communities; clinical capacity may not be local to Nashua, for example,
but telehealth option could have terrific impact to those and those with duals diagnoses.

One question of clarity for DHHS is in regards to long term care services. DHHS mentioned the
possibility of amending this 1115 waiver for Step 2 of the MCM program, how would doing so effect
the current health home pilots underway in the State, as Gateways is currently implementing one?

State’s Response:

Thank you for supporting the Building Capacity for Transformation Section 1115 Demonstration
Waiver. Heaith homes ave potential pilot programs under the community reform pool. DHHS looks
Jorward to your continued invelvement in during the implementation planning phase.
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Comment from Gail Brown - Director, New Hampshire Oral Health Coalition

We are in support of the oral health pilot program and see the need for education on the effects of
smoking coupled with current and new benefit for children up to age five. We support education and
prevention as being important based upon these principles: oral health as part of overall health,
and children’s cavities are based upon bacteria from mothers. We suggest that DHHS looks at
evidence-based data and practices and professional standards including the consensus statement on
oral health care for pregnant women that includes consensus from the American College of
Gynecologists, and others. We appreciate inclusion and are ready to help implement the program.

State’s Response:

Thank you for supporting the Building Capacity for Transformation Section 1115 Demonstration
Waiver. : '

In the development of the Demonstration Waiver, the consensus statement on oral health care for
pregnant women was reviewed. DHHS will consider evidence-based data, best practices, and
professional standards including the consensus statement on oral health care for pregnant wormen
during the implementation planning phase.

Comment from Michele Merritt - Policy Director, New Futures, Inc.

188

New Futures fully supports the 1115 waiver and applauds the work done by DHHS particularly with
regards to SUD and the inclusion of multiple systems 1o support the SUD network. We reiterate thar
as the backbone for the Children’s Behavioral Health Collaborative, we are in support of
integrating the Children’s Behavioral Health Plan into the waiver.

We have a recommend in terms of the capacity retention payments provision that is limited to
hospitals, currently. We recommend considering expanding to SUD providers given the need and
urgency to expand this network. This is important because many providers are in the process of
trying to sign up with Medicaid and have to negotiate with MCO; this is a stressful process
deterying them and completely changes back office svstems. Extending this payment would ensure
that current providers in NH retain the amount of services they are providing.

We have a recommendation for the pilot program. We urge DHHS to consider a State Plan
Amendment (SPA) because there is match under the ACA for health homes and PCMHs, if there is
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an opportunity ta receive money, we encourage DHHS to seek it out,

We have a question: to define criteria for the grant applications for pilot pool and defining outcome
measures, is CMS providing guidance on this and will stakeholder input be considered? Is DHHS
doing this process internally to develop criteria and outcome measures?

We recommend for the SUD workforce development component, that DHHS considers allowing this
Jor professional associations for SUD development as well.

State’s Response:

Thank you for supporting the Building Capacity jor Transformation Section 1115 Demonstration
Waiver. Based upon public comment, the efforts of the Children’s Behavioral Health Collaborative
and the Children's Behavioral Health Plan, as well as the System of Care service arvay are now
incorporated into the Demonstration Waiver.

SUD providers have been included as eligible providers for the capacity expansion and new
services payment pools within the community reform pool.

Within the Demonstration Waiver, the pilot program pool within the community reform pool has
been further described. Proposals from providers for health homes and PCMHs pilot programs
would be accepted and reviewed by DHHS for the commumity reform pool.

DHHS confirms that it will work with stakeholders and CMS in the development outcome measures
Jor the community reform pool.

DHHS will accept and veview proposals from professional associations for SUD workforce
development.

Comment from Maggie Pritchard - Executive Director, Genesis Behavioral Health

With regards to the capacity reteniion payments, the recommendation is to expand this to other
providers, and fo include CMHCs for group home bed capacity because over last few years we have
decreased from 10 CMHCs to 3 CMHCs with group home capability.

With regards to capacity expansion and new service payments, the APRTP RFP will come in line on
July 16™; if bricks and mortar is available, DHHS needs to ensure timing with this and also needs to
ensure timing with the programs in the 10 Year Mental Health Plan.

If DHHS is asking CMS for a waiver, can we think about money we lose on “incident to” billing for
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psychiatrists? The current rule is that in order to bill a therapy session, a doctor must be in the

building. We feel that we should be able to bill “incident to” if there is telehealth capacity and a
doctor is in another building.

State’s Response:

Based upon public comment, the narrative for the Demonstration Waiver has been revised. A

hospital or community provider would receive this payment if it pledged not lo reduce access to
mental health and/or SUD related services in their health system

Funding for capacity expansion and new service payments will be made available as soon as the
Demonstration Waiver and implementation is approved by CMS.

DHHS will consider reviewing “incident to” billing for psychiatrists outside of this Demonstration
Waiver process.

Comment from Erika Argersinger - Policy Director, New Hampshire Kids Count

190

We would like to thank the Department for including an oral health program in NH. Many have
trouble accessing oral health services today and there are too many children not getting them. This

benefit will increase access for both mothers and kids, and supports oval health improvements.
Overall, we applaud DHHS for this effort.
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Mlay 12, 2014
RerPropused bMedicaid Innovations Walver

Dear Commissioner Toumpas,

by nameis Brika ﬁrgemmger end P the Pollcy Dlrectar for Mew Hampshive Kids Count. New
Hampshire Kids Sount is dedicated to improving the lives of all children by advodsting for
public initlatives that make a real difference. W snsure that laws, policies and programs in the
Granite State are sffective and inprove kids' lives. We promute prograsm and policy changes
that improve children’s education, economic security, safety and health, We suppor! the draft
tnnovations Waiver's proposed Oral Health program for preghant wornen and mothers of
childrenup toage 5 becanse we believe it will db fust that,

Good oral heslth care is an essential part of children leading a full, healthy life. Unfmixmat'eiy,
denin) caries rernaing the most comproon chronic diseave in childhood and it 1s Increasing in
prewa?ame aming young ehildren, When left untreated, oral dissanes can have far renching
tapacts; Pevond pain, they can bead bo problems in sating, sleeping, spealing, and isarning.
Ressarch shows & direct connection betvreen children's oral health snd howwsell they perform
freschool

We suppnr@_ﬂ'ta Wmver # prmmﬁaﬁ mal health pm;}ram ’ﬁemum e b@a;we ﬁ ml].h f'i;#«wmprm

: -iﬁm Ti:m pmgm&a& aralhgaith
AT i o component s well as the b&mem LD coverage for dental services
wonld amprw& thee maternal factors and decrsase thelr ohilldren’s visk for caries,

srecent article in Pediatrics (Pediatrics 2014; “133 e1268) documents the imporiance of
i ﬂmhmhmﬂ m {:}f & x:iﬁa‘m;al hﬂmﬁ fm ihﬂms@iwes a5 a factor that can Iniprove
, the proposed program’s oral health
wide mothers and childven with
eRning onld hielp improve thesate at which.
chifldren on Madwas& amsgss sﬁmw&, aswe imaw ths ée&p&w coverage, still nearly 40% of
children on Medlcaid fan 2001 4id not recelve dental services.

The Wabvus spmmﬁeﬁ oral health program isan opportunity toimprove the health of mothers
tidrendin New Hampshire that should not be missed. Weare pleased tozee the state-take-
thizstep and strongly support i,

Plimge ool free to contant me with ey guestions. Thankyou,

Hmka Argmsmg@r
ZER Bl
HRTgErs mgm@nhkuismmamrg

k-

B Kidds Gt i e, NpRisenunt. uog
“i‘m Delis Drive, Conened, ME 0330 ' ' SUT- DB IR
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State’s Response:

Thank you for the comment and support of the Building Capacity for Transformation Section 1115
Demonstration Waiver.

Comment from Sarah Mattson - Policy Director, New Hampshire Legal Assistance

We are in support of the oral health pilot program.
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Office of Medicald Business and Paliey

New Hampskire Depariment of Health and Fuman Services
178 Plensant Street

Coneord, NH 03301

RE:  Deaft “Building Capacity for Trangformation” Seetiony 1115
Dierremstration Waiver Apphcation

To Whom It May Coseern:
I amy wikiing on behalf of

o suppork for the Apl
%umﬁ THS ﬁﬁmﬁﬁ%hﬂm

NHLA i a non-profit law firen offering legal servies in civil cases to low-income
and elderly people. W assist pur clionts with cuses impacting their basic neads,
suehas acoess to subsistence fncome; housing, and hesdthcare. Based bn our
experiense representing fow-ingome whients whe newd oral healis care, we
enthusiastically support expanding low-inopme methers” accesy o dental services.

aiitor have young children has
n"uhﬁwn o veduee advaite pregaancy
disease frm mothers to their
571 dividual womern, a8 unireated
but can alse reduce a person's
fmg, }miuﬁimgﬁ 3wk, W thank
oposing this impartant oral

: u,g t suppirt it

Oral hmiﬁ’z mmt for Wume*i Wiw are preg

Sgrah Muttsery, Fag., Polioy Dircctor

193 Appendix E: Public Comments Received and State Responses



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

State’s Response:

Thank you for the comment and support of the Building Capacity for Transformation Section 1115
Demanstration Waiver.

Comment from Nancy Martin - Oral Health Program, New Hampshire Department of Health
and Human Services

I support the oral health component. DHHS is currently in the middle of a pilot project for WIC
titled the Pay for Prevention project. We are in the business now of taking services to most
vulnerable populations. The pilot project is in Keene, Concord, and Pittsfield. An early success
story is that we launched on 4/22, and in Pitisfield have treated 8 children and 4 pregnani women —
2 were ages 24 and 23, respectively. She had such badly decayed teeth and bleeding gums that she
could not brush her teeth and her first child was born at three pounds. This shows the need to think
about how to do things differently. '

State’s Response:

Thank you for the comment and support of the Building Capacity for Transformation Section 1115
Demonstration Waiver.

Comment from Tom Bunnell - Policy Consultant, New Hampshire Voices for Health

We thank DHHS broadly for the proposed waiver and seeking to leverage federal funding for
helpful and cost effective Medicaid innovations. We support the draft waiver’s oral health program.
So much has already been said, but we want to thank the Department for a humane, sensible,
pragmatic, ground-breaking public health opportunity,

State’s Response:

Thank you for the comment and support of the Building Capacity for Transformation Section 1115
Demonstration Waiver.
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Comment from Frika Argersinger — Policy Director, New Hampshire Kids Count

We want to submit a question regarding the oral health pilot program. On page 24, it reads thot the
scope of dental benefits will be provided 1o wornen who participate with compliance goals and has a
bulleted list. To what extent are these compliance goals eligibility criteria? If I don't meet the goals,
am I limited to services?

State’s Response:

The narrative in the waiver application has been revised to emphasize that rewards and incentives
would be provided to women and children who meet certain performance criteria developed by
DHHS. These performance criteria are not tied to women s eligibility or access to the denial
benefit. It is a standalone component of the proposed pilot to offer incentives fo motivate
participation and compliance with a dental prevention and treatment plan for mothers and their
children.

Comment from Cindy Robertson - Senior Staff Attorney, Disability Rights Center

In terms of the community veform pool and its five subsections, it sometimes reads mental
health/SUD or mental health and/or SUD — is the expectation that both will be addressed?

State’s Response:

The narrative in the Demonstration Waiver application has been revised to clarify mental health
andior SUD.
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Appendix F: Budget Neutrality

This appendix includes the information requested in the Budget Neutrality Form available at
www.medicaid.gov regarding historical expenditure data and projected expenditures. The budget
neufrality projections using the CMS template are included as 4ppendix I,

Historical Data

Base data was derived from New Hampshire’s CMS-64 reports for calendar years 2008 — 2012,
The historical year expenditures:
¢ Include both Medicaid and CHIP expenditures with all prior period adjustments
¢ Jnclude all covered Medicaid services (i.e., acute care and long term services and supports)
e Exclude administrative expenditures and collections
» Exclude DSH, GME, and supplemental payments

Medicaid Populations

Population Name: Total Medicaid Population

Brief Description: All New Hampshire Medicaid and CHIP beneficiaries

Relationship to Eligibility Section: New Hampshire is not requesting any changes in Medicaid program
eligibility through this Demonstration Waiver. Coverage for groups of individuals currently covered under

the State’s Medicaid and CHIP State Plans, previous waiver programs, and previously state-funded
programs will continue.

Bridge Period to Base Year

Building Capacity for Transformation will begin on April 1, 2015. There are 27 months between
the end last historical year (CY 2012) and the end of the Base Year (April 1, 2014 — March 31,
2015) prior to the first demonstration year (April 1, 2015 — March 31, 2016). The following trend
rates are used to establish estimates for the Base Year in the template worksheet (April 1, 2014
March 31, 2015):

¢  Annual enrollment trend = 3.53%

New Hampshire has seen a dramatic increase in the number of Medicaid beneficiaries since
January 1, 2014. CMS reports total Medicaid and CHIP enrollment in New Hampshire was

134,699 in March 2014. The bridge period enrollment trend rate is set to be consistent with March
2014 enrollment levels.

s PMPM cost trend =4.7%
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Historical per member per month (PMPM) expenditures were trended to the Base Year using a
4.7% annual trend rate. The 4.7% annual trend rate assumption is consistent with the President’s
budget trend. The assumed wrend exceeds New Hampshire’s historical trend rate as calculated in
the budget neutrality worksheet. The historical trend rate i1s not a reasonable estimate of future,
trend for the New Hampshire Medicaid program for the following reason:

e Enrollment trend increases in the five year historical period were more heavily weighted
towards lower cost eligibility categories such as low income children and adults and CHIP,
artificially suppressing the overall historical PMPM cost trend.

Without-Waiver Projections
The following trend rates are used to trend the Base Year estimates to the demonstration period:
e Annual enrollment trend = 1.0%

New Hampshire expects the growth in its current Medicaid population to slow from recent trends,
A 1.0% annual growth rate throughout the demonstration period is assumed. Medicaid expansion
populations are not part of the budget neutrality projections for the Building Capacity for
Transformation Section 1115 Demonstration Waiver at this time.

e  PMPM cost trend = 4.7%

The Base Year PMPM expenditures were trended to the demonstration period using the same 4.7%
annual trend rate used to trend the Historical Period to the Base Year. The 4.7% annual trend rate
assumption is consistent with the President’s budget trend. The assumed trend exceeds New
Hampshire’s historical trend rate as caiculated in the budget neutrality worksheet. The historical
trend rate is not a reasonable estimate of future trend for the New Hampshire Medicaid program for
the following reason:

e Enrollment trend mcreases in the five year historical period were more heavily weighted
towards Jower cost eligibility categories such as low income children and adults and CHIP,
artificially suppressing the overall historical PMPM cost trend.

Budget Neutrality Methodology

New Hampshire expects to establish a “Per Capita Method” budget neutrality methodology where
it will be at risk for the PMPM Cost of individuals under the Demonstration. Under a per capita
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method, New Hampshire will not be at risk for the number of member months of participation in
the Demonstration.

With-Waiver Projections

The with-waiver projections use the same enroliment and PMPM trend as the without-waiver

projections. The with-waiver projections include the following modifications to the without-
waiver projections:

e Managed care savings related to the implementation of the Medicaid Care Management
(MCM) program. With-Waiver cost projections mclude savings related to Step 1 of the MCM
program (i.e., acute care and mental health services) and Step 2 of the MCM program (i.e.,
expanding the MCM program to include long term services and supports and mandatory
enrollment for all eligible beneficiaries). Managed care effectiveness is expected to increase
over time; therefore an increasing net savings related to the MCM program is projected.
Savings are applied to the entire Medicaid program assuming mandatory MCM enrollment of
the vast majority of beneficiaries.

o DY 1=73% savings

DY 2 = 4% savings

DY 3 = 5% savings

DY 4 = 6% savings

DY 5= 7% savings

C 0 0 0

* Impact of the New Hampshire state premium tax. With-waiver cost projections include costs
related to the 2% state premium tax on MCM payments. The premium tax cost is an offset to
managed care savings.

» Net expenditures related to the six Designated State Health Programs (DSHPs) included in the
Building Capacity for Transformation Section 1115 Demonstration Waiver. Appendix G

provides a summary of the expenditures for each DSHP and related savings expected to offset
the DSHP expenditures.

o The cost of the DSHPs was estimated based on “best estimates” of the cost of each
program during the demonstration period. Best estimates were established using New
Hampshire FFS Medicaid data, expected funding levels for pilot pools, planned
expenditures under the Community Mental Health Agreement and Ten Year Mental
Health Plan, and the judgment of DHHS program personnel.

o Related savings estimates were developed in three “savings categories” to group DSHPs
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with similar objectives and expected retum on investment (ROI). Appendix G
documents the DSHPs that are included in each savings category.

*  Savings category A includes DSHPs that expand access to existing and new
mental health and/or SUD services and other services targeted to beneficiaries
with mental health/SUD needs. New Hampshire is targeting a 105% ROT over
the five vear demonstration period, with a lower ROI in earlier years and a
higher RO1 in later years.

* Savings category B includes the “Pilot Program Pool” component of the
Community Reform Pool. New Hampshire expects to fund only proposals with
a high expected RO under this pool. New Hampshire 1s targeting a 170% ROI
over the five year demonstration, with a lower ROl in earlier vears and a higher
ROl in later years.

= Savings category C includes the oral health benefit for pregnant women and
mothers of children under age five. New Hampshire expects savings related to
reduced acute care costs for the mothers with new dental benefits, reduced
incidence of low birth weight and pre-term babies, reduced facility costs for
children with dental needs due to better compliance with preventive dental
visits.

Note the Capacity-Retention Payment component of the Community Reform Pool was excluded
from the savings calculation because it does not introduce new services into the delivery system.

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 Appendix 1. The CMS
template is customized to be consistent with New Hampshire’s budget neutrality approach.

DHHS and its consulting and actuary teams look forward to working with CMS to discuss and
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refine the budget neutrality projections.’

! Caveats and Limitations on Use

This letter is intended for the internal use of the New Hampshire Department of Heakth and Human Services (DHHS)
and it should not be distributed, in whole or in part, to any external party without the prior written permission of
Milliman, We do not intend this information to benefit any third party even if we permit the distribution of our work
product to such third party. We undesstand this Jetter will be part of New Hampshire’s application to CMS.

This letter is designed to provide DHHS with budget neutrality projections for the Building Capacity for

Transformation Section 1115 Demonstration Waiver. This information may not be appropriate, and should not be
used, for other purposes.

Actual without-watver 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. Qur results and
conclusions may not be appropriate if this information is not accurate.
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Appendix G: Total Funds Expenditures and Savings for DSHP Initiatives

DY1 DY2 DY3 DY4 DY5 Total Savings
Catego
: None
Capacity Retention $15,932,857 | $13,194,316 | $13,658,008 | $14,138,180 | $14,635,137 $71,658 591 (existing
services)
Gapacity Expansion $3.762.363 | §3.115.668 | $3.205205 | $3338571 |  $3455.991 |  §16,807.749 A
New Service §1240,565 | 51,027,337 | §1,063.448 | 100,828 | $1,139,522 $5.571.700 y
Biiot Program Pool $21.800,000 | $12.000,000 | $12,000.000 | $12.000.000 | $10.400.000 | $68,200.000 )
Included in A
Provider Incentive Pool $0 $0 |  $5867469 | $5980350 | $6,415516 $17.972335 | O
and B below
Subtotal _ $42.735. 786 | 820,337 343 | 835874070 | 336566920 | 35 746,097 | $180.200,374
DSHP: Enhance Communily Based Mental | 0 w0y gt | 011020050 | $12,456,169 | $13.021.057 | $13.411689 |  $58.446,716 A
Health Services
DSHP: Inves! in SUD Workf
vestin ordorce $2.000,000 |  $1,500,000 $500,000 $500,000 $500,000 $5.000,000 A
Development
DSHP: inSHAPE Program
Expand i th S
Expand program lo children with SMIand | o o) cat | gos02344 | $2.018077 | $3349439 |  $3794317 |  $14.316.858 A
individuals enrolled irr DD waiver
Cover additional SMI Adulis not currently
o e $87 872 $179,258 $271,704 $370,480 $473.004 $1,382,407 A
Add smoki i AP
enm;eeoskmg cessation for all INSHAPE $36.447 $79.244 $116,610 $128.830 141,492 502,625 A
Subtotal $7.877,000 | $2,760,846 | $3,306.480 | $3.648749 |  §4408813 |  §16,207,890
DSHP: Orat Health for Pregnant Women and Mothers
Education 43 487 $44.351 545238 $46.142 $47.065 $556.577 &
Dental & i =
ental Coverage (mothers age <21 at 30 541,224 $76,428 $106,581 $132,802 $357,036 C
delivery)
Dental i '
ental Coverage (mothers age 21 and $995531 |  $1,845502 |  $2,576,864 | $3.211,050 | $3766,184 |  $12.395.221 c
over at delivery)
Subtotal $7.039,072 |  $7.931.166 |  $2608530 | $3363774 | 83046051 | $12,678,534
DSHP: System of Care / FAST Forward
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~Total Funds Expenditures and Savings for DSHP Intiatives

Subftotal

tal F

Savings Category A: Expansion of Community Mental Health/SUD Services

DY DY2 DY3 DY4 DY5 Total Savings
Category
Cover new services $212,197 $218,563 £225,120 $231,874 $238,830 $1,126,585 A
' None
Transition services from grant to DSHP $184,291 $189,819 195,514 $201,379 $207 421 $978,424 {existing
services)
$396,488 $408,383 $420,634 $433,253 $446,251 32,105,009

DSHP Expenditures $17,626,977 | $19,645,385 $20,776 423 $22,041,078 | $23,154,778 $103,244,640
Pravider incentive Withholds for
Category A Expendilures 30 $1.035,756 $1.072.183 $1,108.850 $1.148,861 $4.366.630
Subtotal $17,626,977 | $20,681,141 $21,848,586 | $23,150,928 | $24,303,637 | $107.611,27C
Return on Investment 50% 75% 100% 125% 150% 104%
Subtotal Cafegory A Savings - ($8,813,488) | ($15,510,856) | ($21,648,686) | (528,938,660) | ($36,455,455) | ($111,567,047)
Savings as a % of Inpatient and ER
Expenditures
Savings Category B: Pilot Program Pool Savings
DSHP Expenditures $21,860,000 | $12,000,000 | $12,000,000 $12,000,0600 | $10,400,000 $68,200,000
Provider incentive Withhalds for $0 | $3000000 | $3.000000 | $3000000 | $2600,000 | $11,600,000
Category B Expendifures
Subtotal $21,800,000 | $15,000,000 $15,000,000 | $15,000,000 | $13,000,000 $79,800,000
Return on Investment 75% 150% 200% 225% 250% 169%
Subtotal Category B Savings ($16,350,000) | ($22,500,000) | ($30,000,600) | ($33,750,000} | {$32,500,000) | ($135,100,000)
Savings Category C: Oral Mealth for Pregnant Wormen and Mothers
DSHP Expenditures $1,039,012 $1,931,166 $2,6988,530 $3,363,774 $3,946,051 %$12,878,534
Return on nvestment 50% 50% 50% 50% 50% 50%
Savings {$519,506) ($965,583) | ($1,349,285) | (51,681,887) | ($1,973,026) ($6,489,267)
Savings due io avoided low birth weight
and/or pre term babies ($434,039) ($447,081) ($460,472) {$474,287) ($488,515) ($2,304,374)
Savings due fo avoided hospital-based
dental claims for children {$188,116) ($193.759) ($199,572) {3205,559) ($211.726) {$988,732)
Subtotal Category C Savings (81,141,661} | (§1,606,403) | ($2,000,309) | ($2,361,733) | ($2,673,267) ($9,792,373)
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Total Furids Expenditures and Savings for DSHP Initiatives

Savings
Category
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Appendix H: Total Funds for Pilot Progsram Pool in Community Reform Pool DSHP Initiative

WDSHP. Community Reform Poo!
Activity: Pilot Program Pool

A?ternat.ive Delivery Models to increase access $4.8 $3 _ $3 $3 $2 _ $15.8
to services

Telehealth Delivery Models to increase access
to services and improve coordination of $1.8 $1 $1 $1 31
behaviorai and physical health services
Care Models to Support MCM Step 1 Initiatives $5.8 $4 $4 $4 $3 $20.8
Care Models io Support Integration of
Behavioral Health, Physical Health, and Long $3.8 | $3 $3 $3 $3
Term Care
r?:ji:y Improvement projects related to mental 528 52 $2 2 42 $10.8

$5.8

$15.8

Initiatives Supporting SHIP $2.8 $2 $2 $2 $2

*Quality Withholds for the Provider Incentive Pool start in Demonstration Year 2. In Demonstration Year 1, this amount will be paid out through the

Pilot Program Paol.
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Appendix 1. Budget Neutrality Form

The following pages contain the Budget Neutrality Form required by CMS.

'$1,109,688,206

§1.101.532,435

$1,102,609,042_

$1 162,047,422

$5.517,090,718

Total Expenditures $1,041,213,613
Eligible Member Months 1,255,934 1,354,083 1,426,495 1,438,278 1,500,169
PMPMC. $820.04 881951 §772.20 $766.62 §774.61

539%

Total Expenditures 6.58% 0.73%
Eligible Member Months 7.81% 3.35% 0.83% 4.30% 4.54%
“PMPM Cost 5% 5.77% 0.72% 1.04% 1.68%

pulation:

Eligible
Member
Months

3.5%

27

$1,620,899

1.0%

$1,637,108

31,653,479

$1,670,014

51,686,714

51,703,581

PMPM Cost

4.7%

27

$858.94

4.7%

$899.31

394138

$985.83

31,032.16

$1,080.67

Total
Expenditure

$1,472,267,650

$1,556,882,890

$1,646,349,835

$1,740,958,797

$1,841,009,109

$8,257,468,281
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e Medicaid H . ; :
Tigibl .
E;i‘th: Member 1,620,899 1.0% 1,637,108 1,653,479 1,670,014 1,686,714 1,703,581
PMPM Cost $858.04 4.7% $899.31 $941.58 $935.83 $1.032.16 $1.080.67
Net Managed Cz
S;[mg‘;“age Care 3.0% 4.0% -5.0% -6.0% 7.0%
Tmpact of Stat
P’:ﬁfmg "raf: © 20% 2.0% 2.0% 2.0% 2.0%
PMPM Cos :
PMPM Clost After $889.78 $922.00 $955.27 $989.64 $1.025.12

Net DSHP Expendi ' cati

et DSHP Expenditures (refer Lo waiver application $30.277,987 $7,343 430 $1,338,138 $7316,631 | -$13,169,821 $18,473,103
40,000,000 | $40.000.000 | _ $200,000,000

PRty S T e 7
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207

xpenditures

xpenditures S i
Total Medicaid Population $1,472,267,650 | $1,556,882,890 | $1,046,349,835 { $1,740,958,797 | $1,841,009,109 | $8,257,468,281
Medicaid Pop 2 ' $0 $0 $0 $0 S0 $0
Medicaid Pop 3 $0 50 80 30 50 50
DSH Allotment Diverted $0 $0 36 30 50 50
Other WOW Categories
Category | $0
Category 2 $G

- Total Medicaid Population $1,526,943,997 1 $1,571,851,198 | $1,636,652,348 § $1,701,923,083 | §1,773,205,352 | $8,210,575,978
Medicaid Pop 2 R 50 §0 $0 $0 $0
Medicaid Pop 3 - $0 36 30 $0 80 30

Expansion Populations

 ExpPop 1 $0 $0 $0 $0 $0 $0
Exp Pop 2 30 $0 50 $0 %0 50

Excess‘Spending From . 0

Hypotheticals

Other WW Categories
Category 3 50
Calegory 4 80
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New Hampshire Department of Health and Human Services Additional Information
Building Capacity for Transformation Section 1115 Demonstration Waiver Application
Changes to Waiver Application and Appendices from version dated April 28, 2014 and version dated May 28, 2014

Below is a bulleted list of changes, updates and additions to the waiver application and appendices from the version
dated April 28, 2014 and version dated May 28, 2014. '

Programmatic Changes
e Changes to Community Reform Pool DSHP
o CMHGCs as eligible to receive Capacity-retention payments (p. 18)
o SUD providers as eligible for Capacity-expansion payments, New Service payments, and the Provider
Incentive pool (p. 18)
o Community Providers (CMHCs, FQHCs and RHCs) as eligible for Pilot Program Pool and the
Provider Incentive pool (p. 18)
o Added description of potential pilot programs based upon public comment and stakeholder
engagement (p. 19) _ _
¢ Added new DSHP to sustain System of Care/F.A.S.T. Forward services to enhance community based mental .
health services for children and youth (p. 25-26, 31, 33)
o For System of Care/F.A.S.T. Forward services, capitation payment changes will be made through a
future MCO contract amendment. (p. 33) '
» Changes to Invest in Substance Use Disorder (SUD) (now Behavioral Health) Workforce Development DHSP
o Change name of “Substance Use Disorder” to “Behavioral Health” based on public request for
potential curriculum components (p. 27-28)
o Professional Associations as eligible to submit grant proposal for workforce development (p. 27-28)
o Changes to Launch Oral Heaith Pilot Program for Pregnant Women DHSP
o Clarified Dental services provided through the Demonstration’s dental benefit to clients will be paid on
a Fee-For-Service basis (p. 30, 33)
o Clarified program rewards and incentives for women and children who meet certain performance
criteria developed by DHHS, which is not tied fo eligibility or service termination (p. 30)
o Added description of evaluation study of participants (p. 30)

Updates/Additions
o Updated Section VI. Demonstration Financing and Budget Neutrality with approach and latest calculations
(p-33} '

¢ Updated Section VIIL. Stakeholder Engagement and Public Notice (p. 35)

» Updated Section IX. Demonstration Administration with Jeff’s contact information (p. 36)

¢ Added Laconia DRF budgeted costs to Appendix A: Resources for Costs Not Otherwise Matchable (p.41)

¢ Added Benefit Charts and Benefit Specifications and Qualifications Forms received from OMBP and DCYF as
Appendix B and C (p. 42-52)

e  Added the full Public Notice as Appendix D (p. 53-60)

¢ Added Public Comments Received and State Responses as Appendix E (p. 61-195)

s Added Budget Neutrality methodology and form as Appendix F and I (p. 196-201)

¢ Added Total Funds Expenditures and Savings for DSHP Initiatives and those specific to Pilot Program Pool as
Appendix G and H (p. 201-204)
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Changes to Waiver Application and Appendices from version dated April 28, 2014 and version dated May 28, 2014

Swyle Changes and Minor Edits

Revised Executive Summary to be more concise and Add new DSHP for System of Care/F.A.S.T. Forward
(p. 4-5)

Rewrote Overview to focus on all New Hampshire residents per public comment, and updated amounts of
funding request (p. 6) |

Rewrote Background and Current State and clarified progress of health care reform and MCM phases (p. 7-8)
Reworded “mental health reform” to “behavioral health system reform™ in Background section (p. 7-8)
Rearranged the Population Health paragraph below Expanded Health Coverage paragraph (p. 10)

Added reference to Children’s Behavioral Health Plan and Collective Action — Collective Impact publications
in Background Scctmn per public comments (p. 10)

Replaced “Problent Statement™ header with “Current Healthcare Challenges™ (p. 1 1)

Replaced tables with graphs and other visuals (p. 11-12, 14) ;

Rewrote and streamlined “Current Healthcare Challenges”, such as removed count of DRF beds (p.11-15)
Added table of “Facility Costs for Children Under Age 6 Receiving Dental Services on the Same Day” (p. 15) .
Combined Objectives with Hypotheses and Evaluations (p.16)

Added new objective about “Enhancing community-based mental health services array and process for
children and youth who are considered having serious emotional disturbances (SED) and are at risk for multi-
agency involvement” (p. 16)

Updated hypothesis to reference “for adults and children” (p.16)

Rewrote introduction to Section II. Designated State Health Programs to describe the four focus areas and
group the DSHP activities by focus area (p. 17-18)

Added descriptions of the Ten Year Mental Health Plan components and shortened redundant Yst of CMHA
components (p. 21-23)

Removed “subject to legislative appropriations™ from Amanda D, et al. v. Margaret W, Hassan (p. 22)
Updated Table of Unmatched Funding Amount in State Fiscal Year 2015 (p. 24)

Added description of InSHAPE health promotion intervention (p. 28-29)

Added description of Medicaid Wellness Incentive Program (WIP) also known as “Healthy Choices, Healthy
Changes” (p. 28-29)

Replaced “comorbidity” with “co-occurring disorder” (throughout document)

Replaced “emergency rooms” with “emergency departments™ (throughout document)

Replaced “Mental Health/SUD” with “Mental Health and/or SUD” or “behavioral health” where applicable,
per public comment (throughout document)
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Appendix J
| Demonstration Financing Form

Please complete this form to accompany Section VI of the application in order to describe the
financing of the Demonstration.

The State proposes to finance the non-federal share of expenditures under the Demonstration
using the following (please check all that are applicable):

State General Funds

[] Voluntary intergovernmental transfers from governmental entities. (Please specify and
provide a funding diagram in the narrative section — Section VI of the application).

[] Voluntary certified public expenditures from governmental entities. (Please specify and
provide a funding diagram in the narrative section — Section VI of the application).

[} Provider taxes. (Provide description the narrative section — Section VI of the application).

Other (If the State is interested in other funding or financing arrangements, please describe.
Some examples could include, but are not limited to, safety net care pools, designated state
heailth programs, Accountable Care Organization-like structures, bundled payments, etc.)

Section 1903(a)(1) provides that Federal matching funds are only available for expenditures
made by States for services under the approved State Plan. To ensure that program dollars are
used only to pay for Medicaid services, we are asking States to confirm to CMS that providers
retain 100 per cent of the payments for services rendered or coverage provided.

Do providers receive and retain the total Medicaid expenditures claimed by the State (includes
normal per diem, DRG, DSH, fee schedule, global payments, supplemental payments, enhanced
_ payments, capitation payments, other), including the Federal and non-Federal share (NFS)?

Yes 1 No
If no, provide an explanation of the provider payment arrangement

Do any providers (including managed care organizations [MCOs], prepaid inpatient health plans
[PIHPs] and prepaid ambulatory health plans [PAFPs]) participate in such activities ag
intergovernmental transfers (IGTs) or certified public expenditure (CPE) payments, or is any

portion of payments are returned to the State, local governmental entity, or other intermediary
organizations?

[T Yes No

If providers are required to return any portion of any payment, please provide a full description
of the repayment process. Include in your response a full description of the methodology for the
return of any of the payments, a complete listing of providers that return a portion of their
payments, the amount of percentage of payments that are returned, and the disposition and use of
the funds once they are returned to the State (i.e., general fund, medical services account, etc.).
Please indicate the period that the following data is from.



Section 1902(a) (2) provides that the lack of adequate funds from other sources will not result in
the Jowering of the amount, duration, scope, or quality of care and services available under the
plan.

Please describe how the NFS of each type of Medicaid payment (normal per diem, DRG, fee
schedule, global, supplemental, enhanced payments, capitation payments, other) is funded.

Please describe whether the NFS comes from appropriations from the legislature to the Medicaid
agency, through IGT agreements, CPEs, provider taxes, or any other mechanism used by the
State to provide NFS. Note that, if the appropriation is not to the Medicaid agency, the source of
the state share would necessarily be derived through either an IGT or CPE. In this case, please
identify the agency to which the funds are appropriated.

Please provide an estimate of total expenditures and NFS amounts for each type of Medicaid
payment, Please indicate the period that the following data is from:

If any of the NFS is being provided using IGTs or CPEs, please fully describe the matching
arrangement, including when the state agency receives the transferred amounts from the local
governmental entity transferring the funds.

If CPEs are used, please describe the methodology used by the State to verify that the total
expenditures being certified are eligible for Federal matching funds is in accordance with 42
CFR 433.51(b).

For any payment funded by CPEs or IGTs, please provide the following, and indicate the period
that the data is from:

Section 1902(a) (30)(A) requires that payments for services be consistent with efficiency,
economy, and quality of care. Section 1903(a) (1) and 2105(a)( 1) provide for Federal financial
participation o States for expenditures for services under an approved State Plan. If
supplemental or enhanced payments are made, please provide the total amount for each type of
suppiemental or enhanced payment made to each provider type, and indicate the time period that
that the data is from.




Please provide a detailed description of the methodology used by the State to estimate the upper
payment limit for each class of providers (State owned or operated, non-state government owned
or operated, and privately owned or operated).

Does any governmental provider or contractor receive payments (normal per diem, DRG, fee
schedule, global, supplemental, enhanced, and other) that, in the aggregate, exceed its reasonable
costs of providing services?

[] Yes ] No
If yes, provide an explanation.

In the case of MCOs, PIHPs, PAHPs, are there any actual or potential payments which
supplement or otherwise exceed the amount certified as actuarially sound as required under 42
CFR 438.6(c)? (These payments could be for such things as incentive arrangements with
contractors, risk sharing mechanisms such as stop-loss limits or risk corridors, or direct payments
to providers such as DSH hospitals, academic medical centers, or FQHCs.) |

L1 Yes No [] Not Applicable

If so, how do these arrangements comply with the limits on payments in §438.6(¢)(5) and
§438.60 of the regulations?

If payments exceed the cost of services {as defined above), does the State recoup the excess and
return the Federal share of the excess to CMS on the quarterly expenditure report?

(] Yes [] Ne
Use of other Federal Funds

Are other federal funds, from CMS or another federal agency, being used for the Demonstration
program? [1 Yes ] No

If yes, provide a list below of grants the State is receiving from CMS or other federal agencies.
CMS must ensure these funds are not being used as a source of the non-federal share, unless such
use is permitted under federal law. In addition, this will help to identify potential areas of
duplicative efforts and highlight that this demonstration is building off of an existing grant or
program.
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