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OFFICE OF LEGISLATIVE BUDGET ASSISTANT 

State House, Room 102 
Concord, New Hampshire 03301 

RICHARD 3. MAHONEY, CPA 
Director, Audit Division 

(602) 271-2785 

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 pan. in Room 210-211 of the Legislative Office Building. 

Please find attached information to be discussed at that meeting. 

Sincerely, 

JAP/pe 
Attachments 

TDD Access: Relay NH 1-800-735-2964 



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 Additional 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) 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

(2) Date of Next Meeting and Adjournment

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



Sincerely, 

NICHOLAS A. TOUMPAS 
COMMISSIONER 

FIS 14-071 

Sfafr of 
	

Pantyshirr 
Additional Information #3 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
129 PLEASANT STREET, CONCORD, NH 03301-3857 

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

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 
Concord, 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 new 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. 

Nicholas A. Toump s 
Commissioner 

ey A. Meyers 
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. 



Approved: 

y A. Me ers 
Director, Intergovernmental Affairs 

FIS 14-071 
Part #2 

NICHOLAS A. TOUMPAS 
COMMISSIONER 

May 28, 2014 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 

129 PLEASANT STREET, CONCORD, NH 03301-3857 
603-271-9200 FAX: 603-271-4912 TDD ACCESS: RELAY NH 1-800-735.2964 

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 Wanner and Members of the Committee: 

Requested 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. 

The Department of Health and Human ServicesWission is to join communities and families in providing-
opportunities for citizens to achieve health and independence. 



New Hampshire 

Department of Health and Human Services 

Building Capacity for Transformation 

Section 1115 Demonstration Waiver 

Application 
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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 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; 

• 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. 

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 refoim 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 current behavioral health delivery system and 

supports providers' active participation in delivery system reform_ initiatives. 

2. Implement components of its Ten Year Mental Health Plan and its December 2013 settlement 

agreement with the United States Department of Justice (-U.S. DOJ) for the State's non-Medicaid 

population. 

3. Enhance and sustain components of its System of Care/Family and Systems Together (F.A.S.T. 

Forward) program that supports children and youth 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 

implementation of the proposed DSHPs. This action will not result in a loss of revenue or an increase in 
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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 (D1-111S) 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; 

• 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 requesting 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, 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). 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 Triple 

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 overall 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 I - Program Description, and Historical Context 

Background and Current State 

New Hampshire's approach to health care 

reform has four key cornerstones, as 

illustrated in Figure 1. Each cornerstone 

strategy focuses on the Triple Aim of 

improving the quality of care, improving the 

health of New Hampshire's residents, and 

reducing the cost of health care. 

New Hampshire is currently 

engaged in the comprehensive 

reform of its Medicaid 

program and health care 

	

delivery system through 	 V4, 

... . . . .. 

	

its MCM program. In December of 2013; 	 omunizator,Recios.:gr, to :support ti 
Whoe-Person Approact to Service Dethery 

the State began the implementation of 
Figure 1. Cornerstones of New Hampshire Health Care Reform, 

The first phase of the program included the enrollment of most of the Medicaid population. Individuals who 

are dually eligible for Medicare and Medicaid (dual-eligibles) and those requiring 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 is described 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 

comprehensive state-wide managed care 

through its MCM program. The .MCM program is being implemented by DHHS in three phases that 

recognize the need to carefully design specialty services for vulnerable populations. 
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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 health 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 included 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; 

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 eligible 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 nation. 

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. 

The third cornerstone of New Hampshire's comprehensive reform focuses on the 
behavioral health 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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• Transforming Children's Behavioral Health Care: A Plan for Improving the Behavioral Health of 

New Hampshire's Children (Children's Behavioral Health Plan); and 

• 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 (Collective Action — 

Collective Impact). 

On September 22, 2008, DHHS released the Ten Year Mental Health Plan, the plan for the State's public 

mental health system in the coming decade. The primary finding of the Taskforce that issued the Ten Year 

Mental Health Plan is that "many individuals are 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)."1  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 

investing 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 Collaborative 

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.2  In 2011, DHHS was awarded a 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 promoting recovery. The New Hampshire Governor's 

Commission on Alcohol and Drug Abuse Prevention, Intervention, and Treatment, established in 2000, 

initiated a new strategic planning process to identify key priorities, strategy areas, and activities to increase 

the efforts to address alcohol and other drug misuse, resulting in its March 2013 strategic plan, Collective 

Action — Collective Impact.3  

New Hampshire Department 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. nh. gov/dcbcs/bbh/doeuments/restoration.pdf>. 
2  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. < 
http ://www.nh4youth. org/clocs/default-source/default-document-library/executi  ve-summary-transf-child-beh-h ealth-
care .pdf?sfvrsn=0> 
3  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. 
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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 ten population health focus areas, 

including tobacco use, obesity/diabetes, healthy mothers and babies, and the misuse of 

alcohol 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: 

• 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 

• 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 health 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, 

roughly 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 a mental health and/or SUD diagnosis; increasing by almost 1,000 beneficiaries from 

the previous year . 

<http://www.dhhs.nh.govidebes/bdas/doeuments/collectiveaction.pd.  
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Medicaid Beneficiaries who received a Medicaid Paid Service 

Medicaid Beneficiaries under the Age of 19 
Years in SPY 2012 

Medicaid Beneficiaries under the Age of 19 
Years in SFY 2011 

Adult Medicaid Beneficiaries in SFY 2012 

Adult Medicaid Beneficiaries in SFY 2011 

EMEMEMILA 
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■ Beneficiaries with Mental Health and/or SLID Diagnosis 	II 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: 

"[lack 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. 4  

As depicted in 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 2014.5  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 

lacks regional capacity for inpatient voluntary and involuntary care. DRF or APRTP care is currently only 

4  Nadeau, Joseph P, Alexander P. de Nesnera and Michael K. Brown. "New Hampshire Mental Health Sentinel Event 
Review Report" January 2014. 2014 April 10 <http://www.governormh.gov/media/news/2014/documents/pr-2014-01-
28-mental-health.pdf>. 
5  New Hampshire Department 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.nh.gov/dcbcs/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. 
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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 .6  

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

This data, in addition to 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 50,000 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 

6  Solomon, Dave. "NH mental health report: More beds needed." New Hampshire Union Leader  26 February 2014: 
<http://www.unionleader.com/article/20130227/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 SHIP documents that tobacco use and dependence "remains the single most 

preventable cause of death and disability in New Hampshire. Helping those who are tobacco dependent and 

preventing kids from starting tobacco use can save many lives and health care dollars".9  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 illness and/or SUD is 94 percent higher than among adults without these 

disorders. Approximately 50 

percent of people with mental 

illnesses and addictions use 

tobacco, compared to 23 percent of 	 20 - _ 

the general population.1° 	 18 - 
4.4 

16 

According to 2011 New 	 14 
Hampshire birth data published in 	 12 

_ 
the SHIP, 31.9 percent of pregnant 	 10 - 
women receiving Medicaid 

benefits smoke tobacco.n  In 	 2006 2006 2007 

comparison with the overall New 
Figure 4. Women in New Hampshire Who Report Smoking Cigarettes During 

Hampshire population, 13,6 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 III Expands in New  
Hampshire (Associated Press).  23 February 2012. 23 April. 2014 <littp://now.dartmouth.edu/20  I 2/02/fitness-program-
for-mentally-ill-expands-in-new-hampshire-associated-press/>. 
8  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/nhship20I  3-2020, pdf>. 

" National Council for Behavioral Health. National Behavioral Health. Network for Tobacco & Cancer Control.  n.d. 1 
April 2014 <http://wvvw.thenationalcouncil.org/consulting-best-practices/national-behavioral-h.ealth-network-tobacco-
cancer-control/>. 
11  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.goviclphs/documents/nhship2013-2020.pdf>. 

Women in New Hampshire Who Report Smoking Cigarettes 
During pregnancy8  

2008 2009 2910 2011 2012 
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estimated to be $585,000.12  

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

pregnancy outcomes, diabetes, cardiovascular disease, and stroke. 
There is a known correlation between maternal periodontal disease 
and preterm birth and/or low birth weight:3  Further research is 
needed to determine the extent to which these associations are 
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 

pregnancy outcome. A reduction in adverse birth outcomes and 
associated costs, and a decrease of perinatal morbidity and 

mortality would likely result from improving oral health during 
pregnancy.14 

The March of Dimes estimated that the average costs during the 

first year of life for a premature and/or low birth weight baby (less 
than 37 weeks gestation and/or less than 2,500 grams) were more 
than ten times higher than medical costs for a baby born at full 
term ($55,393 versus $5,085).15  In SFY 2012, New Hampshire 
Medicaid covered and paid $7.9 million for all services provided in 
the first month of life for 780 low birth weight and/or preterm 
babies.'6  See Figure 6 below for the past two SFYs. 

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 
Pregnancy: A National Consensus Statement. Summary of an Expert 
Workgroup Meeting issued in collaboration with the U.S. DHHS 
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 
13American College of Obstetricians and Gynecologists. "Committee Opinion No. 569: Oral Health care During 
Pregnancy and Through the Lifespan." Obstetrics & Gynecology 122 (2013): 417-22. 
<http://www,acog.org/Resources  And Publications/Committee Opinions/Committee on Health Care for Undersery 
ed Women/Oral Health Care During,_ Pregnancy and Through the Lifespan#19>. 
14  Xiang, X, et al. "Periodontal disease and pregnancy outcomes: state-of-the-science." Obstetrical & Gynecological  
Survey 62.9 (2007): 605-15. 
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  -co st-employers- I 27-billion-annually .aspx>. 
16  Total cost of Medicaid services provided by DHHS to low birth weight and/or preterm babies in SFY2012 calculated 
and provided by Milliman on April 13, 2014. 
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decay or cavities from their mothers, such as when sharing a spoon or food. f7  There is a correlation between 

improved oral health and reduced costs for dental treatment in children whose mothers receive routine 

dental care. 18  The healthier the mother's mouth, then the longer the initial transmission of tooth decay-

causing bacteria is delayed and the more likely 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 departments from 2001 to 2007, from 11,067 in 2001 to 

16,238 in 2007.19  Improving women's oral health during pregnancy and throughout her child's early 

childhood may decrease hospital and emergency department utilization and the costs associated with 

treatment for early childhood tooth decay and cavities. 

ew Hampshire Departme of Health and Human Services 

..n 	g 

State Fiscal 

N'ear 

SFY 2011 

SFY 2012 

666 

620 

Total 

Visits 

678 

629  

$609,555 

$673,512 

Services 

20,653 

26,736 $1,070.77 
	

$8,581.56 

Table 1. Medicaid Paid Claim Summary of Faci ity 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 level by 

establishing a community reform pool that would support providers' active participation in 

17  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>. 
18  Children's Dental Health Project and National Institute for Health care Management Research and Educational 
Foundation. "Improving Access to Perinatal Oral Health: Strategies and Considerations for Health Plans." July 2010. 
Issue Brief.  April 20] 4 <http://www.nihcm.org/pdf/NIHCM-OralHeaIth-Final.pdf>. 
American Academy of Pediatric Dentistry. Guideline on Perinatal Oral Health care. Chicago, IL: American Academy 
of Pediatric Dentistry, 2009. 

26  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 Health Plan and its settlement with the U.S. DOJ, now 
referred to as the Community Mental Health Agreement (CMH4). 

• Enhancing community-based mental health services and process under the System of Care/ 
F.A.S.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 treatment and services become accessible to over 50,000 newly eligible 
individuals. 

• Promoting healthy behaviors and improved health outcomes by expanding the InSHAPE 
program to new providers and participants and including 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 approval 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 implementation of the 
six DSI-IPs will result in better care and better health for the Medicaid population , and will 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 born 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: 

• 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 
16 
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initiatives occurring in the State; and 

• 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 investing in 

nee' models of supporting coordinated systemic 

care and quality improvements among the wide 

variety of providers. DSHPs will be directly 

responsive to the needs and characteristics of the 

populations and communities served by each 

provider or health system. In order to align with the 

State's health care reform approach and SHIP, New 

Hampshire is seeking to move the cost and quality 

curve in four focus areas. The descriptions for each 

DSHP proposed within this Waiver are on the 

following pages. 

Establish a Community Reform Pool 

DHHS proposes to 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, community providers, and/or SUD 

service providers to maintain and expand quality services and to build an integrated physical health and 

behavioral health 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, which would occur 

through the following five components: 
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- _ 	-• 

Reform Pool 

Five Components of Community Reform Pool- 	• :?v,,.. 

Description 

• 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 claim 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-

Expansion 

Payments 

• If a hospital, health system, community provider, or SUD service provider 

expands its physical capacity to provide mental health and/or SUD related 

services, DHHS would increase reimbursement for those services provided 

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 byl 0 percent for three years. 

• Establish a pool for DHHS to fund grant applications from hospitals, health 

systems, or community providers to form pilots related to improving the 

4,Pilot Program delivery and coordination of physical health, mental health, and/or SUD 

Pool treatments and services. 

« Grant applications would be evaluated by DHHS based upon a defined set of 

criteria. 

• 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 

5.Provider 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. 

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

Table 2. Five Components of Community Reform Pool. 

As described 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 to 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 Waiver will impact over 271 providers that receive payments for mental health and/or 
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SLID 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. 

 

,Community ReformPoo_ 
Pilot Program Pool 

    

• Alternative Delivery Models to increase access to services with emphasis on meeting the 

behavioral health and physical health needs of the NHHPP populations 

• Teiehealth Delivery Models to increase access to services and improve coordination of 

behavioral and physical health services 

• Care Models to support MCM Step 1 Initiatives, for example: 

— Patient Center Medical Homes 

— 	Disease-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 health/physical health/LTSS 

— 	In-Horne technology 

• Quality Improvement projects related to behavioral health 

• Initiatives to support SHIP 

— 	Preference to mental health focused proposals 

— Preference to newly insured focused proposals 

— May include programs focused on reducing suicide 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 pool 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 implements its plan. It 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 pool 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 will 
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 have 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 enrolling 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 allodation between reform pool components over the five-year 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 health 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 needing attention were housing and residential 

supports, more community supports 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. 21  

The taskforce recommended that group homes, which provide consumers with a safe, supportive living 

environment, be developed and used as an alternative 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.22  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 is seeking Federal Financial Participation (FFP). 

• ACT - Multi-disciplinary teams of professionals are available around the clock and provide a wide 

range of flexible services, including ease 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 CMIICs to expand ACT teams for adults and children. 

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

• APRTP 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 in 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. 

• 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.23  

21  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 April 2014 
<http ://www . dhh s. state. nh. us/d cb esibbh/doeuments/monitoring09.pdf›. 
22  New Hampshire Department 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.nh.gov/dcbcs/bbh/documents/restoration.pdf5.  
23  New Hampshire Department of Health and Human Services, Bureau of Elderly and Adult Services. "New Hampshire 
State Plan on Aging —2012-2015." 26 August 2011. 14 May 2014 
<http ://www, dhhs . state. nh. us/dcbcs/beas/documents/stateplan.pdf5. 
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In December 2013, the New Hampshire Department of Justice entered into a comprehensive settlement 

agreement, currently referred to as the CM-IA, of the class action lawsuit, Amanda ,D, et al. v. Margaret W 

Hassan.'. Plaintiffs were represented by counsel including the Disability Rights Center and the U.S. DOS 

against the State of New Hampshire on behalf of a class of New Hampshire residents with SMI who alleged 

were unnecessarily institutionalized 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 is 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 community 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).25" 

New Hampshire seeks 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. 26, 27 
 

• Mobile Crisis Teams — These teams are able to respond to 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. 

24  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 Settlement Agreement filed 12 February 2014. < 
http://www,dhhs.state.nh.us/dcbcsibbh/documentsfapproved-agreement,pdf>. 
25  U.S. Department of Justice, Civil Rights Division, "New Hampshire ADA Mental Health Settlement Fact Sheet." 8 
January 2014. Amanda A et al. v. Margaret W. Hassan; United States v. New Hampshire. Civ. No. 1:12-cv-53-SM. 10 
April 2014 <http://www.ada.gov/olmstead/documents/nh-fact-sheet.pdf>. 
26  Disabilities Rights Center, Inc. "Press Release: Federal Judge Approves Class Action Settlement Expanding Mental 
Health Services." 12 February 2014. 10 April 2014 
<http://www.drenh.org/pressrelease21214judgeissuesfmalorder.pdf>. 
27  U.S. Depai 	[Inept of Justice, Civil Rights Division. "New Hampshire ADA Mental Health Settlement Fact Sheet." 8 
January 2014. Amanda D., et al. v. Hassan, et al.; United States v. New Hampshire, No. 1:12-CV-53 (SM). 10 April 
2014 <http://www.ada.goviolmstead/documents/nh-fact-sheet.pdf>. 
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• Quality Assurance and Performance Improvement — New Hampshire will develop and implement 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. 

• Independent Monitor — For the CMFIA, 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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Housing Bridge Subsidy 

Program 

DRF - Community 

(Cypress like model) 

Ten Year Mental Health Plan 

Ten Year Mental Health Plan 

$1,090,000 	 $545,000 

$675,000 	 $337,500 

2 Peer-run Crisis Respite 

Beds 

Residential - 62 beds 

Ten Year Mental Health Plan 

Ten Year Mental Health Plan 

$150,000 	 $75,000 

$310,000 	 $155,000 

Expand REAP Program Ten Year Mental Health Plan $100,000 	 $50,000 

ACT - Bring 11 current 

Adult ACT teams to 

fidelity 

$1,280,000 	 $640,000 CMHA 

CMHA ACT - Add 12th and 13th 

Adult ACT teams 
$113,000 	 $56,500 

Mobile Crisis Teams $88,500 	 $44,250 CMHA 

CMHA Community Crisis 

Apartments 
$256,950 	 $128,475 

CMHA 
$408,750 $817,500 

Housing Bridge Subsidy 

Program 

Quality Assurance CMHA $101,816 $50,908 

ACT - 4 adult teams 

ACT - 6 child teams 

included as.P4rt of 

Ten Year Mental Health Plan 

Ten Year Mental Health Plan 

'..FUnding Amount 

in SFY" 2015 
• r.. 

Fonds): 

$456,000 

:: AMOunt iin 

.2015 ..(Fc0 Ora! 

$228,000 

Menial linalth ProgrOM 

Name 

$840,000 	 $420,000 

Expert Reviewer 

Expand and Enhance Mental Health Servces 

Unmatched Funding Amount in State Fiscal Year (SFY) 2015 

As of December 31,4.4113 
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Table 4. Unmatched Funding Amount 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.28  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 

28  U.S. Department of Justice, Office of Public Affairs. News Release; Justice Department Reaches Settlement with  
State of New Hampshire to Expand Community Mental Health Services and Prevent Unnecessary Institutionalization. 
19 December 2013. 12 April 2014 <http://www.justice.gov/opa/pr/20I3/December/13-crt-1347.html>. 
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recovery and the ability of people with SMI to live successful and fulfilling lives in the community. 

Sustain Community-Based Services for Children and Youth under the System of 

Care/F.A.S.T. Forward Program 

For the past two years, DHHS has been implementing 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: 

• Coordination and connection to natural community supports; 

• In-home supports; 

• Respite; 

• 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 possible 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. 29  

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 involved in two 

or more systems and who are at risk of out of home placement. Most services included in New Hampshire's 

System of Care Service Array are covered currently by Medicaid, but not all, In order to ensure successful 

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.S.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 (DCYF) 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 as care coordinators with children, youth, and 

families statewide. 

29  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. < 
http://www.nh4youth. org/docs/default-soureeklefau  lt-doeument-library/exec utive-summary-transf-child-beh-health-
care .pdf? s fvrsn=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 	 • 	Therapeutic Day Treatment: after school 

• Outpatient Therapy: Office based, 	 programs 

individual, group and family therapies 	 • 	DCYF ISO In Home supports 

• Medication management 	 • 	DCYF Home Based Therapeutic 

• Psychiatric/medication consultation 	 Support 

• Community Youth Mentor/Behavioral 	 • 	DCYF Child Health Support/Parent 

Aide Service 	 Aide 

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

• Substance abuse intensive outpatient 	 • 	Therapeutic Foster Care: ISO foster care 

treatment 	 • 	Residential Treatment 

• Substance use disorder support services 	• 	Family Support and Education 

• 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. 

• 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, ISO 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.S.T. 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 Response 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 included 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: 

• Increased family involvement in planning and service delivery; 

• Access to an enhanced service array; 

• Reduced rates of psychiatric hospitalizations; 

Improved clinical outcomes; 

• Reduced need for child protection and juvenile justice; and 

• Increased empowerment and self-advocacy. 

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 relievers and drug-related overdose deaths in the State. 

Meeting these goals will require a stronger workforce capable 

of providing enhanced behavioral health 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 workforce 

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.31  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 turnover. This challenge 

will increase with the advent of a SUD treatment benefit in 

July 2014 for enrollees in NHHPP. 

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

3°  Health Resources and Services Administration. Health Professional Shorta Te Area Data Download. 12 April 2014. 
-chttp://datawarchouse.hrsa.govidataldatadownloadihnsaDownload.aspx>.  
31  New Hampshire Department of Health and Human Services. ''Addressing the Critical Mental Health Needs of New 
Hampshire's Citizens - A Strategy fox Restoration: Ten Year Mental Health Plan." 17 September 2008. l0 April 2014 
<http://www.dhlts.nh .govidcbesibbhidocuments/restoration.pdf>. 

To access this funding pool hospitals, health systems, 

community providers and/or professional associations will 

submit proposals and funding requests to DHHS for review 
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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-occurring disorders; 
• 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 training grant would be administered by DHHS, and payments would be specific to each award. 
Funding for activities related to this behavioral workforce development initiative 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 illness. To address this challenge, New Hampshire launched an InSHAPE health promotion 
program in 2004 that brings the benefits of exercise and a healthful way of living to individuals facing these 
concerns.32 In order to scale this program further, DHHS 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 a health promotion intervention consisting of a gym membership, basic education in healthy 

eating and nutrition, 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 

32  Monadnock Family Services, InShape. n.d. 2 April 2014 <http://www.m.fs.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.33  InSHAPE 

is a treatment approach in the same way that cognitive behavior therapy and motivational 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 InSHAPE 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 Diseases (MIPCD) program to measure 

the impact of providing incentives for healthy behavior to the Medicaid population. With the MIPCD grant 

funding, DIIHS 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.34  One of WIP's fitness and 

weight management components is InSHAPE, a motivational health-promotion program for persons with 

mental illness. Currently, 736 people currently participate in InSHAPE through WIP. 

The live 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 InSHAPE 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 prograni. 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 InSHAPE. DHHS recognizes the opportunity to address this health challenge in conjunction 

with the broader prevention and wellness goals of the InSHAPE program. 

Launch Oral Health Pilot Program for Pregnant Women 

33  Van Citters, Aricea et al. "A Pilot Evaluation of the In SHAPE Individualized Health Promotion Intervention for 
Adults with Mental Illness." Community Ment Health J.  46(6) (2010): 540-552. < 
http://www.ncbi.rilm.nih.govipmc/articles/PMC3163497/pdf/nihms-175473.pdf>. 
34  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 

young 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, 

• 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 

• 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 asked 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 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 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 III — 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, 

previous waiver programs, and previously state-funded programs will continue. Therefore, there is no 

anticipated impact on total Medicaid enrollment as a result of these proposed DSHPs. Nonetheless, DHHS 

anticipates that current and newly expanded Medicaid beneficiaries in general will experience: 

• Increased access to certain services, such as mental health and SUD, oral health, and health and 

wellness services: and 

• Improvements 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. 

• 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, periodontal 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 document. 

• New Hampshire proposes to offer certain Medicaid benefits to children and youth who are 

considered 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 affected by the Waiver, the table 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 enrolled 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 included in Appendix C. 

Section IV — Delivery System 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. 

Section V — Implementation of Demonstration 

Below is the draft implementation schedule for the Waiver, including dates by major component. Dates are 

subject to change and are contingent on approval from. CMS. 
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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 (i.e., expanding the MCM program to include long term 

services and supports and mandatory enrollment for all eligible beneficiaries). MCM implementation 

is expected to save $265.4 million over the five year demonstration period. 

• 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 in 
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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. 

• 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 Vii — 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 authority 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 Hospital, Sununu Youth Services 

Center, and Laconia Designated Receiving Facility 

• 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 

• Correctional mediealThealth costs incurred by counties 

• Health care expenditures incurred by municipalities 

The potential sources for match are included in Appendix A. CMS and the State will identify any other 

waivers 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 Governor 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 consultation with stakeholders including state, county, and local officials, health care providers, 

advocacy organizations, and-professional associations. 

DHHS gathered stakeholder input through a required public notice process that included two public hearings 

and a dedicated website. The website for public information on this Waiver is 

http://www.dhhs.nh.govisection-1115-waiver/index.htm. The web page include a copy of the waiver concept 

paper, waiver application draft, materials from public hearings, and instructions (with links) on how to 

submit comments on the waiver application draft. 

The full public notice was 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 

waiver concepts and solicit comments from stakeholders. The dates for the public hearings were May 8, 

2014 and May 12, 2014. Both bearings included teleconferencing and web capability to maximize 

accessibility. Written and verbal comments received from the public are included in Appendix E. 

In addition to the public hearings, state staff met individually with stakeholder groups and advocates, 

including, but not limited to the following groups: 

▪ New Hampshire Association of Counties 

• New Hampshire Hospital Association 

• Behavioral Health Association (the governing body and trade association for CMHCs) 

• New Hampshire Dental Society 

• Medicaid Care Management Commission (MCAC) 

• SLED 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,35  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 legislature 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 legislature'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 stakeholder input in standing up each 

DSHP program and conduct a robust engagement process to spread awareness about these system 

improvements. 

Section IX — Demonstration Administration 

The contact infoithation 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: 
	

ieffrey.mevers(e4dhhs.statemh.us   

35  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.govemor.nh.gov/media/news/2013/pr-2013-
04-10-medicaid-careltm>. 
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State of New Hampshire Health Care Funding 
!Yr•fif::.st 

unwary of Potential Designated State Health Program (DSIIP) Resources* 

$7,544,949 Glencliff Home General Funds 

$24,650,441 New Hampshire Hospital General Funds 

$14,683.277 Sununu Youth Services Center General Funds 

$3,227,000 Departinent of Health and Human Services Ten Year Mental Health Plan/DOJ Settlement 

$1,235,043 Department of Health and Human Services SFY 2015 Biennial Budget for Laconia DRF 

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

;397.:;. $62,101 Stale Funding Sour.es Total 

$4,320,521 Health Administration 

$7,367,123 Health Agencies & Hosp. & Other 

111-unuapall S11,687,644 nig,Sources Vital:,, 

$6,093,757 Cortcetional Medical/Health Spending 

Y--;882.:798 Grind Total 

I

Fnnding Snurces. 

State Funding Soiii•ces 

Department of Health and Human Services SFY 2015 Biennial Budget: 

Itiniciriality Funding Sources 

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

Revenue Administration 

C 	Funding Sources 
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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). 
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Appendix B: Benefit Charts 

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

• 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 

includes medically necessary dental services described and limited in He-W 566. 

A provider of dental services shall: 

(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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Hampshiritepartrient of Health and Human Services 
. 

Capercfity 	Trizitsfqtzilcitir?fri:. Spctioip.. 11.1 •  
: 

Benefit' : 

	

.DeScriptidn of ...\.nicinii.t 	D'aration and SCopel'i ! • " 	" 	:  	". 	:•    Refere;nbc 

Dental Services 

The dental benefit shall comprise of the following broad 
categories of services: 

• Diagnostic Services including clinical oral evaluations, 

1905(a)(10) 

pre-diagnostic services, Diagnostic imaging, and 

laboratory testing. 

• Restorative Services including amalgam and composite 

"fillings". 

• Periodontic Services including scaling and root 

planning, and periodontal surgery. 

• Prosthodontics (removable) including full and partial 

dentures. 

• Oral and 1V1axillofacial Surgery including extractions 
Optional 

 and surgery required for prosthetics. 

• Adjunctive General Services including palliative 

treatment and anesthesia. 

Prior authorization requirements and service limitations for the 

above benefits are further described in the New Hampshire 

Administrative Rules He-W 566 (Dental Services), and the 

dental "Procedure Code Listing" found at 

https://nhinmis.nh.gov/portals/wps/portal/DocumentsandForms.  

This would also include health promotion initiative for 

pregnant women and all mothers with kids through age 5. 

Tobacco Cessation 

for Pregnant 

Women 

Please see the existing mandatory tobacco cessation benefit 

currently available at http://www.dhhs.nh.gov/ombp/medicaid  

Mandatory 

1905(a)(4) 
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Benefit Provided through 

	

Department of Health and Human Service .,', 	..,- _ ..::,. -....s.r;55,  . New Hampshire 	 /*1 
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Buildin Capacity  fur Tr ansformation Section 1115 Demonstration Waiver 

Benefit,  Description of Amount, Duration and Scope Reference 

The System of Care/F.A.S.T. Forward benefit shall comprise of 
the following services: 

• Wraparound team meeting participation 

• Respite care 

• Flexible spending 

• Mobile Crisis Response 

Other: • Wrap around facilitation/care coordination (Once the 
Optional 

System of Care / System of Care implementation grant from SAMHSA 

F.A.S.T. Forward expires) 
1905(a)(29) 

 

Prior authorization requirements and service limitations for the 

above benefits are further described in below in the Benefit 

Specifications and Qualifications Form for F.A.S.T. Forward: 

System of Care. 

Dental 

Services 

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

include: 

• Space maintainers. 

• Orthodontics including limited, interceptive and comprehensive 

treatments. 

• Endodontics including root canal treatment. 

• Implant Services. 

• Fixed crowns. 

• Fixed partial dentures, also known as "bridges". 

• Services that are otherwise not covetable 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. 

Optional 

1905(a)(10) 
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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 

Plan, the State provides a description of the amount, duration and scope of the service under the 

Demonstration as well 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 is, 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 recipients, 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: 
• Diagnostic Services including clinical oral evaluations, pre-diagnostic services, Diagnostic 

imaging, and laboratory testing. 

• Restorative Services including amalgam and composite 'fillings". 

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

• Prosthodontics (removable) including full and partial dentures. 

• Oral and Maxillofacial Surgery including extractions and surgery required for prosthetics. 

• Adjunctive General Services including palliative treatment and anesthesia. 

Not all codes within a category may be covered. Far details on which codes are coverable, please 
refer to the "Procedure Code Listing" found at 
https://nhrnmis.nh.gov/portals/wps/portal/DoeumentsandForins.  

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 
Litips://nhmmis.nh.gov/portal,s/wps/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 5 years 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 (Dental Services). The dental "Procedure Code Listing", found at 

https://nhmmis.nh.,zov/portals/wps/portal/DocumentsandForms, indicates by code which services 

require a PA. 

Provider Specifications and Qualifications: 

Provider Category(s): 

l Individual (list types) 
	

El Agency (list types of agencies) 

The service may be provided by a: 

❑ Legally Responsible Person 	 ❑ Relative/Legal Guardian 

Description of allowable providers: 

A provider of dental services must be: 

• Licensed to practice dentistry in the state where they practice; and 

• Enrolled as a 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 (SEP) and are at risk, 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 learn 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 require resources to be 

able to participate. 

Respite care: 

Short- term, planned respite care out of home in either a licensed foster home, ISO level foster home 

or a residential group home, depending on the need of the child. 

Flexible spending: 

Flexible funds are available for enrolled SOC families. Flex 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 Response is available for child/youth and families enrolled in the SOC. This service is 

a crisis response designed to be available to the child/youth and family 24 hours per day, 7 days a 

week. This mobile crisis response is intended to be delivered face to face 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, monitor, 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 to the call should assess the immediate situation over the phone and determine if there 
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needs to he 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 mobile crisis team is necessary to deescalate given situation. 

Some situations may be resolved over the phone, but this should not be the default response. The 

family 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; 

• Crisis stabilizer /behavioral aide service 

• Licensed Clinician 

• Psychologist 

• Psychiatrist 

Wrap around facilitation/care coordination 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 he 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 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. 

Care coordination services include; 

• Assessment/evaluation of service needs 

• Identifying team members involved with the child/youth 

• Planning meetings 

• Facilitate Wraparound meetings in accordance with the Model and Curriculum 

• Support the child/youth and his/her family in meeting the needs and objectives in the Plan 

of Care. 

• Developing a Plan of Care based on strengths and needs and that have a solution based 

focus, 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 services in the community; 

• Monitoring the Plan of Care and revising as needed; 

• 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; 

• Advocating for the child/youth and family's needs; and 

• 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 conducted anywhere in the community. 

Care Coordinators/wrap facilitators should not he 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 to 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 

for each child or youth based on their current needs. 

Each child/youth'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 event and would be limited to 9 

consecutive days per respite event. 

Duration 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 participation. 

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 fall under Managed Care once Step 2 of Medicaid Care 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): 

111 Individual (list types) 
	

Agency (list types of agencies) 

The service may be provided by a: 

Ei Legally Responsible Person 	 CI Relative/Legal Guardian 

Description of allowable providers: 

• Licensed Foster Care Homes-General Level 

• Licensed and certified Child Placing Agencies- Therapeutic Level 

• Licensed and certified Residential group homes 

• Relative caregiver-General Level 

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

I. Provider Type: Respite Care 

License Required: 
	

El Yes 
	

Cl No 

Certificate Required: 
	

Yes 
	

El No 

Describe: 

For providers that are not identified as Relative Caregivers to the child/youth, 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 payment under DCYF certification for payment rules. 

2. 	Provider Type: Flexible funding 
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License Required: 	❑ Yes 	 0 No 

Certificate Required: 	❑ Yes 	 0 No 

Describe: 

Payments made directly to the family or other entity to alleviate barriers to access to care and 

community supports. 

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

3. 	Provider Type: Mobile Crisis 

License Required: 
	

Li Yes 
	

❑ No 

Certificate Required: 
	

Yes. 	 0 No 

Describe: 

Mobile Crisis Response Teams are comprised of the following providers; 

• Licensed Mental Health Practitioner- Master's level 

•- 	Licensed psychiatrist/and or psychologist; PhD, PsyD or MD. 

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

• Behavioral Aide/Crisis Stabilizer: Paraprofessional with experience in Residential Group home 

work, meets qualifications for a Residential Group Home Child Care worker or Hospital Mental 

Health Worker. 

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

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

• 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: 	❑ Yes 	 El No 

Certificate Required: 	❑ Yes 	 0 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 team 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/youth's wrap around teams and attend meetings to 

quali6) 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 is 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 health, 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 health 

related services, wellness programs, and workforce development opportunities. New Hampshire requests 

authority to recognize costs not otherwise matchable from local and state health 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 fir Transformation" 

Section 1115 Demonstration Waiver 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" application. It's called an "1115 waiver" because 

Section 1115 of the Social Security Act allows 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: 
http://www.inedicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/Section-1115-
Demonstrations.html   

Within its "Building Capacity for Transformation" Section 11 1 5 Demonstration Waiver, DHHS is seeking 
to improve access to quality, affordable health care by: 

Encouraging hospitals, health 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 enrollees — 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 approval for five years. DHHS seeks public comment on the proposed application. This 
notice provides the following: 

• 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 11 15 Demonstration Waiver and then submit it to CMS. 

You can find the "Building Capacity for Transformation" Section 1115 Demonstration Waiver application 
at this website: http://www.dhhs.nh.gov/section-1115-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 111.5 Demonstration Waiver 

application may be requested by contacting DHHS at the mailing address or e-mail address provided under 

the Public Comment section. Individuals should include their full name and mailing address when making a 

request. 

The public comment period for the "Building Capacity for Transformation" Section 1115 Demonstration 

Waiver application is from Monday, April 21, 2014 until Tuesday, May 20, 2014 at 5 p.m. (Eastern). 

Comments 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 is 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. 

DHEIS will accept verbal and/or written comments at the public hearings. The dates for the public hearings 

are Thursday, May 8, 2014 and Monday, 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 forum on May 8, 2014, please use the 

following URL: 

httns://deloittemeetings.webex.com/deloitternectings/i.php?MTID=mb8068a5lcd2aal  36852823b6273e8aa8 

and follow the instructions posted at this link. 

• Meeting Number: 733 657 357 

• Meeting Password: 1115waiver 

Monday, May 12, 2014  

Medical Care Advisory Committee (MCAC) 

Open to the Public 
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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://deloittemectings.webex.comideloittemeetings/j  Thp?MTID----indf1589c2686c52c7855233b5P9e3e172  

and follow the instructions posted at this link. 

• Meeting Number: 736 812 494 

• Meeting Password: I115waiver 

If you need any assistance with joining the webinar, please use the following URL: 

https://deloittemeetings.webex.com/deloittemeetingsimc  and on the left navigation bar, click "Support". To 

cheek whether you have the appropriate players installed for UCF (Universal Communications Format) rich 

media files, please visit URL: https://deloittemeetings.webex.com/deloittemeetins/systemdiagnosis.php.  

Public Comment  
The public comment period for the "Building Capacity for Transformation" Section 1115 Demonstration 

Waiver application is from Monday, April 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 Pleasant Street 

Concord, NH 03301 

Another way to provide your comments is by emailing comments to 1115waiver@dhlis.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 1115 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 

56 	 Appendix D: Public Notice 



New Hampshire Department of Health and Human Services 

Building Capacity for Transformation Section 1115 Demonstration Waiver Application 

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 1115(a) 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 wellness related services. 

The overarching objective of the Demonstration is that implementation of the five DSHPs will result in 

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 

• 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 trea2ments and services 

• 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 

• Expanding 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 dollars 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 
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o A hospital would receive this payment if it pledged not to reduce access to mental 

health/SUD related services in their health system 

• Capacity-expansion Payments 

o If a hospital, health system, and/or non-traditional provider expands its capacity to 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 outpatient 

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 to 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 aligned 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 outcome measurements 

2. 	In addition to the mental health community reform pool outlined above, New Hampshire is 

requesting DSFIP 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 population. 

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. 

4. DHHS proposes to establish as a pilot, with a sound evaluation plan to demonstrate the impact on 

children's oral health and improved birth outcomes of a program to provide oral health education 

and Medicaid coverage for dental treatment to women during pregnancy and up to the child's fifth 

birthday. 

5. DHHS proposes to expand key components of the InSHAPE 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 enrollees 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 its "Building Capacity for Transformation" Section 1115 Demonstration Waiver, New Hampshire 

proposes to offer Medicaid dental 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 treatment, 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. Copayments, coinsurance and/or deductibles will not differ from the 

Medicaid State plan. 

1115 Demonstration Financing and Budget Neutrality 

Federal policy require's 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 for 

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 CMS-64 reports and related enrollment data from calendar year (CY) 2008 — CY 

2012 

• The projected "without waiver" expenditures will reflect 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 

Justice 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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• Managed care savings resulting from the December 1, 2013 implementation of the 
Medicaid Care Management program for acute care services (Le., "Step 1" 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 1115 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 Hampshire seeks federal financial participation for costs not otherwise matchable under 

Medicaid to enable New Hampshire to implement the DSHPs under its "Building Capacity for 

Transformation" Section 1115 Demonstration Waiver. Under the authority 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 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 

• Correctional medical/health costs incurred by counties 

• Health care expenditures incun-ed 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 G. 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 until Wednesday, May 21, 2014. 

The first section documents comments received via email or in writing. The second section documents 

testimony and comments 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 111.5waiver@dlihs.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. 20005 

(202) 204-4707 

inmassiwer(i4njsimonandcompany.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. 

States Response: 

Thanks for your inquiry. A copy of the full draft waiver application was posted on the website < 

http://www.dhhs„state.nh.us/section-1115-waiver/index.htm> for public review and comment on 

Monday 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 2014? 
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State's Response: 

The Premium Assistance Waiver is a separate waiver that relates to the implementation of the New 
Hampshire 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 keefitzPgmail.com  

Date Received: 4/28/2014 at 11:21 PM 
From: Anonymous at keefitzgmail,com 
Subject: NH needs this 

NH needs to pass the 1115 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 

Date Received: 5/06/2014 at 10:47 AM 
From: Susan Paschell, Senior Counsel, Policy and Research 

The Dupont Group 
114 North Main Street 
Suite 401 

Concord NH 03301 
603-228-3322 ext. 107 
spaschelldupontgroup.com   

Good morning - 

Please find attached a letter from Mary Duquette, 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. 

62 	 Appendix F: 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 your consideration -

Susan Paschell 
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ommissione r Nicholas Tou mpas 
NH D=epartment of Health & Human Services 
129 P I e asant at_r_eLet 
Concord, NH 03301 

Via email_ 111.5waiverPd hhsstate .nh.us 

May 5„ 2014. 

Dear Commissioner Tou mpas: 

The NH Dental Hygie nistss Association wishes to registe rstrong support forthe Oral 
Health pihot Program proposed in the Section 1115 De monstratiOn Waive rap ptication 
prepared -by your De partme nt for su bmission. to CMS_ NHDHAwas a proponent of the 
Medicaid expansion legislation .(SB 4131, that led. to the waive rapplkation and 
associated state plan amend meats, and we are extremely pleased and heartened that 
the proposal Inc Fudes this crticalelement_ 

The intent of the Affordable-Care Act is to increase access tocare and address the rising 
costs of health care lthough the federal health care reform law does not recognize 
oral- health care as an essential beneftfora iuits,it is c.onsideredessentiat forc h ren 
Adding this Medicaid benefit for pregnant women and-  mothers& c hildren under age 5 
will help many New Hampshire uninsured citizens who lac k access to oral health care 
and now must resort to hospitate ryergenct rooms for their U ntreated de ntal: profile ms_ 

NHDHA. believes that Medicaid expanSion, which will increase overall health coverage 
for uninsured, poor adults, is ;a solid first ste p toward improving pu blic health in our 
state _ The proposal fora pilot program for oral health care for pregnant women may 
mark the begin ning of .a new mov=ement in New Hampshire to add a dental b=enefit to 
Medicaid cove rage for all= eligible-adults. We need to start moving-toward a syste m that 
finally treats oral health :as part of ou r total health_ 

Thank you for your workon the Medicaid waive rand your commitment to this effort_ 

Since rely, 

Mary Ru.,, P resident 
NH DHA Board of Trustees 
info 71 nhdha_org 

New Hampshire Department of Health and Human Services 

Building Capacity for Transformation Section 1115 Demonstration Waiver Application 
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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 

Proposed NH Meckaid Innovations Wa 	Public Heating - May 8, 2014 

Good 

My name is Joan fithieraki and I am a practicing dental hygienist, Past President of the NH 
Dental Hygienists' Association and currently serve on the Board of Trustees of the American 
Dental Hygienist' Association. I know from my many years of leadership and health poky 
advocacy, that we cannot solve bomorrow's problems with yesterday's solutions. I commend the 
NH Department of Health and Human Services for proposing the initiatives within the "Buikiiing 
Capacity for Transformation Section 1115 Demonstration Waiver as forward 	rams 
that serve the whole 	n with a focus on wellness and prevention and just metier sense for 
New Hampshire. 

I support the draft Waiver's 	Oral Health program for pregnant women and mothers of 
children up to age 5, because oral health care for pregnant women has been shown to reduce 

omes, including pre-term (premature) and low birth-weigft babiesas 
well as reduce the transmission of dental disease from mothers to children. Oral health 
image for mothers up to the age of 5 also provides Moms and kids with a rnea 
°ppm 	for access to essential dental care to stay healthy. 

rm pleased to see a component of the Oral Health program include smirking 
According to the Surgeon Gal's Report on The Health Consequence, of Smoking, 
remains the leading cause of preventable death arid has negative health impacts on people of 
all stages c6 lie. It harms unborn babies, infants, children, a olescents, adults and seniors. 
There may be no better tine to intervene and have a successful quit attempt than when a 
mother is carrying her unborn chid. My experience working in collaboration with oral health 
stakeholders and communty heath professionals on developing and implementing a 
professional workshop for Oral Health Providers, `Motivating Patients to Quit Tobacco", to 
me that oral E alth ftrzntidecs can piary a key role in identilying and enrolling their patients in 
smoking cation. 

rm confident that this oral health program will demonstrate a positive measurable outrerne for 
pregnant women and their young children, the ripple effect of which could last a lifetime, even 
generations! These initiatives wit go a very long way toward reducing the overall burden of 
use on the citizert* of our state. 

Thank you for proposing this important benefit and demonstration program. I also will be 
the 	ength of my support for tt>c proposed me etprogram to members of the 

legislature's Joint Frye I Committee and to CMS. 

Joan Kenney Fitzgerald, RDH, BS, CPHDHc 
69 Lancelot Avenue 
Manchester, NH 03104-1419 
Mobile: 603-493-4723 
Email: jnankfabcomeaninet 
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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 Received: 5/12/2014 at 9:08 AM 

From: Kenneth Jue 

23 Ridgewood Avenue 

Keene, NH 03431 

(603) 903-3323 

ken(e4kenjue.com   

To Representatives of the New Hampshire Department of Health and Human 

Services, 

I 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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TESTIMONY related to Dental Care for Pregnant Women and their Children Progra m for Public Hearing, 

May 12, 2014, on the 'Building Ca pacrty for Transformation' Section 1115 DemoristrationWaiver  

Application, submitted by Kenneth I ue, 23 Ridgewood Avenue, Keene, NH 02431 

As a member of the Board of Directors of .a .community-based non-profit (501c3) dental practice named 

Dental HeaithWorks established in 2003 in Keene, NH i would like to presentthis testimony to support 

addressing 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 health 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 uriderserved populations. The primary target populations served by this practice 

are persons who are low-income, have a demonstrated disability (Le., developmental disability, serious 

mental lilness ., Medicaid insured, including children and youth on Medicaid, and the uninsured. The 

practice is also open to providing. dental care to the general public. The staff includes a team of dental 

professionals led by a full'-tire dentist/executive director, a pa a-time dentist., five or six dental 

hygienists and dental students from Boston University School of Dentistry. The Endowment for Health, 

Concord, NH provided a substa ntial gra ntto help establish this much needed community service. 

Each year Dente lHealthWorks. treats hundreds of people. from Cheshire County. The revenues of the 

practice are diverse coming from.a combination of Medicaid insurance, private insurances, a few small 

periodic donations and modest payments from a cluster of community agencies. It is financially strong 

and has been so for a number of years. Several years ago the practice purchased its previously leased 

space and building and then increased its dental service volume. The practice also provides Cheshire 

Smiles, which is a preventative dental cleaning and education program. initiated by Cheshire Medical 

Center, to a significant number of children. in preschools and the public schook in the Monadnock 

Region. The Board of Directors and the staff believe firmly in preventative care, thus, this function is 

appropriately staffedto represent this part of our service to the community. Although t cannot speak on 

behalf of the full Board-of Directors of Dental Health).WoriG, I wish to whole-heartedly support this 1115 

Demonstration Waiver and believe that it is very important to provide dental 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 is approved. 

5/12/2014 

Kj 

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 2:1.6 PM 

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

I am resending this testimony regarding the expansion of the InSHAPE program to children and 

youth with serious emotional and behavioral disturbances and to persons with a developmental 

disability. 1 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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TESTIMONY on the InSHAPE Program far Public Hearing, May 12, -2014, on the "Building Canatity for 
Transformation Section 1115 Demonstration Waiver Aoplicetion, submitted by Kenneth lue, MSSA, 

Principal Consultant, Ken Joe Consulting, Keene, NlI-1 and creator of the InSHAPE program 

I strongly believe that the InSHAPE program is a very effective model in• serving special populations end 
that it can effectively benefit children and youth with serious emotional and behavioral disturbances 
and persons with developmental disabilities. it is currently helping persons across our State of New 
Hampshire experiencing the most serious -mental illnesses to improve their lifespan which is 25-30 years 
Shorter than the average lifespan of other American Citizens. It has been studied here in New 
Hampshire since 2003 by the Dartmouth Center for Health and Aging. Eath completed study adds 
evidence to the programs efficacy and benefits to these 	Presently, a statewide study in cur 
state is further testing the efficacy of the model and how additional components can increase and 
enhance the health benefits for Medicaid -populations experiencing a broad range of mental health 

issues and problems. In addition to replications of the InSHAPE program here in New Hampshire, 
InSHAPE has been replicated by community mental health agencies in the states of Mithigan and Texas, 
and in the cities of Pittsburgh, Pennsylvania and Providence, Rhode Island_ Each of these agencies is 
evaluating and studying the health effects and benefits for their clients Who are experiencing serious 
mental illnesses. Pius, far they are seeing significant improvements in the health status of those clients 
enrolledin InSHAPE. These agencies have expressed their great satisfaction with having implemented 
the program. l em -not aware of any other on-going health improvement program in the country 
targeted for special populations that is undergoing the extensive study and evaluation as is the InSHAPE 

program and which is demonstrating such positive results. 

Why was the- InSHAPE larsieram created? As a former chief executive of Monadnock Family Services in. 
Keene, New .Hempshire, 1 created the InSHAPE program. in-2003 for the agency in order toaddress and 
attack the lifespan gap crisis that has befallen -adults with serious mental illness in our community, our 
state and our nation_ People experiendng a serious mental iliness, such as schizophrenia, major clinital 
depression or serious bi-poler.disarder„ are disproportionately dying at younger ages than the general 
population.. The lifespan disparity urged for these individuals is 25-30 years shorter than the normal • 
expected lifespan in the United States. Cardin-vascular disease, diabetes, metabolic syndrome, 
respiratory or pulmonary issues and high blood pressure are the primary health conditions that are 
leading to the premature deaths of these persons. However, not only are they living with these co-
morbid life threatening conditions, they experience significant disparity in access to essential societal 

resources. They are generally not welcome 'patients in primary care clinics or other medical services, at 
community fitness facilities sr recreation centers and in numerous other societal institutions and 
organizations. To make things worse, their levels of unemployment are 10 times that of the general 
population, thus most are to income; they live in sub-standard housing and have low levels of 
education:. They have poor access to healthy foods, so that lack o. fa healthy diet is another major 
problem that contributes to-their overall poor health status. Finally,  they suffer from significant social 
.distrimination. These factors all contribute to their shorter lifespan. 	• 

What is the InSHAPE :program? The InSHAPE program is intended- to be a person4tentered and 
individual recovery-facused initiative to address the eboalPE problem and needs. Each InSHAPE 
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participant is ._urged and supported to take charge and to:define their personal health aspirations and 

goals. InSHAPE partidpants identify and direct their own health plans and -choose their own goals. 

[Control is a positive health impact factor.) Thus, each .participant is encouraged to take responsibility 

for their own health status and health status improvement. The InSHAP'E program firmly adwJcetes that 

all health creation activities that participant identifiesend selects should take place M mainstream 

community settings, not in a mental health agency or other mental health institution This promotes 

social inclusion, and community soCial inclusion is another proven and well -understood factor that 

contributes to building positive health status. The InSHAPE program seeks to improve the quality of life 

of its :participants and to help them:commit to making significant and lasting behavioral lifestyle changes 

through engagement in and with their communities. This approach can :help-to reduce the 

discrimination that is faced ':by persons experiendng a mental illness. 

The core components of the InSHAPE program. include: 

The Individual InSHAPE Health Plan contains fitness goals, healthy eating goals :end, possibly, for 

those :participants who smoke, smoking cessation interventions, and sObriety for those abuting or mis-

using substances„ such as alcohol and- other drugs. 

2. Health Mentors are the core staff cif the program and are an certified personal trainers, who work 

closely with. each participant and fulfill the roles of health :consultant trainer, educator, facilitator, 

advocate and Cheerleader. 

3. Routine and ready access to primary care.. 

4. Community Partnerships, whichmay .include small or large businesses, fitness facilities, nutrition-

education and medical providers, are part of the heart: of the program. 

5. Community Engagement and Social Inclusion strategies. 

G. Smoking cessation 

Common health issues for program participants include: substantial ovemeight„ obetity, cardia-

vascular complaints, chronic pain, poor balance and a history of falling and broken bones, Chronic dental 

issues, diabetes, sleso disorders,. respiratory issues and incontinence... 

A few of the findings from the on going studies conducted- by the Dartmouth Medical Center's Center 

for Health and Aging include: 

I. The Health Mentor :relationship is highly valued by successful program participants and credited by 

these program pertidp-ants with their individual progress and success. 

2.. Improved.cardist-vescular status 

3.. Improved :(-) symptoms related to mental illnesses of the participants being studied. 
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4.. A significant number of .participants experience significant to moderate weight loss andjar -make 

other Changes in their lives, by changing their diets, finding employment or returning to school or 

college. 

What do InSHARE :participants say about the program and their participation in it? 

'Today I go to the gym three ti mes a week. I meet wonderful people" 

"In-SHAPE has literally saved my life. It gave me hape.........Isuffer from depression and .....feelings of 

worthlessness. It has given me new life' 

"I have been given a gift &SHAPE). !have several diagnoses (chronic depression, personality disorder, 

MD). I have made Changes because of InSHAPE." 

"If I can lose this weight I can do anything (Etehna just started a new jot.) When I'm working and 

healthy, I feel my best." 

Other thoughts Shared by participants about their experience with InSHAPE refer to how InSHAPE is 

changing many of their lives, but that many of the participants reach the recognition that it takes hard 

. work and much effort to turning their poor health status around. Becoming fit and staying fit is very 

hard work. Eating healthy is a major Challenge, given the limited econornk resources of the large. 

majority of InSHARE participants. However, participants report that they are able todo things they did 

not think they could ever do 	leave their homes and interact with strangers in fitness centers, attend 

cooking classes, participate in swirnmiing classes, etc.)... Participants feel more energetic in the pursuit of 

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

In conclusion, InSHAPE appears on the surface to be a combination of common sense strategies, but it is 

really a carefully constructed and woven set of beliefs and processes for building major health 

improvements, and not only a weight loss initiative, although weight loss is important in combating the 

co-morbid health conditions of these participants. InSHAPE is a program intended to improve the 

overall quality of life for persons experiencing a serious mental 	end to help them make major 

behavioral lifestyle changes. It is a program that underscores and represents the aims of this 

demonstration waiver, es it promotes consumer direction throug-h the person-centered and recovery-

focused philosophy and processes embodied in the program. Jr promotes and strengthens linkages and 

access to acute care medicine and other community resources as described in the waiver application. 

The program philosophy can be applied and the core components can be adapted to the needs of 

children and adelescents with serious emotional disturbances and to the needs- of the developmentally 

disabled population. It can help these children and youth avoid and can prevent a future serious health 

disparity in adulthood. We have.  already begun a Ideal community !planning process in the Keene area 

to adept the program for these Children and youth with an interagency groUp of community 

organizations led by the local community mental health center, Monadnock Family Services, in Keene, 

New Hampshire.. New and additional community Interagency and cross-sector partnerships have 

already been forged to serve these young people in creative and innovative partnerships. Similar ta the 
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inSHAPE :program, we Will develop -a program implementation .manual in the coming months. A. 

similar planning process could be initiated to. effectively adapt t:hs InSHAP- E program to serve persons 

with a developmental disability ia.tiowing the completion ofthe : planning process for children and youth 

and the approval of this waiver application.. This population of persons also needs a substantial health 

irnprovementinitiati,te, as they are similarly subject to the many risks experienced by persons 1,44th a 

serious mental illness. It is my hope that this waiver application will be accepted and approved by the 

Center for Medical Services, as it \Oil greatly e-nattle end facilitate the -adaptation of this program t 

address the circumstances of these additional populations in our state.. 

5/12/2014 

kj 

State's Response: 

Thank 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 

smattsongnhla.org  

Dear Jeff 

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

I reiterate NHLA 's support for the oral health pilot project. I am writing to ask a question 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 fail to meet the compliance goals will have their dental benefits 

terminated. If so, what plans does the Department have to build in good cause exceptions (e.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 Vinci  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? 

I look 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 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 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 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 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 to he 

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. 

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 

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

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

New Hampshire Alcohol & Drug Abuse Counselors Association 

New Hampshire Training Institute on Addictive Disorders 

130 Pembroke Road, Suite 100 

Concord, NH 03301 
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nlitiad(&,gmail.com   

The NH Alcohol & Drug Abuse Counselors Association would like to submit for consideration the 

,following comments in response to the Draft Building Capacity for Transformation Section 1115 

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 

19)emitpiefri 

Ne167 tiarnpmhirz fileohof & rug tIburtz Counztorz litzociation 

Nzw liampthirz Training Inztitutz cart tiddietive Dizordv_ra 

art 1%11.7.hrakc Read, tilt; lee 	( ) 2-7tvaa phonis.  
Concord, fiiti 03304 	 way 	tax 
ume_nhad 528.01. 	 nhtibdignmairpeintrxi 

May 17, 2014 

Jeffrey A Meyers, Director 
Intergovernmental Affairs 
NH Department of Human Services 
Concord, NH .3301.  

1115waiveredblis state.nhus  

Dear- Mr. Meyers, 

The NH Alcohol & Drug Abuse Counselors Association would like to submit for consideration the 
following comments in response to (he Draft Building Capacity for Transfarinteion Section 1115 
Demonstration Waiver. 

We would like to applaud. the work and significant :efforts put forth in the review and writing, of the 
draft Section. 1115 demons,tration -waiver. We agree and appreciate the recognition of the need to 
enhance health caw, .delivered in NH and the .focus identified. of imprr3ving and expanding alcohol and 
other drug service delivery. We coricui with the identified critical need to increase the delivery of 
substance use disorder (SUD) treatment with community providers in hospitals, health systems, 
community mentR1 health centeib, federally qualified health centers and rural health clinics. With. the 
advent of Medicaid expansion, building the substance use disorders workforce is increasingly 
imperative. As licensed professionals in the substance abuse profession we have observed. these areas 
of need for a very long time and. find the,  prospect of change and-  improvement both refreshing and 
quite hopeul. We strongly support the Designated State. Health Program. ('SHP) that seeks to 
"Establish a grant program that wouldAnd training education-  and worWorce development program.
focused on SED treatment and services_ " 

The state plan for re-forming the mental health system is prominently mentioned in the introduction of 
the goals of, and background for, the waiver_ We encourage the committee to mention as. well as 
examine and incorporate. the March 2013 strategic plan, Collective Action — Collective impact: New 
Hampshire's Strategy for Reducing Alcohol and. Other Drug Misuse and Promoting Recovety, a 
publication of the New Hampshire Governor's Commission on Alcohol and Drug Abuse Prevention, 
Interyention, and Treatment. This document may provide insight, guidance and support for the DSIiPs 
identified in the Section 111.5. Demonstration Waiver. Given that the application is the road map of 
what will. be  fUnded. by the waiver process, -alignmern with the NH substance. abuse strategic plan is 
important 
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We Aso believe it essential to suggest language be added in. relation to curriculum components that 
.include those that specifically identity program such. as: 

4' 	Screening, Brief Intervention and Referral to Treatment (SBIRT); 
• Substances Misuse and. Abuse Trends, and 
• Navigating the SUD Provider Network 

We have often found that medical providers. in primary Care settings,. hospitals and et ergency rotate 
have not. asked. the addiction related questions due to a lath. o inforniation, an absence of 
understanding of what to do with the information that is received, and not knowing where to refer their 
patients for treatment services_ 

As the profession most experienced, trained and educated in 'substance use disorders, we stand ready to 
work with the. Department of Health and Human Services, as well as the medical. and mental health 
systems, to ensure that the goals identified in the rhaft Building Capacity for Tizzns nrration Section 
1115 Demonstration Waiver will be accomplished., 

If you have any questions p 16&e feel free o contact a at nhtiadri.kmaitcom; (603) 225-70 or 
(603) 724-7520_ 

Respectfully, 

tanne Pepin, MEd, Tii4LADC 
Executive Director 

Peter DalPra, 	, DCS 
President 

New Hampshire Department of Health and Human Services 
Building Capacity for Transformation Section 111.5 Demonstration Waiver Application 

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 Demonstration 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 (SHIRT); 
• 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. 

77 	 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 

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) 

mpritchardgenesishh.org  

www.genesishh.org   

Just wanted to be sure my thoughts on adding a little 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 i f 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 i f a center has the ability to have a doc face to 

face for a patient but not in the suite ( say Plymouth doe is out sick Laconia doe 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 Wolfeboro on any given day ....it makes no sense to deny patients services 

nor does it make sense for the centers to 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 are left should be part of the retention efforts this cmhc 

system has been decimated over the years and we must try to stop it. 

The bricks and mortar reward 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 MEI / SA spends 
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...keeping in mind the state has a contract with a for 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 been updated to include telehealth as potential pilot 

programs under the community reform 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 implementation is approved by CMS. 

DHHS has vered 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. 

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) 225-9540 Ext. 109 

Fax: (603) 415-9543 

mmerrittnew-futures.om 

Attached please find written comments by New Futures and the NH Providers Association on the 

1115 Demonstration Waiver. 
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New Hampshire Department of Health and Human Services 

Building Capacity for Transformation Section 1115 Demonstration Waiver Application 

May 19-, 2014 

Commissionier Toutripas 
Office of the Commissioner 
NH Department of Health & Human Services 
129 Pleasant Street 
Concord, NH 03301 

Re: 1115 Demonstration Waiver Comment 

Dear Commissioner Toumpas: 

New Futures and the New Hampshire Alcohol and Other Drag Service Providers. Association 
(NH Providers Association) appreciate the opportunity to comment on the Draft 1115 
Demonstration Waiver to be submitted to the Centers for Medicaid Services by the NH 
Department of H.ealth andHuni  ii  Services_ 

New Futures is a nonpartisan, nonprofit orpni7at 'on that advocates, educates and collaborates to 
prevent and reduce New Hampshire substance abuse problems_ New Futures envisions a State 
and local communities where public policies support prevention, treatments and recovery 
oriented efforts to reduce alcohol and other drug. problems. 

The NH Providers Association works .specifically for providers in the sUbstan e abuse 
profession_ The NH Providers. Association works for providers. by advocating, facilitating and 
communicating with fauders, policymakers and the,  public to,  .ensure high quality substance abuse 
prevention, treat neat, intervention. and recovery Slipport services are available for the citizens of 
New Hampshire_ 
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For the. past decade, New Futures and the NH Providers Association have worked diligently to 
ensure the citizens of New Hampshire have access to quality behavioral health services. New 
Futures and the NH Providers. Association were overjoyed by the recent passage of the New 
Hampshire Health Protection Plan (NHHPP), which will expand access to substance use 
treatment to approximately 7,000 New Hampshire residents.. 

With the passage of the NIIHP13, the NH Department of Health and Human Services (the 
Department) was tasked with creating a service array for the new Substance Use. Disorder (SLID}  
benefit. The Depar 	talent recommended a comprehensive and robust SUD service array, which, if 
passed will ensure the residepts of NH have access to high quality SUD care and treatment_ 

Given the small size of the existing SLID provider network in New Hampshire, the 1115 
Demonstration waiver provides a critical opportunity for building and expanding New 
Hampshire's SUD provider network_ With that in mind, we offer the following comments. 

Capacity Retention Payments 

The draft 1115 Demonstration waiver proposes to provide incentives to hospitals who pledge not 
to reduce their mental health or substance use disorder related services_ This payment would be 
approximately 10% of the hospital's existing Medicaid. claim payments for mental health and/or  
substance use related services, based on previous years.. 

Given the pressing need to establish a parity compliant SLID benefit, New Futures and the NH 
Providers Association urge the Department to consider offering an enhanced payment for SUD 
providers who also pledge to retain their treatment capacities_ Offering an enhanced match would 
not only help SUD providers remain operational during the period of transition to Medicaid, but 
it would also encourage SIM providers to accept Medicaid patients. New Futures recognizes that 
the enhanced match for SIM providers would not be able to be calculated in the same manner as 
the match for hospitals, as many providers have not previously billed Medicaid. As an 
alternative, we would suggest setting an enhanced match at 10% of the fair-market value of the 
services rendered by each SLID provider_ 

Pilot Program Pool- Integrated Care  

The proposed 1115 Demonstration wavier includes the creation of a "pilot program pool, which 
would allow the Department to fund .grant applications from hospitals, health systems and 
community providers to create pilots related to improving the delivery of physical, mental and 
behavioral health services. integrating physical, mental and behavioral health care allows for the 
coordination of care between providers and reduces healthcare costs. Integrated care models 
have been recommended to the. Department by the. Governor's Commission on Managed Carel  
and numerous stakeholder groups. The Federal Government also encourages the use of 

See Governor Hassan's Commission on Pvlanaged Care, Recommendation 3, April 3, 2014. Available at 
http://w,vvr_governor nh_govimedWnews/2014/documents/rnm-04-03-203A-recornmenciations.pdf 
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integrated. care and offers an et iced match. wider the Affordable Care Act (ACA) for stat 
who adopt a "Section 2703 Health Horne" service delivery system. New Futures strongly 
recommends that the Department consider obtaining this. federal match by filing a State Plan 
Amendment, as these federal funds will provide further support. of integrated healthcare,  in New 
Hampshire_ 

New Futures understands that, under the ACA, the federal match expires after four pat-telt and 
we appreciate the Department's concerns. about funding a health. home system after the federal 
match ,expires; however, we woutd argue that the State of New Hampshire is already obligated to. 
provide the minimum requirements for an ACA compliant health home under federal parity law 
and the NHFIPP.2' A state plan amendment: adopting a health home model would not: only capture 
federal dollars for services. New Hampshire is: already required to provide, but will ultimately 
lead to a significant cost-savings for the State.3  

Substance Use,  Disorder Workfare Development 

The third priority identified by the Department in. the 1115 Demo.nstration Waiver is the creation 
of a. strong SUP .workforce To promote ik- creation of a strong workforce, the Department 
hopes to fund a grant program which will distribute fiinding to hospitals, health systems and 
community providers who administer SID training and educational program. New Futures and 
the NH Providers Association strongly support this section of the waiver; however; New Futures 
and the NH Providers Association strongly recommend that institutes and professional 
organizations be eligible to apply for grant .ftmding and administer train ings In fact, the New 
Hampshire Training Institute,  on Addictive Disorders (NHTIAD)carr.ently provides training and 
professional developmelit opportunities for SUB providers.; permitting institutes like NHTIAD 
access to grant funding. would :allow for further expansion of their curriculuirm to meet the 
State's needs under this waiver.. 

Integration of the Children's Behavioral Health Plan 

As a final note, New Futures strongly recommends the incorporation of the Children's 
Behavioral. Health Plan (CB:HP) under the mental health reform section of the 11.15 
Demonstration Waiver. In March 2013, the Children's Behavioral Heath Collaborative released 
a comprehensive plan for the transformation of children's behavioral system in New Hampshire. 
By incorporating the CBHP into the 1115 waiver application., the State of New Hampshire may.  
be able:to secure much needed finding Which would support the CBHP's implementation_ 

2  See Takach, Mary et al. Devefopirq OM( Impiementing.  SEC:fell 270 Health Home State °priori: State :Strategies to 
Address Key Issues, National Academy.  for State Health %fig, July 2012_ Available at 
7ntD:iina5h0-craisites/detaultlfil,W1'kerzitthorne state ...potion strateales.section.2703„Pdf 

See generally td_ 
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Thank you for the opportunity In submit these comments_ New Futures and the NH Pr vide 
Association look forward to working together -,7,:rith the Department to ensure the successfill 
implementation of.  the New Han 	 Health Protection Plan. and its associated programs 

Sincere y, 

Linda Saunders Paquette, Esq. 
Executive Director 
New Futures 

Lt LA- 	laikakerc- 

Michele. D.. Merritt,. Esq. 
Policy Dii.rector 
New Futures 

Abigail Shockley, MPH 
Exeoulive Director.  
NH Alcohol & Other .D.mg Se ce l oides Association 

New Hampshire Department of Health and. Human Services 

Building Capacity for Transformation Section 1115 Demonstration Waiver Application 

State's Response: 

There are numerous initiatives proposed in the Waiver addressing health care challenges faced by 

SUD providers. For example, SUD providers are eligible to submit proposals and budget requests 

for 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 to 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 03301 

603-415-5550 

gbrown6?4nhoralhealth.org  

Thank you for the opportunity to provide both oral and written comments 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 

• A Costly Dental Destination: Hospital Care Means States Pay Dearly 

• Improved Health and Lower Medical Costs; Why good dental care is important 
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NI He NeWitampishire Oral ilealtluGualitkm 

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

May 2O 21U4 
`Building Capacity for Trartiforination" Section 1115 Waiter Comm 

Kathien: Dural, .Director; Medicaid. Program 
Brown Building. 
2411 Department of Health. and Han Seas ia~ 

129 Plea.sant.Street • 
Concord, NH 03301 

Dear Ms. Durm 

The New Haropilaire Oral Health.Coalition is a diverse goup of orgacic-lions, agencies. and 
concerned about the impact of oral health issues facing New Hanapshire_ This group i: broadly 
repenentative of those involved in oral health 	planning and ILIOClillff nrcludiriP the dental anti 
merlicil communities, the leOature, educational progr.ana, advocacy groups, insurance providers_ state 
agency leaders, ancklnivate fun:1ms. 

Established in 20ft2.,, this .critical public initiative convened by the .Endotement for Health andithe New 
:11=p:shire Department of Health and Human_ Semites as die Crealitien rniNeir Harupstaie Oral Health 
Action published the New Harurrshire Oral Health_ Plan: A Framewoii for Action tit protitrie ntrtic:ture. and 
vision for oral health advancement in New Hampshire_ Maint,iniiig- the spirit .of the plan asa 
tincurnwnt7 the Coalition continues to work towarol'i vision of optima/ viral ltealtitAr the mit:lents 4. 
New Hampshire. 

Piiuciples 

Dental decay is the 41 chronic disease in children both in NH and in. nation; 
• Decay is caused by bacteria thatis eatilyPassed from caregiver to.chdallsy shaming offing 

uterrals, mother -cleaning a OPs'ifi.in With saliva, and direct. contact .Thereby, twain& in young 
Children can be prevented in part by reducing bacterial transfer from the caregiven. 
PrernAnr woman are mien unaware of the importance of getting oral health.eare dining 
pre=ancy; in fact, some have been aclviserl•that dental care during po..rriancy is 

• Many pa-want-women. are not told by Chair medical providyr: than oral health cam 
prepoapey is important and recommended; and in reality;. they May have no-resources to•receive 
that cart; 

• NHOHC provider roPrulams remort they are s•Picrwomen during pregnancy that erience gum 
cliSease„touth deCZY ,brEkkOM.and niinsing teeth, poor nutrition, smoking habit and more that 
affect .their oral health, overall hell& and foncijoo-, 
Preg3iarrt women who it:1.14E17M oral health into tlipir Dien care timing prevaancy are Mare likely 
to continue beyond petulancy and teachiencounge the same in their children; and 
314.251 irttparta.ntify; goad oral isealth it: a fasardation qi goad overall health: 

N1101 -1C Suomi. SiMsport the 1115 Waiver an- its Plan to Address 

• Oral health education to prepaant women ;ma 7y-wag mothPrs; 

New Hampshire Oral Health Coalition • 4 Park Street, Suite 403 Concord, NH 03301 • Teh (603) 41.55550 
www.nlioralhealth.org  
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New Hampshire Department of Health and Human Services 

Building Capacity for Transformation Section 1115 Demonstration Waiver Application 

Education on time oral health impact of .5moking,, supported by the current mucking cessation 
program 'benefit mid 

A. Dentral Botta Pilot Project that provides a near-econpre:henoive.denbl benefit. for pregnant 
women enteringthe program -up-to their child's age. of 5. 

We .believe the pilot is, an irpyortimity.  to target a specific  and distinct poop that is easily accessed and 

easily :ineesured;-  and that imptrarred oral ligalth inth.k. populaton_ will result in foramen' saviuls to the 

Medicaid and untampensated care forwliing for dental cams film-  the mother and her children. 

Literature Supporting the PotentiR1 for Cost Reductions. through the .Povision of Preventive Care 

	

Tim a.2010 white paper, Immured Health and Lower :Medical 	Why Good Dental Care is Inatiortant 

Cigna reports the foil:twine Attached_ 

Every dollar spent VII p EVElatine dental care, cansave: $8 to $50 in restoraire and emeryemergency 
care, and 

* repaid women wills untreated gum i,liqease me up to &lent tinuac more likely to pi,- e birth 
prematurely with msociated litieh cost for the birth and pmt year of life of the child 

Likewise in A Costiv-  Dental`  Destinaiio Hospital Care Means _States Pay Dearix, February 2012, the 

PEW Center on the States adds 

* 	Dental care pomaded in the hospital. via ,emergmacy room or in,paitient seriice is considered to be 
up to ten times more ei-yensive fraan  the preventive care that could have been yroviderl in the 
c, 	unify. 

This sup.ports the expectaiion that witia improved oral .hevIth, through early.  preventive care, it is 

reasonabk to expect /DM g.teams salri.11gs. fatt e Medicaid program_ A/Minimally intepation of the 

1pairrlirrer and behavior change may- triowin that the mother will begin any sibs:equentpregnancies fit= the 

standpoint of better health thereby leveraging the edneational and serrice activities from the pilot 

propem Mtn,  the health of future children by .delaying exposure to the bacteria that cans.— decay.. 

a- if 
	

for cs-diseiplinary support and interatrasetion 

We encourage NH Medicaid to irrloitwalt the -nand :aids. for both. the edrameationl and pilot project'  

not only supported evidence-based science but that are consistent with best-practice, accepted clinical 
standards,:  and recoMized in die 2012,, Nat /Taal. Meter-nil and Child .0ral. Health Resource Center 

published. Oral Health Care Duthie.  Pregnancy: A National Consensus Statement — Summary of an Expert  

Wank:moor/ Meetine that was written to poovide guidance to the many health profsirtrials involved in. the 

care of pregnant women_ 

The expert workgrow consisted of individuals with expertise in prenatal and dead care including 
representatives from the American Academy of P-ediatrics, American Academy-  of Pediatric Demist, 

American College of Gynecologists,..Amerie.m Dental Association, /the: American Dental Hygienists' 

AMQ,CiltiflO, the ?Timken. Association of State and Territorial Dental Directors, the Meolicrad-CHIP State 

Dental Association, the. Nanctnal Ma:tem/alma Child. Health Center, mid many more committed to 

improving-  the oral health of pregnant women and their thil en_ The .docrinent is available at 

New -Hampshire C3Il Health Coalition • 4 Park Street, Concord, 	0.3301 t6,03) 415-5550 • s wwinhoralheaWnzrg 
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New Hampshire Department of Health and Human Services 

Building Capacity for Transformation Section 1115 Demonstration Waiver Application 

ww-us.rechoralbealth.ore. 

The 1115 Waiver oral. health education. ang, pilot propane, as outlined,. addresz many of the Consemits 

recommendafiom :including 

Preventive, diagnoTtin, and restorative denial treatment is safe throuesout preginancy and is 
effective in improving. and .322.-i3it7irrin g oral health,-. 
Educating ineEnert rominen about pre-oar:tine and treating: dental caries is important fin- worripres 
oral health and. the fittute or$ health oftheir child; 
Dental decay, caused by bacteria. . is. transinittable from mother to thild.„ and .education and 
counseling may reduce:incidence. 

Thank you for von coniideration of these comments. Please contact vb. if you have any questinrK 

Sincerely,:  

Gail T Bromic, Esq., M.SW 

glirwngthoralhealth.org  

Director 

New Hanc43719ire Oral Health Coop 

44 Park Street. Suite egld 

Concord, New Hampshire 03:301 
603415-5550 

new RamOhire Ora/ Health Coalition * 4 Par 'k Street, Concord, NH 0330.1 11:643..) 415-5550 miro.nhoralinealtb.,orgi 
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Cite as 

Oral Health Care During Pregnancy Expert Workgroup. 2012. Oral Health Care During Pregnancy: A National 
Consensus Statement—Summary of an Expert Workgroup Meeting. Washington, DC: National Maternal and Child 
Oral Health Resource Center. 

This publication was made possible by grant number H47MC00048 from the Maternal and Child Health Bureau 
(MCHB) (Title V, Social Security Act), Health Resources and Services Administration (HRSA), U.S. Depart-
ment of Health and Human Services (DHHS). Its contents do not necessarily represent the official views of 
MCHB, HRSA, or DHHS. 

Oral Health Care During Pregnancy A National Consensus Statement—Summary of an Expert Workgroup Meeting 
0 2012 by the National Maternal and Child Oral Health Resource Center, Georgetown University 

Permission is given to photocopy this publication or to forward it, in its entirety, to others. Requests for permis-
sion to use all or part of the information contained in this publication in other ways should be sent to the address 
below. 

National Maternal and Child Oral Health Resource Center 
Georgetown University 
Box 571272 
Washington, DC 20057-1272 
Phone: (202) 784-9771 
Fax: (202) 784-9777 
E-mail: OHRCinfo@georgetown.edu  
Website: bttp://www. rrI ho r al heal th o rg 
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Maternal and Child Health Bureau 
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American College of Obstetricians and Gynecologists 

American Dental Association 
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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. In 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 health 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 Health 
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 
Health 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 (HRSAs) 
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 HRSA's MCHB in collaboration with ACOG and 
ADA and coordinated by the National Maternal and 
Child Oral Health Resource Center. The meeting was 
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held 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 Center, 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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National Consensus 
Statement: 
Guidance for Health 
Professiona s 
Guidance for Prenatal Care 
Health Professionals 
Prenatal care health professionals may be the "first 
line" in assessing pregnant women'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 evaluation 

* Take an oral health history. Following are examples 
of questions that prenatal care health professionals 
may ask pregnant women.` his 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 problems in your mouth? 

• Since becoming pregnant, have you been vomit-
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? 

in 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., a 
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. 

ot 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. 

N 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 to Share with 
Pregnant Women.) 

a Counsel women to follow oral health professionals' 
recommendations for achieving and maintaining 
optimal oral health. 
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mprove Health Services in the 
Community 
• 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). 

6 Establish partnerships 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. 

* 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. 

is Provide culturally and linguistically appropriate 
care. Take the time to ensure that women under-
stand the information shared with them. 

Work in Collaboration with Oral 
Health Professionals 

* Establish relationships with oral health 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 

6  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). 

6 If 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 office to 
schedule care. 
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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 

al Take an oral health history. Following are examples 
of questions that oral health professionals may ask 
pregnant women. This information may be gathered 
through a 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 problems in your mouth? 

• Flow 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? 

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

• Have you received prenatal care? If not, do you 
need help making an appointment for prenatal 
care? 

■ in addition to reviewing the dental history, review 
medical and dietary histories, including use of 
tobacco, alcohol, and recreational drugs. 

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

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

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. 

m 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 Women.) 
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Work in Collaboration with Prenatal 
Care Health Professionals 

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. 

a Share pertinent information about pregnant women 
with prenatal care health professionals, and coordi-

nate care with prenatal care health professionals as 

appropriate. 

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

d,  Co-morbid conditions that may affect manage-

ment of oral problems (e.g., diabetes, hypertension, 
pulmonary or cardiac disease, bleeding disorders). 

* The use of intravenous sedation or general 

anesthesia. 

• 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. 

IFY 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. 

la Use a rubber dam during endodontic procedures 

and restorative procedures. 

kt Position pregnant women appropriately during care: 

• 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. 

c5 Follow up with pregnant women to determine 
whether preventive and restorative treatment has 

been effective. 

Provide Support Services (Case 
Management) to Pregnant Women 
m 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, translation). 

a 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 
rA 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. 

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

pregnant women with low incomes. 

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

a Provide culturally and linguistically appropriate 

care. Take the time to ensure that women under-
stand information shared with them. 
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Analgesics 

Acetaminophen 

Acei-arriirrophen,*ih Codeine, 
HycliOeodone; it bxycodoue 

Codeine 

Mcpenchne 

Morph ne 

May.:be 'used during prepancv. 

May be used in short duration during pregnancY; 48 to 72 houn-s. Avoid in 
1st and 3rd inrnesters.  

slay be used duiing -)re,gliaricy. 

ever use during, pre4iiancy. • 

a prenatal care health pretess 	prior 
- 	- 	

ri
. 	• 	• 

sedation or eeral anesthesia_ 

bcused cit_tin, prcK. nancy. 

Kay be used, during pregnancy when topical or local anesthetics are 
inadequate. Pregnant women require loweilevels of nitrous oxide to achieve 
Sedation; consult with prenatal care health professional. 

;e alechulTfree prpduilts during pri*riati 

:May be used during pregnancy. • 

.&,c7;cpnalo sporins 

linrlamycin  

NIetroritciaz al 1. 

L'criid. 

rrac~i cline 

Local  anesthetics with epinephrine 
upwacarne, Lidocarne Mcpivac 

Cetyloviidiniurn chloride mouth rinse 

Chlorhexidirie rnbutn: 

Xylitol 

Avoid during prcgnancy, 

Aspirin 

Inipr?fen 

'Naproxen 

Antibiotics 

JUT (»dc 

,(.2.1arithrori, 

Le \ utlax4.c 

qxifi ox a ci 

• 

harmac •logical Considerations for Pregnant Women 
The pharmacological agents listed below are to be used only for indicated medical conditions and with appropriate 

supervision. 

 

indicattons, Contraindications and Spec 
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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. 

Sources 
American Academy of Pediatric Dentistry. 2011. Guideline on 

perinatal oral health care. Reference Manual 33(6):118-123. 
http://www.aapd.org/media/Policies_Guidelines/G_Perinatal  
OralHealthCare.pdf. 

CDA Foundation. 2010. Oral Health During Pregnancy & Early 
Childhood: Evidence-Based Guidelines for Health Professionals. 
Sacramento, CA: CDA Foundation. http://www.cdafoundation. 
org/Portals/0/pdfs/poh_gtidelines.pdf.  

Kumar J, Iida H. 2008. Oral Health Care During Pregnancy: 
A Summary ofPractice Guidelines. Washington, DC: National 
Maternal and Child Oral Health Resource Center. httpi/ 
www.mchoralhealth.org/PDFs/S  um mary_PracticeGuide 
lines.pdf. 

Kumar J, Samelson R, eds. 2006. Oral Health Care During Preg-
nancy and Early Childhood: Practice Guidelines. Albany, NY: 
New York State Department of Health. http://www.health. 
state.ny.us/publications/0824.pdf.  

Northwest Center to Reduce Oral Health Disparities. 2009. 
Guidelines for Oral Health Care in Pregnancy. Seattle, WA: 
University of Washington School of Dentistry. http://depts. 
washington.edu/na.crohcUsites/dcfault/files/oral_health_  
pregnancy3.pdf. 
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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, 
a bad tooth infection in your mouth could spread 
throughout your body). 

Get Oral Health Care 

g3 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 gingivitis 
(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. 

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

E If 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. 

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

Practice Good Oral Hygiene 

0 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. 

16 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. 

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

Eat Healthy Foods 

a 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. 

0 Eat 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). 

01 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. 

2  Drink water or milk instead of juice, fruit-
flavored drinks, or pop (soda). 
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*I Drink water throughout the day, especially 
between meals and snacks. Drink fluoridated 
water (via a community fluoridated water 
source) or, if you prefer bottled water, drink 
water that contains fluoride. 

te 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, broccoli, and green leafy vegeta-
bles, such as lettuce and spinach 

• Legumes (beans, peas, lentils) 

• Papaya, oranges, strawberries, cantaloupe, and 
bananas 

▪ Grain products fortified with folic acid (breads, 
cereals, cornmeal, flour, pasta, white rice) 

Practice Other Healthy Behaviors 

a Attend prenatal classes. 

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

i4 Stop any consumption of alcoholic beverages. 

Resources 
Cavity Keep itway {brochure and poster in English and 

Spanish) produced by the California Dental Association 
Foundation. http://vvww.cdafoundation..org/Leara/ 
EducationTraining/PerinatalOralHealthEducation/ 
PatientEducationMaterial.aspx. 

Dental rare Before, During, and After Pregnancy (handout) 
produced by the South Carolina Department of Health and 
Environmental Control, Division of Oral Health. http:// 
wwvv.scdhec.gov/aklministration/library/CR-009602.pdf.  

For the Dental Patient: Oral Health During Pregnancy-What to 
Expect When Expecting (handout) produced by the Ameri-
can Dental Association. http://vmnv.acla,org/993.aspx. 

Good Oral Health for Two (handout) produced by the North-
east Center for Healthy Communities, Greater Lawrence 
Family Health Center. ixttp://www.mchoralhealth.org/pdfs/  
goodoralhealthfortwo_eng.pdf (English), http://www.mch  
oralhealth.org/pdfs/goodoralcalthfortm_sp.pdf  (Spanish). 

Healthy Smilesfir Two (brochure) produced by the South Da-
kota Department of Health, Oral Health Program. http:// 
doh.sd.gov/Oralidealth/PDF/SmilesforTwo_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. http://www.youtube. 
com/watch?v.4m41.tR3s9sE  (English), http://www.you  
tube.com/watch?v-vuYTLjXG-do  (Spanish). 

Patient Education Tools (articles in Chinese, English, Hmong, 
Russian, Spanish, and Vietnamese) produced by the 
California Dental Association. http://www.cda.org/page/  
patient_eclucation_tools. 

Pregnancy and Dental Care (poster and wallet card) produced 
by the New York State Department of Health. http://vmw. 
bealth.state.ny.0  s/prevention/dental/publ a tions.htm. 

text4haby (mobile information service) produced by the 
National Healthy Mothers, Healthy Babies Coalition. 
http ://www.text4b aby.org. 

Two Healthy Smiles: Tips to Keep You andYOUr Baby Healthy 
(brochures) produced by the National Maternal and Child 
Oral Health Resource Center. http://www.mchoralhealth. 
org/PDFs/pregnancybrochure.pdf  (English) and http:// 
www.mchoralhealth.org/PDFs/pregnarx  rochure_sp. 
pdf (Spanish). 

Finding a Dentist 
• http://www.ada.org/ada/findadentisiladvance.dseareh.aspx  
• http WV/WW1-11 owyourteeth.com/findadentist  

Finding Low-Cost Dental Care 
• littp://www.nidernibi.gov/FindingDentalCare/Reduced  

Cost/FLCDC.htm 

Finding Dental Insurance Coverage 
• https://www.healthcare.gov  

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

Materials 
American Academy of Pediatric Dentistry. 2011. Guideline on 

perinatal oral health care. Reference Manual 33(6):118-123. 
http://www.aapd.org/media/Policies_Guidelines/G_Perinatal  
OralHealthCare.pdf. 

American Academy of Pediatrics; American College of Obstetri-
cians 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 Human Services, Public 
Health Services, Food and Drug Administration. 2004. The 
Selection of Patients for Dental Radiograph Examination (rev.). 
Chicago, IL: American Dental Association; Washington, DC: 
Food and Drug Administration. http://www.ada.org/sections/  
professionalResources/pdfs/topics_radiography_examinations. 
pdf. 

American Dental Association, Council on Scientific Affairs. 2010. 
Bisphenol A and Dental Materials. http://www.ada.org/1766.aspx.  

American Dental Association, Council on Scientific Affairs. 2009. 
Statement on Dental Amalgam. http://www.ada.org/1741.aspx.  

Brown A. 2009. Improving Perinatal Oral Health:Moving For-
ward—An Expert Meeting Meeting Summary Report. Wash-
ington, DC: Altarum Institute. http://www.mchoraIhealth.org/ 
PDFs/Perinatal_ExpertMeeting_Report.pdf 

Brown A. 2008. Access 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/PDFs/Peri  natalBrief.pdf. 

Buerlein J, I sman B, Hanlon C. 2009. Medicaid Coverage of Dental 
Care for Pregnant Women. Washington, DC: National Mater-
nal and Child Oral Health Policy Center. http://www.cdhp. 
org/system/files/Medicaid%20Coverage%2003620Dental%20  
Care%20for%20Pregnant%20Womeno/o2011.09.pdf. 

Buerlein J, Peabody H, Santoro K. 2010. Improving Access 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://nihcm.org/pdf/NIHCM-OralHealth-Final.pdf.  

Casamassimo P, Holt K, eds. 2004. Bright Futures in Practice: Oral 
Health—Pocket Guide. Washington, DC: National Maternal 
and Child Oral Health Resource Center. http://www.mchoral  
health.org/pocketguide.  

CDA Foundation. 2010. Oral Health During Pregnancy eg Earc5o 
Childhood: Evidence-Based Guidelines for Health Professionals. 
Sacramento, CA: CDA Foundation. http://www.cdafoundation. 
org/F'ortals/0/pdfs/poh_guidelines.pdf.  

Centers for Disease Control and Prevention. 2012. FolicAcid: 
Recommendations. http://www.cdc.govincbddd/folicacid/  
recommendations.html. 

Douglass AB, Maier R, Deutchman M, Douglass JM, Gonsalves 
W, Silk H,Tysinger JVV, Wrightson AS. 2010. Smiles for Life:A 
National Oral Health Curriculum (3rd ed.). Leawood, KS: Soci-
ety of Teachers of Family Medicine, Group on Oral Health. 
http://www.smilesforlifeoralhealth.org. 

Grantmakers in Health. 2011. Making the Connection: Pregnancy 
and Oral Health. Washington, DC: Grantmakers in Health. 
http://www.gih.org/usr_doc/Issue_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 BI2, Pantothenic Acid, Biotin, aruiCholine. Washington, 
DC: National Academy Press. http://books.nap.edu/openbook. 
php?record_id.6015. 
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Kumar J, Lida H. 2008. Oral Health Care During Pregnancy:A 

Summary of Practice Guidelines. Washington, DC: National 

Maternal and Child Oral Health Resource Center. http://www. 

rnchoralhealth.org/PDFs/Summary_PracticeGuidelines.pdf.  

Kumar J, S amelson R, eds. 2006. Oral Health Care During Preg-

nancy and Early Childhood: Practice Guidelines. Albany, NY: 
New York State Department of Health. http://wwwhealth. 
s  tate.ny.us/publi  cations/0824.0f 

Maternal and Child Health Bureau. 2009. Engaging Providers to 

Improve Perinatal and Infant Oral Health: Innovative Strategies 

[webcast]. Rockville, MD: Maternal and Child Health Bureau. 

http://webeast.hrsa.gov/Postevents/arehivedWehcastDetail. 
asu?aeid=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. 

http://ods.od.nilLgov/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. http://www.chcs.org-/usr_doc/PRA_Forrn.pdf,  

New York State Department of Health. 2006. Oral Health Care 

During Pregnancy and Early Childhood: Practice Guidelines. Al-

bany, NY: New York State Department of Health. http://v,rww. 

healrh.ny.gov/publications/0824.pdf.  

Northwest Center to Reduce Oral Health Disparities. 2009. Guide-

lines for Oral Health Care in Pregnancy. Seattle, WA: University of 

Washington School of Dentistry. http://depts.wa_shington.eclu/ 

nacrohd/sites/default/file.s/oral_health_pregnanc:y 0.pdf. 

South Carolina Department of Health and Environmental 

Control, Division of Oral Health. 2010. Dental Care Before, 

During, and After Pregnancy. Columbia, SC: South Carolina 
Department of Health and Environmental Control, Division 

of Oral Health. http://wvvw.scdhee.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 an the Potential Health Effects 

ofDental Amalgams. Bethesda, MD: Life Sciences Research Of-

fice. http://wwwisro.org/amalgam/frames_amalgam_report.html.  

U.S. Food and Drug Administration. 2009. Medical Devices 

[website]. About Dental Amalgam Fillings. http://www.fda.gov/ 

IVIedicalDevices/ProductsandMedicalProcedures/DentalProducts/ 

Den talArnalgamJucm171094.htm. 

U.S. Food and Drug Administration. 2009. Medical Devices [web-

site]. Class II Special Controls Guidance Document: Dental Amalgam, 

Mercury, and Amalgarn Alloy—Guidance for Industry and FDA 

Staff httpillwvvwfda.govliViedicalDevices/DeviceRegulatioR 

a nciGuidanceiGuidanceDoctunents/ucm073311.htrn. 

Organizations 
Academy of General Dentistry 
211 East Chicago Avenue, Suite 900 
Chicago, IL 60611-1999 
Phone: {888) 243-3368 
Website: http://www.agd.org  

American Academy of Family Physicians 
P.O. Box 11210 
Shawnee Mission, KS, 66207-1210 
Phone: (913) 906-6000 
E-mail: contactcenter@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, IL 60007-1098 
Phone: (847) 434-4000 
Website: http://wrww.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 Colesville Road, Suite 1550 
Silver Spring, MD 20910 
Phone: (240) 485-1800 
Website: http://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, IL 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) 440-8900 
E-mail: mail@adha.net  
Website: http://www.aclha.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  

Association of State and Territorial Dental Directors 
1838 Fieldcrest Drive 
Sparks, NV 89434 
Phone: (775) 626-5008 
E-mail: info@astdd.org  
Website: http://wvvw.astdd.org  

Centers for Disease Control and Prevention 
National Center for Chronic Disease Prevention 

and Health Promotion 
Division of Oral Health 
4770 Buford Highway, N.E., Mailstop F-10 
Atlanta, GA 30341-3717 
Phone: (770) 488-6054 
E-mail: oralhealth@cdc.gov  
Website: http://www.cdc.gov/OralHealth  

Centers for Medicare & Medicaid Services 
7500 Security Boulevard, C2-26-12 
Baltimore, MD 21244 
Phone: (877) 267-2323 
Website: http://cn-ls.gov  

Food and Drug Administration 
5600 Fishers Lane 
Paridawn Building 
Rockville, MD 20857 
Phone: (888) 463-6332, 
Website: http://www.fda.gov  

Health Resources and Services Administration 
5600 Fishers Lane 
Parklawn 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: http://www.marchofdimes.com  

Maternal and Child Health Bureau 
Health Resources and Services Administration 
5600 Fishers Lane 
Parklawn Building, Room 18-05 
Rockville, MD 20857 
Phone: (301) 443-2170 
Website: http://www.mchb.hrsa.gov  
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Medicaid-CHIP State Dental Association 
4411 Connecticut Avenue, N.W., #104 
Washington, DC 20008 
Phone: (508) 322-0557 
E-mail: infoOrnedicaiddental.org  
Website: http://wwwmedicaiddental.org  

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: littp://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.hmlib.org  

National Institute of Dental and Craniofacial.  
Research 

National Institutes of Health 
31 Center Drive, MSC2290 
Building 31, Room 2C39 
Bethesda, MD 20892 
Phone: (301) 232-4528.  
E-mail: nidcrinfoginail.nih.gov  
Website: http://www.nidcr.nih.gov  

National Interprofessional Initiative on Oral 
Health 

4759 51st Place, S.W. 
Seattle, WA 98116 
Phone: (206) 261-5901 
E mail: iiifoOniiolhorg 
Website: http://www.niioh.org  

National Maternal and Child Oral Health Policy 
Center 

Children's Dental Health Project 
1020 19th Street, N.W, Suite 400 
Washington, DC 20036 
Phone: (202) 833-8288 
E-mail: cdhpinfo@cdhp.org  
Website: http://nmcohpc.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 nzioha.org  
Website: littp://www.nnolia.org  

Society of Teachers of Family Medicine 
11400 Tomahawk Creek Parkway, Suite 540 
Leawood, KS 66211 
Phone: (800) 274-7928 
E-mail: stfrnoffice@stfrmorg  
Website: http://www.stfm.org  

U.S. National Oral Health Alliance 
465 Medford Street 
Boston, MA 02129 
E-mail: info@usalliancetbroralhealth.org  
Website: http://www.usalliancefororalhealth.org  
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12:00-12:45 

12:45-4:00 

4:00-4:30 

4:30 

Lunch 

Crosswalk of Existing Oral Health 
Care During Pregnancy Guidelines—
Group Discussion 

Ann Drum, D.D.S., M.P.H., facilitator 

• All Health Professionals 

• Prenatal Care Health Professionals 

• Oral Health Professionals 

• Pharmacologic Considerations for 
Pregnant Women 

Next Steps 

Wendy Mouradian, M.D., M.S. 

Meeting Adjourned 

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 
American Dental Association 

Agenda 

 

8:00 —8:30 	Continental Breakfast 

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

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

Health Resources and. Services Admin-
istration, Office of Strategic Priorities, 
Wendy Mouradian, M.D., M.S. 

American College of Obstetricians and 
Gynecologists, Jay Schulkin, Ph.D. 

American Dental Association, Rocky 
Napier, D.M.D. 

Charge for the Meeting 
Ann Drum, D.D.S., M.P.H., facilitator 

9:00-9:30 	Review of Policies from Federal 
Agencies and National Organizations 
Addressing the Oral Health Needs of 
Pregnant Women 

Steve Geierrnann, D.D.S., and 
Sheila Strock, D.M.D., M.P.H. 

9:30-10:30 Review of Recent Literature on Oral 
Health Care During Pregnancy 

Mona Haleern, D.D.S., IVI.P.A., 
Hyewon Lee, D.M.D., and Jay Kumar, 
D.D.S., M.P.H. 

10:30-10:45 Break  

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.D.S., and Ned Savide, 
D.D.S. 
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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 
American Dental Association 

Participant List 
Jane C. Atkinson, D.D.S. 
Meeting Observer 
and 
Director 
Center for Clinical Research 
National Institute of Dental and Craniofacial Research 
National Institutes of Health 
6701 Democracy Boulevard, Room 634 
MSC 4878 
Bethesda, MD 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 Staff 
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.bliatnagargfda.hhs.gov  

Meg Booth, M.P.H. 
Deputy Executive Director 
Children's Dental Health Project 
and 

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: rn.booth@cdhp.org  

Tarsha Cavanaugh, Ph.D., M.S.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, MD 20857 
Phone: (301) 443-0701 
E-mail: tcavanaugh@h.rsa.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, MD 20993 
Phone: (301) 796-0889 
E-mail: karen.feibus@fda.hhs.gov  
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Avatteaki2 

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 Geiermanrl, 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) 410-2667 
Fax: (312) 440-4640 
E-mail: geiermanns@ada.org  

Rani Gereige, M.D., M.P.H., FAAP 
Director of Medical Education, Miami Children's 

Hospital 
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@inch.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 
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PEW CHILDREN'S DENTAL CAMPAIGN 

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.4  

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 borne a major 
portion of dental-related ER costs. In 
2005, roughly 46 percent of the state's 
ER visits for dental reasons were made by 
Medicaid enrollees.' Roughly one-third of 
Florida's hospital emergency-room dental 
visits in 2010 were paid by taxpayers 
through the Medicaid program.8  
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la 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.9  

This problem is not. new. In the late 
1.990s, 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 dollars. 

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 out of seven children ages 6 to 12 
in the U.S. had suffered a toothache 
in the previous six months.' 4 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 2009.18  

Even in states with a less severe shortage, 
many people live far from the nearest 
dentist.l9  The Walsh Center for Rural 
Health Analysis has cited "[plersistent 
and worsening shortages of oral health 
care providers in rural areas" as one factor 
driving people to ERs for problems that 
might have been prevented."21' 

Many 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 
dentists in 25 states treated any Medicaid 
patients.2' 
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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.23  

Hospitals, therefore, frequently serve as the 
provider of first and last resort when an 
oral health condition develops?' 

IIA 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. 

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 dentists office.2° 

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 staffed 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.28  Generally, hospitals can 
provide only short-term relief, such 
as medication to treat an infection or 
temporarily 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.'" 
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4 

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.32  

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 wicespread is the 
pro olem? 
The full scope of the problem is 
unknown for two reasons. First, not all 
of the 50 states mandate that hospitals 
submit their discharge records. Second, 
some states do not interpret and report 
the ER, data they have collected.35  
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." 

In 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 
bums.37  

From 2008 to 2011, Illinois hospitals 
in the Chicago metropolitan area had 
nearly 77,000 emergency or other types 
of patient visits for non-injury, dental-
related ailments.38  

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. ailments.'' 

Kansas hospitals reported more than 
17,500 visits to emergency facilities due 
to dental-related problems in the 201.0 
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fiscal year. The actual number of ER trips 
could be significantly higher because 
more than 20 percent of hospitals in 
Kansas did not disclose such data." 

In 2009, there were more than 69,000 
ER visits to North Carolina hospitals 
due primarily to disorders of the teeth 
or jaw. These conditions were the 10th 
most common reason for emergency 
trips in the state.' 

Nevada health officials estimated that 
the state's hospitals received 6,431 
emergency or in-patient visits in 2005 
due to decay, gum disease, or abscessed 
teeth. The charges associated with these 
patients were projected at nearly $4 
million.44  

In 2006, dental disease was the leading 
reason for ER visits to Maine's hospitals 
by Medicaid enrollees and uninsured 
young people (ages 15 to 24). That year, 

abscesses or other dental problems were 
responsible for 3,400 emergency room 

visits. A report on Maine's ER visits cited 
poor access to both preventive and acute 
dental care as a driving factor." 

In one 12 month period (2004-05), 
seven Minnesota hospitals received 
more than 10,000 emergency room visits 
for dental ailments, including toothaches 
and abscesses.' 

In Rhode Island, 864 people under 21 
were treated, on average, at an ER for a 
primary dental-related condition each 
year between 2005 and 2009.47  

A Washington state survey of 53 

hospitals found that during an 18-month 
period in 2008-09, residents made more 
than 23,000 visits to ERs for toothaches 
or other dental problems. Among the 
uninsured, patients with dental disorders 
were the most frequent ER visitors." 
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A decade 
of rising 

dental-related 
emergency 
room visits 

$88 million 

$23 mitlion 	 

More than 115,000 hospital 
ER visits for dental problems 
produced charges exceeding 
$88 million (2010): 

The approximately 60,000 emergency 
hospital visits for non-traumatic dental-
problems or other oral health issues 
cost more than $23 million (2007).1.  

• P--Ml More than 10,000 visits to hospital 
$5 million 	ERs for dental reasons cost 

Medicaid or other public programs 
almost $5 million (2007)."' 

The 10,000-plus dental-related ER 
visits to seven hospitals in the 
state's largest urban area cost more 
than $4.7 million (2005).''' 

• IR ER charges for dental-related 
$u.9 million ! 	visits to Kansas City hospitals 

totaled about $6.9 million - 
(2001-2006).v 

Roughly one-third of 
Florida's ER dental visits 
(2010) were made by 
Medicaid patients. 

Nearly half of 
Arizona's 

dental-related ER 
visits (2005) were 

from Medicaid 
enrollees, meaning 
taxpayers covered 
much of the cost. 

The cost of dental visits to 
hospitals was estimated at 
nearly $4 million (2005).'d 

The cost of treating young children 
31 Mt lion La- for decay-related ailments in hospital 

emergency rooms or ambulatory 
surgery centers jumped from $18.5 
million to more than $31 million 
(2004-2008)Y' 

More than 32,000 emergency 
room visits resulting from 
dental ailments cost nearly 
$7 million (2009)." 
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2009 
In South Carolina 
emergency-room visits primarily 
for teeth or jaw disorders 
increased 59 percent from four 
years earlier.x1 

This year's visits to Vermont E 
facilities for dental-related 
problems revealed a 9 percent 
increase in a three-year span. 

2007 
The number of ER visits to 
Hawaii's hospitals for teeth 
or jaw ailments jumped 74 
percent from the number 
recorded in 2004.x'v 

`Based on research 
conducted by the 
the Pew Center oh ' 

t6t.es,2012. - 
tate Kesnonses, 

Is a very rare 
event when I ~c 
not 	ore deltit 
arn aft). on 

2010 
In Florida, the number of 

Medicaid-enrolled residents 
whe sought care at a hospital 
ER for dental reasons jumped 

40 percent from the number 
two years earlier.'x 

2005 

he 'number of dental-related 
emergency visits by Oregon's 
Medicaid enrollees during this 

year was 31 percent higher 
than the number recorded two 

years before.x 

ew York state, the number 
of young children with 

decay-related problems who 
visited hospital ERs or 

ambulatory surgery facilities 
was 32'percent higher than the 

figure four years earlier.x'" 

inc ease in the percentage of ER 
isits,across th -,-UnitedSta t. in 

:which prevetif6<ble -dental conditions 
were the priniary 

The rate of hospital 
emergency-room visits 

for dental ailments in 
New Hampshire climbed 
45 percent from four years 

earlier. A state report 
tracked ER visits for eight 

health conditions and 
found the "most notable 

increase" occurred in 
dental-related problems.xv 



By increasing the likelihood 

that more young children see a 

dentist, states can reduce costs from 

future decay or related problems. 
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What can states do? 
This issue brief underscores the need 
for states 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 
treatments in a hospital operating room 
before age five had never received routine, 
preventive dental care.49  

Research shows that providing early 
preventive care for children most at risk for 
decay can reduce the need for restorative 
treatment (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 

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 are 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.52  
Sealants also impede the growth of 
cavities, heading off the need for expensive 
fillings.53  Sealant programs targeting 
schools with many high-risk children have 
been recommended by the U.S. Task Force 
on Community Preventive Services.'4  

Data from 2010 showed that seven states 
had no school-based sealant programs to 
reach vulnerable kids: Hawaii, Missouri, 
Montana, New Jersey, Oklahoma, South 
Dakota, and Wyoming.55  Still, 21 states 
and the District of Columbia imposed 
unnecessary hurdles on sealant programs 
for low-income children.56  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.57  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 system 
is adjusted to the optimal level 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.58  

Research shows that fluoridated water 
reduces decay rates for children and adults, 
avoiding the need for costly, sometimes 
painful, corrective treatments.59  This is 
why most communities save $38 for every 
$1 invested in fluoridation.68  Studies in 
Texas and New York also have shown that 
fluoridation saves state Medicaid dollars by 
lowering treatment costs.°' 

Adcording to the most recent. federal data, 
fluoridated water reaches 72 percent of 
Americans served by community water 
systems. Yet fluoridated water reaches less 
than half of the population in nine states: 
Hawaii, 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 fluoridated water is safe and 
effective .53  '64  

Medical professionals should play more 
of a role in prevention. Pediatricians, nurse 
practitioners, and other personnel can 
provide basic services, including oral 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 
reimbursing physicians through Medicaid 
for providing early dental screenings and 
care to low-income kids." 
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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. 

As noted earlier, almost 47 million 
Americans live in areas with a shortage of 
dentists.6" 

To close this gap, a number of states—
including California, Kansas, Maine, New 

. Hampshire, and Washington—are exploring 
new types of practitioners to provide quality, 
routine dental care. These professionals 
would he 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."8  
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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 additional 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.7° States committed to 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:a 
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A 2002 study found that the rate of ER 
dental v-isits 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. 

Conclusion 
States are paying a high price for the 
significant numbers of children and adults 
who turn to hospital emergency rooms 
for dental problems that should have 
been prevented or treated more effectively 
elsewhere. Moreover, given the trend in 
several states, the overall number of ER 
trips could be rising. Many patients return 
to hospitals because the treatment they 
received only addressed pain or other 
symptoms—not the underlying oral health 
issue. 

States can reduce or contain these 
costs by making better use of proven 
forms of prevention, improving access 
by expanding the number of dental 
practitioners, and paying reasonable 
Medicaid rates for dental services. 

When so many people seek care at 
hospitals for preventable dental problems, 
it wastes taxpayer dollars. This impact is 
particularly troubling for states at a time 
when their budgets are severely strained. 
Investing more in prevention and ensuring 
access to treatment could save money by 
reducing the incidence of untreated decay 
and other dental ailments. 

For more information on how states are.  

performing on oral healthy see Pew's 

The State of Dental Health: Making 

Coverage Matter. 

For more information on how new 

types of dental professionals could 
improve access to care, see Pew's 

It Takes a Team: How New Dental 
Providers Can Benefit Patients and 

Practices. 
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A white paper 

Improved Health 
and Lower Medical Costs: 
Why good dental care 
is important 



Research continues to associate oral health with overall health. Gum disease may have a potentially significant impact 

on systemic health, and the implications for cost of care and quality of life can be staggering. For example, did you 

know that when a dentist diagnoses periodontal (gum) disease, other serious health problems may also be lurking? 

If oral disease is left unchecked, it may result in health 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' health 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' health, and good for your 

company's bottom line. 

The'right dental plan may lower rnedical costs 

Our nationally published study supports an association between treated gum disease and lower medical costs for individuals 

with diabetes, 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 themselves: 

Periodontal care reduces overall medical costs in the first year 
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CIGNA follows the research closely. While studies continue, we believe in the current information concerning the link 

between 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 available when CIGNA's disease management 

programs for diabetes and heart disease are included. Credits may also apply to existing accounts that add a CIGNA 

medical or dental plan. 
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Reviewing the evidence and CIGNA 's action 

The CIGNA Dental Oral Health integration Program' was first to use improved oral health to reduce risks related to pregnancy, 

diabetes and heart disease. Studies show that patients with the following conditions are frequently prone to dry mouth, 

a condition associated with a higher risk of dental cavities: head and neck cancer radiation, organ transplants 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 all 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 ($49,000 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 ($64,713 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 extra dental services covered through our Oral Health 

integration Program. 

a 	.1 

Gum disease can be a risk factor for complications of 

diabetes, and it can also put diabetics at a higher risk for 

additional gum problems. Studies show that gum disease 

may also make it more difficult for diabetics to control 

their blood sugar.' 

The facts: The estimated economic cost of diabetes in 
2007 was $174 billion. Approximately one of five health 

care dollars in the United States is spent caring for 

someone diagnosed with diabetes.6  

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 

cost of cardiovascular disease and stroke is $503.2 billion.' 

Enhanced dental coverage for people with diabetes 

and heart disease 

Studies continue to present evidence that good oral health 

may contribute 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. 

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 people in the U.S. 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 a 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 U.S. each year 

on treatment of head and neck cancers.' 

Enhanced Oral Cancer screening coverage 

Surgical biopsies may not be 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. Our 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 Oral 

Health integration Program. 
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Why CIGNA for both rnedical 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 

questions our customers may have, any time of day, about any plan. 

to integration and total health management have been a focus for CIGNA throughout the past several years, In addition 

to initiatives like the Oral Health Integration Program (OHIP), we have integrated capabilities across all CIGNA units. 

fit 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 C1GNA's capabilities 

in disease management and case management to help our customers enjoy a better quality of life and help our clients 

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 also encourages individuals 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 to dentistry to create our innovative dental plan designs and policies. To further this 

approach we established a clinical advisory panel of well known leaders 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 

capabilities. 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 

health Iiteracy.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 lower health literacy and higher health care costs from 

less frequent preventive care, longer and more frequent hospital stays, and lower medication adherence.1°  

As a result of these findings, CIGNA has implemented the"Words We Use" guidelines in all of our customer communications —

this means using clear, simple, easy to understand words while doing away with industry jargon. We help our clients send the 

right message to the right people in the right way: 

rit PREPARE employees to choose the best dental plan at enrollment based on their specific needs 

tE ENGAGE employees at enrollment meetings, benefit fairs, or wellness events 

ff TEACH employees how to maximize their dental care dollars year-round 

in TRAIN your HR team and/or managers to answer your employees' questions 

IN ENCOURAGE employees 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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Learn more 

Find out how CIGNA can help you design a dental plan that impacts the health and well-being of your employees 

without compromising your bottom line. 

Call your broker or CIGNA representative today. Or, email us at CIGNADentalSales@cigna.com. 

American Dental Hygienists Association, 2tNA6 

2 Journal of the American Dental Association. July 2001 
"Oral Health During Pregnancy; An Analysis of Information" 

3 March of Dimes" Release, 2009 

4 Journal of Periodontology, August 2003 

5 Journal of the American Dental Association, September 2002 

6 American Diabetes Association. Economic Costs of Diabetes in 
the U.S. in 2007. Diabetes Care. 2008;31(3)596-615. 

7 American Heart Association: Heart Disease and Stroke Statistics, 
2010 Update, p. 5 

8 American Cancer Society, www,cancer.org  

9 www.oralancerfoodation.q 

10 Health Literacy — A Prescription to End Confusion (2004). 
Institute of Medicine, Committee on Health literacy. 
Editors: Nielsen-Bohirnan, Lynn; Panzer,Allison; & Kjndig, David. 
http;//www.napedukatalog/10883.html 

"OGNirand the "Tree of Life" logo are registered service marks, and "CIGNA Dental" is a service mark, of CIGNA Intellectual Property, Inc., licensed for use by CIGNA Corporation and its 
operating subsidiaries. All products and services are provided exclusively by such operating subsidiaries, including Connecticut General Life Insurance Company ("CGLIC"), CIGNA 

Health and Life Insurance Company ("Cilia CIGNA HealthCare of Connecticut. Inc, and GGNA Dental Health;  inc. (*WHI") and its subsidiaries, and not by CIGNA Corporation. 
The CIGNA Dental Care plan is provided by CIGNA Dental Health Plan of Arizona, Inc.; CIGNA Dental Health of California, Inc.; CIGNA Dental Health of Colorado, Inc; CIGNA 

Dental Health of Delaware, Inc; CIGNA Dental Health of Florida, Inc., a Prepaid Limited Health Services Organization licensed under Chapter 636, Florida Statutes; CIGNA 
Dental Health of Kansas, Inc. (Kansas and Nebraska); CIGNA Dental Health of Kentucky, Inc.; CIGNA Dental Health of Maryland, Inc.; CIGNA Dental Health of Missouri, 

Inc.; CIGNA Dental Health of New Jersey, Inc.; CIGNA Dental Health of North Carolina, Inc.; CIGNA Dental Health Ohio, Inc; CIGNA Dental Health of Pennsylvania, 
Int; CIGNA Dental Health of Texas, Inc.; and CIGNA Dental Health of Virginia, Inc in other states, the CIGNA Dental Care plan is underwritten by CGLIC, CHLIC, 

or CIGNA HealthCa re of Connecticut, Inc, and administered by CDHI. 
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New Hampshire Department of Health and Human Services 
Building Capacity for Transformation Section 1115 Demonstration Waiver Application 

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 

http://www.inchoralhealth.org/PDFs/OralHealthPreknancyConsensuspdf  DHHS will continue 

considering it during the implementation planning phase. 

Thank you for 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 Collaborative Corporation 

Date Received: 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 

bopesal@comcast.net   

www.ChildrensDentaiNetwork.org  

Thank you for providing this opportunity for comment. Please see Appendix. 
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Greater Derry Oral Health Collaborative Corporation 
Hope Saltmarsb, RDH, Med, Executive Director 
Deny Village School, 2S S„ Main St., Derry, NH 03038 

snileaChildrensD.mtaIetwork.org  
www. ChildrensD entalNetwork cam 

603-434-2327' 

Denta 
NETWORK 

Working 	lot limileykr 

May 20, 2014 
"Building Capacity .for TransfOrmation" Section 1115 Waiver CommPuts 

Kathleen. Dunn .  Director, Medicaid Program. 
Brown Building 
NH Depariarent of Health and Hrrnan Services 
129 Pleasant St. 
Criorord., NH 03301 

Dear Ms..Dunn: 

Greater Derry 'Oral Health Collaborati . -Corporation a 501(c). 3 non-proft tugatnizatioa operating two. 
mobile -school-based dental. proirrarelc in Ow. greater. Deily area. of NH. The hugest and lonftst,rmaning 
program is the Children's Dental Network (CDN) that is in its 2rt  year, CD has been providing oral 
health education .and preventive 'services for Derry Head Start children for most of 'those years_ Children's 
Dental Network works closely with schools: (Fades K-S) and over thirty dentists in the towns it serves: 
Deny, Lo. 	y, Chester, Sandown, Windham and Hampstead. Most. recently, CDN 'hag been 
providing services at the Deny WIC clinic_ A. second and very 	tar program ivaR been .operatin! in 
Salem schools for 6. years. 

	Powts, RDH and CD N Frog Director lArrites of her experience working at WIC during the 
summer months. for the past three years: Originally; The. it 	°four program was to ,.stifi3r basic service; 
and ethscation to mothers of RTC children ages 5 yeails. Mutt we discovered very quickly was that the 
ICI IC 	?moiled services and education :just as much, if more, than their children_ Most WIC 
mothers have not beers to the-  dentist in semral years_ mast tell. nie that their.  OB/0177 doctors ;save not 
err:Ms:a them about the firlportance.  of dental care before, during. and after pregnancy. They are -iasaware 
of the relationship of oral health and overall health._ 

I have examined young-  WEC mothers with rampant decay,. problems with impacted and partially erupted 
third molars, missing Teeth;. broken teeth, gingivitis, poor eating and drinking habits, smoking habits.„ and 
even one young mother -who after-  five years 	had braces on dl her teeth although she hadn't been 
under the care of an orthodrpntistfor years. She had broken brackets and wires as well as decay on Many 
anterior teeth and claimed that she wished she "could just have all her teeth out". 

Most of the young mothers believe that.  dental care during pregnancy is not safe-when. all the evidence 
points to itsirstportance. These young mothers help to shape the health of their .babies and children and 
run the risk. of sharing their .unkeatthy bacteria with: their Me ones during normal mother and child 
contact Many of these mothers want to seek care but without insurance, resources, or dental clinics 
available to th_em, they have no choice. but to do nothing.. 14,  experiences at Deny WIC have .been 
enlightening and sad as I have few options to offer them 

New Hampshire Department of Health and Human Services 

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

I am writing to. strongly support the NH DHHS Building Capactlyfor Transformation Section 1115 
Demonstration Waiver specifically, the DSHP oral health program for pregnant women_ CDN's data 
show that. only IS% of the pregnant women and mothers at WIC in Deny report having had a dental 
appointment in the previous 12 months.. Dianne Powers, MI performed brief visual screenings for them 
and found 51% appeared to have untreated cavities. If performed in a dental office with X-rays available, 
the number with untreated carries would surely have been sienificantly higher_ An accurate. assessment of 
periodontal disease status has not been possible under our screening conditions at the Deny V.IIC center. 

The National Oral Health Curriculum, Smiles for Life, is a product of the Society for the Teachers of 
Frunily Medicine. It is an online oral health modular curriculum for physicians, which is very widely 
endorsed by professional organizations including the American Dental Association (ADA), the American 
Association of Public Health Dentistry, (AAPHD) and the. Association of State and Territorial Dental 
Directors (ASTDD), and the American College of Nurses and Midwives (ACNM). According to the 
cunicuhim "Preterm birth is the number one cause of neonatal =vitality in the U.S. and costa $5.5 billion 
per year." Additionally, -Numerous .studies have documented an association between maternal 
periodontal di 	 ace and preterm birth and low birth weight" Furthermore, "Studies do demonstrate that 
periodontitis improved with treatment and that treatment is safe during pregnancy_ 

In jararary 2011, the Journal of American Public Health published Art HaamMatton of Periodontal 
Treatment, Dental Care, and Pregnancy Outcomes in an insured Population in the United States. 
Researchers found that women who received preventive dental care had better birth outcomes than  did 
those who received no treatment. They observed no evidence of increased odds of adverse birth outcomes 
from dental or periodontal treatment 

Periodontal disease isn't the only dental disease that can adversely affect birth outcomes.. Dental decay, 
left untreated, can pose a threat to a pregnant woman's health and the health of her baby. For example, a 
bad tooth infection could spread throughout the woman's body. 

The 1115 Demonstration Waiver, by 1 	• a comprehenaive, adequately long-temu oral health pilot 
program for pregnant women, targets exactly the population that has the. greatest potential to realiae real 
health improvement. There is every reason to expect that their health gains will be accompanied by 
reduced costs to Medicaid_ Women who are pregnant have an increased likelihood to become pregnant 
again in the future_ Because of this demonstration project, participants will have improved oral health 
from the start of a subsequent pregnancy thus decreasing their risk of preemnn birth or a problem from 
urgent tooth decay. 

In 2012, National Maternal and Child Oral Health Resource Center published Oral Health Care Dwing 
Pregnancy: A National Consensus; Statement - Summary of an Expert Workgroup Meeting. This 
guideline states, "In addition to providing pregnant women with oral health care, educating them about. 
preventing and treating dental caries. is aiticaI, both for women's own oral health and for the future oml 
health of their children_ Evidence suggests that most infants and young children acquhe caries-causing 
bacteria from their mothers. Providing pregnant women with counseling to promote healthy behaviors 
may reduce the transmission of such bacteria. from mothers to infants and young children, thereby 
delaying or preventing the onset of {tooth &amyl- 

The Demonstration Waiver includes a strong education component. To maximize its effectiveness, we 
encourage development of education program and incentives that are based on the best available 
evidence, best practices, and established principles of learning and behavior "hange that are suited for the 
;variety of settings where this education could take place. 
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New Hampshire Department of Health and Human Services 

Building Capacity for Transformation Section 1115 Demonstration Waiver Application 

According to a 2013 Cochrane. Systematic Review, "F.sychosocial intat -entions to support women to stop 
smoking in preynancy can increase the proportion of women who s.  :smokivg in late premancy, and 
reduce low birth-weight and preterm births." Smoking has another sorrieNthat unexpected relationship to 
oral health. Early evidence shows a relationship between secondhand smoke and tooth decay in primary 
dentition, as reported in the February, 2014 issue of the journal of the American Dental Association. 
There are multiple, strong reasons to encourage piepant. women to stop .amolthag. Our-  organization 
stIpports. the inclusion of a. sag: cessation componeiat in the 1115 Demonstration Waiver. 

The most accurate predictor of tooth decay is previous decay, An excellent opportunity is available for 
prevention of tooth decay in the children or the women who will be eligible to participate in this  O;ul 
Health Pilot Program. Based on OW experience at the Derry WIC,. Children we screen who are under age 
12 mos. have virtually no tooth decay. We .cturently recommend that mothers take their children to a. 
dentist .by  age 12 months and there are dental offices that are ready to accept these referrals.. We anticipate 
that., if this pilot progarn takes place, more mothers will understand and. value good oral health for the 
children Increased printary prevention of decay will result in the best outcomes for children, their 
families, and fOr Medicaid. 

In our school programs, we are often frustrated by the 1 k of follow-up by parents 'Awn we identify a 
child's need for.  dental treatment that is not yet. urges_ When the Child Iris Medirtaid coverage this is 
especially disheartening. In conversations with the parents of these. children, we usually find they have 
very low oral health. literacy and they often have substantial untreated dental problems of their own.. The 
pilot project holds the promise that in the More there will be more low-income mothers who do 
understand how to prevent cavities and value oral health fbrilmmRelves and theirchildreri 

From the.  broader perspective of total hem*, the target :population. of 414,-1115 Demonstration Waiver may 
well enjoy more significant benefits .than  those expected. According to the American. Academy for Oral 
Systemic Health, "We law that gum disease is= livilvdto heart disease, stroke,  diabetes, pregnancy 
complication, Alzheimer's_ oral cancer, oral. airway and sleep apnea, mu- headaches. .8t mipaines, 
dental decay... The.se COIMetti0111 between the mouth and the 'body highlight the inaportptire of good oral 
health and dental. stability in. assuring better generathealth? 

Thank yon- for consideration of these comments on behalf afthe .Greater Deny Oral Health Collaborative 
Corporation. Please contact me if you. have,  

Sincerely, 

Hope Saltmarslc RDH Nfld_ 
hopesalA corucastmet 
Executive Director 

Greater Deny Oral Health Collaborative Corporation 
Deny Village Sthool 
2S S. Main St. 
le, lqi 03038 
W3434-2327 

State's Response: 

Thank 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,mchoralhealth.oLePDFs/OratHealtheregnanc»Consensus.pdf DHHS 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 

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 I Fax (603) 415-9543 

Dear Sir or Madam, 

Members of the New Hampshire Children's Behavioral Health Collaborative steering committee 

enthusiastically support New Hampshire'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 state. 

Our Collaborative, which includes over 60 organizations and family and youth 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 to 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 the 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. 

lfyou have any question about the Collaborative 's work or specifics about the Collaborative plan, 

please feel free to contact Effie Malley, Collaborative director. 
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Sincerely yours, 

Effie Malley 

Director, Children's Behavioral Health Collaborative 

Ellen Fineberg 

Executive Director, 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 Committee 

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 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 

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 

NH Department of Health & Hman Services 
Building Capacity for Transportation 
Section 1115 Demonstration,  Viiaiver Application 
c/o Jeff Meyers 
12g Pleasant Street: 
Concord, 	O301 

Dear Mr. Meyers, 

 

110 OW04 Rmi0 

bcitfat, 	tomi 
(en 516-$300 
Far, (OM 74-2244 

Cha gnat S4real 
it 	. NH (181tV 
{$0:,}.6113400. 
Far (C50).741-1 estv 

25 M 	ilaTtE) 
Reettenbarf  NH i1,986T 
MIM-) 548 -We 
Far OW) 3n43275 

A United WO 
P 	net Ager4-y.  

am submitting comments regarding Section 1115 Demonstration Waiver 
that the Department wilt be submitting to the Senate for Medicaid! & 
Medicare services at the end of May 

'would like: to -commend the Department for i innovative thinking and 
approach to the populations being served through this waiver., in 
particular, in several program initiatives such as In Shape and Substance. 
Abuse., it should have far rearihin effects on the population. of New 
Hampshire citizens, 

With respect to the in Shape program, I would urge the state to consider 
additional supportive services fOT the population engaged in In Shape 
beyond gyrn membershiPs. and health mentors, it has been our 
expedence that Individuals in this program would also benefit.from 
assistance with financial planning, nutrilional concepts and cooking 
programs to create,  an overall healthier lifestyle,. 

separatety would urge careful consideration to policies which enhance 
rates to new programs that coutd compete directly with existing ones, 

Thank you for the opportunity to provide this feedback, 

Sincerely, 

 

 

  

 

Brian Collins 
Executive Director 

CommunityPartners 
Behavi 	t t ealth & Developrnonth; Services of Straffosti County, Inc.. 
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State'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. 

Comment Received via Email from Peter Kelleher - CEO/President, Harbor Homes Inc. and the 

Partnership for Successful Living 

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.harborbomes.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 CEO 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 Partnership 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 health 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. I'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 extraordinary cost impact to 

149 	 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 

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 to 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 included. 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 recuperate 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-recognized as a best practice throughout 

the homeless health care arena. The National Health Care for the Homeless Council demonstrates 

its impact and cost savings: homeless patients discharged to medical respite experience 50% fewer 

hospital readmissions within 90 days than those discharged to their own care. [3] Medical respite is 

a promising solution to the challenging issue that health systems face with care transitions (a sub-

category of care coordination), which are exacerbated for homeless patients. j4] 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 you are interested in learning more about this, or speaking to national experts 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: 

• 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 (FQHCs)? 

• 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 

fund an integrated health care delivery system. I can be reached for clarification at 603-882-3616 

or by email at p.kelleher@nhpartnership.org  

Thank you, 

Peter Kelleher 
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CEO/President 

Harbor Homes Inc. and the Partnership for Successful Living 

www.nhpartnership.org  

www.barborhomes.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]  

http ://www.nelm.org/doi/full/10. 1056/WEIMp 1310121?query— featured home&&&&&#t=article 

[3] http://www.nhchc.org/wp-content/uploads/2011109/LeftColArt.pdf  

[4] httn://www.nhchc.org/wp-content/uploads/2012/12/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 

focused 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 

Date Received: 5/20/2014 at 3:42 PM 

From: Kristine E. Stoddard, Esq., NH Director of Public Policy 

Bi-State Primary Care Association 

525 Clinton Street, Bow, NH 03304 

Office: 603-228-2830. ext. 113 

kstodciardici),bistatepca.org  

Good afternoon, 

Attached are Bi-State Primary Care Association's comments to the 1115 Waiver. 

Please feel free to contact me if you have any questions or concerns. 
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525 Clinton Street 
How, NH 03304 
Voice: fioa-22E.2S3o 
Fay:  603-22R-204 

HISTATE PRIMARY CUE ASSOCIATION 
fit Elm Street 

l'ilontpelicx, VT 0 
Voice: $02-Z29.-01402, 

Fax: 84,1,2 • rx13, 1-2.3436 

May 18, 2014 

SEWING VERMONT &NrW HAMPSHIRE 

wwwhisiar,epmorT, 

 

Jeffrey A. Meyers 
Director of Intergovernmental Affairs 
New Hampshire Department of Health and Human Se. 7ices 
129. Pleasant Street 
Concord; .1M 03301 
1115waiveraaihs_statenh.us  

Dear Jeffrey 

Thank you for the opportunity to provide comments on the State's Building Capacity for 
Transformation 11.15 Demonstration Waiver (Waiver). Bi-State is a non-profit two-state 
organization that represents 15 non-profit Community Health Centers (CRCs} with 39 locations 
in New Hampshire Bi-State advocates for access to health care for all New Hampshire citizens, 
with a special emphasis on medically underserved areas.. Bi-State and our members appreciate 
and support the States goals of improving the health of our citizens and containing health care 
costs by improving the quality of care, health care iritegation, and improving New Hampshire's 
access to mental health, substance use disorder (SUD) treatment, and oral health.. Our comments 
outlined below address the concerns of Bi-State and our members as the Waiver relates to health 
care. delivery in New l asupsltire. 

New Hampshire's CRCs serve over 100000 resitienis annually, of which 30.000 are uninsured. 
The CHCs see firstbvid how integrated care and using the whole-person approach for health care 
delivery benefits every resident especially low-income families. New Hampshire's CRCs.:  
including the Federally Qualified Health Centers (FQHCs), hope to continue to be "strong 
partners in driving the health care outcomes" of our state.I  Bi-State and our members agree that 
the managed care model should be strmgthened in the State as it encourages care coo iination  
and chronic disease management 

Problem Statement 
The Problem Stat'ment within the Waiver expresses the State's desire to: change how it delivers 
mental health and SLID services; increase the number of psychiatric providers; promote overall 
health of individuals with a persistent and/or severe mental illness; and improve the oral health 
of low-income pre 	women and mothers of young children.' However, the Problem 
Statement does not clearly state the need to improve the overall health of every New Hampshire 
citizen Bi-State is encouraged to read that the State wants to focus on population health and 
understands the focus of the Designated State Health Progaans, but the application needs to be 
clear that the need for a healthy population extends to all individuals not just those mentioned 
above. 

NT.I DHHS; BuilOinf Capacity.  far Traasianna a, § 1 113..Demanstralioia'Waiver.,  13 (April. 	O14). 
2  Seed. at.l. 

New Hampshire Department of Health and Human Services 
Building capacity for "Transformation Section 1115 Demonstration Waiver Application 
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Community Reform Pool 
The Con amity  Reform Pool is an incentive program that will benefit community providers, 
including CHCs., for which Bi-State and our members are very grateful. Bi-State appreciates the 
State's efforts to retain current capacity, expand capacity, expand new services, establish a pilot 
program designed to coordinate care, and establish a provider incentive pool_ We have general 
concerns due to the Lack of specificity of the Waiver in its current form, and hope that these will 
be. clarified in time. First, what mechanism will the State use to make payments to the providers 
that participate in the Community Reform Pool? Will the payments be made to the providers via 
the Managed Care Organizations (MODS), or will the State make direct payments to the 
providers? If the State makes Community Reform Pool payments du-engin the IvIC0s, will the 
MCOs use a portion of the funds to pay for the administration of the funds? Lastly, which 
division within the Department of Health and Human Services. (LIENS) will arninister the 
Community Reform Pool? 

Capacity retvniion payments- 
The Waiver, as currently drafted.  emphasizes losses the hospital system has experienced since 
the 1990s. While Bi-State and our members sympathize with the reductions the hospitals have 
made over the last two decades, other community providers were required to make capacity 
reductions as well, especially during the recession of the last six years and the State's recent 
funding reductions_ We believe that it is important CMS understand that the lack of treatment 
options are systemic, statewide, and include providers such as the CHCs and the Community 
Mental Health Centers. If the State wants to encourage statewide retention of mental health and 
SLR services, non-hospital health systems and community providers should also be eligible for 
capacity retention payments. In addition, how will providers demonstrate their current capacity 
levels? Will there be an established threshold that the hospitals (and hopefully other community 
providers) will have to meet in order to become eligible to receive the capacity retention 
payments? 

Capacity Expansion.  and New &Tyke Payments 
We support the State's efforts to expand capacity within the State by use of the Con amity 
Reform Pool. These payments will help providers address the need for mental health and SUD 
services. within their communities. Community-based care allows the individual seeking 
treatment to better access care_ This payment, tied with the New Service. Payments, will allow 
community providers to increase capacity and services that their communities desperately need_ 

Pilot Program Pool 
The Pilot Program will assist the CHCs and other community-based providers in meeting the 
goals of the State, including better population health and integrated health care delivery again.  
we think it is important to include more specificity in the Waiver application including which 
division within DI-LT-IS will administer this program, and what the criteria the State will use when 
funding a grant application_ 

Provider Incentive Pool 
Incentive payments can be wonderful tools for encouraging. reform by monitoring quality 
outcomes. It is unclear whether participation in the Provider Incentive Pool is mandatory for 
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providers who,  participate in other compon-ents of the -Community Refotm Pool. Is. the percentage 
of the holdback based on 20% of the individual provider's contnbution„ or is it based. an total 
pay meats made pursuant to the Community Reform Pool? Final y, as the State knows, these was 
one Qualified Health Plan (QHP), in. the. Health .Insurance Marketplace in 2014_ As currently 
written, the Waiver requires providers contract. with, at least one MCO and o 	HP- beginning 
2016. We hope that there will be mare than ont -QHPice. Dime in 2016, -however; if in. the event 
that there is not, we hope the State would make: this a requirement only if there is more than one 
QHP in, theMarketplace. 

Enhance Community-Based Mental Health.. Senices 
Bi-S tate and our members are. thankful that the State seeks to enhance. community-based mental. 
health services. We believe that proper prevention, treatment, and monitoring can mitigate and 
even prevent many of the tragedies our communities have experienced in the last decade. The 
Waiver clearly supports the components contained in the Ten Year Plan and the settlement 
agreement in. ifingtida DL, et at IL Hassan, which we are wry supportiVe of However, Bi-State 
and its members believe that the nog of a whole-person approach mentioned on page 51  GIN-. 
Waiver should also be incorporated into the programs outlined on pages 19 and 20 of the 
Waiver_3' We believe that integrated primary-  care settings, such as patient-centered medical 
homes,. should be the foundation of mental health treatment_ Integrated ale iS agt effective and 
goes hand-in-hand with the Assertive Community Treatment teams, mobile crisis teams, and 
supported housing included in the Waiver4  If the State is nor :allowed to request matching funds 
for integrated primary and preventive care services., which ,includes mental health, please make it 
clear in the Waiver that these too are a priority fir-  the State. 

Invest in SIM Worklorce Development- 
Bi-State and our members appreciate. the State's. Locus 	SUD. treatments and se ices_ We. 
understand the State's Health improvement Plan focuses :on. reducing the non-medical use of 
pain relievers and citug,related overdose death: however, the substance rase: puoblerns in. New 
Hampshire are greater than those two,  issues...5  We respectfully .request the State broaden its 
Waiver application to make it clear that 'there are more issues in this state to address., including 
but not limited to: alcohol abuse, adolescent use of marijuana and. prescription drue abuse 

Bi-State retognizes. the importance of workforc:e development and training, especially in areas 
snob. as: mental health and substance use. We believe a trill g: pool for hospitnig, health systems,. 

and community.  providers will be a great resource for 1:v4A:force development in the state We 
hope the funding will also be available for use by health care providers to participate in existing 
programs. if the programs meet the entail develfp-ped by the State. We also ask that the State 
recognize and designate the following practitioners as eligible for reimbursement under the 
States Medicaid and the NH. Health Protection Program: Master Licensed Alcohol and Drag 
Counselors (lvfLADCs),. Licensed Alcohol and Drug Counselors (LADCs), and Certified 
Recovery Support Workers (c.RSWs). A11 three pra.ctitioner goups are great, assets to their 
co 	unities. and if they are eligible for reimbursement, New Hampshire will have better access 
to SUD- tea:Meat. 

Waiver at 5,19-20. 
4  Sag Id. at 19-20. 
'5  Se 6,  id. at 21. 

New Hampshire Department of Health and Human Services 
Building Capacity for Transformation Section 1115 Demonstration Waiver Application 
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The FQHCs receive shat is !mown as the Medicaid Focounter Rate for a number of services 
they provide, as outlined in the FQHC Billing Manual.6  FQHCs are permitted to bill separately 
for different types of services provided on the same. day. For example, if a patient has separate 
appointments with her primary care provider and her behavioral health specialist on the same 
day,. the FQHC. can bill Medicaid for two visits at the Encounter Rate.. We respectfully request 
the FQHCs continue to be allowed to bill the Encounter Rate for each appointment, including 
SUD services. 

Expand the InShape Program 
We applaud the expansion of the InShape Program as a tool for addressing the health care needs 
of individuals with persistent andior severe mental illness.' Bi-State and its members agree with 
the. need to expand the InShape Program to incl ide additional populations and a smolring 
cessation program_ We ask the State to clarify that this benefit is a mental health benefit for 
which the FQHCs may bill the Encounter Rate. 

Oral Health Pilot Program for Pregnant Women and Mothers of Young Children 
Bi-State and our members are very pleased to see the inclusion of an oral health pilot program 
for pregnant women and mothers of young children..2  Each CrIC, including those without dental 
programs, sees firsthand the effects of a lack of oral health education and oral health care on their 
patients and communities on a daily basis. We hope that one day every Medicaid recipient will 
have access to oral health care, but understand the realities surrounding that goat The CHCs 
want to be a great partner with the. State in implementing this program. We ask that the State 
clarify whether every service provided under this pilot program is a dental service or whether 
see aspects, such as smoking cessation programs, are mental health programs. The 
categorization of these services changes how the FQHCs bill the State for the services provided 
to their communities as dental services are considered fee-for-service and mental health services 
are billed at the Encounter Rate. 

nk you again for giving  us the opportunity to comment on the Waiver. Bi-State and our 
members look forward to working with the State in future. 

Sincerely. 

Kristine E. Stoddard, Eat 
Director of NH Public Policy 
603-228-2830, ext. 113 
kstoddard3bistatepea.org, 

FQHC RIK I3itiing Mao-uat Provider Manual Volume 111:  1243 (Jam:1r)- 201 D. 
'S 	Waiver at 22. 

Id. at 24. 

New Hampshire Department of Health and Human Services 
Building Capacity for Transformation Section 1115 Demonstration Waiver Application 
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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 clam that oral health benefits 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 to 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 FQHC 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. 
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Comment Received via Email from Marie Mulroy — President, New Hampshire Public Health 

Association 

Date Received: 5120/2014 at 4:27 PM 

From: Marie Muiroy, President 

New Hampshire Public Health Association 

info(ii';nhplia.org  

nhpha.president@gmail.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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New Hampshire Public Health 
kSSOCIATION 

New Hampshire Department of Health and Human Services 
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.May.  20, .2014. 
"Building Capacity for Transtbmaation-  Section 1.115 Waiver Comment:; 

Kathleen Dunn, Director, Medicaid Program • 

Brown 'Building 
N1 Department of Health and Human Services 
129 Pleasant Street 
Concord. NH .03301 

Dear Ms. Dunn: 

New Hampshire 'Public- Health Association. is a public health. membership organization. that serves 
its .members through the provision. of .quality- health infortnation„ member resources and -serving as 
our members' voice for public health issues. 

While we support all of the -provisions in the 1115 Waiver, we -wmild respectfully request that you 
consider adding Medicaid's clients usage of the Northern New England Poison Control Center to the 

111.5 Waiver fist New Hampshire.- The NH Public Health Association has been charged with 

convening stakeholders to identify sustainable ;sources.  to cover the total -costs of providing Poison 
Center Services for the people and insiliiitons of NH. Currently the total annual cost is estimated to 
be about $748;800, This includes $70.000 which comes from the.Federal Health .Resources and 
Services Administration .directly to the NNE PG110-11.Centem Thos,, the total cost to New Hampshire is 
$678„500.Currentlythe NH Department of Health and Human Serilces is contributing about 
$553,500„ $520,000 comes from. St.it&. General Pun& with an additional $33,500 passed through 

from. the Federal CDC 'Public, Health Emergency Preparedness Funds, This leaves =funded 
approximately $125„000 to fully fund NH's share, This would . provide for all ofthe- surveillance and 
reporting functions that are available to other states as well as allowing all in6rmation calls to the 
Poison Center to he answered. 

We are asking for long-term funding for the Poison Centen Insurers both public like yourself and 
private insurer% the NH Hospital Association„ the Drug and Alcohol Abuse Prevention community 

and the .Departmentof Safety are all being invited to participate. The 1115 Waiver is an excellent 
venue .to help with some of the 'funding as it pertains to Medicaid clients. 

WHY: 

Poison centers save films, protect the public's heal.th„.,anci save more than a billion dollars 
each year 

Poisoning deaths and injuries - including those resulting from intentional and. unintentional 
misuse of prescription drugs - are a growing public health issue 

New 1-larnpshirs Public Health .Association • 4 Park StreeE, SLabe 403 Concord, NH 03301 4  Tel: ( 3 28-2983 
www.nlipha.org  
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• For every $1 spent. on Poison Center Services, there is a savings. of $13.39,  in reduced 

health care costs and lost produotivity of which. 58.78 are from avoided medical 
utilization-and reduced length of stay alone. Tice Lewin Group. Value of the Poison 

Center System, September, 2012 --bttpigwvgvir avocorgiaboutftewin-group-report 

• lb the absem:e of the Poison Center with a total price, tag of $748.580, the health care 

services for these patients would cost insurer& hospitals and the state and federal 
governments an estimated $6.6 million. 

WHO benefits f.rom Access-:.  to these- Services? 

The public benefits directly from having access to Poison Center services 24/7. About 74% 

of NH cans to the Poison Center are from patients and Families, work laces and schools. 

Sixtymine% of these calls can be safely treated and monitored at. home. representing a 

significant healthcare costs. eased. on the latest. Poison Center Sinvey of consumers, in the 
absence of the Poison Center: 

• 44% would have gone to th-e ED 

• 31 %would lave called or gone to the doctor 

• 15% would have called 911 

Regarding insurance coverage the breakdown. is as folloesi 

o, 	45.0% have private insurance 

32,5%.have,  Medicaid or SCH1P- 

*, 	10.0% said they have. no- insurance 

New Harnpthire Pubric Health Assodation 4 4 Park Street, Suite• 403 Concord, NH 03301 Tell (603) 2.28-2983 
www.niipha,org 
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It for this mason that we ask that for your consideration in adding funding. for the Poison Control 
Center to your 1115 Wan 

For any questions and .additional clarification- please contact me at the address below, 

Thank you 

Sincerely, 

Marie Muiroy,Prezident 
New Hampshire Public Health Association 
info@apha.oss 
Telephone:. 603-2.28-2983 

Other 0.AM COtt.  
4eriai4 2i714 \ 

New Harnpshia-e Public Health. Association ". 4 Park Street, Suite 403 Concord, NH 03301 Tet; (6031 2:282963 
whrw.nlipha.org  
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State's Response: 

DHHS will consider pilot programs related to poison control under the community reform pool. 

Thank you for commenting on the Waiver. 

Comment Received via Email from Janet Monahan - Deputy Executive Vice President, New 

Hampshire Medical Society and Executive Director, NH Society 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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c 	11 a imp 	re 

MEDICAL SOCIETY ITVGICATMCI 	1114.1iSteSAK61 7 7:501.1e 14%At,111  SakC1 1/41. 

May 20, 2014 

Medicaid 1,115 Waiver Comments 
New Hampshire Department a Health & Human Services 

To Whom it May Concern: 

On beha !for the physician members Of the Now Hampshire Medics} Society, t Worley encAnirage the 
inclusion of the maintenance of the increased reimbursement for Oman/ care physicians lo the 1125 
waiver appiication. 

As you know, section 1.502 e the ACA increased Medicaid payments for Certain primary care physiolarts 
to Medicare levels for 012013 and 2014. To receive the 100 percent federal match for the payment 
Increase, states had to submit a State Plan Amendment to CMS by kilarth 11, 2013 and payment 
increases were retroactive to January 1, 2013; This provision of the ACA (100% Federal funding) is due 
to sunset on Ceternber Al, 2014. 

New Hampshire's Medicaid rates are the lowest in the country and we must do all that we can to help 
our primary care physicians io Ile able to afford to kee p their practices open to the Medicaid population, 
Ar-ces to primary care s critical:to providing the basic prevention services to low-income or disabled 
patients, especially those with a thronit iiiness, A strong prtiriary care relationship for this population 
may reduce the number of visits to ow emergency departments and hopefully reduce inpatient hospital 
stays as welt. 

Stzflv ligrerit i Cetwatd, 	 T:14 Elt510 t vintiVe.rittivo.vTg. 
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State's Response: 

Primary care physician reimbursement for services provided to the NIHIPP 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 outside 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 03301 

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 to reiterate NH Kids Count strong support for the oral health pilot program. As we 

re-read the draft 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 at 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 facilitating 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 

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 

steve@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 (e) HCBS Waiver populations served by the 

Bureau of Developmental Services - DD and ABD - in the 1nShape program. 

Thank you. 

Steve 
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Brain injury Association of New Hampsh re 
109 North State Street 

Concord, NH 03301 

fvlay 19, 2014 

Mr. Jeffrey A_ Meyers 
Director, intergovernmental Affairs 
NH Dl-51S 
129 Pleasant Street 
Concord, NH 03301 

Re: Graft 1115 Demonstration Waiver comments and input 

Dear M. Meyers, 

'On behalf of the member families and caregivers of the Brain Injury Association of New Hampshire, we 
respectfuly.  request that the Departrn-ent-consider including. both -of the .1915(t) HCBS Waiver 
populations - DD and ABD - in the inShape Program_ • 

The NH Bureau of Developrnenizi Services currently serves two population groups, those with 
developmental disabilities (DD) and those with acquired; brain disorders LABD)_ it would be unfair to 
include one of these populations at the exclusion of the other. The Bureau is equally committed to both 
populations.. 

People living with brain injury and those living with develtipmental disabilities, will both strongly benefit 
by participation in the inShape program_ The additional federal dollars that will be leveraged for NH will 
be a tremendous opportunity to improve the quality of life for people with DD and ABD. 

Overall., the New Hampshire brain injury community wishes to congratulate and thank the team that has. 
developed the draft- 111.5 Demonstration Waiver_ The entire disability community is appreciative of this 
effort to build capacity to transform -and enhance health care service delivery on our state_ 

We remain hopeful that both of the 1915 fc) HCBS populations served by the Bureau of Developmental 
Services — DO and ABD - will be included in the draft to 'be presented to the fiscal Committee on May.  
23rd _ 

Thank you! 

Sincerely, 
Steven D. Wade-
Executive Director 
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State's Response: 

Thank you for support of the Waiver. 

At this time, DHHS is not including the 1915(c) HOBS-ABD waiver enrollees in the InSHAPE 

program. 

Comment Received via Email from Matthew Herndon, Interim Chief Legal Officer & VP of 

Government Affairs, FMC 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 (t) 

617-897-0894 (0 

matthew.herndon@bmehp-wellsense.org  

Please find attached comments from Well Sense Health Plan in response to the Department's 

Building Capacity for Transformation Section 1115 Waiver Application. Please fee/free to contact 

me with any questions or comments. Thank you. 

167 	 Appendix E: Public Comments Received and State Responses 



WELL SEN 
F:! 11.4 KAN 

May20, 2014 

Via Fiectronic-Mail 

New Hampshire Department of Health and Htirnan S-ervices 
At 	'Building CapacityfiJr TraltforTitati071" Section 1115 Demonstration Waiver 
Application 
129 Pleasant Street 
Concord, N-11 03301, 

Re:-  Building CapacityfitTr 	 115 Demonstration Waiver 
Application  

Dear SiriMadarti: 

S,- .1se Health PlanC'Well. Sense) appreciates the opportunity to comment on 
Hampshire Vii) Department of Health and Haman Services' (al-E-TS) Section 1115 
Derryanstration IValver proonsal, "Building, Capacity for Tranc,formation--  Well Sense is 
committed to supporting DIMS in i,# staled approach, to healthcarereform including 
comprehemilre reform. of i medicaid pro -am and the health care delivery system. 

As you, Imo w, 'Well Sense participates in New Hamp hire's Medicaid progam by serving 
as a n..:aced care.pannier that =meal-0 cac,,ers mei- 48,000 euronees. \Ve are pleased 
that the Waiver proposal reitates DHEIS' del:ire to ‘`:nrpgate and alignwt 
Medicaid Carp livi-nsa.,PInert program" 71iie Medicaid Care Management is in its 
in 	we already see early pro gam successes% 

For example,. /A'h ell Senses penon-centered 	xdel: of care is an important init 
Under this innde.L. OLE: clinicians, social worizeo., and behavioral health care managers 
work closely with members 'kA D have complex conditions, and their families, to 
cooriinRte. care with pfimnry carepractices and. state and community agency case 
managers. This a 	helps members get the appropriate care at 1*.right time an 
the night. Settin& especially in their commUnities, 

Well Sense is, pleased to build on such efforts tbiongh. further collaboration with DHHS, 
including. the con/ Portents of its Section 1.115 Waiver_ Well.Sense Offers the fallowing 
specific comments for your consitieratiant on the Section 1115 Waiver provosal_ 

Mental Health Conanamity 'Reform POOL  
Well Sense supports DITHS' efforts to increase behavioral health access_ Well. Sense 
reco,pizes that member access maybe challenging-  and is actively worldng to expand its 
network to further strengthen this access.. Capacity retention and eipansion as well as 
new service paymentt may he a positive step. Well Sense supports the appropriate 
funding of our provider-partner. especially for those pruvidirE.duty-based memll 

155 Ern Street . 	i- ester, NH 33101.  WallSen e, am 

New Hampshire Department of Health and Human Services 
Building Capacity for Transformation Section 1115 Demonstration Waiver Application 
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Department of Health and H 	Services 
2Ct.„ 2014 

Page 2 of 2 

health services, and we look forward to wort-41,st with 'DBMS farther in this area pursuant 
to this Waiver proposal. 7,rhile any payments and the incentive pools are *portant steps, 
Well. Sense looks fOrward to enhaawd coordination or physical and mental health 
siettices to in 	health outcomes. and avoid unnecessary, costly care. 

Oral Health Pilot: 
Well Sense agrees that it is important:to demonstrate. that Medicaid dental coverage or 
pregnant women and children positively impacts birth outcomes and early childhood oral 
health. Studies show that periodontal disease can be detected in. up to: 30: pcent of 
prer-Rnt women-Mt addressing this may not only decrease birth complications. and 
associated casts,. but also early childhood care costs.' Moreover,.providin--7 ongoing 
dental. services to mothers of young -children rruty.  increase the likelihood that they will 
seek tontine dental care for their children. Well Sense Lo-oh forward to NVOli3 2 with 

t in/pleramt ibis plot. and dewloping innovative strategies to encourage dental. 
provider Medicaid paiiicipation_ Well Sense hopes that this investment serves as a 
builra_g„ block towards further in 	in oral health. coverage. 

Popuatos Health:  
Finally, Well Sense _appreciates DIMS' effort. to proactively invest in pret,'-entive 
population health issues that impact .at-risk. populations_ Specifically, we commend 
DIII7IS for -following the date' and wont: ing to addressina. tobacco use and physical 
fitness/obesity-  in individuals.- with sabstar.ce abase disorders ar mental 	Well. Serge 

,kirrdarly focused on "foaming the data" byPettoncing. its population health analytics 
tcn untiPtstand maaaber -needs As Well Sense worh to- expand. alternative payments 
based on an accountable care framework, it will rely on _suth da ta. to identitr looming and 
existi4 problems that can.be averted bef7re costly medical. care is, needed. 

Again Well Sense appreciates the opportunity.  to work with DIMS toward *proving 
health care in:New Hanipshire Please feel free to contact inn - at -617--7,11g-6000 if you 
have questions or would like to discuss any or the issues raised here_ 

Sincerly,. 

Mattlww Herndon 
Interim Chief Legal Officer & VP of Government Affairs 

cc: JeffMeyers, Esq. 

ChB rixelfs DentalHinth Pref*i irnovidng i 	R7tartral• Ord Beek Care? Str..:A*E5: and ansideparfara. 
fisq,  &min Mara, prdy2 OM, 

1155 Bm Start e tfoof Mandiestsr, NH 03101 * WeiGem.ie.org  

New Hampshire Department of Health and Human Services 
Building Capacity for Transformation Section 1115 Demonstration Waiver Application 
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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 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 I Concord, NH 03301 

0: 603.513.5334 I C: 603.340.1593 

www.ppnne.org  E jennifer.frizzellAponne.org  

Comments from Planned Parenthood attached. 
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Commissioner Nick Toumpas 
New Hampshire Department of Health and Human Services 
Office of the Commissioner 
129 Pleasant St 
Concord, NH 03301 

Re: Building Capacity for Transformation Section 1115 Demonstration Waiver 

Dear Commissioner Toumpas: 

Planned Parenthood of Northern NewErigland ("Planned Parenthood") is pleased to submit comments 
on the proposed Building Capacity for Tra ns-formation Section 1115 Demonstration Waiver ("Waiver). 
As a trusted women's health care provider and advocate, Planned Parenthood supports the 
commitment of the Department of Health. and Human Services ("Department") to seeking input from a 
cross section of stakeholders on this important proposal. 

Planned Parenthood is the largest provider of reproductive and sexual health care for women, men and 
teens across the State of New Harnpshire We serve New Hampshire residents through 6 health centers 
in Claremont, Derry, Exeter, Keene, Manchester and West Lebanon. Last year we saw nearly 16,00G 
patients at these sites_ 

We strongly support the Department's efforts to implement the Waiver and provide health care 
coverage to more low-income individuals and their families throughout New Hampshire. As the 
rlapartment works to formalize the Waiver and seek federal approval, we urge the Department to refine 
the terms of the Waiver to safeguard women's health care access. Unfettered access to the fun range of 
women's health services and qualified medical providers enables each woman to obtain critical.health 
care, such as family planning services and pregnancy-related care, resulting in better health outcomes 
for women and their families_ 

The Department Should Explicitly Clarify that Enrollees Retain Freedom of Choke for 
Family Planning Providers 

We are concerned•tfiat theWabler draft application and concept paper do not explicitly address access 
to family planning services and family planning providers. As the Department is aware already, multiple 
provisions of federal law explicitly require state Medicaid programs to provide family planning services 
without cost-sharing, as well as ensure freedom of choice for family planning provid ers_ These 
provisions of federal law are designed to ensure access to critical family planning services, including 
birth control, cervical cancer screenings, and screening for sexually transmitted infections {ST1s). As 
such, to ensure access to these essential health services, we urge the Department to align the Waiver 
proposal with: existing law and policy so that enrollees have timely access to family planning services 
from the providers they trust_ 

Under federal law, Medicaid enrollees — both traditionally eligible and newly eligible individuals — are 
entitled to family planning services1  without cost-sharing! Benchmark or benchmark-equivalent 

142 	§ 1396ttlaU4)(Ci; 42 C.F.R. § 441 	(requiring family planning services coverage for traditionally eligible 
Medicaid enrollees); Affordable Care Act (ACA)-§23D3(t) i,adding 421J_S.C. 1395u-71b)(7)); 42 C.F _R. § 440.34514 

Planned Parenthooc 
of NJ:4%m Now-  Cnearvi 

New Hampshire Department of Health and Iluman Services 

Building Capacity for Transformation Section 11 15 Demonstration Waiver Application 
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coverage for the new adult population also must consist of at least the Essential :Health Benefits (EHB)„ 
which includes coverage of womenr.s preventive health services withotit cost-sharing,, including the full 
range of FDA-approved contraceptive methods, family planning counseling, and office visits necessary to 
obtain a .contraceptive service! .Notahly,..federaf law is clear -that individuals receiving premium: 
assistance., such as Heaith insurance Premium Program and Mandatory Premium Assistance Program 
coverage, are entitled to,  all Medicaid-cov.e:red benefits and cost-sharing protections _4  

Existing federal law and ,poiircy also unequivocally protects an enrollee's ability to receive family planning 
services from any qualified Medicaid provider_ Federal law explicitly maintains an inclividuars ability to 
receive family planning services from. any qualified ;Medicaid provider, even it the intihridual is enrolled 
in a plan .with a limited provider network! In fact, CMS has explicitly stipulated that a "recipient may 
-obtain family planning services and supplies from: outside of the HMO.  without-  an HMOrefeffal„ even if 
the HMO contracts with Medicaid to provide the same services:"€  Notably, the Centers for Medicare 
and Medicaid Services (chits" has rightly enforced the 'family planning freedom of choice' protection in 
1115 demonstration waivers, inclucang recent 1115 demonsuzition waivers to expand Medicaid 
coverage via premium assistance! 

The Department Sh id sure Timely Access to Ail Pregnancy-Related Care. 

(requiring faitniiy planning services coverage for the new adult population); ACA § 2001M (adding 42 U.S.C. 
139Sti-7(h)(5)); 78 Fed_ Reg_ 421150, 42307 OA 15, 2013) (to be codified at 42 CIR. k 440.347(a) (requiring the 
Alternative Benefit Plan to provide coverage of the Essential Health Benefsts, which kid: odes .womers preventive 
health services., such- as FDA-approved contraceptives). 

ti.5.C..§, 139544120{0), .1396eibX2H0)-,139Go-10d,y31(6) v14; 42 CIA_ §44733{M(51; 78. Fe& Reg. at 42307 
(requiring that .wornere.s preventhe..health services be made :available to,  the new aduit pop:dation without cost-
sharing), 

ACA §: 243014c). (adding 4211-S.C. ,§ :139Sti-7(b)(5)):A 78 Fed.. Reg. at 42307; 78 Fed. Reg_ 128.34., 12843 (Feb. 25, 
2(113) ("a,  plan does not. provide Eliff ,uniess it meets the standards in 4S 	1.47.13111 (to,  be codified at 45- 
.0 	§%156.-1.15(4(4)L 45 C,F 3t. § 147.130(404 (specifying ..coverage,  of the .wornees, preventive health: services)... 
Notably,. the requirement to cover the full range of FDA-approved contraceptives derives .from § 2713(4(41 of the 
ACA, which is. a.:s.eparate and additional standard to the E.H.B prescription drag requirement_ Accorcling;y„ 
contraceptive access is:maintained even if the plan iiirrat5it.5: forrrndarr or the El-f3 benctimart plan formidary.  does 
not include coverage- ark contraceptive. methods. 
'4 42 C.F.R. §.43S_101514(2),..(b); CMS, Medicaid and the Affordable Care Act Preirgum AssRtance (March 2013)„ 
osarituble of tittplirnedicairLgov/Federal-Policy-Guidaricei.D-ownioads/FACt-03-25-1.34Premitim-Assistatice4ef. 
s 

42 LII.S.C...g1396a(a)(23)(8); 42 CF_R_ ,§ 431.51{4K EMS, State Medicaid Manual §, 208.5. See a&-o CMS, 
.fripritictiorhof :Merin (.1urt. 1..2)114 (reiterating the federal require.ment.that states mast: provide. Medicaid 
enrollees freedom of choke of fancily planning providers); U.S. Statement of Interest at 4, 8-9, „Moaned Parenthood 
-ofIndiisna v. Corrinr'r oftheincr. State- Dept of Heoicf , 695 F_3d 962 (7h Or. 2012) (cent denied) (asserting that-
freedom of choice is a longstanding provision and that, a State may not exclude cenain providers from the 
Medicaid program because of a provider's .w..o.pe of practice.). 
CMS, State Medicaid Manual § 20885. 
CMS, Specie Terms and -CoAdttians idmsva Aforketplare Chake Finn (2013) -The state 	prog.rem 

ensure payment at st.ate plan rates of f;amily planning .seniice.s: that the CtilP considers to be out-of-network 
subject to all third party liability rules"'); CMS, Letter to &iffy Mill wee, Deputy Executive Commissioner of the Texas 
Health and nkilThall Services•COMITIZSiart (Dec 12, 20111. (notifying the State .of Texas that CMS will not renew the. 
1115 family planning demonstration waiver because Texas sought to waive freedom of choice .of family planning 
providers). 

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

172 
	

Appendix B: Public Comments Received and State Responses 



New Hampshire Department of Health and fluman Services 

Building Capacity for Transformation Section 1 115 Demonstration Waiver Application 

We strongly support the. Depat 	nient's proposal to provide oral health care to pregnant women_ Leading 

medical research has shown that routine dental care for pregnant women helps avert the development 

of serious oral health conditions that can negatively impact pregnancy and improves lifelong oral care 

habits for women and their children! Yet, pregnant women often forgo dental care if it is too 

expensive. including dental care in Medicaid coverage for pregnant women will reduce access barriers 

and ensure pregnant women can receive the care they need to continue and maintain a healthy 

pregnancy. 

We are concerned, however, that the Waiver draft application- and concept paper do not detail how 

women who become pregnant after enrolling in the Bridge Plan, Mandatory Premium Assistance 

Program, or Health Insurance Premium Program will access pregnancy-related care. While we assume 

the lack of information regarding pregnancy coverage was an oversight, we urge the Department to 

clarify that women who become pregnant after enroliing in either of these options will be able to obtain 

all Medicaid-covered pregnancy-related coverage_ Specifically, we encourage the Department to provide 

pregnant women the choice to remain enrolled in one of the coverage options created under the Waiver 
or transfer to traditional Medicaid pregnancy coverage.' Providing pregnant women this choice is ideal 
because it enables each pregnant woman the option to continue to,  receive care from her current 

network of providers during and after her pregnancy. 

Additionally, we urge the Department to explicitly clarify that pregnant women are entitled to all 

covered pregnancy-related services without cost-sharing, including abortion as allowed under federal 

law. This clarification is particularly important if the state permits pregnant women to remain enrolled 

in the Mandatory Premium Assistance Program and the Health Insurance Premium Program. Private 

plans, including, plans offered in the Marketplace, are not required to cover abortion; yet federal law 

entitles a Medicaid enrollee to abortion services when continuing the pregnancy endangers the life of a 

woman or when the pregnancy results from rape or incest. i2  Although federal law entitles individuals 

enrolled in premium assistance to all Medicaid-covered services and cost-sharing protections,13  

Hugh Silk et at., Oro! Health During Pregnancy, 77 Am. Family Pbrysician 1139,.1140 (2008), available at 

ttttpliwv.(vv_aafp_orglafp,(2008/04151p1135.htral; Adam Allston, improving Women's Healt=h and Perinatal 

Outcomes: The import of Oral Direoses (2002), available at http:llwwwlisph.eduitinitilx,foralbrief_pdt Am, Acad.. 
Of Pediatric Dentistry, Guideline on Oral Health Care for the Pregnant Adolescent, 31 Clinical Guidelines 108, 109 
(2007), available at tittplifwww.aapd.orgirnedia/Pollcies_Guiclelines/G_Pregnancy.pdf. 
9 CMS has explicitly provided a state option to pr, 	mit pregnant wonien to remain in the newly eligible group until 
the next 	determination. CMS, Medicoici/CH1P Affordable Care Act Impiementation Frequently Asked 
Questions (May 22, 2012}, avoidable at http://www.medicaid.goy,istate-resource-ceriter/FAQ-medicaid-and-chip-
affordable-care-a:ct-implementationiclownioads/Eligibifity-Poticy-FACts.pdf. 

Federal law exempts pregnancy-related services from cost-sharing. 42 	§§ 13S6oia)(2)(B), 1396o(h)(2)(B), 
1396o-1,b)(3)41)(iiiI, 42C..F.R. §447.53(b)(2). 
13.  ACA § 1303.(b)(1); 45 	§ 155.280(0(2). 

Due to the Hyde Amendment, abortion is considered medically necessary only when pregnancy will endanger 
the life of the woman or when the pregnancy results as an act of rape or incest. CMS, Dear State Health Ofcial 

Letter (Feb_ 12, 193a 
42 CFA_ § 435.1015(an2), (by, ems, Medicaid and the Affordable Care Act Premium Assistance {March 2013}, 

available at fittp:llmeclicaidzevgederal-Policy-Guidance/Downloads/FAQ-03-29-13-Prernium-Assistancepcif-, 
CMS, Medicaid and CHIP FAQ: Funding for the New Adult Group, coverage of former Foster Care Children and 
CH[P Financing {December 2013), available at http://www.madicaid.gov/FederaLFolicy-Guidariceidownloads/FAO-
12-27-13-FMAP-Foster-Care-CH3P_pdf  (requiring states that permit pregnant women to remain in the new adult 
group to provide access to any additional pregnancy-related benefits afforded under Medicaid pregnancy-only 
coverage). 
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clarification that the state vAl . provide wrap-around services to pregnant women who cannot access. 
care will minimize administrative- CanfUsion and access barriers in the future. 

Moreover, we encourage the Dep-artment to have sufficient:mechanisms in place for reporting 
pregnancy so that. enrollees can have timely access to prenatal and maternal care_ If the state plans to 
continue existing mechanisms, we- ask that the Departmentconftrai that the current system is sufficient 
to accommodate the influx of newly .eligible enrollees and will be integrated seamlessly into the 
Waiver's framework_ 

The Department Should Ensure Pfans Participating in the Mandatory Premium Assistance 
Program Have Rohuat Provider Networks that include Women's Health and Parnity 
Planning Providers. 

We request the Department ensure that plans participating in the Mandatory Premium Assistance 
Program have robust 'provider networks that include women's 'health and family planning providers. 
Specifically, the Department should ensure that plans participating in the :Mandatory Premium 
Assistance Program meet the highest Essential Community Provider (ECP) standard setforth by the U.S. 
Department of Health and Human Services: Letter to Issuers 24  as well as any state :network adequacy 
requirements that require a plan to provide sufficient access to women's health providers.°  

Newly insured women may experience bafflers when attempting to access care from women's health 
providers_ For example, when Massathusetta initially implemented health: reform, wait times for 
OB/GYN appointments in Boston increased from 45 days to 70 days. This was the longest wait time for.  
any type of health care provider in Boston arid was primarily the result of insufficient providers in plan 
networks_ it is :also important to note that most women {and in particular, low-incorne women} consider 
women's: health providers their main source of health care. As such„. reduced access towomen'a health 
providers effectively impedes access to the broader health care system_ 

Therefore, to ensure women have access to health care in a timely manner, it is imperative that plans 
partidpating in the Mandatory Premium Assistance Program have a sufficient number of in-network 
women's health providers_ Moreover, the Department should make sure that enrollees can access 

.services out-of-network if in-network care is unavailable or cannot be accessed in a timely manner_ 

IV. 	The Department Should Explicitly Clarify that ln-Netsvork Providers Receive 
Reimbursement from Private Health Plans or Managed Care Plans, for the Newly Eligible 
Population. 

The Waiver intends for private plans or Medicaid managed ca plans to provide health care coverage 
for the newly eligible population. As such, it:is understood that in-network providers Will receive 
reimbursement, at generally applicable rates, .frog n those health plans for services provided to newly 

HRS's. 2015 Latter to ..tssvers. in the Federally-faraftated learkatptare flis4atch 20141 -ftwaikbile of 
hroa://vemeor_crasgoviCai Resources/Reona-an-d--GUidance,/D'.-_i, vnloads/2-01S-:finalzissivar4etter-3-121- 
2.01:4..pdf. issuers are expected to- demonstrate that at: least 30 pment of aura lahie ECPS in each plan's saniiice-
a rea participate in, the provider network, but issuers -cart stklf satisfy the. ECP standard if they include only 10 
:percent of avafiatife ECPs in-network along with a satisfactory nan-athre justffication for meeting enrollee's health 
care needs. 

See, e.g.., N.14.. insurance- D-eparttnerrt, Draft 2015 -Q14P.  Carration; N. H. Code Admin. Ms. 2701.0E.. 
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eligible enrollees. We ask that the Department explicitly .clariff this reimbursement framework in the 
Waiver so that it is made dear that private plahs and managed care plans must contract with providers 
in good faith with .generally appticable reimbJrsernen:t terms. Specifically„ we urge. the Depat 	Un:ent to 
ensure that Bridge Pian7partidpating mana‘ged care plians provide reimbursement rates that are no less 
than current Medicaid rates, as required by law.i6  

We We thank the Department for the opportunity to submit these comments„ and we look forward to 
working together in our shared :goal to improve.  health care access and .coverage. If you have any 
questions, please do not hesitate to contact. me at 6.03 3135334. Of jenniferitinell@ppnrie..org, 

Sincerely, 

fifi 

Jennifer frizzell 
Senior Policy Advisor 
Planned Parenthood of Northern New England 

isS,B....4-131$:2)-0,:lqamending RSA 1264t5)., 

New Hampshire Department of Health and Human Services 
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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 Section 1115 Demonstration 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 Hampshire 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, Esq., Policy Consultant 

New Hampshire Voices for Health 

4 Park Street, Suite 403 

Concord, NH 03301 

603.224.5157 (home office) 

603.491.1924 (mobile) 

TomNFIVoicesforHealth.org  (e-mail) 

Please see my written testimony, attached 
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NEW HAMPSHIRE 

FOR HEALTH 

Proposed Section 	Medicaid Innovations Waiver 

DENTAL COVERAGE for PREGNANT WOMENand 
MOTHERS of CHILD 'UP TO AGE 5 

Public Hearing  
May 12, 2014 

NU  VOICES for HEALTH TESTIMONY 

Good afternoon. My name is Torn Bunnell. I am a con  graham attorney and health policy 
specialist v‘ith NH Voices for Health, also known as 'Voices.' I would hie to offer a brief 
statement on Voices' behalf 

First, I and we want to thank.  the Department broadly for the propos&I Waiver, and for 
to leverage federal funds for helpful and cost-effective Medicaid innovations. 

But in pan 	ar, 1 nt to speak to our support for the draft Waiver's Oral Health 
program for pregnant women and mothers of children up to the age of 5: 

es have shown that basic oral health services for pregnant women reduce adverse 
pregnancy outcomes, including pre-term and latv birth-weight babies. 

Basic oral healthcare for pregnant women also linq been shown to reduce the 
ansmission of dental disease from mothers to children. 

As a result, the public health benefit to mothers and children of this proposed Oral 
Health demonstration is groundbreaking 

At the same time, the east-savings lilo4y to result to Medicaid and to our overall health 
system — whether it's avoiding the expense of neo-natal intensive care for even, a small 
number of newborns, or reducing the cost of dental caries and decay far children is  
impressive 

in 	oral health coverage for mothers of children up to the age of 5 provides 
moms and kids with a mea 	opportunity for access to essential dental care to stay 
healthy. 

Studies indicate.tbat the best way to ensure that kids are healthy and have access to the 
care they need, is when parents are covered as well. 

New Ramp rz Voioea for- Health • 4 Park Streel; Conetird • N14 03301 - 003-300-4707.- wvae.f1hvoicesforheakKoro 

New Hampshire Department of Health and Human Services 
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• Mothers whose coverage includes bask oral health care are in better overall health to 
work, to care for their families, and to take part in communities. 

While helping mothers to gain better health, the proposed Oral Health program promotes 
newborns' and children's 	in ways that are mean in and even profound. 

The proposed Oral Health pilot is a humane,. pragmatic sensible, and cost-effeztive 
opportunity for our state. 

 

We are grateful to the. Department for proposing this helpful dental benefit and pro 
demonstration program. 

`Thank you.. 

g 

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 testimonies have been 

paraphrased and may also be supported by written documents. 

Public Comments Received at Public Hearing #1 - May 8, 201.4 

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 critical to 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 CMIICs currently are. 

On page 23 of the draft application, the InSHAPE program is described as a covered mental health 

Medicaid benefit; if you review HEM 426 it is not the case; only clinical support services for client 

to participate in the program are covered• Healthy 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 available. CMHCs work tirelessly to meet states most eligible 

populations, and are willing to work with DHHS to 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 payments." 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 InSHAPE 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 (MC.4. 

The narrative of the Demonstration Waiver application has been revised to clari& Medicaid 

covered services related to 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 service that would most often be provided for an 

individual who required the provider to employ the InSHAPE treatment approach. Therapeutic 

Behavioral Services are a covered community mental 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 DHIIS for a sound program that focuses on wellness and prevention. I know from my 

years 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 enrolling 

patients in smoking cessation programs. This will go a long way in reducing 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 enrolled in 

the WIC program, and is located in Keene, Concord, and Pittsfield. We take preventive services to 

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 to 

both pregnant women and children, and provider referrals 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 

I have provided testimony via email to 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 I was 

employed as the CEO of Monadnock Family Services in Keene, NH. It is currently helping persons 

across the State of NH who have a SM1 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 SMIs. These agencies 

have expressed their great satisfaction with having implemented the program. I believe that the 

program would be highly suitable for children/youth populations as well as the Developmentally 

Disabled population. In fact, in Keene, the mental health agency has begun the implementation of a 

program for children and I am assisting them to adapt this program more to 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 quotes: "Today Igo 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 InSHAPE, I have several diagnoses, including chronic depression, severe personality 

disorder, and PTSD. I have been able to make changes because of InSHAPE. If] can lose this 

weight, I can do anything. When I am working and healthy I feel my best." 

InSHAPE is laying to establish a program that is based on people taking control and responsibility 
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of their 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 to attack the degrees of social discrimination that many experience that have a SMI 

so that social inclusion and community engagement is very important to the program. A few 

findings 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 

related 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 type 

of approach and that it can be adapted to 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 to 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 

financial 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 to dental care for young people. All of this to say is that as a member of the Board I think 

that including oral health for pregnant Medicaid moms who often have other children as well is an 

important priority and want to express appreciation to the Commissioner for supporting the 

introduction of this priority into the waiver-•. 

State's Response: 

Thank you for the information and support of the Building Capacity for Transformation Section 

1115 Demonstration Waiver, DHHS looks forward to your continued involvement in during the 

implementation planning phase. 

Comment from Ken Norton - Executive Director, National Alliance on Mental Illness New 

Hampshire 

This plan ties into 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 important 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 socially. 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 Mental 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 

initiated while waiting for a bed. The recognition of data relative to people with SMI dying 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. 

NAMT 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 Health 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 NI-1, 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 MR 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 care systems; this is being promoted for National Action Alliance on 

Suicide Prevention and focuses on an integrated approach to physical and BH across health 

systems, which would accomplish the goals of waiver. 
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New Hampshire 

Mr. Jeff Myers 
NH Dept of Health and Hurn ft Services 
8i-own Build';:ng 
106 PleasaniSt. 
Ctincorc1; t,(1-1 03301 

Dear Jeff, 

On behalf of NAM1 NH, tfie*H chapter of the National Alliance Can Pi/leritai Illness, t would like to offer 
our strong support for the Building Capacity for Transf,armation Section 1115 bernonstretion Waiver the 
Department of Health and Human Services (D1115) has drafted to submit to the Center For Nledicare 
and Medicaid Services (CMS). 

Our oi-Jerarching comments about tile plan are that wc firmly believe that.thespecific plarfs laid out in 
the draft waiver and their whole pi rsori approach and focus:art integrating physical health with mental 
Illness/wellness, substance use disorders, and oral health wit/result in.a reduction of Inpatient 
admissions, emelt ency department visits and other economically and socially.costly services_ The 
integrated approach taken in the waiver Will focus bulb on improving the delivery of heath care Services 

to indiViduals as well as makcineeded IMptovements and reforms across New Hampshire's Health Care 
delivery systems. These improvements-will promote rectIvery for indiViduals with mental illness ardior 
substance use disorders, 

There is much in this plan to like and without restating the whole plan a few key ,areas we would like to 
specifically mention include: 

• Imple:mentatIon of evidenced based programs contained ira NH's "Ten Year Mental Health Plan° 
as well as tile settlement agreement with the, US. Dept of.Justite 

• identicatiort and focus on workforce levelcornerlt programs :particolarly those fncused vrt 
substarme abuse treatment disorders 

• lir,cOgnition of the data indicating-people with Severe mental illness die up to 25 years earlier 
than the general population and thata mere integrated .approach to care can help decrease this 
statistic 

nding the in.  Shape program —to make ft avallable:forc-hIldren 
• Pro noting increased availability for inpatient Mental hearth treatmient-at regionaViocal 

hospitals 

• Increasing the availability of gr'ot;ps• home•and•other residential programs for people with 
mental illness. 

• Training and workforce•deve[ortmenft in the area of mental health and substance use disorders 
for Lifiergency DerJartment pRrsoTlel 

• NAttil Nht also recognizes and sop :ports the importance of tobacco cessation arid oral health as 
key parts of this waiver. 

Find Help, Firld Hope 
NAM New Hampshire • 8tc North Stawatreet • Coo*, tail -f 03301 

InfoLine, 800-24Z6264 • Tel. 603-2254351 • Fax 6.03-226,a48a inici@nairtirt.oln www.NAMINH.org  
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There are a few areas that we would like to comment on and/offer suggestions for consideration for 
incorporating into the plan 

■ While the plan repeatedly mentions "NH's Ten Year Mental Health Plan," the ten year plan is 
essentially silent regarding children. Likewise the Dept. of Justice settlement is only focused on 
adult's, Although the waiver does reference some improvements in the area of children's 
mental health — for instance the chart on page 21, it will be important for the waiver to 
specifically mention and incorporate aspects of the NH Children's Behavioral hlealth Plan (2013), 
It should be noted for instance that the NH Children's Behavioral Health plan does not promote 
use of ACT teams for children, but instead proposes a different model. 

s 	Statements regarding need in the waiver relative to substances use disorders focus exclusively 
on prescription drugs and opiaids. Alcohol continues to be the primary drug of choice across the 
lifespan In New Hampshire and the waiver should emphasize the importance of substance abuse 

treatment for all drugs of abuse. 

• Although the waiver specifies numerous areas relative to substance use disorders it would be 
very helpful to specifically consider adding in language about co-occurring mental health and 
substance use disorders. There is certainly need for building staff and program capacity for 

treating all substance use disorders. However to further promote integration and In recognition 
that individuals with co-occurring mental illness and substance use disorders have poorer 

outcomes specifically promoting this area would be helpful as well. 

• One area of consideration for a pilot in the Community Reform Pool section IV might be to focus 
on the national initiative of the National Action Alliance on Suicide Prevention regarding Zero 
Suicides. By focusing on training, integration and improvements in the area of behavioral health 
across systems several major health care systems have shown an ability to decrease suicide 
rates as well as improve other behavioral health outcomes. 

NAMI NN strongly believes the proposed waiver incorporates other key systemic initiatives underway in 
NH such as the implementation of managed care, health care expansion and the State Innovation Model 
plan submitted to CMS and that the waiver if approved will greatly improve the health and behavioral 
health service delivery system in New Hampshire. 

Please feel free to contact me if you have any questions regarding NAMI NH's comments. 

Sincerely, 

Kenneth Norton LiCSIN 

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 to use the term "co-occurring disorders" and include initiatives to 

reduce suicide deaths as potential pilot programs under the community reform pool. DHHS looks 

forward 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 support 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 to 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 continued involvement in during the 

implementation planning phase. 

Comment from Deb Scheetz - Communications D irector, Gateways Community Services 

In reviewing the waiver, we support three areas: 

(1) the extension of InSHAPE 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 focus on improved population health; 

(2) the menial health capacity building aspect; we are seeing more of the DD population experience 

complexities with MH; the State's focus on this and commitment is much appreciated; 

(3) the pilot programs; we want to call attention to 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 _WM 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. Health homes are potential pilot programs under the community reform pool. DHHS looks 

forward to your continued involvement 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 women 

during the implementation planning phase. 

Comment from Michele Merritt - Policy Director, New Futures, Inc. 

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 to support the SUD network. We reiterate that 

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 

deterring them and completely changes back office systems. 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 PCIVIT-Is; if there is 
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an opportunity to 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 

for professional associations for SUD development as well. 

State's Response: 

Thank you for supporting the Building Capacity for 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 array 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 community reform pool, 

DHHS confirms that it will work with stakeholders and CMS in the development outcome measures 

for the community reform pool. 

DHHS will accept and review proposals from professional associations for SUD workforce 

development. 

Comment from Maggie Pritchard - Executive Director, Genesis Behavioral Health 

With regards to the capacity retention payments, the recommendation is to expand this to other 

providers, and to 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 16th; 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 

189 	 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 

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 to 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 

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 oral health improvements. 

Overall, we applaud DHHS for this effort. 
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count 
May 22,201.4 
Re: Proposed lviedicaid Innovations Waiver 

Dear Comniissioner Toumpas, 

My name is Erika.Arger.singer and I'm. the Policy Director for New Hampshire Kids Count. New 
Hampshire Kids Count is dedicated to improving the lives of all children by advocating fOr 
public initiatives that make a r ealdiffe.rence We ensure that laws, polities and programs in the 
Granite State are -effective and improve kids' lives. We promote program and policy changes 
that improve children's education, economic security, safety and health. We support the draft 
innovations Waiver's proposed Oral. Health program for pregnant women and mothers of 
children tip rt.> age 5 because we believe it will do just that. 

Good oral health care is an essential part of children leading a full, healthy life. Unfortunately. 
dental caries remains the moat common chronic disclaim in childhood an d it is•increasingin 
prevalence among young children. When left untreated, oral diseases can have far reaching 
imps t8, Beyond pain, they can lead to problems in eating, sleeping, speaking, and !earning. 
ResearclIshoWs a direct gonriection between children's oral health and how well they perform 
• in school 

We supportthe Waiver's proposed oral health program because we believe it will help improve 
the health of the mothers and, in turn, the health of their children. Oral health care for pregnant 
women has shown to reduce the transmission of dental disease from mothers to children and to 
reduce adverse pregnancy outcomes, including premature and low birth-weight babies, In 
addition, research demonstrates that maternal and family factors can increase children's risk 
for caries, including poor oral hygiene and recent maternal caries. The proposed oral health 
program's education component as well as the benefit providing coverage for dental services 
would improve these maternal factors and decrease their children's risk for caries, 

Further, a repent article Pediatrics (Pediatrics 2014,133; e12683 documents the importance of 
the caregiver's establishment of a dental home for themselves as a factor that can improve 
children's receipt of preventive dental visits. Therefore, the proposed program's oral health 
coverage for mothers of children up to age S would provide mothers and children with 
meaningful opportunities to access essential care. This could help improve the rate at which 
children on Medicaid access services, as we know that despite coverage, still nearly 40% of 
children on Medicaid, in 2011 did not receive dental services. 

The Waiver's pro posed oral health program is an opportunity to improve the health of mothers 
and children in New Hampshire that should not be missed- We are pleased to see the state take 
this step and strongly support it. 

Please feel free to contact me with any questions. Thank-you, 

Erika Argersinger 
603,225-2264 
eargersinger@ohkitiSCOtritorg 

N11 Kids Count 	 l 	 wvAtv,NfiKicNtatint:org 
Two Dolta Drtive, C:ootrucl.,..Nkt 03101 	 503-225,1164 
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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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arab, Mattson. Esq., Policy. Director 
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117 140,10 Stitt& Slate 
17,41va4, NH MO 
602-224-4107 
F=7503424-260.  
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4kows 	 NEW HAMPSHIRE LEGAL ASSISTANCE 
Epirif Janice Sin& 1971' 

.May 1.2, 2014 

Office or Medicaldllusiness and Policy 
New Hampshire Department of Health and. Human Services 
129 Pleasant Street. 
Concord, NH D3301 

Canccal tare  
11? NO; $0.4 &10:3  
cowed, #1.4 CC12DI 
W3.2234750 
9410CL92t-1115 

eCt1.223.91k 

RE: 	Draft Building. Capacity for -Mans °motion Section I 115 
Demonstration Waiver Application 

To Whom It May eattethr. 

I mu writing on behalf of New Hampshire Legal Assistance (Is A) to conve 
our support for. the April 28,, 2014 drat "Building Capacity,* Transformation" 
SeCliCifi 1115 Demonstration Waiver. Application. In particular, MLA supports 
the proposed Waiver's establishment of a pilot program to provide oral health 
education., tobacco cesSation, and MediCaid coverge for dental services for 
women during pregnancy and np to the child's fifth birthday. 

KILA is a non-profit law firm offering legal services in civil cases to low-income 
and elderly people. Vile At.stiSt our clients with Wises impacting their basic needs., 
such as access to subsistence income,. housing, and healthcare: Based on Our 
experience representing low-Income clients who need oral health care, we 
enthusiastically support expanding low-income mothers' access-to denial sexvice 

Oral health care for women who are pregnant ar have young'children has 
significant public health Itenciits. It has been shown to reduce adverse pregnancy 
outcomes and to reduce the transmission of dental disease from mothers to their 
children., it also has profound positive impacts can. hulividual Women, ac ontremed 
dental disease not only causes pain and suffering but can also reduce a person's 
aibilyt tO complete the basic functions of daily living; inclilding work. We thank 
the Department of Health and Human Services for proposing this important end 
health pilot program and look forward to continuing to support it, 

Try: 'iliersiaR 	Vet truly yours, 

193 
	

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: 

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 

I support the oral health component. DHHS is currently in the middle of a pilot project for W1C 

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 Pittsfield have treated 8 children and 4 pregnant 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 Erika Argersinger - Policy Director, New Hampshire Kids Count 

We want to submit a question regarding the oral health pilot program. On page 24, it reads that the 

scope of dental benefits will be provided to women who participate with compliance goals and has a 

bulieted list. To what extent are these compliance goals eligibility criteria? If I don't meet the goals, 

am 1 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 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: 

Comment from Cindy Robertson - Senior Staff Attorney, Disability Rights Center 

In terms of the community reform 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 

and/or 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 

neutrality projections using the CMS template are included as Appendix 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 

• Include all covered Medicaid services (i.e., acute care and long term services and supports) 

• 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 = 3.5% 

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. 

• 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 trend exceeds New Hampshire's historical trend rate as calculated 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: 

• 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: 

• 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. 

• 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 calculated 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: 

• 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. 

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 enrollment and PMPM trend as the without-waiver 

projections. The with-waiver projections include the following modifications to the without-

waiver projections: 

• Managed care savings related to the implementation of the Medicaid Care Management 

(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 (i.e., 

expanding the MCM program to include long tend' 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 I = 3%© savings 

o DY 2 = 4% savings 

o DY 3 = 5% savings 

o DY 4 = 6% savings 

o DY 5 = 7% savings 

• 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 return 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% ROI over 

the five year demonstration period, with a lower ROI in earlier years and a 

higher ROI 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 ROI under this pool. New Hampshire is targeting a 170% ROI 

over the five year demonstration, with a lower ROI in earlier years and a higher 

ROI 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 L 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 Health and Human Services (DHHS) 

and it should not be distributed, in whole or in part, to any external party without the prior written permission of 

Milliman. We do not intend this information to benefit any third party even if we permit the distribution of our work 

product to such third party. We understand this letter will be part of New Hampshire's application to CMS. 

This letter is designed to provide DHHS with budget neutrality projections for the Building Capacity for 

Transformation Section 1115 Demonstration Waiver. This information may not be appropriate, and should not be 

used, for other purposes. 

Actual without-waiver and with-waiver results will vary from estimates due to costs and savings under the 

demonstration being higher or lower than expected. DHHS should monitor emerging results and take corrective action 

when necessary. 

In preparing this information, we relied on information from DHHS regarding historical expenditures, historical 

enrollment, projected costs under the demonstration, and the expected return on investment for certain initiatives. We 

accepted this information without audit but reviewed the information for general reasonableness. Our results and 

conclusions may not be appropriate if this information is not accurate. 
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Appendix G: Total Funds Expenditures and Savings for 13SHP Initiatives 

DSHP: Community Reform Pool 

Capacity Retention $15,932,857 $13,194,318 $13,658,098 $14,138,180 $14,635,137 $71,558,591 

None 

(existing 
services) 

Capacity Expansion $3,762,363 $3,115,688 $3,225,205 $3,338,571 $3,455,921 $16,897,749 A 
New Service $1,240,565 $1,027,337 $1,063,448 $1,100,828 $1,139,522 $5,571,700 A 
Pilot Program Pool $21,800,000 $12,000,000 $12,000,000 $12,000,000 $10,400,000 $68,200,000 B 

Provider Incentive Pool $0 $0 $5,867,469 $5,989,350 $6,115,516 $17,972,335 
Included in A 

and B below 
Subtotal $42,735,786 $29,337,343 $35,814,219 $36,566,929 $35,746,097 $180,200,374 

DSHP: Enhance Community Based Mental 
$8,534,851 $11,022,950 $12,456,169 $13,021,057 $13,411,689 $58,446,716 A 

Health Services 

DSHP: Invest in SUD Workforce 
$2,000,000 $1,500,000 $500,000 $500,000 $500,000 $5,000,000 A Development  

DSHP: InSHAPE Program 

Expand program to children with SMI and 
individuals enrolled in DD waiver 

$1,752,681 $2,502,344 $2,918,077 $3,349,439 $3,794,317 $14,316,858 A 

Cover additional SMI Adults not currently 
enrolled in InSHAPE 

$87,872 $179,258 $271,794 $370,480 $473,004 $1,382,407 A 

Add smoking cessation for all InSHAPE 
enrollees 

$36,447 $79,244 $116,610 $128,830 $141,492 $502,625 A 

$16,201,890' Subtotal $1,877,000 $2,760,846 $3,306,482 $3,848,749 $4,408,813 

DSHP: Oral Health for Pregnant Women and Mothers 

Education $43,481 $44,351 $45,238 $46,142 $47,065 $226,277 C 
Dental Coverage (mothers age <21 at 
delivery) 

$0 $41,224 $76,428 $106,581 $132,802 $357,036 C 

Dental Coverage (mothers age 21 and 
over at delivery) 

$995,531 $1,845,592 $2,576,864 $3,211,050 $3,766,184 $12,395,221 C 

Subtotal $1,039,012 $1,931,166 $2,698,530 $3,363,774 $3,946,051 $12,978,534 

DSHP: System of Care / FAST Forward  
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DYI 

Total Funds`Expenditures and Savings for DSI-IP Initiatives  

DY5 Total 
Savings 

 
Category 

DY2 DY3 DY4 

Cover new services $212,197 $218,563 $225,120 $231,874 $238,830 $1,126,585 A 

Transition services from grant to DSHP $184,291 $189,819 $195,514 $201,379 $207,421 $978,424 
None 

(existing 
services) 

Subtotal $396,488 $408,383 $420,834 $433,253 $446,251 $2,105,009 

Total Funds Expenditures for DSHP
initiatives  

$56,5s863,ln13.7  0 	

ary

_$46,.

To

;. _F4 6,0_,6n5d9s,50451157,,1!6;0:D4sHp.135174ti33v,e7s62 58,459,901 $274,932,523  

Savings Category A: Expansion of Community Mental Health/SUD Services  
DSHP Expenditures $17,626,977 $19,645,385 $20,776,423 $22,041,079 $23,.154,776 $103,244,640 
Provider Incentive Withholds for 

$0  $1,035,756 $1,072,163 $1,109,850 $1,148,861 $4,366,630 
Category A Expenditures 
Subtotal $17,626,977 $20,681,141 $21,848,586 $23,150,928 $24,303,637 $107,611,270 
Return on investment 50% 75% 100%  125% 150%  104%  

Subtotal Category A Savings ($8,813,488) ($15,510,856) ($21,848,586) ($28,938,680) ($36,455,455) ($111,567,047) 

Savings as a % of Inpatient and ER 
Expenditures 

Savings Category B: Pilot Program Pool Swings 
DSHP Expenditures $21,800,000 $12,000,000 $12,000,000 $12,000,000 $10,400,000 $68,200,000 
Provider Incentive Withholds for 

lg. $3,000,000 $3,000,000 $3,000,000 $2,600,000 $11,600,000 
Category B Expenditures  
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) ($30,000,000) ($33,750,000) ($32,500,000) ($135,100,000) 

Savings Category C: Oral Health for Pregnant Women and Mothers 
DSHP Expenditures $1,039,012 $1,931,166 $2,698,530 $3,363,774 $3,946,051 $12,978,534 
Return on Investment  50%  50%  50% 50% 50% 50% 
Savings ($519,506) ($965,583) ($1,349,265) ($1,681,887) ($1,973,026) ($6,489,267) 
Savings due to avoided low birth weight 
and/or pre term babies 

($434,039) ($447,061) ($460,472) ($474,287) ($488,515) ($2,304,374) 

Savings due to avoided hospital-based 
($188,116) f$193,759) ($199,572) ($205,559) ($211,726) ($998,732) 

dental claims for children 
Subtotal Category C Savings ($1,141,661) ($1,606,403) ($2,009,309) ($2,361,733) ($2,673,267) ($9,792,373) 
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DY4 DY1 
	

DY2 	DY3 

Summary— Net Total Funds Expenditures ffStivings) Initiative HP 

Total Funds Expenditures and Savings for DSHP Initiatives 

DY5 

Total Funds Savings fOr DSHP 
Initiatives 

($39,617,259) ' ($53,857,896) ($6058093) ($71,628,722) 

Total Funds Expenditures for DSHP 
Initiatives 

$56,583,137 S46,960,689 $55,196,034 $57,133;762 58,450;901 $274,932,523 

Total Funds Savings for DSHP 
Initiatives 

($26,305,150) (S39,617,259) ($53;857.896) ($65,050,393) (571;628,722) is  ($$.6;4;49,420) 

Net Total Funds Expenditures 
(Savings) for DSHP Initiatives 

Savings 
Category 

Total 

($26,305,150) ($256,459,420) 

($7,316.631) ($13,169,821) 	$18,473,10 $7.343,430 $1,338,138 $30,277,987 

New Hampshire Department of Health and Human Services 

VP Building Capacity for Transformation Section 1115 Demonstration Waiver Application 
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Quality Withholds for Provider Incentive Pool ($3};' (83) 	 ($5) 	($2.6 

170takrifridgjEk06ndiltit6i'fbe.:piltieProditt6 
12 	 $12 

$5.8 $1 $1 $1.8 $1 

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

$20.8 $5.8 $3 

$15.8 $3.8 

Care Models to Support MCM Step 1 Initiatives 

Care Models to Support Integration of 
Behavioral Health, Physical Health, and Long 

Term Care 

'.7a7 
Initiatives Supporting SHIP 

.1'SubtOtal .  fqr Pilot'Prodrain Pool 

$2 $15.8 $3 $4.8 

$2.8 $2 

$2 $2 $2.8 $2 $2 $10.8 

$2 $10.8 

Appendix H: Total Funds for Pilot Program Pool in Community Reform Pool DSHP Initiative  

- .TotalH 

DSHP: Community Reform Pool  

Activity: Pilot Program Pool 

Alternative Delivery Models to increase access 
to services 

Quality Improvement projects related to mental 

health 

$79.a 

Pilot PrograniPool Expenditures 

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

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

Appendix I. Budget Neutrality Form 

The following pages contain the Budget Neutrality Form required by CMS. 

5-Years 

2.78% 

-1.68% 

cy..21)12 CV2008: C1' 2011:: 

1,255,934 1,354,083 1,500,169 
Eligible Member Months 

1,426,495 	1,438,278 
$772.20 $766.62 $774.61 

Total Expenditures 6.58% -0.73% 

-"WPM Cost -1.15% -5.77% 

Five Years of Historic Data 

Total  
Total Expenditures  $1,041,213,613 $1,109,688,206 $1,101,532,435 $1,102,609,042 $1,162,047,422 $5,517,090,718 

P..11/11)/11 Cost $829.04 $819.51 

Trend Rates 
-Year 

Average 
5.39% 0,10% 

Eligible Member Months 5.35% 0.83% 4.30% • 4.54% 7.81% 
1.04% -0.72% 

Annual Change 

Eligible 
Member 
Months 

3.50/0 27 1.0% $1,653,479 $1,670,014 $1,686,714 81,703,581 $1,620,899 $1,637,108 

PMPM Cost 4.7% 27 $858.94 4.7% $899.31 $941.58 $985.83 $1,032.16 $1,080.67 
Total 
Expenditure 

$1,646,349,835 $8,257,468,281 $1,472,267,650 $1,841,009,109 $1,556,882,890 $1,740,958,797 

Crqu p 

Total 

Populat.1101l 

Rate  
DY) • • 	• 	.....:.:....... 	. 

Aging  

Demonstration Without Waiver (WOW Bud let:Pro'ection: Covera e'Costs For. Po ulations '51-'421.6:114  
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Bud et Pro'ectio 1: CoveraiNCosts For Po ltdations Demonstration With Waiver WIN 

g!hiltty.:k.rOup WAN,Total 	'•-. 

PMPM Cost After 
Managed Care 

Aftw iVl4 raged Cale,  

1,703,581 1,686,714 1,653,479 1,670,014 1,620,899 1.0% 1,637,108 

4.7% $899.31 $941.58 $985.83 $858.94 $1,080.67 $1,032.16 PMPM Cost 

2.0% 2.0% 2.0% 2.0% 2.0% 

s1,595;3 7,992, 1 02,875 81,456,666,010 51,069.239,714 

$1,338,138 $7,343,430 -$7,316,631 $30,277,987 S18,473,103 -$13,169,821 Net DSHP Expenditures (refer to waiver application 
narrative and Appendices F-I for detail)  

:Total MetBcaid 
Poptda lion 

LPOp 'type: Medicaid  
Eligible Member 
Months 

Net Managed Care 
Savings  
Impact of State 
Premium Tax 

$889.78 $989.64 $955.27 $922.00 $1,025.12 

CNOM Expenditures 
tidal.  

$40,000.000 $40,000,000 $40,000,000 

,Ora. 

$40,000,000 $40,000,000 
S1,7;73,2? 05;3  

$200,000,000 
$44.f 75,97#i 1-0014  

-3.0% -7.0% -6.0% -5.0% -4.0% 

.348 

New Hampshire Department of Health and Human Services 
Building Capacity for Transformation Section 1115 Demonstration Waiver Application 
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$0 $0 

$0 $0 

$0 $0 $0 $O 	 $0 • $0 Exp Pop 1 

$0 $0 $0 $0 

$0 

$0 	 $0 

Excess Spending From 
Hypotheticals 

Exp Pop 2 

tame 035' 5'1 69:7,488'`  

New Hampshire Department of Health and Human Services 

Building Capacity for Transformation Section 1115 Demonstration Waiver Application 

$0 $O 

$0 SO 

$0 Category 

64 ,349.f135
.  

S 1,740,958,797 

dget Neutrality Summary 

Withon.t45`aiyer Total 
Expenditures 

Total Medicaid Population 

Medicaid Pop 2 

Medicaid Pop 3 

DSH Allotment Diverted 

$1,472,267,650 

$0 

$0 

$0 

$1,556,882,890 $1,646,349,835 

$0 	 $0 

$1,740,958,797 

$0 

$0 

$0 

$1,841,009,109 

$O 

$O 

$0 

$8,257,468,281 

$0 

$0 

$0 

Other WOW Categories 

Category 2 

•••••• n••••.7-•••••,:,:•,' 
267.650 

•'•-•,•••••••-••'• 

$0 

S8 257,468,281: N.+6881,890 

1)etuoutratioiLYears (DY) 
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Expansion Populations 

Other WW Categories 

Category 4  

Lxpeuddu' 15. 
$1:47.41143"S97.•:: 921A8.3.;:'.;:: .:773:205;352: 

:•••• 

$0  

$0 

;•::;'S.8;21.:057:$;078.:••::  

Category 3 

Total Medicaid Population 

• Medicaid Pop 2 • 

Medicaid Pop 3 

51,526,943,997 

$O 

$0 

$1,571,851,198 $ ,636,652,348 $1,701,923,083 

$0 

$0 

$1,773,205,352 

$0 

$0 

$8,210,575,978 

$0 

$0 



FIS 1.4-071 Part #2 
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 

• Changes to Community Reform Pool DSHP 
o CMHCs 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) 

• Changes to Launch Oral Health 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 to eligibility or service termination (p. 30) 
o Added description of evaluation study of participants (p. 30) 

Updates/Additions 

• Updated Section VI. Demonstration Financing and Budget Neutrality with approach and latest calculations 

(1).33) 
• Updated Section VIII. 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) 

• Added the full Public Notice as Appendix D (p. 53-60) 

• Added Public Comments Received and State Responses as Appendix E (p. 61-195) 

• 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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New Hampshire Department of Health and Human Services 
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  

Style 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 Section, per public comments (p. 10) 

• Replaced "Problem Statement" header with "Current Healthcare Challenges" (p. 11) 
• 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 list 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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FIS 14-071 Part #2 
Additional Information #2 

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): 

El State General Funds 

T  Voluntary intergovernmental transfers from governmental entities. (Please specify and 
provide a funding diagram in the narrative section — Section VI of the application). 

El 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). 

17 	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 
health 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)? 

1Z Yes 	El 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 [PAHPs]) participate in such activities as 
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? 

El  Yes 
	

17 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. 

1 



Section 1902(a) (2) provides that the lack of adequate funds from other sources will not result in 
the lowering 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: 

Naink2 of Entity 
fritiSfeTT:111!-J,' 

Certil 	inC 
Funds 

Typo of 
Entity 
iStein, 
County, 
City) 

Atiotint 
Transferie'd 
or Certi lied 

TDoes tilt 
entity ha \ c 
taxing 
authority? 

Didithe entity 
receive 
appropriations? 

Amilbfit'bt 
appropriations 

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 to 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 
supplemental or enhanced payment made to each provider type, and indicate the time period that 
that the data is from. 

Stipp] mom al or Ejlhake,Paymerit :Amount  
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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? 

7 Yes 	 123 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.) 

El  Yes 
	

No 	 ri  Not Applicable 

If so, how do these arrangements comply with the limits on payments in §438.6(c)(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? 

7 Yes 	 E] No 

Use of other Federal Funds 

Are other federal funds, from CMS or another federal agency, being used for the Demonstration 
program? 	Yes 	 V1  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. 

_'7;cIiii.tcQ, Of TOc1, -.4t17.iilld 6 Miount o l'Tc.lal:f,Of-leis Period Of 
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