Nancy Smith-Leslic

Director, Medical Assistance Division
New Mexico lluman Services Department
State Capitol

Room 400

Santa Fe, NM 87501

Dear Ms. Smith-Leslic:

This letter is to inform you that the Centers for Medicare & Medicaid Services (CMS) is
approving New Mexico's (the state’s) request to extend the section 1115 Medicaid
demonstration project, newly entitled “Centennial Care 2.0 1115 Medicaid Demonstration™
(Project Number 11W-00285/6), in accordance with section 1115(a) of the Social Security
Act (the Act).

This approval is cffective January 1, 2019 through December 31, 2023. CMS’s approval is
subject to the limitations specified in the attached waiver authoritics, expenditure authoritics,
Special Terms and Conditions (STCs), and subsequent attachments. The state may deviate
from the Medicaid state plan requirements only 1o the extent those requirements have been

listed as waived or as not applicable to expenditures or individuals covered by expenditure
authority.

Objectives of the Medicaid Program

Under scction 1901 of the Act, the Medicaid program provides federal funding 1o participating
states “|f]or the purpose of enabling each state, as far as practicable under the conditions in such
state. 1o furnish (1) medical assistance on behalf of families with dependent children and of aged,
blind, or disabled individuals, whose income and resources are insufficient to meet the costs of
neeessary medical services. and (2) rehabilitation and other services to help such familics and
individuals attain or retain capability for independence or self-care.™

As this statutory text makes clear, a basic objective of Medicaid is to enable states to “furnish ...
medical assistance™ 1o certain vulnerable populations (i.e., payment for certain healthcare
scrvices defined at section 1905 of the Act, the services themselves, or both). By paying these
costs, the Medicaid program helps vulnerable populations afford the medical care and services
they neced to attain and maintain health and well-being. In addition, the Medicaid program is
supposcd to cnable states to furnish rchabilitation and other services to vulnerable populations to
help them “attain or retain capability for independence or self-care.” per section 1901 of the Act.

We arc committed to supporting states that seek 1o test policies that are likely to improve
beneficiary health, because we believe that promoting independence and improving health
outcomes is in the best interests of the beneficiary and advances the fundamental objectives of
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the Medicaid program. Healthier, more engaged beneficiaries may also consume fewer
medical services and have a lower risk profile, making the program more Policies designed to
improve beneliciary health that lower program costs make it more practicable for states to
makc improvements and investments in their Medicaid program and ensure the program’s
sustainability so it is available to those who need it most. In so doing, these policies can
promote the objectives of the Medicaid statute.

While CMS believes that states are in the best position to design solutions that address the
unique needs of their Medicaid-eligible populations, the agency has an obligation to ensure that
proposed demonstration projects are likely to promote the objectives of the Medicaid statute,
including through measures designed to improve health and wellness and help individuals and
families atlain or retain capability for independence or self-care. Medicaid programs are
complcx and shaped by a diverse set of interconnected policies and components, including
cligibility standards, benefit designs, reimbursement and payment policies, information
technology (IT) systems, and more. Therefore, in making this determination, CMS considers the
proposed demonstration as a whole.

Extent and Scope of the Demonstr-+-n

New Mexico’s Centennial Care section 1115 Medicaid demonstration was approved by CMS
on July 12, 2013. The demonstration became operational in January 2014 and expires
December 31, 2018. The state’s goals for the Medicaid demonstration were 1o modernize the
program by enrolling most Medicaid and CHIP beneficiaries into pre-paid managed care,
consolidating various pre-existing delivery system waivers into a single comprchensive
managed care product, providing a comprehensive Community Benefit (personal care and
home and community based services) to all participants with a nursing facility level of care
need, and offering a beneficiary reward program to incentivize healthy behaviors. The
demonstration also includes a hospital uncompensated care pool (UC Pool) and a Hospital
Quality Improvement Incentive (HQII) pool.

The state is secking a five-year demonstration extension, modifying the extension title to
“Centennial Care 2.0.” The state’s extension proposal builds upon demonstration
accomplishments and includes a number of program modifications, many of which require
additional section 1115 waivers and expenditure authorities.

This approval authorizes the state to receive federal financial participation (FFP) for the
continuum of services to treat addictions to opioids and other substances, including services
provided to Medicaid enrollees diagnosed with a substance use disorder (SUD) who are short-
term residents in residential and inpatient treatment facilities that meet the definition of an
Institution for Mental Diseases (IMD). In addition, the state will implement two pilot
programs, one for home visitation and the other for pre-tenancy and tenancy supports for
individuals living with SMI. The state will also implement premiums and waive retroactive
eligibility for some beneficiaries. Under the waiver of retroactive eligibility, individuals
cligible for Institutional Care (IC) categories of eligibility, pregnant women (including during
the 60-day postpartum period beginning on the last day of the pregnancy), infants under age 1,
and individuals under age 19 will continue to be eligible for retroactive coveragce starting as
early as the third month before the month in which the member applies.
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New Mexico also requested an additional five years of funding for the state’s uncompensated
carc (UC) pool, with increased funding over the period of the demonstration extension. After
reviewing the state’s request pool funding, CMS will provide the state one additional year of UC
funding, with the level of funding subject to the STCs. For the subsequent years of the
demonstration, any UC funding will be based on updated CMS S-10 data provided by the state,
as specified in the STCs. CMS has been working with states with UC pool funding to provide
appropriate financial support. UC pool funds may be used to defray the actual uncompensated
cost ol medical services that meet the definition of “medical assistance” contained in section
1905(a) of the Act, that are incurred by hospitals, clinics, or other provider types, as agreed upon
by CMS and the state in providing services to individuals as described in the STCs. As is

consistent with federal policy priorities related to these pools, charity care costs may not include
bad debt or Medicaid shortfall.

The state also requested an additional five years of HQII pool tfunding, with increased funding
over the demonstration extension period. CMS recognizes the critical role that safety net
hospitals play in providing charity care to the uninsured and the associated fiscal burden that
hospitals bear for that care. CMS will provide New Mexico three years of HQII funding at $12
million per ycar for the first three years of the extension period. During this time, CMS will
work with New Mcxico on its plans to phase out the HQII program and/or transition to an
altcrnative payment mechanism by December 31, 2021. In addition, the state will enhance the
current [1QII program by creating more accountability and improving quality associated metrics.
HQII program funding is intended to be time-limited; CMS does not intend to authorize any
further extensions.

Determination that the demonstration project is like 7 to assist ‘=~ “romoting Medicaid’s
objectives

In its consideration of the Centennial Care 2.0 Medicaid 1115 Demonstration proposal, CMS
examined whether the demonstration was likely to assist in improving hecalth outcomes, address
health determinants that influence health outcomes, incentivize beneficiaries to engage in their
own health carc and achieve better health outcomes, and better enable New Mexico, “as far as
practicable under the conditions in” the state, to furnish medical assistance, per section 1901 of
the Act. CMS has determined the Centennial Carc 2.0 Medicaid 1115 Demonstration is likely to
promote Medicaid objectives, and the waiver and expenditure authorities sought are necessary
and appropriate to carry out the demonstration. The following discusses individual aspects of the
overall demonstration, and how they are likely to promote the objectives of thc Medicaid
program.

'ontinuing managed care in the state is likely to improve continuity of care, while making
costs more predictable each year and lowering costs to the state

Continuing managed care in the state is likely to promote enhancements in continuity of care,
Icading to improved health outcomes. Ensuring beneficiaries continue with their coordinated
health care provides a focus on beneficiary centered care, increases opportunities for
preventive medicine, and is cxpected to result in higher beneficiary satisfaction leading to
increased compliance with their plan of care.
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In addition, continuing managed care will help ensure Medicaid’s sustainability for
beneficiaries over the long term, provide the state a more predictable annual budget and may
slow the costs of the Medicaid program from growing year over year, which CMS expects
will allow benetficiaries, including optional beneficiaries, to continue receiving Medicaid
coverage over the long term. including for optional benefits. Implementing reevaluation
standards for nursing facility level of care assessments related to members unlikely to have a
status change as a result of their condition, such that these members will not be required to
have an annual reevaluation, is similarly expected to decrease costs for the state and making
the program more efficient for the state.

Approving the SUD program will allow the state to better address opioid use disorders and
other SUDs, which are a serious public health concern in New Mexico.

The SUD program will improve access to high-quality addiction-related services and is critical to
addressing SUD in the state. Under this program, all Medicaid beneficiaries will continue to have
access to all current mental health and SUD benefits. In addition, all beneficiaries ages 19
through 64 will have access to additional covered services, authorized under section 1115(a)(2)
of the Act, including SUD treatment services provided to individuals with SUD who are short-
term residents in residential treatment facilities that meet the definition of an IMD. Thesc
services would otherwise be excluded from federal reimbursement due to the statutory
restrictions on coverage of services provided to beneficiaries who are patients in an IMD setting.

New home visiting programs and pilots are likely to improve health outcomes for Medicaid
beneficiaries who participate.

New Mexico will pilot a home visiting program with a {focus on prenatal care, post-partum care,
and early childhood development. Implementation of this program is projected to increase the
likelihood of healthy pregnancies and improve birth outcomes, improve the health and
development of children, increase school readiness and parental involvement in the child’s care
and education, and increase financial self-sufficiency for families. Beneficiary services in this
pilot program will be provided to eligible pregnant and post-partum women, infants, and children
under the age of 2 years old residing in state designated counties piloting the evidence based
home visiting delivery model.

New Mexico will also provide pre-tenancy and tenancy support services to Medicaid
bencficiaries living with Serious Mental Illness (SM1). This program will assist such individuals
in acquiring and maintaining stable housing that we expect will lead to increased member
involvement in their treatment plan, and improve the management of physical and mental health
issues. The state expects the implementation of this program will have a positive impact on
individuals with SMI, and the state will evaluate the extent to which provision of these services
results in improved integration of all services, increased care coordination effectiveness,
increased individual involvement in their care, improved health outcomes, and reductions in
unnecessary or inefficient use of health care.

CMS has long recognized the importance of case management and connecting Medicaid
beneficiaries to social services and other non-medical supports that enhance their health and
well-being. Similarly, CMS recognizes that the social determinants of health, such as stable
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housing, can influence health outcomes. The pre-tenancy and tenancy services being approved
in this demonstration are designed to address housing instability by providing assistance
designed to make the beneficiary a better tenant and linkages to other social services that will
help these Medicaid beneficiaries acquire and maintain stable housing that meets their needs.
Additionally, research supports the hypothesis that pre-tenancy and tenancy services will
improve health outcomes. For example, the Kaiser Family Foundation has highlighted housing
instability is a predictor of poor health outcomes and providing supportive housing programs
optimizes available resources and may assist in advancing improvements to beneficiary care and
population health while lowering per capita health care costs.! Given the potential health
benefits of making the pre-tenancy and tenancy support services available to Medicaid
beneficiaries with SMI, CMS believes that state Medicaid programs should be able to test the
efficacy of these services in improving beneficiary health.

Incorporating the Family Planning eligibility requirements into the demonstration will assist
with ensuring beneficiaries receive the appropriate care for their specific needs rather than
being included in programs that will not provide beneficiary appropriate care.

The state will also incorporate new eligibility requirements under the state’s optional Family
Planning-Only program. The current Family Planning-Only program allows individuals
applying for Medicaid, but not meeting financial eligibility standards to quality for tull Medicaid
coverage, 1o be eligible for the Family Planning-Only program if their income is at or below 250
percent of the FPL. Under the demonstration extension, New Mexico is testing whether
targeting this program specifically for individuals up to age 50 without health insurance and
individuals under age 65 who have only Medicare coverage that does not include family
planning services will encourage individuals to obtain appropriate, comprehensive coverage and
reduce beneficiary confusion, while ensuring that individuals for whom the Family Planning-
Only program is appropriate will continue to receive such coverage. The state is concerned that
some beneficiaries who are ineligible for full Medicaid coverage, but who hold a card entitling
them to Family Planning-Only coverage, may mistakenly believe they have comprehensive
coverage and therefore forego an opportunity to obtain such coverage, such as subsidized
insurance that may be available through the Health Insurance Exchange. This change will
streamline the program to provide services to a targeted population that otherwise lacks coverage
for {family planning services, and for whom family planning-only coverage is more likely to bc
appropriate.

Incorporation of premium and cost sharing requirements incentivizes Medicaid beneficiaries
to take an active role in their healthcare.

Through this demonstration extension, the state will have authority to implement premiums for
bencficiaries in the adult expansion population who have a household income above 100 percent
of the federal poverty level and are enrolled in managed care. For the first year of the
demonstration extension, the state will impose a premium equal to one percent of household
income (capped at $10/month), per member, with the option to increase premiums on an
incremental basis, once per year after a public notice and comment process, up to no more than
two percent of houschold income (capped at $20/month) during the demonstration term. These

! Kaiser Family Foundation, January 27, 2017
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premium requirements are consistent with what would be permissible in the state plan. The state
will implement hardship exemptions for beneficiaries who experience a hardship with respect to
their ability to pay otherwisc required premiums. A grace period of three months will be
provided to individuals prior to suspension of coverage for nonpayment of premiums.

Individuals failing to pay premiums after the grace period will be suspended from coverage and
incur a three-month lockout period from the program. The individual may reenroll following
completion of the lockout period and payment of owed premiums for coverage received prior to
the suspension, as well as the first month’s prospective coverage. Individuals will also incur co-
payments, as specified in the state plan, for utilizing the emergency department for non-emergent
issues and for non-preferred drugs when an equivalent preferred drug is available.
Implementation of co-payments for inappropriate use of the emergency department or choosing
to use higher cost prescription drugs when a lower cost alternative is available will encourage the
individual to make responsible choices with respect to their use of healthcare services while
preserving their ability to access needed care and services in the appropriate setting.

The demonstration promotes beneficiary health.

The waiver of retroactive eligibility, subject to specified exceptions, is designed to promote
improved beneficiary health and wellness by encouraging continuity of coverage and care,
including the receipt of preventive health services, or by encouraging beneficiaries to obtain
health coverage as soon as possible after becoming eligible (e.g., if eligibility depends on a
finding of disability or a certain diagnosis). New Mexico will phase out the Medicaid retroactive
eligibility period for Centennial Care 2.0 members. In the first year of the extension period, the
state will reduce the retroactive eligibility period from three months to one, except for
beneficiaries to whom a premium requirement applies, whose coverage will be effective
prospectively starting with the first month after the premium payment is received. The state will
eliminate retroactive eligibility in the second year of the extension period, and coverage will be
effective starting on the first day of the month in which the application is filed, except for
beneficiaries to whom a premium requirement applies. The following populations are exempt
from the waiver of retroactive eligibility: individuals eligible for [C categories of eligibility,
pregnant women, women who are 60 days or less postpartum, infants under age one, and
individuals under age 19. Additionally, no changes are being made to the hospital presumptive
eligibility program in the state, so beneficiaries who are required to make a premium payment
who experience an emergent medical situation before their coverage otherwise would take effect
may receive coverage pursuant to a hospital presumptive eligibility determination.

As part of this demonstration, New Mexico will test whether this policy encourages Medicaid
beneficiaries to obtain and maintain health coverage, even when healthy, or to obtain health
coverage as soon as possible after becoming eligible (e.g., if eligibility depends on a finding of
disability or a certain diagnosis). The state will evaluate whether the new policy increases
continuity of care by reducing gaps in coverage that can occur when beneficiaries churn on and
off Medicaid or sign up for Medicaid only when sick, and facilitates receipt of preventive
services when beneficiaries are healthy. In circumstances where Medicaid eligibility depends
upon a finding of disability or a certain diagnosis (e.g., of breast or cervical cancer), the state will
evaluate whether the policy encourages beneficiaries to apply for Medicaid as soon as possible
after the relevant finding or diagnosis. For example, for those who are aged, blind, or disabled,
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or who may nced long-term services and supports through Medicaid, the state will evaluate
whether the policy encourages beneficiaries to apply for Medicaid expeditiously when they
believe they meet the criteria for eligibility, to ensure primary or secondary coverage through
Medicaid in case the need for services arises. By waiving retroactive eligibility for New Mexico
Medicaid bencliciaries (with exceptions for pregnant women, women who are 60 days or less
postpartum, infants under age one, and individuals under age 19), the demonstration will test the
ef :acy of measures that are designed to encourage eligible individuals to enroll as soon as
possible, and, for certain populations, that are designed to encourage eligible individuals to
maintain health coverage even while healthy. This feature of the demonstration is designed to
encourage enrollment as soon as possible, to facilitate receipt of preventive care and other
needed services, and to reduce Medicaid costs, with the ultimate objective of improving
beneficiary health.

Ncw Mexico will also evaluate the financial impacts ot the waiver. The state expects that the
new waiver authority will enable the state to better contain Medicaid costs and more efficiently
focus resources on providing high quality health coverage, thereby promoting the sustainability
of its Medicaid program. As described in the STCs, it monitoring indicates that demonstration
features are not likely 1o assist in promoting the objectives of Medicaid, or if evaluation data
indicate that demonstration features are not likely to assist in promoting the objectives of
Medicaid, CMS reserves the right to require the state to submit a corrective action plan to CMS
for approval. Further, CMS reserves the right to withdraw waivers or expenditure authorities at
any time it determines that continuing the waivers or expenditure authorities would no longer be
in the public interest or promote the objectives of Medicaid.

CMS is requiring the state’s evaluation design to include hypotheses on the effects of the waiver
on enrollment and eligibility continuity (including for different subgroups of individuals, such as
individuals who are healthy, individuals with complex medical needs. prospective applicants,
and existing beneficiaries in different care settings), as well as the eftects of the demonstration
on health outcomes and the financial impact of the demonstration (for example, an assessment of
medical debt and uncompensated care costs).

Elements of the demonstration request CMS is n~* approving at this time

In the state’s demonstration extension application, the state requested certain additional
flexibilities that CMS is not approving at this time. CMS intends to continue discussing these
flexibilities with the state.

The state requested to provide short-term behavioral health crisis services in the IMD setting
for beneficiaries with behavioral health as a primary diagnosis. CMS has recently issued
guidance on a new scction 1115 demonstration opportunity to request expenditure authority
for behavioral health services delivered in an IMD. CMS will continue discussing with New
Mexico the state’s request for tlexibility for beneficiaries who require short-term behavioral
health crisis services, and the approach described in the state Medicaid director letter issued
on November 13, 2018: it approved, CMS expects that additional flexibility in this area may
be incorporated into the Centennial Care 2.0 demonstration in the future.
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New Mexico proposed to initiate care coordination for justice involved individuals prior to
their release from incarceration. The state’s program request would allow MCO care
coordinators to work with justice involved individuals to establish appointments, referrals,
and pharmacy scrvices before these individuals are released to help ensure continuity of care
once justice involved individuals leave a custodial setting. Consistent with CMS policy
outlined in the April 28, 2016 State Health Official letter, CMS does not currently provide
medical assistance or expenditure authority for care coordination for justice involved
individuals who are inmates of a public institution (except as patients in a medical institution).

New Mexico requested waiver authority to cover adults in the mandatory Parent/Caretaker
Relative category in the Alternative Benefit Plan (ABP). The state’s current non-expansion
Medicaid adults (Parent/Caretaker category) receive the standard Medicaid benetit package.
Under the state’s request, “medically frail” individuals would continue to receive the standard
Medicaid benefit package. Under section 1931 of the SSA, individuals eligible in the
parent/caretaker-relative eligibility group may not be mandatory enrolled in the ABP. CMS
informed the state that this provision may not be waived under section 1115.

The state requested authority to develop a buy-in program for dental and vision services, to be
implemented if the state were to determine that it does not have sufficient state funds to
provide these services under the state plan for adults. Under this proposal, the state would
climinate or reduce optional dental and vision services for adults and develop supplemental
dental and vision coverage (such as through riders to plans offered through MCOs) that adults
would be able to purchase at an affordable premium. Implementation of this supplemental
dental and vision coverage would be contingent upon state budget allocations. Following
discussions of these services, New Mexico withdrew their request with respect to vision
services. CMS has agreed to evaluate the state’s request with respect to dental services, it and
when the state identifies a need for this authority.

Consideration of Public Comments

CMS and the state received numerous comments throughout the federal and state comment
periods. Consistent with federal transparency requirements, CMS reviewed all of the received
public comments received during the federal comment period, along with the summarized
public comments submitted by the state, when evaluating whether the demonstration is likely
to promote the objectives of the Medicaid program, and whether the waiver and expenditure
authorities sought are necessary and appropriate to implement the demonstration. In addition,
public comments were considered in the development of the STCs that accompany this
approval, and that will bolster beneficiary protections, including specific state assurances
around thesc protections to further support Medicaid beneficiaries.

Comments on the waiver of retroactive eligibility

Many of the commenters expressed concerns with the state’s request to waive retroactive
eligibility as part of the demonstration extension. In New Mexico’s state comment period, the
state initially requested an immediate waiver of retroactive eligibility with the extension. The
state received numerous recommendations not to eliminate the threce-month retroactive
eligibility period. Following review of these comments, New Mexico chose to phase out the
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roactive eligibility period by 1 itte e month in demonstration year 6 (the first
year of the extension) for benetficiaries who are not subject to a premium requirement, then
eliminate the retroactive eligibility period in demonstration year 7, to allow time for the
delivery system to develop the necessary processes and for the state otherwise to conduct
outrecach and education to beneficiaries, providers, and potential applicants regarding the
waiver. Additionally, the state is moving toward an environment in which Medicaid
eligibility, both initial determinations and renewals, will be streamlined to the greatest extent
possiblc. A real-time eligibility system is scheduled to roll-out by the end of 2018, meaning
that many individuals will receive an eligibility determination at the time of application.

During the federal comment period, CMS also received comments expressing concerns about
New Mexico’s phasing out, then elimination, of retroactive eligibility. Comments expressed
concern that the eventual elimination of retroactive eligibility will lead to individuals losing
coverage and lacking access to care. Additional concerns addressed by the public included

g sin coverage leading to beneficiaries going into debt when diagnosed with a costly illness.
During the first year of the extension period, the state will be working to ensure the delivery
system will have the necessary processes in place to meet the needs of beneficiaries.
Furthermore, the state will ensure that it will abide by all Medicaid regulations related to
beneficiary notices, fair hearings and appeals to ensure all requirements arc met.

Commenters also asserted that there is no experimental purpose associated with the waiver of
retroactive eligibility. However, this demonstration is designed to test whether eliminating
retroactive coverage will encourage beneficiaries to obtain and maintain health coverage as early
as possible, rcgardless of whether they are sick, disabled or healthy, without increasing the rate
of churn in and out of the program. This feature ot the amendment is intended to increase
continuity of care by reducing gaps in coverage when beneficiaries churn on and off of Medicaid
or sign up for Medicaid only when sick, and to increase the uptake of preventive services by
continuously covered beneficiaries, with the ultimate objective of improving beneficiary health.

Commenters also expressed concern that waiving retroactive eligibility does not promote the
objectives of the Medicaid program. As discussed above, the waiver of retroactive eligibility is
intended to incentivize beneficiaries to maintain coverage regardless of health status, promote
continuity of coverage. and encourage the receipt of preventive care, with the overall goal of
improving health outcomes for beneficiaries. To increase awareness of this waiver authority and
help ensure that it promotes the objectives of the Medicaid program as intended, New Mexico
will provide outreach and education to the public and to providers about how to apply for and
receive Medicaid coverage. The state will also evaluate the financial impacts of the waiver on
beneficiarics and providers.

Comments on premiums

Commenters expressed concern with the state’s proposal to implement premiums as part of
the demonstration extension. Many commenters stated the proposed changes will decrease
access to care for low income individuals already living near the poverty level and concerns
with imposing a three month period of suspended eligibility for non-payment following a
three month grace period. CMS discussed the concerns raised in the federal comment period
around the eligibility suspension period, and the state agreed to develop hardship criteria for
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individuals facing difficulties paying premiums. Under the approved STCs, hardship criteria
include, but are not limited to, bankruptcy, death of a close family member, and unpaid
medical expensces that result in substantial debt.

Commenters also argued that premiums are inconsistent with the objectives of the Medicaid
program, and do not have research value. CMS disagrees with this assertion. CMS has
authorized premiums in several states and is currently evaluating these premium requirements;
there is not sufficient evidence to assert that premium requirements do not advance the objectives
of Medicaid or that there is no research value in further studying the role of premiums in the
Medicaid program. On the contrary, interim evaluation findings regarding premiums in one statc
found that beneficiaries who paid premiums are more likely to obtain primary care and
preventive care, have better prescription drug adherence, and rely less on the emergency room
for nonemergent treatment. compared to those who do not pay premiums.> New Mexico will
evaluate the premium requirement, and CMS reserves the right to withdraw its authority if CMS
determines that the premium requirements are not promoting the objectives of Medicaid or arc
otherwise not in the public interest.

Comments on Cost-Sharing

Comments expressed concern about the state’s initial proposal to charge more than nominal
co-payments. The more than nominal co-payments were proposed for non-emergent use of the
emergency department and for a beneticiary who chooses a brand prescription drug over a
generic drug. The commenters suggested that these co-payments would deter access to care
and the state is shifting the cost from the Medicaid program to the beneficiary.

During discussions with CMS, the state opted to charge only the nominal co-pays as allowed
under the Medicaid state plan for non-emergent use of the emergency department and for

pharmacy benetits. The state opted not to seek a waiver of cost sharing requirements under
section 1916(1) of the SSA.

Other Information

CMS' approval of this demonstration is conditioned upon compliance with the enclosed list of
waiver and expenditurc authorities and the STCs defining the nature, character and extent of
anticipated federal involvement in the project. The award is subject to our receiving your
written acknowledgement of the award and acceptance of these STCs within 30 days of thc
datc of this letter. Your project officer for this demonstration is Ms. Sandra Phelps. She is
available to answer any questions concerning your demonstration project. Ms. Phelps' contact
information is as follows:

—~ AN L P hatlaa Doanawnt (INTEY availahkla at-
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Centers for Medicare & Medicaid Services
Center for Medicaid and CHIP Services
Mail Stop: S2-25-26

7500 Security Boulevard

Baltimore, MD 21244-1850

Telephone: (410) 786-1968

E-mail

Official communications regarding this demonstration should be sent simultaneously to Ms.
Phelps and Mr. Bill Brooks, Associate Regional Administrator (ARA) in our Dallas Regional
Office. Ms. Roberts® contact information is as follows:

Centers for Medicare & Medicaid Services
Dallas Regional Oflice

1301 Young St.

Room 833

Dallas, TX 75202

Tclephone: (214) 767- 4461

E-mail:

If you have any questions regarding this approval, please contact Mrs. Judith Cash, Director,
State Demonstrations Group, Center for Medicaid and ¢ [IP Services at (410) 786-9686.

Seema Verma



CENTERS FOR MEDICARE & MEDICAID SERVICES
WAIVER AUTHORITIES

NUMBER: 11W 00285/6
TITLE: Centennial Care 2.0 Medicaid 1115 Demonstration
AWARDEE: New Mexico Human Services Department

All requirements of the Medicaid program expressed in law, regulation, and policy statement, not
expressly waived or specified as not applicable in the following list, shall apply under this
Centennial Care 2.0 Medicaid section 1115 demonstration. The Centennial Care 2.0 Medicaid
section 1115 demonstration will operate under these waiver authorities beginning January 1,
2019, unless otherwise stated. The waiver authorities will continue through December 31, 2023,
unless otherwise stated.

The following waivers shall enable New Mexico to implement the Centennial Care 2.0 Medicaid
section 1115 demonstration.

A. Title XIX

1. Amount, Duration and Scope of Services Section 1902(a)(10)(B)

To the extent necessary to enable the state to vary the amount, duration, and scope of services
offered to individuals regardless of eligibility category, by permitting managed care plans to
offer varied medically appropriate value added services to beneficiaries who are enrolled in
Centennial Care 2.0.

To the extent necessary to enable the state to offer certain long-term services and supports and
care coordination services to individuals who are Medicaid eligible and who meet nursing
facility level of care, as described in paragraph 37 of the Special Terms and Conditions (STCs).

To the extent necessary to enable the state place expenditure boundaries on Home and
Community Based Services (HCBS) and personal care options.

To the extent necessary to enable the state to offer Pre-Tenancy and Tenancy Services to a
limited number of Centennial Care 2.0 recipients with Serious Mental Iliness (SMI), and in
limited geographical areas of the state as described in the STCs.

2. Freedom of Choice Section 1902(a)(23)(A)
42 CFR 431.51

To the extent necessary to enable the state to restrict freedom of choice of provider through the
use of mandatory enrollment in managed care plans for the receipt of covered services.
Mandatory enrollment of American Indians/Alaskan Natives (AlI/ANS) is only permitted as
specified in STC 26. No waiver of freedom of choice is authorized for family planning
providers.

Effective January 1, 2019 through December 31, 2023 1



3. Self-Direction of Care Section 1902(a)(32)

To the extent necessary to enable the state to permit persons receiving certain services to self-
direct their care for such services.

4. Reasonable Promptness and Medical Assistance Section 1902(a)(8) and (10)

To the extent necessary to enable the state to begin benefit coverage on the first day of the month
following receipt of the required premium by the premium due date for individuals in a Medicaid
category of eligibility that requires premiums.

To the extent necessary to enable the state to prohibit initial enrollment for individuals who fail to
pay required premiums.

To the extent necessary to enable the state to suspend coverage for individuals detailed in STC
60(a) who fail to pay required premiums until such time the premiums are paid in full or a
hardship waiver, as detailed in STC 60(a)(1), is granted.

5. Retroactive Eligibility Sections 1902(a)(10) and (34)
42 CFR 435.915

To the extent necessary to enable the state to reduce, and then eliminate in demonstration year 7,
coverage for the three-month period prior to the date that an application for medical assistance
(and treatment as eligible for medical assistance) is made for specified eligibility groups, as
described in STC 23. This waiver does not apply with respect to individuals eligible for
Institutional Care (I1C) categories of eligibility, pregnant women (including during the 60-day
postpartum period beginning on the last day of the pregnancy), infants under age 1, or
individuals under age 19.

6. Nursing Facility Level of Care Redeterminations Section 1902(a)(10)(A)(ii)(1V)
42 CFR 441.302(c)(2)

To the extent necessary to enable the state to implement a streamlined nursing facility level of
care approval with specific criteria for individuals whose condition is not expected to change.

7. Provision of Medical Assistance Section 1902(a)(8) and (10)

To the extent necessary to enable the state to limit the provision of Medical Assistance (and
treatment as eligible for Medical Assistance) for individuals described in the eligibility group
under section 1902(a)(10)(A)(ii)(XX) of the Social Security Act (the Act) and the state plan to
only former foster care youth who are under 26 years of age, were in foster care under the
responsibility of another state or tribe on the date of attaining 18 years of age (or such higher age
as such former state has elected), and who were enrolled in Medicaid on that date, and are now
residents in New Mexico applying for Medicaid.
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To the extent necessary to enable the state to limit the provision of Medical Assistance (and
treatment as eligible for Medical Assistance) for individuals described in the eligibility group
under section 1902(a)(10)(A)(ii) (XXI) of the Act and the state plan to only family planning
services as described in section 1905(a)(4)(C) and only to individuals age 50 or under who do
not have other health insurance coverage, or under age 65 who have only Medicare coverage that
does not include family planning.

8. Premiums Section 1902(a)(14) insofar as it
incorporates Section 1916 and 1916A

To the extent necessary to enable the state to charge monthly premiums, as described in the STC
60(a).

9. Comparability Sections 1902(a)(17) and 1902(a)(10)(B)

To the extent necessary to enable the state to vary cost sharing requirements for beneficiaries for
cost sharing to which they otherwise would be subject under the state plan, such that
beneficiaries who are not enrolled in managed care plans are not subject to cost sharing.
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CENTERS FOR MEDICARE & MEDICAID SERVICES
EXPENDITURE AUTHORITY

NUMBER: 11W 00285/6
TITLE: Centennial Care 2.0 Medicaid 1115 Demonstration
AWARDEE: New Mexico Human Services Department

Under the authority of section 1115(a)(2) of the Social Security Act (the Act), expenditures made
by New Mexico for the items identified below, which are not otherwise included as expenditures
under section 1903 of the Act shall, for the period of this demonstration, be regarded as
expenditures under the state’s title XIX plan.

The following expenditure authorities must only be implemented consistent with the approved
Special Terms and Conditions (STCs) and shall enable New Mexico to implement the Centennial
Care 2.0 Medicaid section 1115 demonstration. All other requirements of the Medicaid program
expressed in law, regulation, and policy statements must apply to these expenditures, unless
identified as not applicable below.

1. Expenditures made under contracts that do not meet the requirements in section 1903(m) of
the Act specified below. Managed care plans participating in the demonstration will have to
meet all the requirements of section 1903(m), except the following:

e Section 1903(m)(2)(H) and federal regulations at 42 CFR 438.56(g) but only insofar as to
allow the state to automatically reenroll an individual who loses eligibility or whose
eligibility is suspended for a period of three months or less in the same managed care
plan in which the individual was previously enrolled.

e Expenditures made under contracts that do not meet the requirements of
1903(m)(2)(A)(iii) and implementing regulations at 42 CFR 438.5(b)(4) but only insofar
as to allow the state to include in calculating MCO capitation rates the provision of
beneficiary rewards program incentives for health-related items or services in accordance
with section V11 of the STCs.

2. Expenditures for Centennial Care 2.0 beneficiaries who are age 65 and older and adults age
21 and older with disabilities and who would otherwise be Medicaid-eligible under section
1902(a)(10)(A)(i1)(V1) of the Act and 42 CFR 8435.217 in conjunction with section
1902(a)(10)(A)(ii)(V) of the Act, if the services they receive under Centennial Care 2.0 were
provided under a Home and Community Based Services (HCBS) waiver granted to the state
under section 1915(c) of the Act as of the initial approval date of this demonstration. This
includes the application of spousal impoverishment eligibility rules.

3. Expenditures for community intervener services furnished to deaf and blind Centennial Care
2.0 beneficiaries, as defined in STC 47.
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4.

Expenditures to pilot home visiting services to eligible pregnant women, postpartum women,
infants, and children up to age two residing in the state-designated counties, as defined in
STC 48.

Expenditures to pilot pre-tenancy and tenancy services furnished to seriously mental ill
Centennial Care 2.0 beneficiaries, as defined in STC 49.

Safety Net Care Pool

Subject to an overall cap on the Uncompensated Care (UC) Pool and the Hospital Quality
Improvement Incentive (HQII) Pool, the following expenditure authorities are granted for this
demonstration:

6.

Expenditures for payments to hospitals for uncompensated costs of inpatient and outpatient
hospital services provided to Medicaid eligible or uninsured individuals, to the extent that
those costs exceed the amounts paid to hospitals pursuant to section 1923 of the Act, but
subject to the hospital-specific limitations set forth in section 1923(g) of the Act and the
methodologies for determining uncompensated costs that are used under section 1923.

Expenditures for incentive payments from pool funds for the Hospital Quality Improvement
Incentive Pool.

Expenditures to provide HCBS not included in the Medicaid State Plan to individuals who
are eligible for Medicaid as described in the STCs.

Substance Use Disorder

9.

Expenditures for otherwise covered services furnished to otherwise eligible individuals who
are primarily receiving treatment and withdrawal management services for substance use
disorder who are short-term residents in facilities that meet the definition of an institution for
mental diseases.

REQUIREMENTS NOT APPLICABLE TO ALL EXPENDITURE AUTHORITIES

All requirements of the Medicaid program explicitly waived under the Waiver List herein shall
not apply to expenditures made by the state pursuant to the Expenditure Authorities described
above.

REQUIREMENTS NOT APPLICABLE TO EXPENDITURE AUTHORITIES 4 AND 5

The following Medicaid requirement is not applicable to the Centennial Care 2.0 Pre-Tenancy
and Tenancy Services and Home Visiting Services:
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Statewide Operation Section 1902(a)(1)

To the extent necessary to enable the state to operate on less than a statewide basis for a Pre-
Tenancy and Tenancy services for up to 250 beneficiaries in the Centennial Care 2.0 program
with SMI in a geographically limited areas of the state.

To the extent necessary to enable the state to operate on less than a statewide basis for a
home visitation program for up to 300 beneficiaries in the Centennial Care 2.0 program for
recipients in a geographically limited area of the state, as specified in STC 48.

Reasonable Promptness Section 1902(a)(8)

To enable New Mexico to establish numeric enrollment limitations for the populations

receiving services under expenditure authorities 4 and 5, and to place applicants on a waiting
list for enrollment to the extent the enrollment limitation has been reached.
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CENTERS FOR MEDICARE AND MEDICAID SERVICES
SPECIAL TERMS AND CONDITIONS

NUMBER: 11W 00285/6

TITLE: Centennial Care 2.0 Medicaid 1115 Demonstration
AWARDEE: New Mexico Human Services Department

I. PREFACE

The following are the Special Terms and Conditions (STCs) for Centennial Care 2.0 Medicaid
1115 Demonstration (hereinafter “demonstration”) to enable the New Mexico Human
Services Department (hereinafter “the state”) to operate this demonstration. The Centers for
Medicare & Medicaid Services (CMS) has granted waivers of requirements under section
1902(a) of the Social Security Act (the Act), and expenditure authorities authorizing federal
matching of demonstration costs not otherwise matchable, which are separately enumerated.

These STCs set forth in detail the nature, character, and extent of federal involvement in the
demonstration and the state’s obligations to CMS during the life of the demonstration. The
STCs are effective as of the date of the approval letter, and the waiver and expenditure
authorities for this demonstration will begin January 1, 2019 and expire December 31, 2023,
unless otherwise specified. Implementation of the demonstration may begin January 1, 2019
unless otherwise specified. This demonstration is approved through December 31, 2023.

The STCs have been arranged into the following subject areas:

l. Preface

Il Program Description and Objectives
II. General Program Requirements

V. Eligibility and Enrollment

V. Native American Participation and Protection
VI. Demonstration Programs and Benefits
VII. Member Engagement and Cost Sharing

VIII.  Delivery System
IX. Safety Net Care Pool

X. General Financial Requirements
XI. Monitoring Budget Neutrality for the Demonstration
XII. General Reporting Requirements
XIl.  Evaluation of the Demonstration

XIV. Schedule of State Deliverables for the Demonstration Extension Period

Additional attachments have been included to provide supplementary information and guidance
for specific STCs.

Attachment A. Quarterly Report Content and Format
Attachment B. Centennial Care 2.0 Community Benefit Definitions and Limits
Attachment C. Centennial Home Visiting Pilot Services
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Attachment D.

Attachment E.

Attachment F.

Attachment G.
Attachment H.

Attachment I.
Attachment J.

Attachment K.

Attachment L.

Attachment M.
Attachment N.
Attachment O.

Attachment P.

SUD Continuum of Care

List of Hospitals Eligible for the Safety Net Care Pool Initial Allocation
of Uncompensated Care (UC) Funding for UC pool
Uncompensated Care (UC) Payment Application Template
HQII Outcome Measures

HQII Allocation and Payment Methodology

UCC Pool Payment Tool

Developing the Evaluation Design

Preparing the Interim and Summative Evaluation Reports
SUD Health Information Technology (Health IT)

SUD Implementation Plan Protocol

SUD Monitoring Protocol

Pre-Tenancy/Tenancy Services

HQII Transition Plan

PROGRAM DESCRIPTION AND OBJECTIVES

In the extension of this demonstration for New Mexico’s Medicaid managed care program,
known as Centennial Care 2.0, the state must continue to provide the most effective, efficient
health care possible for its most vulnerable and needy citizens and continue the healthcare
delivery reforms that were initiated during the previous demonstration period. Specifically, the
state is required to continue to further the following goals:
e Assure that Medicaid members in the program receive the right amount of care,
delivered at the right time, and in the right setting;
e Ensure that the care and services being provided are measured in terms of their quality
and not solely by quantity;
¢ Slow the growth rate of costs or “bend the cost curve” over time without inappropriate
reductions in benefits, eligibility or provider rates; and
e Streamline and modernize the Medicaid program in the state.

Today, Centennial Care 2.0 features an integrated, comprehensive Medicaid delivery system in
which a member’s Managed Care Organization (MCO) is responsible for coordinating his/her
full array of services, including acute care (including pharmacy), behavioral health services,
institutional services and home and community-based services (HCBS).

This extension represents the evolution of Centennial Care and its next iteration-Centennial
Care 2.0. The state will continue to advance successful initiatives begun under the previous
demonstration while implementing new, targeted initiatives to address specific gaps in care
and improve healthcare outcomes for its most vulnerable members. Key initiatives include:

e Improving continuity of coverage, encouraging individuals to obtain health coverage as
soon as possible after becoming eligible, increasing utilization of preventive services,
and promoting administrative simplification and fiscal sustainability of the Medicaid
program through the waiver of retroactive eligibility;

e Refine care coordination to better meet the needs of high-cost, high-need members,
especially during transitions in their setting of care;

e Continue to expand access to long-term services and supports (LTSS) and maintain the
progress achieved through rebalancing efforts to serve more members in their homes
and communities;

e Improve the integration of behavioral and physical health services, with greater
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emphasis on other social factors that impact population health;

e Expand payment reform through value-based purchasing (VBP) arrangements to
achieve improved quality and better health outcomes;

e Continue the Safety Net Care Pool and time-limited Hospital Quality Improvement
Initiative;

e Build upon policies that seek to enhance members’ ability to become more active and
involved participants in their own health care, including the introduction of modest
premiums for adults with higher income; and

o Further simplify administrative complexities and implement refinements in program
and benefit design.

As part of the demonstration extension, the state must continue to expand access to long-term
services and supports through the Community Benefit (CB) that includes both the personal
care and HCBS benefits and by allowing eligible members who meet a nursing facility (NF)
level of care to access the CB without the need for a waiver slot. Individuals who are not
otherwise Medicaid eligible and meet the criteria for the 217-like group will be able to access
the CB if a slot is available. As is the case today, managed care enrollment will be required
for all members who meet NF level of care or who are dually eligible.

The state must also continue its expanded care coordination program for members who
require additional support and coordination of services, and its member reward program,
known as Centennial Rewards, which provides incentives for members to pursue healthy
behaviors.

In addition, the state must implement initiatives to improve existing substance use disorder
(SUD) services. Initiatives to improve SUD services will ensure the appropriate level of
treatment is provided, increase the availability of medication assisted treatment (MAT), and
enhance coordination between levels of care. The state must continue offering a full range of
SUD treatment options using American Society for Addiction Medicine (ASAM) criteria for
assessment and treatment decision making.

Lastly, the state will launch several new services and program requirements during the
demonstration extension, including but not limited to: home visiting services focusing on
prenatal care, post-partum care and early childhood development; supportive housing services
for individuals with serious mental illness; SUD services, and premiums for certain adults with
income above 100% of the federal poverty guidelines.

GENERAL PROGRAM REQUIREMENTS

1. Compliance with Federal Non-Discrimination Statutes. The state must comply with
all applicable federal statutes relating to non-discrimination. These include, but are not
limited to, the Americans with Disabilities Act of 1990, Title VI of the Civil Rights Act
of 1964, section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of
1975, and Section 1557 of the Patient Protection and Affordable Care Act (ACA).

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

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

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

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

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

5. State Plan Amendments. The state will not be required to submit title XIX or XXI state
plan amendments for changes affecting any populations made eligible solely through the
demonstration. If a population eligible through the Medicaid or CHIP state plan is
affected by a change to the demonstration, a conforming amendment to the appropriate
state plan may be required, except as otherwise noted in these STCs. In all such cases, the
Medicaid state plan governs, but may work in conjunction with the demonstration;
however, these STCs may define or articulate limitations that are not identified in the
Medicaid state plan.

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

7. Amendment Process. Requests to amend the demonstration must be submitted to CMS
for approval no later than 120 calendar days prior to the planned date of implementation
of the change and may not be implemented until approved. CMS reserves the right to
deny or delay approval of a demonstration amendment based on non-compliance with
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10.

these STCs, including but not limited to failure by the state to submit required reports and
other deliverables in a timely fashion according to the deadlines specified herein.
Amendment requests must include, but are not limited to, the following:

a. An explanation of the public process used by the state, consistent with the
requirements of STC 9, which must include a summary of any public feedback
received and identification of how this feedback was addressed by the state in the
final amendment request submitted to CMS;

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

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

d. A detailed description of the amendment, including impact on beneficiaries, with
sufficient supporting documentation, if necessary; and

e. Updates to existing demonstration reporting and quality and evaluation plans, including a
description of how the evaluation design and annual progress reports will be modified to
incorporate the amendment provisions, as well as the oversight, monitoring and
measurement of the provisions.

Extension of the Demonstration. States that intend to request demonstration extensions
under sections 1115(e) or 1115(f) of the Act must submit extension applications in
accordance with the timelines contained in statute. Otherwise, if the state intends to
request a demonstration extension under section 1115(a) of the Act, the state must submit
the extension application no later than 12 months prior to the expiration date of the
demonstration. The Governor or Chief Executive Officer of the state must submit to CMS
either a demonstration extension request that meets federal requirements at CFR section
431.412(c) or a phase-out plan consistent with the requirements of STC 10.

Public Notice, Tribal Consultation and Consultation with Interested Parties. The state
must comply with the state notice procedures as required in 42 CFR 8431.408 prior to
submitting an application to extend the demonstration. For applications to amend the
demonstration, the state must comply with the state notice procedures set forth in 59 Fed.
Reg. 49249 (September 27, 1994) prior to submitting such request. The state must also
comply with the public notice procedures set forth in 42 CFR 8447.205 for changes in
statewide methods and standards for setting payment rates.

The state must also comply with tribal and Indian Health Program/Urban Indian
Organization consultation requirements at section 1902(a) (73) of the Act, 42 CFR
8431.408(b), State Medicaid Director Letter #01-024, or contained in the state’s approved
Medicaid State Plan, when any program changes to the demonstration, either through
amendment as set out in STC 6 or extension, are proposed by the state.

Demonstration Phase-Out. The state may only suspend or terminate this demonstration
in whole, or in part, consistent with the following requirements.
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11.

12.

13.

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

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

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

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

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

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

Finding of Non-Compliance. The state does not relinquish its rights to challenge CMS’
finding that the state materially failed to comply.

Withdrawal of 1115(a) Authority. CMS reserves the right to withdraw waiver or
expenditure authorities at any time it determines that continuing the waiver or
expenditure authorities would no longer be in the public interest or promote the
objectives of title X1X. CMS will promptly notify the state in writing of the
determination and the reasons for the withdrawal, together with the effective date, and
afford the state an opportunity to request a hearing to challenge CMS’ determination
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prior to the effective date. If a waiver or expenditure authority is withdrawn, FFP is
limited to normal closeout costs associated with terminating the waiver or expenditure
authority, including services and administrative costs of disenrolling participants.

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

15. Federal Financial Participation (FFP). No federal matching funds for expenditures for
this demonstration will take effect until the effective date identified in the demonstration
approval letter, or later date if so identified elsewhere in these STCs or in the list of
waiver or expenditure authorities.

16. Administrative Authority. When there are multiple entities involved in the
administration of the demonstration, the Single State Medicaid Agency must maintain
authority, accountability, and oversight of the program. The State Medicaid Agency
must exercise oversight of all delegated functions to operating agencies, MCOs and any
other contracted entities. The Single State Medicaid Agency is responsible for the
content and oversight of the quality strategies for the demonstration.

17. Common Rule Exemption. The state must ensure that the only involvement of human
subjects in research activities which may be authorized and/or required by this
demonstration is for projects which are conducted by or subject to the approval of CMS,
and which are designed to study, evaluate, or otherwise examine the Medicaid program —
including public benefit or service programs; procedures for obtaining Medicaid benefits
or services; possible changes in or alternatives to those programs or procedures; or
possible changes in methods or level of payment for benefits or services under those
programs. CMS has determined that this demonstration as represented in these approved
STCs meets the requirements for exemption from the human subject research provisions
of the Common Rule set forth in 45 CFR 46.101(b)(5).

IV. ELIGIBILITY AND ENROLLMENT

18. Eligibility Groups Affected By the Demonstration. Mandatory and optional state plan
groups described below derive their eligibility through the Medicaid State Plan, and are
subject to all applicable Medicaid laws and regulations in accordance with the Medicaid
State Plan, except as expressly waived in this demonstration and as described in these
STCs. Any Medicaid State Plan Amendments to the eligibility standards and
methodologies for these eligibility groups, including the conversion to a modified
adjusted gross income standard January 1, 2014, will apply to this demonstration. These
state plan eligible members are included in the demonstration for use of the managed care
network and access to additional benefits not described in the state plan.

Table 1, below, describes the mandatory state plan populations included in Centennial
Care 2.0. Table 2 describes the optional state plan populations included in Centennial Care
2.0. Table 3, below, describes the member eligibility groups who are made eligible for
benefits by virtue of the expenditure authorities expressly granted in this demonstration
(i.e. the 217-like group).
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In tables 1 and 2, Column A describes the current consolidated Medicaid eligibility group
for the population in accordance with the Medicaid eligibility regulations, and Column B
describes the specific statutory/regulatory citation of any specific Medicaid eligibility
groups that are included in the consolidated group described in column A. Column C
describes whether there are any limits on inclusion in Centennial Care 2.0 for each
Medicaid eligibility group. Column D describes the budget neutrality Medicaid Eligibility
Group (MEG) under which expenditures for the population will be reported (as described
further in STC 74).

The populations described in Table 1 and 2 below derive their eligibility from the
Medicaid state plan and will be updated as needed to conform with any amendments to
the state plan. Should the state amend the state plan to make any changes to eligibility
for populations listed below in Table 1 or Table 2, the state must notify CMS
demonstration staff in writing upon submission of the state plan amendment and
request corresponding updates to the tables below. The effective date of any
corresponding updates to the table below will align with the approved state plan.

Those member eligibility groups described below in Table 3 who are made eligible for
benefits by virtue of the expenditure authorities expressly granted in this demonstration
(i.e. the 217-like group) are subject to Medicaid laws or regulations unless otherwise
specified in the expenditure authorities for this demonstration. In Table 3, Column A
describes the eligibility group, Column B describes the specific statutory/regulatory
citation of any specific Medicaid eligibility groups that are included, Column C describes
the income and resource standards and methodologies the group, Column D describes
whether there are any limits on inclusion in Centennial Care 2.0, and Column E
describes the budget neutrality MEG under which expenditures for the population will be
reported (as described further in STC 74).
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Table 1: Mandatory State Plan Populations

A B. C. D.
Mandatory Description Limitations on MEG for Budget
Medicaid Statutory/ Regulatory inclusion in Neutrality
Eligibility Groups Citations Centennial Care
in State Plan 2.0?
Parents/Caretaker Low Income Families (1931)
Relatives 42 CFR 435.110 No TANF and Related
Families with 12 month
extension due to earnings
Transitional Medical * §408(a)(11)(A) No TANF and Related
Assistance * §1931(c)(2)
* §1925
* §1902(a)(52) and 1902(e)(1)
Families with 4 month
extension due to increased
Extension due to collection of spousal support No TANE and Related
Spousal Support * 8408(a)(11)(B)
* 81931(c)(1)
42 CFR 435.115
Consolidated group for
pregnant women
* §81902(a)(10)(A)(i)(111) and
(V)
Pregnant Women « §§1902(a)(10)(A)(ii)(1), (IV) No TANF and Related
and (1X)
* §1931(b) and (d)
42 CFR 435.116
Consolidated group for
children under age 19
* §81902(a)(10)(A)(i)(H1),
Children under (1V), (V1) and (VI1I)
Age 19 * §81902(a)(10)(A)(i)(1V) No TANF and Related

and (IX)
* §1931(b) and (d)
42 CFR 435.118
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A B. C. D.
Mandatory Description Limitations on MEG for Budget
Medicaid Statutory/ Regulatory inclusion in Neutrality
Eligibility Groups Citations Centennial Care
in State Plan 2.0?
Children eligible under 42
CFR 435.118 receiving
Continuous Eligibility| inpatient services who lose
for gﬁglpditalized e“glg ;I::t())/vt()e?ggutsher (?J gar?Z nmust No TANF and Related
dren inpatient stay
81902(e)(7)
42 CFR 435.172
Newborns deemed eligible
Deemed Newborns f§01r9(())g§e))ﬂ(92)r No TANF and Related
42 CFR 435.117
Children receiving IV-E foster
care or guardianship
Adoption maintenance payments or with
Assistance and IV-E adoption assistance No TANE and Related
Foster Care agreements
Children * §1902(a)(10)(i)(1)
* 8473(b)(3)
42 CFR 435.145
Former foster care children
Former Eoster Care under age 26 not eligible for
Children another mandatory group No TANF and Related
1902(a)(10)(A)(i)(1X)
42 CFR 435.150
Non-pregnant individuals age
Adult group 19 through 64 with income at
or below 133% FPL No VIl Group
1902(a)(10)(A)(H)(V )
42 CFR 435.119
Individuals receiving SSI cash
benefits o )
1902(a)(10)(A)(i)(I1) SSI_I\/_Iedlcald only (if not
. eligible for Medicare)
Aged, Blind, and No

Disabled

Disabled children no longer
eligible for SSI benefitsbecause
of a change in the definition of
disability

SSI Dual (if eligible for
Medicare)

Effective January 1, 2019 through December 31, 2023

10




A. B. C. D.
Mandatory Description Limitations on MEG for Budget
Medicaid Statutory/ Regulatory inclusion in Neutrality
Eligibility Groups Citations Centennial Care
in State Plan 2.0?
o L SSI Medicaid only (if not
Individuals under age 21 eligible eligible for Medicare)
for Medicaid in the month they
No
apply for SSI T
1902(a)(10(A)(i)(11)(cc) SSI Dual (|feI|g|bIe for
Medicare)
Disabled individual whose SSI Medicaid only (if not
earning exceed SSI substantial eligible for Medicare)
gainful activity level No
1902(a)(10)(A)(i)(11) SSI Dual (if eligible for
1619(a) Medicare)
SSI Medicaid only (if not
Individuals receiving mandatory eligible for Medicare)
state supplements No
42 CFR 435.130 SSI Dual (if eligible for
Medicare)
Institutionalized individuals
continuously eligible for SSI in
December 1973 SSI Medicaid only (if not
42 CFR 435.132 eligible for Medicare)
No
Blind and disabled individuals SSI Dual (if eligible for
eligible for SSI in December Medicare)
1973
42 CFR 435.133
Individuals who would be SSI Medicaid only (if not
eligible for SSI except for the eligible for Medicare)
increase in OASDI benefits No
under Public Law 92-336 SSI Dual (if eligible for
42 CFR 435.134 Medicare)
Individuals ineligible for SSI S51 Medicaid only (if not
. eligible for Medicare)
because of requirements No

inapplicable in Medicaid
42 CFR 435.122

SSI Dual (if eligible for
Medicare)

Effective January 1, 2019 through December 31, 2023
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A. B. C. D.
Mandatory Description Limitations on MEG for Budget
Medicaid Statutory/ Regulatory inclusion in Neutrality
Eligibility Groups Citations Centennial Care
in State Plan 2.0?
Disabled widows and widowers SSI Medicaid only (if not
eligible for Medicare)
Early widows/widowers No
1634(b) SSI Dual (if eligible for
42 CFR 435.138 Medicare)
Individuals who become SSI Medicaid only (if not
ineligible for SSI as a result of eligible for Medicare)
OASDI cost-of- living increases No o
received after April 1977 SSI Dual (if eligible for
42 CFR 435.135 Medicare)
SSI Medicaid only (if not
1939(a)(5)(E) Disabled adult eligible for Medicare)
children No e g
1634(c) SSI Dual (if eligible for
Medicare)
SSI Medicaid only (if not
Disabled individuals whose eligible for Medicare)
earnings are too high to receive No

SSl cash
1619(b)

SSI Dual (if eligible for
Medicare)

Individuals who are in a medical
institution for at least 30
consecutive days with gross
income that does not exceed
300% of the SSI income
standard
1902(a)(10)(A)(ii)(V)
1905(a)

42 CFR 435.236

NF LOC: Included

PACE: Excluded

ICEFMR: Excluded

SSI Medicaid only (if not
eligible for Medicare)

SSI Dual (if eligible for
Medicare)

Effective January 1, 2019 through December 31, 2023
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Table 2. Optional State Plan Populations

A.
Optional Medicaid Eligibility
Groups in State Plan

B.
Description
Statutory/ Regulatory
Citations

C.
Limitations on
Centennial
Care 2.0?

D.
MEG for Budget
Neutrality

Optional Targeted Low Income
Children

Optional group for
uninsured children under
age 6
1902(a)(10)(A) (i) (XIV)
42 CFR 435.229

Note: If sufficient Title
XXI1 allotment is
available as described
under STC 84,
uninsured individuals in
this eligibility group are
funded through the Title
XXlallotment.

Insured individuals in
this eligibility group are
funded through Title
XI1X, and if Title XXI
funds are exhausted as
described in STC 85,
thenall individuals in
this eligibility group are
funded through Title
XIX.

No

If Title XIX:
TANF and Related

If Title XXI:
MCHIP Children

Effective January 1, 2019 through December 31, 2023

13




A.
Optional Medicaid Eligibility
Groups in State Plan

B.
Description
Statutory/ Regulatory
Citations

C.
Limitations on
Centennial
Care 2.0?

D.
MEG for Budget
Neutrality

Optional Reasonable Classification of
Children

Optional group for
children under age 19 not
eligible for a mandatory
group
881902(a)(10)(A)(ii)(I)
and (1V)
42 CFR 435.222

No

TANF and Related

Independent Foster Care Adolescents

Individuals under age 21
who were in foster care
on their 18th birthday
1902(a)(10)(A) (i (XVII)

42 CFR 435.226

No

TANF and Related

Out-of-State Former Foster Care
Children

Individuals under age 26
who were in foster care
in a state other than New
Mexico or tribe in such
other state when they
aged out of foster care
1902(a)(10)(A)(ii)(XX)
42 CFR 435.218

No

TANF and Related

Aged, Blind, and Disabled

Working disabled
Individuals
1902(A)(10)(A) (i) (XI111)

No

SSI Medicaid only
(if not eligible for
Medicare)

SSI Dual (if eligible
for Medicare)

Effective January 1, 2019 through December 31, 2023
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A. B. C. D.
Optional Medicaid Eligibility Description Limitations on MEG for Budget
Groups in State Plan Statutory/ Regulatory Centennial Neutrality
Citations Care 2.0?
SSI
Individuals who would Medicaid only (if
be eligible for SSI cash if not eligible for
Institutionalized Individuals 15‘3;(3?1‘0')???(‘;})"(’{{/) No Medicare)
1905(a) SSI Dual (if
42 CFR 435.211 eligible for
Medicare)
Uninsured individuals
under 65 screened and
found to need treatment
Breast and Cervical Cancer Program for breast or cervical No TANF and Related
cancer
1902(a)(10)(A)(ii)(XVIII)
42 CFR 435.213
Individuals whose
eligibility is determined
using institutional
eligibility and post Ved S.g" it
eligibility rules for 1915(c) waiver edicaic onfy (i
i - : not eligible for
Home and Community Based 1915(c) individuals who are services are not Medicare)
Waivers that are continuing outside the | eligible as specified provided through
demonstration (217 group) under 42 CFR 435.217, Centennial Care ssI Dual (if
435.236 and 435.726 and 2.0 ligible f
section 1924 of the Act, eligiie for
Medicare)

through the state’s
1915(c) Developmentally
Disabled waiver

Effective January 1, 2019 through December 31, 2023
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A. B. C. D.
Optional Medicaid Eligibility Description Limitations on MEG for Budget
Groups in State Plan Statutory/ Regulatory Centennial Neutrality
Citations Care 2.0?
Individuals whose
eligibility is determined
using institutional
eligibility and post
eligibility rules for . _ssb
- 1915(c) waiver Medicaid only (if
individuals who are : .
. e services are not not eligible for
eligible as specified rovided Medicare)
under 42 CFR 435.217, rauah
435.236 and 435.726 and g .
. Centennial SSI Dual (if
section 1924 ofthe Act, .
, Care 2.0 eligible for
through the state’s Medicare)
1915(c) Medically
Fragile waiver.
Home and Community Based 1915(c)
Waivers that were transitioned into the -
demonstration (217-like group) . ".]d.'\./'dl.Jals Whos_e
eligibility is determined
using institutional
eligibility and post
eligibility rules for SSI
individuals who would Medicaid only (if
only be eligible in an not eligible for
institution in the same Medicare)
. No
manner as specified under
42 CFR 435.217, 435.236 SSI Dual (if
and 435.726 and section eligible for
1924 of the Social Medicare)

Home and Community Based 1915(c)
Waivers that are continuing outside of
the demonstration (217 group)

Security Act, if the state
had not eliminated its
1915(c) AIDS, Colts, and
Mi Via-NF waivers

Effective January 1, 2019 through December 31, 2023

16




A. B. C. D.
Optional Medicaid Eligibility Description Limitations on MEG for Budget
Groups in State Plan Statutory/ Regulatory Centennial Neutrality
Citations Care 2.0?
Individuals whose
eligibility is determined SSI

using institutional Medicaid only (if
eligibility and post not eligible for
eligibility rules for No Medicare)
individuals who are

eligible as specified under SSI Dual (if

42 CFR 435.217, 435.236 eligible for

and 435.2276 and section Medicare)

1924 of the Act
Table 3: Demonstration Expansion Populations
A. B. C. D. E.
Expansion Medicaid Description Standards and Limitations MEG for Budget
Eligibility Group Statutory/ Regulatory Methodologies on inclusion Neutrality
Citations in
Centennial
Care 2.0?

Effective January 1, 2019 through December 31, 2023
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Home and
Community Based
1915(c) Waivers that
were transitioned into
the demonstration
(217-like group)

state had not eliminated its
1915(c) AIDS, Colts, and M
Via-NF waivers

Individuals whose eligibility is
determined using institutional
eligibility and post eligibility
rules for individuals who would
only be eligible in an institution
in the same manner as specified
under 42 CFR 435.217, 435.236
and 435.726 and section 1924 of
the Social Security Act, if the

Income test: 300% of
Federal Benefit Rate
with Nursing Facility
Level of Care
determination.

Resource test: $2000
i

No

SSI
Medicaid only (if not
eligible for
Medicare)

SSI Dual (if eligible
for Medicare)

determined using institutional
eligibility and post eligibility
rules for individuals who are
eligible as specified under 42
CFR 435.217, 435.236 and

435.2276 and section 1924 of the

Act

Individuals whose eligibility is

Income test: 300% of
Federal Benefit Rate
with Nursing Facility
Level of Care
determination.

Resource test: $2000

No

SSI
Medicaid only (if not
eligible for
Medicare)

SSI Dual (if eligible
for Medicare)

Effective January 1, 2019 through December 31, 2023
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19. Populations Excluded from Centennial Care 2.0. The following populations, who are
otherwise eligible under the criteria described above, are excluded from the demonstration:

Qualified Medicare Beneficiaries (QMBSs) — 1902(a)(10)(E)(i); 1905(p)

Specified Low-Income Medicare Beneficiaries (SLMBs) — 1902(a)(10)(E)(iii); 1905(p)
Qualified Individuals (QIs) — 1902(a)(10)(E)(iv); 1905(p)

Quialified Disabled Working Individuals (QDW!Is)- 1902(a)(10)(E)(iii); 1905(s)
Non-citizens only eligible for emergency medical services —1903(v)

Program for All-Inclusive Care for the Elderly (PACE) Participants —1934
Individuals residing in ICFs/1ID - 1905 (a)(15)

DD waiver participants for HCBS?

Medically fragile waiver participants for HCBS?

Except as provided in STC 58, individuals receiving family planning-only benefits
through the Family Planning category of eligibility

T S@ oo o0 o

20. Eligibility and Post Eligibility Treatment of Income for Centennial Care 2.0 Members
who are Institutionalized. Except as specified in STC 19 above, in determining eligibility
for institutionalized individuals, the state must use the rules specified in the currently
approved Medicaid state plan. All members receiving institutional services must be subject
to post-eligibility treatment of income rules set forth in section 1924 of the Act and 42 CFR
435.725 of the federal regulations.

21. Regular and Post-Eligibility Treatment of Income for Centennial Care 2.0 Individuals
Receiving HCBS (Specified at 42 CFR 435.726 of the Federal Regulations and 1924 of
the Social Security Act). For individuals receiving 1915(c)-like services, the state must use
institutional eligibility and post-eligibility rules for individuals who would be eligible in the
same manner as specified under 42 CFR 435.217, 435.236 and 435.726 of the federal
regulations and section 1924 of the Act, if the home and community based services were
provided under a section 1915(c) waiver.

For individuals receiving 1915(c) services, the state must use institutional eligibility and post-
eligibility rules as specified under 42 CFR 435.217, 435.236 and 435.726 of the federal
regulations and section 1924 of the Act, as specified the under the state approved HCBS
1915(c) waivers.

22. Eligibility for Out of State Former Foster Care Youth. Individuals eligible as “former
foster care youth” are defined as individuals under age 26 who were in foster care in another
state or tribe in such other state when they turned 18 (or such higher age as such other state
has elected for termination of federal foster care assistance under title I\V-E of the Act), were
enrolled in Medicaid at that time, are now residents in the state applying for Medicaid, and
are not otherwise eligible for any other Medicaid category.

23. Retroactive Eligibility. The state will phase out the retroactive period of eligibility by

! Acute care and behavioral health services will be received through Centennial Care 2.0 managed care
2 Acute care and behavioral health services will be received through Centennial Care 2.0 managed care
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24,

25.

26.

reducing it from three months to one month in calendar year 2019 (such that medical
assistance can be available starting in the month before the month in which the member
applies), then eliminating retroactive eligibility entirely with coverage beginning on the first
day of the month in which the member applies at the start of the second year of the
demonstration (2020) for all members covered under the managed care demonstration
program, with the exception of individuals eligible for Institutional Care (IC) categories of
eligibility, pregnant women (including during the 60-day postpartum period beginning on the
last day of the pregnancy), infants under age 1, and individuals under age 19 will continue to
be eligible for retroactive coverage starting as early as the third month before the month in
which the member applies.

Upon implementation of a premium program for individuals in the Adult Group who have
income above 100 percent of the federal poverty level (FPL), individuals who are required to
make premium payments will be enrolled prospectively only and will not receive the one
month of retroactive coverage otherwise allowed in 2019. Coverage for such individuals will
begin on the first day of the first month after the MCO receives the required premium
payment, provided the premium is paid in full by the due date. This demonstration does not
affect the hospital presumptive eligibility program; beneficiaries, including those subject to a
premium payment requirement whose coverage has not yet taken effect, may be determined
presumptively eligible and receive coverage pursuant to state plan hospital presumptive
eligibility rules.

Mandatory Enrollment. With the exception of American Indian/Alaska Native (Al/AN)
individuals described in STC 32, the state may mandatorily enroll members served through
this demonstration in MCOs to receive benefits pursuant to Section V of the STCs. The
mandatory enrollment will apply and may occur only when the MCOs have beendetermined
by the state to meet readiness and network requirements established by the state to ensure
sufficient access, quality of care, and care coordination for members, asrequired by 42 CFR
438.66(d); these requirements must be approved by CMS before the state begins mandatorily
enrolling recipients with MCOs.

Choice of MCO. The state must ensure that at the time of initial enrollment and onan
ongoing basis, individuals have a choice between a minimum of two (2) MCOs that
meet all federal regulatory requirements.

MCO Selection/Enrollment Process. Individuals new to Medicaid are required to enroll in
an MCO at the time of applying for Medicaid eligibility.

a. Individuals currently eligible for Medicaid. Individuals who are currently enrolled inan
MCO and who must select a new MCO under Centennial Care 2.0 because their prior
MCO is not providing coverage under Centennial Care 2.0, as well any individuals
receiving benefits under FFS, must have 60 days to enroll in a Centennial Care 2.0
MCO.

b. AI/AN individuals. Consistent with STC 32, the state must not require AI/AN
individuals to enroll with a Centennial Care 2.0 MCO, unless they are dually eligible
and/or meet a NF level of care. AI/AN individuals who the state may not require to
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enroll may elect toenroll at their option.

c. Any member who does not make an active selection will be assigned, by default, to a
participating Centennial Care 2.0 MCO. The state must develop an auto-assignment
process that is compliant with 42 CFR 438.54(d)(5).

d. Transition Activities for current MCO enrollees. If current enrollees need to select a
new MCO due to the state’s procurement of Centennial Care 2.0 MCOs, and have an
existing care plan, the state must require each outgoing MCO (the sending plan) to
share the following information with the new Centennial Care 2.0 MCO (the receiving
plan) no less than 20 days prior to the initial transition to allow sufficient time for
transition planning:

1. Transfer the care plan to the receiving plan (as applicable).

2. Send a report to the receiving plan for each enrollee who is expected to be using
inpatient care and/or prenatal care at the time of initial transition.

3. Send the name of the nursing facility in which the member is a resident, or is
expected to be a resident, as well as service plan information for all members using
HCBS, at the time of initial transition to the receiving plan, where applicable to the
member.

27. Notice Requirement for a Change in Plan Choice or Plan Network. The state must
provide notice to CMS as soon as it becomes aware of (or at least 90 days prior if possible)
a potential change in the number of plans available for choice within an area, or any
changes impacting proposed network adequacy. The state must not mandatorily enroll
individuals into anyplan that does not meet network adequacy requirements as defined in 42
CFR 438.206.

28. MCO Disenrollment. Members must be informed of opportunities no less than annually
for disenrollment and ongoing MCO choice opportunities regularly in amanner
consistent with 42 CFR part 438.

29. For Cause Disenrollment. Enrollees must have the right to disenroll from an MCO for
cause at any time for any of the reasons specified in 42 CFR 438.56(d)(2).

NATIVE AMERICAN PARTICIPATION AND CONSULTATION PROCESS

30. General. Recognizing the federal government’s historic and unique relationship with Indian
tribes as well as the state’s tribal consultation obligation, this section describes additional
protections for AI/AN enrolled in Centennial Care 2.0.

31. Native American Advisory Bodies. The state must solicit advice and guidance from two
Native American advisory bodies to seek input on the quality of care and access to services
provided to AI/ANs through the demonstration. These bodies were formed in 2014 as part of
the original Centennial Care program: the Native American Advisory Board (NAAB) and the
Native American Technical Advisory Committee (NATAC). The state must invite the New
Mexico Tribes to appoint representatives to serve as members on these advisory bodies.
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32.

33.

a. NAAB. The NAAB is a board of tribal membership that meets quarterly with, and
provides feedback to, all Centennial Care 2.0 MCOs on issues related to program
service delivery and operations. The state must require MCOs to solicit advice and
guidance from the (NAAB) regarding Centennial Care 2.0 implementation and
ongoing programmatic issues. The state must monitor the MCOs’ work with NAAB
and report on NAAB’s and MCOs’ activities in its quarterly reports, as further
specified in STC 108.

b. NATAC. The state must continue to work directly with the NATAC, which advises
the state on issues pertaining to AI/ANs, including but not limited to notices,
payment, and qualityissues. The NATAC will meet at least quarterly and the state
must report on the NATAC activities in its quarterly reports, as further specified in
STC 108.

Maintenance of opt-in for AI/AN individuals. AI/AN individuals will maintain a
choice to opt-in to managed care or to access care through a fee-for-service delivery
system. Al/AN individuals who are dually eligible or who have a nursing facility level of
care, however, will continue to be required to enroll in managed care.

Minimum Managed Care Guarantees. The state must require each MCO, at a
minimum, provide the following contractual delivery service protections for AI/ANs:

a. The state must require MCOs offer contracts to all IHS, tribes and tribal organizations
operating health programs under the Indian Self-Determination and Education Assistance
Act; and urban Indian organizations operating health programs under title V of the Indian
Health Care Improvement Act; hereinafter referred to as Indian Healthcare Providers
(IHPs). IHPs will not be required to contract with the plans, and all of the IHPs, whether
or not they are contracted with an MCO, will be reimbursed consistent with the
requirements in 42 CFR 438.14;

b. The state must require MCOs provide education and training to IHPs on steps needed to
ensure appropriate referrals to non-1HS providers in and outside of the MCO network;

c. The state must require MCOs to offer contracts to other Tribal health care delivery
enterprises which are properly licensed and/or credentialed, like care coordinators,
transportation vendors, behavioral health providers and long term care (LTC) providers;

d. Native Americans must be permitted to select a provider who is practicing in an IHP as
their primary care physician or other primary care provider (PCP) and/or to access care at
an IHP whether or not that facility is contracted with the member’s MCO.

e. The state must require MCOs to offer technical assistance to Tribes and any other
entities that seek to become certified and accredited Patient-Centered Medical
Homes and/or Health Home providers; and

f. The state must require MCOs to work directly with IHPs on billing and provider issues.

. Expand Opportunities. The state must continue to engage the Tribes, Tribal providers and

Centennial Care 2.0 MCOs in efforts to improve the service delivery experience of Native
Americans, including by continuing to work with Tribal providers to develop their capacity to
enroll as LTSS providers and/or as Health Home providers.
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35.

Ongoing evaluation and continuous improvement. The state must closely monitor and
evaluate the experience of AlI/AN who are enrolled in Centennial Care 2.0 as part of the
demonstration evaluation and demonstration annual reports, described in STC 108.

DEMONSTRATION PROGRAM AND BENEFITS

36.

31.

Centennial Care 2.0 Benefits. Members subject to the demonstration must receive
comprehensive benefits that are at least equal in amount, duration and scope to those
described in the state plan, with the exception of the Adult Group, who will receive the
benefits in their approved Alternative Benefit Plan (ABP). Those in the Adult Group who are
medically frail will have a choice of the approved ABP with the ten essential health benefits,
or the ABP with the approved state plan benefit package.

Home and Community-Based Services. Under Centennial Care 2.0, enrollees who meet
the nursing facility level of care criteria will be eligible for the CB in Centennial Care 2.0.
Enrollees who are eligible for Medicaid under the state plan (i.e., described as a mandatory
or optional state plan population in STC 18) will be able to access the CB without the need
for an available enrollment slot, to the extent the state is maintaining a waiting list.
Enrollees who are made eligible for the demonstration as a result of their NF level of care
(the 217-like group) will be subject to the enrollment limits described in STC 18.

The CB service categories (and applicable limits) are listed below and further defined in
Attachment B. Table 4 also indicates which services are available through either the
agency-based benefit community (ABCB) or the self-direction community benefit (SDCB)
and which services are available in both.

Table 4. Community Benefit Services Included Under Centennial Care 2.0

Community Benefit Services Included Under Centennial Care 2.0

Agency-Based Self-Direction | Service Limits
Benefit Benefit

Adult Day Health X

Assisted Living X

Behavior Support Consultation X X

Community Transition Services X a
Customized Community Supports X

Emergency Response X X

Employment Supports X X

Environmental Modifications X X a
Home Health Aide X X

Nutrition Counseling X X

Personal Care Services* X X

Private Duty Nursing for Adults X X
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39.

40.

Related Goods X b
Respite X X a
Skilled Maintenance Therapy X X

Specialized Therapies X b
Transportation (non-medical) X b

* Note: Personal care services may be self-directed, as specified in the state plan.
a: Service limits apply to all ABCB or SDCB members regardless of their date of enrollment.
b: Service limits apply to members electing SDCB after December 31, 2018.

Community Benefit Cost of Care. The state must require each MCO to conduct a
comprehensive needs assessment (CNA) that will be used to determine an eligible
participant's Comprehensive Care Plan (CCP) for the CB (see STC 40). The maximum
allowable cost of care for the CB will continue to be tied to the state’s annual cost of care for
persons served in a private nursing facility. However, the maximum allowable cost of care is
not an entitlement. A participant's actual cost of care for the CB will be determined by the
CNA.

Community Benefit Service Planning Transition. The state must require the MCOs,
through contract requirements, prioritize the service planning process for those individuals
whose service plans expire in the first 90 days of Centennial Care 2.0 or whose needs change
and necessitate a new service plan. For individuals who have a service plan expiring without
a new service plan implemented, the state must require the MCOs extend their existing
service plan (including with respect to scope of services and providers) until such time that
the new service plan isimplemented.

Nursing Facility Level of Care (NF LOC) Assessment for LTC Members. The
following proceduresand policies must continue to apply to enrollees receiving the LTC
benefit:

a. A NF LOC assessment must be conducted either by the state, or as a contractual
requirement, by the MCO for all applicants for whom there is a reasonable indication
that NF services may be needed in the future. If an individual contacts the MCO directly
before filing an application for Medicaid eligibility, the state must require the MCO to
direct the individual to the appropriate state office to first complete a Medicaid
application and to select a healthplan for enrollment prior to the MCO conducting the
NF LOC assessment.

b. The LOC assessment process and instruments will be implemented as specified by the
state, either the state’s own process, or the MCO’s process as defined through
contractual requirements. When MCOs are conducting the LOC assessment process, the
state must require MCOs use common elements within their tools that are based on the
Minimum Data Set (MDS). The state must approve the evaluation tool used by each
MCO for this LOC determination, and the MCO must be contractually required to
inform the state of the member’s LOC eligibility and enrollment status.

c. All Centennial Care 2.0 enrollees must be reevaluated at least annually or as
otherwise specified by the state. Where MCOs are conducting the LOC
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42.

assessment, the state must require reevaluation at least annually through
contractual requirements with the MCO. The state is not required to conduct an
annual reevaluation, nor to contractually require MCOs to conduct an annual
reevaluation, for members meeting state-defined criteria (e.g. members who are
unlikely to have a change in status as a result of their condition and therefore are
expected to continuously meet NF LOC). Defined criteria is included in the
Managed Care Policy Manual and the NF LOC Criteria and instructions on the
state’s website. The state must continue to redetermine members’ eligibility,
including financial eligibility, on an annual basis. Additionally, the state must
require the MCOs to complete an annual CNA and annually update the CCP.

d. The state must require the MCOs that are conducting LOC assessments to provide
objective LOC determinations based on criteria developed by the state. The state must
require such MCOs to report to the state monthly on the LOC determinations/
redeterminations they conduct, with the reports capturing information including, but not
limited to, the number of LOC determinations completed, number completed within
required timeframes, and the number of assessments where the member did not meet the
state-specified LOC criteria. Members must have the opportunity to appeal determinations
through the MCO grievance and appeals process and the state’s fair hearingprocess. The
MCQO’s LOC assessment function will be performed by a MCO Care Coordinator that is
administratively separate from the MCO’s Utilization Management team that performs
service plan provision and monitoring functions, unless an exception is specifically
approved by the state.

Freedom of Choice. The state must ensure that MCO care coordinators are required to
inform each participant or member of any alternatives available, including the choice of IC
versus HCBS during the assessment process. Documentation of choice must be incorporated
into the service plan.

Enrollment Limit. Over the life of the demonstration, the state will work to expand access
to the CB; however, the state will impose enrollment limits for persons who are not
otherwise eligible for Medicaid under the state plan and who have been determined to meet
nursing facility level of care, in order to manage the growth of the program. The maximum
number of slots will remain at 4,289.

. Integration of Section 1915(c) Waiver Assurances and Program Requirements into

Centennial Care 2.0. The state must implement Centennial Care 2.0 to comply with
federal 1915(c) waiver assurances and other program requirements for all HCBS services,
including 1915(c)-like services provided under the demonstration, including:

a. For HCBS, the state must have an approved Quality Improvement Strategy and is
required to develop and measure performance indicators for the following waiver
assurances:

1. Administrative Authority: A performance measure must be developed and tracked
for any authority that the State Medicaid Agency (SMA) delegates to another
agency, unless already captured in another performance measure.
2. Level of Care: The state must demonstrate and provide a performance measure for the
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following:
I.  While a performance measure for annual levels of care is not required to be
reported, the state is expected to be sure that initial levels of care are determined.
3. Qualified Providers:

i.  The MCO provider credentialing requirement in 42 CFR 438.214 must apply
to all CB providers.

ii. To the extent that the MCO’s credentialing policies and procedures do not
address non-licensed non-certified providers, the state must require the MCO to
create alternative mechanisms applicable to such providers to ensure the health
and safety of enrollees.

lii.  The state must have performance measures that track that providers meet
licensure/certification standards, that non-certified providers are monitored to
assure adherence to waiver requirements, and that the state verifies that training
is given to providers in accordance with the waiver.

4. Service Plan: The state must demonstrate it has designed and implemented an
effective system for reviewing the adequacy of service plans for HCBS
participants. Performance measures are required for

i.  Choice of waiver services and providers,

ii.  Service plans address all assessed needs and personal goals, and

iii.  Services are delivered in accordance with the service plan including the type,
scope, amount, duration, and frequency specified in the service plan

5. Health and Welfare of Enrollees: The state must demonstrate it has designed and
implemented an effective system for assuring HCBS participants’ health and welfare.

The state, or the MCO for CB enrolled individuals, through an MCO contract, must be

required on a continuous basis to identify, address, and seek to prevent instances of
abuse, neglect and exploitation through the Critical Incident Management System.

The state must have performance measures that, on an ongoing basis, seeks to prevent,

identify, track, and address instances of abuse, neglect, exploitation and unexplained
death; that an incident management system is in place that effectively resolves
incidents and prevents further incidents to the extent possible; that state policies and
procedures for the use or prohibition of restrictive interventions are followed; and, that
the state establishes overall health care standards and monitors those standards based
on the responsibility of the service provider as stated in the approved waiver.

b. Financial Accountability: The state must demonstrate that it has designed and
implemented an adequate system for insuring financial accountability of the HCBS
program. The state must report on performance measures verifying the tracking of
claims are coded and paid for in accordance for services rendered. In addition, the
state must verify that rates remain consistent with the approved rate methodology
during the life of the demonstration.

c. Critical Incident Management System: The SMA must operate acritical incident
management system according to the SMA'’s established policies, procedures and
regulations. On an ongoing basis, the SMA must ensure that all entities, including the
MCOs, have an effective system in place to prevent, detect, report, investigate, and
remediate instances of abuse, neglect and exploitation, and ensures participant rights are
maintained through policies concerning seclusion, restraint, and medication management.
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The state must ensure that MCOs, providers and participants are educated about this
system initially at the start or at hire, and at least annually thereafter. If the SMA
delegates the responsibility for the critical incident management systems to the
participating MCOs, the SMA must collect and analyze the data collected by the MCOs
on a regular, periodic basis, and ensure that individual situations are remediated in a
timely manner and that system-wide issues are identified and addressed.
Person-Centered Planning and Individual Service Plans:

1. The state must require the use of a person-centered and directed planning
process, consistent with federal requirements at 42 CFR 441.301(c)(1) — (2) to
identify the strengths, capacities, and preferences of the enrollee as well as to
identify an enrollee’s LTC needs and the resources available to meet these needs,
and to provide access to additional care options as specified by the contract.

2. The state must require that a process is in place that permits participants to
request a change to the person-centered plan if the participant’s circumstances
necessitate a change. The state, through the MCO contract, must require all
HCBS service plans to be updated and/or revised annually or when warranted by
changes in the enrollee’s needs.

3. The state must require the development of a back-up plan to ensure that needed
assistance will be provided in the event that the regular services and supports
identified in the individual service plan are temporarily unavailable. The back-
up plan may include other individual assistants or services.

Demonstration Participant Protections:

1. The state must ensure that children, youth, and adults in CB programs are
afforded linkages to protective services (e.g., Ombudsman services, Protection
and Advocacy, Division of Child Protection and Permanency) through all
service entities, including the MCOs. The state will ensure that these linkages
are in place before, during, and after the transition to the CB as applicable.

2. The state/MCQOs must develop and implement a process for community-based

providers to conduct efficient, effective, and economical background checks

on all prospective employees/providers with direct physical access to

enrollees.
The state will submit an evidentiary report to CMS following receipt of an Evidence
Request letter and report template from the Regional officer no later than 21 months prior
to the end of the approved waiver demonstration period which includes evidence on the
status of the HCBS quality assurances and measures that adhere to the requirements
outlined in the March 12, 2014, CMS Informational Bulletin, Modifications to Quality
Measures and Reporting in 8 1915(c) Home and Community-Based Waivers. Following
receipt of the state’s evidence report, the Regional Office will issue a Draft report to the
state and the state will have 90 days to respond. The Regional Office will issue a Final
report to the state 60 days following receipt of the state’s responses to the Draft report.

The CMS Regional Office will evaluate each evidentiary report to determine whether
the assurances have been met.

The state must also separately report annually to CMS the deficiencies found during
the monitoring and evaluation of the HCBS waiver requirements, which apply to the
provision of all HCBS services covered under this demonstration including 1915(c)-
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like services, an explanation of how these deficiencies have been or are being
corrected, as well as the steps that have been taken to ensure that these deficiencies do
not reoccur. The state must also report on the number of substantiated instances of
abuse, neglect, exploitation and/or unexplained death, the actions taken regarding the
incidents and how they were resolved (STC 108). Submission is due no later than 6
months following the end of the demonstration year (DY).

i. The state must report annually report the actual number of unduplicated individuals
served and the estimated number of individuals for the following year. Submission due
on December 31% of the DY.

J. Conflict of Interest: The state assures that the entity that authorizes the services is external
to the agency or agencies that provide the HCB services. The state also assures that
appropriate separation of assessment, treatment planning and service provision functions
are incorporated into the state’s conflict of interest policies.

k. The state, either directly or through its MCO contracts, must ensure that participants’
engagement and community participation is supported to the fullest extent desired by each
participant within the scope of the programs (Community Benefit Rule - NMAC
8.308.12).

I.  The state must assure compliance with the characteristics of HCBS settings as described
in 1915(c) regulations in accordance with implementation/effective dates as published in
the Federal Register.

m. Members may change managed care plans if their residential or employment support
provider is no longer available through their current plan.

44, Conflict of Interest. The SMA must ensure: a) there are clearguidelines for avoiding
conflicts of interest for contracted entities participating in the service planning process so that
these entities offer choices to the participant regarding the services and supports they receive
and from available alternatives; b) a process exists for the participant to request changes to
the participant’s comprehensive care plan; and c) each participant has freedom of choice
between alternative home and community-based services and settings.

45. Option for Participant Direction. Centennial Care 2.0 participants who elect to direct their
care must have the option to participate in SDCB. SDCB must afford demonstration
participants the opportunity to have choice and control over how services are provided and
who provides the services. Member participation in SDCB is voluntary, and members may
participate in or withdraw from SDCB at any time. The services, goods, and supports that a
participant self-directs must be included in the calculations of the participant’s budget. The
state must ensure the following supports and protections are made available to facilitate
SDCB:

a. Information and Assistance in Support of Participant Direction. The state or MCO
contract must have a support system that provides participants with information,
training, counseling, and assistance, as needed or desired by each participant, to assist
the participant to effectively direct and manage their self-directed services and budgets.
Participants must be informed about self-directed care, including feasible alternatives,
before electing the self-direction option. Participants must also have access to the
support system throughout the time that they are self-directing their care. Support
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activities must include, but are not limited Financial Management Services and Support
Brokerage assistance.

Participant Direction by Representative. Participants who self-direct personal care
services may appoint a volunteer (unpaid) designated representative to assist with or
perform employer responsibilities to the extent approved by the participant. Services
must be directed by a legal representative of the participant or by a non-legal
representative freely chosen by an adult participant. A person who serves as a
designated representative of a participant for the purpose of directing personal care
services cannot serve as a provider of personal care services for that participant.
Independent Advocacy. Each enrollee must have access to an independent advocate or
advocacy system in the state. This function is performed by individuals or entities thatdo
not provide direct services, perform assessments, or have monitoring, oversight or fiscal
responsibilities for the demonstration or services provided under the demonstration. The
state must require the MCO to provide participants with information regarding
independent advocacy supports.

Participant Employer Authority. The state must ensure that the participant (or the
participant’s designated representative) has the following decision-making authority over
workers who provide services to the participant.

1. Participant/Common Law Employer. The participant (or the participant’s
designated representative) is the common law employer of workers who provide
services. An IRS-Approved Fiscal/Employer Agent functions as the
participant’s agent in performing payroll and other employer responsibilities
that are required by federal and state law.

2. Decision Making Authority. The participant (or the participant’s designated
representative) exercises the following decision making activities: Recruit staff,
select staff from worker registry (if available), hire staff as common law
employer, verify staff qualifications, obtain criminal history and/or background
investigation of staff, specify additional staff qualifications based on participant
needs and preferences, evaluate staff performance, verify time worked by staff
and approve time sheets, and discharge staff.

Members transitioning from ABCB to SDCB may receive one-time funding of up to
$2000.00 to be used for items that are identified in the CCP as essential for successful
management of self-directed services, as outlined in Attachment B.

Existing SDCB members who, at implementation of Centennial Care 2.0, have budgets
that exceed the service limits applicable under Centennial Care 2.0 for related goods and
services, specialized therapies or non-medical transportation, will have their current
budgets carried over until 2023. After 2023, the budgets for these members must be based
upon the approved amounts consistent with the then-applicable Centennial Care service
limits. Members newly receiving SDCB will subject to the Centennial Care 2.0 service
limitations beginning on January 1, 2019. See Attachment B for details regarding service
limits.

Disenrollment from Participant-Direction. A participant may voluntarily disenroll from
SDCB at any time and return to a traditional service delivery system. To the extent
possible, the member shall provide his/her provider ten (10) days advance notice
regarding his/her intent to withdraw from participant direction. A participant may be
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46.

47.

48.

involuntarily disenrolled by the state from SDCB: 1) for cause, if continued participation
would not permit the participant’s health, safety, or welfare needs to be met, or 2) the
participant demonstrates the inability to self-direct by consistently demonstrating a lack
of ability to carry out the tasks needed to self-direct personal care services, including
repeated premature depletions of his/her budget, or 3) if there is fraudulent use of funds
such as substantial evidence that a participant has falsified documents related to
participant directed services. If a participant is terminated voluntarily or involuntarily
from SDCB, the state must require the MCO to transition the participant to the traditional
agency direction option and must have safeguards in place to ensure continuity of
services.

h. Appeals and State Fair Hearings. — The state must ensure that members are permitted to
file an appeal with their MCO of any adverse benefit determination, as defined in 42
CFR 438.400(b). Pursuant to 42 CFR 438.402(c), 42 CFR 431.200(b), and 42 CFR
431.220(a)(4), participants may use the state fair hearing process after they have
exhausted the MCO appeal process to request reconsideration of an adverse benefit
determination that is upheld by the MCO.

Home and Community-Based Provider Settings. All HCBS provider settings must be
assessed by the MCOs, prior to providing the CB and as part of ongoing monitoring, to ensure
that they meet all applicable federal requirements for appropriate settings (42 CFR
441.301(c)(4)-(5)). Ongoing monitoring activities must be multi-faceted and include: 1) care
coordinators verifying whether members are receiving services in compliant settings as part
of care coordination touch point meetings as required in the MCO contract and 2) MCOs
verifying that all requirements are met and continue to be met as part of credentialing and re-
credentialing activities, for credentialed providers, and 3) state and MCOs responding to
complaints and allegations of noncompliance. The state must ensure that services are not
furnished in provider settings that are not compliant with applicable requirements until
identified issues are successfully remediated. The state must hold MCQOs accountable, through
contractual requirements, for monitoring ongoing provider compliance and must require
MCOs to regularly report to the state on provider status and monitoring activities. This STC
does not include the SMI pre-tenancy and tenancy referred to in STC 49.

Community Interveners. Deaf and blind individuals enrolled in Centennial Care 2.0 may
access the benefit of Community Interveners. A Community Intervener is a trained
professional who meets the criteria as determined by the state. The Intervener works one-on-
one with deaf-blind individuals who are five years and older to provide critical connections to
other people and the environment. The Intervener opens channels of communication between
the individual and others, provides access to information, and facilitates the development and
maintenance of self-directed independent living. Community Intervener services may be
covered by Centennial Care 2.0 MCOs and the costs associated with the Community
Interveners may be included in capitation payments from the state to the Centennial Care 2.0
MCO. The state will continue supporting and encouraging the use of Community Interveners.

Centennial Home Visiting Pilot Program: Evidenced-based Home Visiting Services
Pilot Program. In collaboration with New Mexico Children, Youth and Families
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49,

Department (CYFD) and New Mexico Department of Health (DOH), the state must require
the Centennial Care 2.0 MCOs to provide an evidence-based, early childhood home visiting
pilot project that focuses on pre-natal care, post-partum care and early childhood
development. The services will be delivered to eligible pregnant women residing in the state-
designated counties (up to four and including Bernalillo County) by agencies providing 