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through improving the relevance, value, and use of scientific insights by decision makers within
government, industry, and practice communities. Within our work, .\

we define impact broadly as the benefits achieved by using

scientific evidence to improve public health, economic functioning,

and human flourishing. In this context the EIC serves as the central ’

hub for impact science at Penn State—working across disciplines,
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EXECUTIVE SUMMARY

Executive Summary
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Overview

In 2020, the “Idaho 1115 Behavioral Health Transformation” Waiver was approved by the Centers for
Medicaid and Medicare Services (CMS) (from this point forward, referred to as the Idaho BHT Waiver).
This waiver allows Idaho to leverage federal financial participation (FFP) for services provided by an
Institution of Mental Diseases (IMD) and to improve transitions of care for individuals experiencing
substance use disorder (SUD) and serious mental illness/serious emotional disturbance (SMI/SED).
Funding is contingent upon progress toward a defined set of milestones and metrics.

The Idaho Department of Health and Welfare (IDHW) is leading the implementation of the Idaho BHT
Waiver and contracted with the Pennsylvania State University (Penn State) to conduct an independent
evaluation of the implementation. As part of this agreement, faculty and researchers affiliated with Penn
State’s Evidence-to-Impact Collaborative have compiled this report.

Summary of Findings

The evaluation conducted for the period of April 17, 2020 - March 31, 2022, suggests Idaho is making
sufficient progress toward SUD milestones — either showing increases in emergency department (ED)
visit follow-up and medication adherence or largely maintaining baseline rates of readmissions and
preventive care utilization. Progress toward meeting SMI/SED milestones is less clear although data
limitations may be masking progress.

IDHW has made significant progress toward completing the actions outlined in its Implementation Plan.
We anticipate that the execution of the upcoming Idaho Behavioral Health Plan (IBHP) contract
reprocurement will result in the completion of multiple milestones within the SUD and SMI/SED plans.
A variety of SUD and SMI/SED measures, assessed using administrative data, appear to show promising
increases in medication-assisted treatment (MAT) utilization. Although declines in adherence are worth
noting and monitoring, these declines may stem in part from newly initiated patients as well as from
COVID-19 related disruptions in care. The increase in MAT re-engagements further suggests that MAT
utilization is making progress. Importantly, Idaho’s behavioral health workforce is maintaining and, in
some cases, growing despite national trends of worker loss connected to the COVID-19 pandemic.

Recommendations

Based on data and findings from this report, the following actions may improve the potential for IDHW to
meet its waiver goals:
* Dedicate additional staff and data resources to support the complexity of this undertaking,
particularly related to the tracking and measuring of progress on all metrics.

* Broaden stakeholder engagement to include key groups such as the Hospital Association, law
enforcement, and schools.

e Sustain advances in telehealth that were catalyzed by COVID-19.

Report Roadmap
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Chapter 1

Introduction
* Describe Idaho BHT Waiver Background
* Provide overview of mid-point assessment (MPA) report
* Describe Methodology

Chapter 2

* State Action to Implement Milestones
* Describe state actions toward meeting milestones from April 2020 — March 2022

Chapter 3

* Idaho’s Progress on Milestones and Metrics
* Present outcomes to date using qualitative and quantitative data

Chapter 4

* Findings and Recommendations
* OQutline high-level summary findings
* Present recommendations to promote future progress on milestones

Appendices

» Technical details on methods and data sources

CHAPTER 1

Introduction

Medicaid Expansion

Two important factors prompted the application for the Idaho BHT Waiver -- (1) the significant impact of
the opioid epidemic and (2) Idaho’s expansion of Medicaid eligibility on January 1, 2020. The journey
leading to Medicaid expansion began with a citizen-initiated ballot measure. This measure, Idaho
Proposition 2, Medicaid expansion Initiative, was included on the 2018 general election ballot and
passed on November 6, 2018. This proposition mandated that Idaho expand Medicaid eligibility criteria
to include all individuals under age 65 whose modified adjusted gross income is less than or equal to
133% of the federal poverty guidelines who were not otherwise eligible for Medicaid coverage.1-

Following the passage of Proposition 2, the Idaho Legislature passed Senate Bill 1204 on April 5,2019 to
outline the requirements for implementation of Medicaid expansion. This bill mandated that IDHW
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“research options and apply for federal waivers to enable cost-efficient use of Medicaid funds to pay for
substance abuse and/or mental health services in institutions for mental disease.”> Thus, necessitating
the application for Section 1115 Waiver funding. Idaho expanded Medicaid and IDHW applied for the
1115 BHT waiver in January 2020. Medicaid expansion was expected to significantly increase the number
of Medicaid enrollees with SMI, SED, and/or SUD because of increased coverage rates and increased
likelihood of diagnosis. IDHW initially expected total enrollment to reach 91,000° but the COVID-19
pandemic boosted the increase to approximately 121,000 by March 2022.7 In 2020, there were 20,090
Medicaid enrollees with an SUD diagnosis and 20,973 Medicaid enrollees with an SMI/SED diagnosis. In
2021, the latest year for which we have data, there were 24,402 Medicaid enrollees with an SUD
diagnosis and 23,520 Medicaid enrollees with an SMI/SED diagnosis.

Idaho 1115 Behavioral Health Transformation Waiver and IDHW

IDHW serves under the leadership of Idaho’s Governor and is a leader in the integration of health and
human services for the state.® A Director oversees the operations of IDHW and is advised by a Board
while also being governed by the Idaho State Legislature and CMS.

Core functions of IDHW include:
* Administering state and federal public assistance and health coverage programs, which includes
Medicaid and Supplemental Nutrition Assistance Program
* Providing direct-care services for certain disadvantaged or underserved populations
*  Protecting children and vulnerable adults
* Licensing various types of care facilities
*  Promoting healthy lifestyles
* ldentifying and reducing public health risks

The “Idaho 1115 Behavioral Health Transformation” (Project Number 11-w-00339/10) was approved by
the CMS on April 17, 2020, with an end date of March 31, 2025. As noted in the Executive Summary,
Idaho’s BHT Waiver allows IDHW to leverage FFP for services provided to Medicaid recipients receiving
SUD and/or SMI/SED care in an IMD and to improve transitions of care for this population of Medicaid
beneficiaries. Funding is contingent on progress toward a defined set of milestones. Success is evaluated
based on IDHW'’s ability to carry out its Implementation Plan as well as progress toward meeting a set of
performance targets as defined in the IDHW Monitoring Protocol.

Idaho’s Healthcare System

Like much of the United States, Idaho’s healthcare system has been historically fragmented and reliant
upon partnerships between agencies, provider organizations, and the community. Fragmentation,
combined with access issues created by Idaho’s rural geography (most of Idaho is designated as a Health
Professional Shortage Area (HPSA)), have resulted in the need to improve the health of Idahoans.
Notably, Idaho ranks 50th out of 50 states for number of active physicians per capita making healthcare
access,? especially access to community-based services, and health professional workforce retentionvery
challenging.

Pertaining to behavioral healthcare delivery, there are three psychiatric hospitals in Idaho serving the
adult population: 1) Cottonwood Creek Behavioral Hospital; 2) Intermountain Hospital; and 3) State
Hospital South. Cottonwood Creek Behavioral Hospital, State Hospital South, and Intermountain Hospital
are classified IMDs for the purpose of this report, i.e., psychiatric hospitals or other residential treatment
facilities that have more than 16 beds. State Hospital South differs from the other two IMDs as it is one
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of the state psychiatric hospitals in Idaho administered by the Division of Behavioral Health within the
Idaho Department of Health and Welfare. It also maintains a statewide program to restore the
competency of criminal justice patients.
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Figure 1.1 IDHW Regional Map: Medicaid
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Description of Idaho BHT Waiver’s Policy Goals

The Idaho BHT Waiver provides IDHW the opportunity to receive federal Medicaid match funding for
inpatient and residential care received at IMDs. This is part of a broader strategy to improve access to
and coordinate high quality, clinically appropriate behavioral healthcare for Medicaid beneficiaries aged
21-64 with a diagnosis of SMI/SED and/or SUD. It also supports efforts by IDHW to expand access to a
continuum of evidence-based care at varied levels of intensity. The overarching goal of the waiver is to
ensure that Medicaid enrollees aged 21-64 in Idaho can access necessary behavioral healthcare when
they need it.

To achieve this goal, IDHW is implementing three broad, overarching aims:
Aim 1. Expand coverage of Medicaid reimbursable services for individuals with SUD and/or
SMI/SED
Aim 2. Expand availability and access to services across the state (particularly in rural and
frontier areas)
Aim 3. Improve coordination of care including transitions of care for Medicaid beneficiaries

To help IDHW achieve these aims, CMS created metrics and milestones as markers of success. See the
milestones for SUD and SMI/SED listed below and metrics throughout this report.

SUD Milestones:

Milestone 1: Access to critical levels of care for OUD and other SUDs

Milestone 2: Widespread use of evidence-based, SUD-specific patient placement criteria

Milestone 3: Use of nationally recognized, evidence-based, SUD program standards to set residential
treatment provider qualifications

Milestone 4: Sufficient provider capacity at each level of care, including MAT

Milestone 5: Implementation of comprehensive treatment and prevention strategies to address opioid
abuse and OUD

Milestone 6: Improved care coordination and transitions between levels of care

SMI/SED Milestones:

Milestone 1: Ensuring Quality of Care in Psychiatric Hospitals and Residential Settings

Milestone 2: Improving Care Coordination and Transitioning to Community-based Care

Milestone 3: Increasing Access to Continuum of Care, Including Crisis Stabilization Services

Milestone 4: Earlier Identification and Engagement in Treatment, including through
increased integration
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Overview of Mid-Point Assessment (MPA)

The final draft of this MPA is required to be submitted to CMS by April 30, 2024.

CMS requires that a mid-point assessment (MPA) be conducted by an independent evaluator to assess
progress toward meeting the milestones included in the approved Idaho BHT Waiver. As noted in the
Executive Summary, IDHW contracted with the Pennsylvania State University (Penn State) to conduct an
independent assessment of the Idaho BHT Waiver implementation. As part of this agreement, faculty
and researchers affiliated with Penn State’s Evidence-to-Impact Collaborative (EIC) have compiled this
report. This work includes completion of this mid-point assessment. This report presents the EIC’s
findings.

For evaluation purposes, the MPA focuses on comparing changes in outcomes from the baseline period
through the early demonstration period which ended March 2022. Subsequent reports will evaluate final
outcomes through the end of the demonstration period in March 2025. The MPA is further divided into
outcomes focused on SUD and SMI/SED.

The required elements of the MPA, per IDHW’s approved Special Terms and Conditions (STC), include:

* Presentation of demonstration monitoring metrics as evidence of IDHW'’s progress towards
demonstration milestones

* Description of IDHW's progress toward completion of action items as defined in the IDHW
implementation plan including feedback from key stakeholders and other relevant Idahospecific
data

* Status update on budget neutrality requirements

* Description of internal and external factors that impacted early implementation noting
facilitators and barriers to progress

* Assessment of Idaho’s risk of not achieving each milestone and recommendations for
improvement

Data sources encompassed feedback from key stakeholders as well as input and information from IDHW
staff including data, technical documentation, policy documents, and reporting documents. The Penn
State team met twice each month with IDHW staff to provide updates, clarify expectations, and request
data.

The Penn State team completed this assessment through a variety of activities:
*  Conducting interviews with key stakeholders
* Assessing progress toward each milestone in the Implementation Plan
* Conducting cost analysis based on budget neutrality documentation
* Determining factors affecting performance and progress and assessing risk of milestones not
being met
*  Providing IDHW narrative summaries throughout report development

Methodology
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Data Sources

The MPA utilizes data from three primary sources. First, IDHW collected data about the number and
types of behavioral health providers in Idaho as part of the annual Mental Health Availability Assessment
(MHAA). The MHAA is based on data collected from providers, licensing boards, and other associations
to obtain information regarding staff counts and facility characteristics.

Second, the remaining quantitative outcomes are assessed using Medicaid claims data reports. Broadly,
as claims are adjudicated, they are warehoused in the IBM Cognos database system. IDHW team
members can query the database to run reports. The IDHW team regularly runs reports for many of the
outcomes described in the tables throughout this MPA as part of quality reporting. These reports are
then securely provided to the Penn State team and served as the basis for much of the data reported in
this MPA. These outcomes were reported at the annual or quarter level (see Appendix A), with some
cases of enrollee level reports.

Finally, we supplemented the quantitative data with a qualitative data analysis approach that used both
key informant interviews and primary document review including the quarterly SUD and SMI Monitoring
Reports. (Please refer to Appendix B for more detail on key informant interviews).

After reviewing secondary documents provided by IDHW, Penn State developed a logic model (see
Appendix C). The goal of the logic model was to organize and describe the theory of change of the Idaho
BHT Waiver and its intended short-and longer-term impacts. The benefit of such a model is to organize
what changes are being made and how they might be expected to impact the metrics being targeted. It
can also help to contextualize findings and identify explanatory targets for any ultimate results. Penn
State shared the logic model with IDHW who provided feedback before finalizing.

There are two important notes about data limitations:

1. We are not yet able to assess outcomes related to mortality as we have not received Vital
Statistics data that we can merge with Medicaid enrollment status. The major delay has been
getting approval and then actually receiving the data with sufficient detail to allow the merge
with Medicaid status (i.e. whether the person is enrolled in Medicaid). The application has been
approved by the Bureau of Vital Records and Health Statistics that manages these data and Penn
State is awaiting the receipt of this data. This data will be included in future analyses.

2. For most outcomes, the data reports provided by IDHW are aggregated at the annual or
quarterly level. The analytic issue this poses is that without individual-level information about
whether the person was eligible for Medicaid under the original criteria or the expansion
criteria, we see large changes between 2018-2019 and 2020. It is currently impossible to fully
disentangle whether these changes are a result of Medicaid expansion or the Idaho BHT Waiver
demonstration. IDHW is currently working with their IBM (International Business Machines
Corporation) data vendor to provide beneficiary-level data reports that will likely provide more
granular information about individuals’ eligibility. While the Penn State team has pushed for
more granular data since the beginning of the evaluation, we are only recently starting to get
this level of data. We will continue to work to obtain these data for outcomes.
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MPA Methodology for Assessing Progress

To evaluate the progress of the Idaho BHT Waiver the Penn State team used a triangulation mixed
methods approach combining both quantitative and qualitative analyses.1%-12 The quantitative approach
aimed to assess changes in the performance metrics between the baseline and demonstration periods.
The qualitative analysis approach was based on document review and series of interviews with key
stakeholders across Idaho (refer to Appendix B for more detail on stakeholder interviews) to better
understand the history of how the Idaho BHT Waiver came about, the theorized model of change, what
had been accomplished to date, fidelity to the proposed implementation plan, barriers and facilitators to
success, and important next steps.

Quantitative Methods Approach

Broadly, the quantitative approach entailed a pre-post design.® We compared changes in each SUD and
SMI/SED outcome, for which we had sufficient data, between the baseline and demonstration periods.

Definition of Baseline and demonstration periods:

* Baseline Period: Depending on the outcome (i.e., whether it is reported at the quarter or year
level), we define the baseline period slightly differently:
o Data collected annually: Average in 2018 and 2019
o Data collected quarterly: quarter 1 of 2020 (i.e., January — March)
* Demonstration Year 1 (DY1): April 2020 through March 2021
* Demonstration Year 2 (DY2): April 2021 through March 2022

For each outcome we estimated two mean differences:
Change in Demonstration Year 1 (DY1) = Y(py1) - Yiaseineg and;
Change in Demonstration Year 2 (DY2) = Yoy - Y(gaseline)

We report these as both absolute changes and percentage changes. The reason for including both years
separately is twofold. First, it accounts for the fact that the Idaho BHT Waiver may take time to be
implemented so the impact may not be fully realized in the first year. Second, the COVID-19 pandemic is
a major, unanticipated event that occurs immediately around the beginning of the demonstration period.
Thus, there was little time betweenthe Idaho BHT Waiver beginning without an impact of the pandemic.
Following CMS guidance,? we will attempt to account for this in all analyses. One way is to separately
estimate changes in outcomes in both DY1 and DY2 to account for the changing nature of the pandemic
between 2020, 2021, and the beginning of 2022.

With the exception of annual data, data in the demonstration years are then divided by 4 to account for
the fact that our baseline is only a single quarter (by dividing by 4 we get average quarterly data). We do
this to properly account for Medicaid expansion. Because we do not currently have individual level data
that accounts for whether a person was eligible according to criteria prior to expansion or only after
expansion, we cannot disentangle effects of the expansion compared to the Idaho BHT Waiver itself.
Empirically, we found that when examining outcomes using a 2018-2019 baseline period, we saw very
large increases in DY1 that are likely driven largely by Medicaid expansion. Even if using rates (instead of
counts), we observe large changes that are likely driven by Medicaid expansion. As an example of this,
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we observed outpatient utilization for SUD drastically change from 1,392 patients (or a 31.6% rate for
enrollees diagnosed with SUD) in quarter 4 of calendar year (CY) 2019 to 3,427 (46.6%) quarter 1 of
2020. Given the large increase, we were worried using a baseline period of 2019, in many cases, would
mean overstating increases resulting from Medicaid expansion. Although we can rectify this more clearly
when we have individual level data, we chose to use a narrower baseline period of Q1 of CY 2020 when
quarterly data were available in order to better account for Medicaid expansion. While not optimal to
have such a short baseline period, using the first quarter of 2020 provides the best chance of isolating
changes resulting from the Idaho BHT Waiver rather than Medicaid expansion.

As mentioned previously, future deliverables will include more granular, individual-level data that will
afford us the opportunity to use more nuanced approaches to better isolate the impact of the Idaho BHT
Waiver on each of the outcomes. These two approaches are as follows:

1. First, as outlined above, we will estimate changes in outcomes for those who would have been
eligible under the pre-expansion criteria. This allows us to isolate changes due to the
demonstration rather than expansion. More granular data will also allow us to control for other
individual-level demographics and risk factors.

2. For the second approach, we compare changes in each of the outcomes to changes in utilization
of non-behavioral healthcare. This approach has the advantage in that it allows us to include all
Medicaid enrollees (noting that childless adults and others who become eligible under
expansion are an essential group to include in future assessments). This helps to control for the
COVID-19 pandemic, specifically COVID-19 related declines in care.'® A potential limitation is that
this may be imperfect if non-behavioral healthcare responded differently. However, it will help to
account for changes in Medicaid enrollees that occurred following Medicaid expansion.

Finally, future analyses will also attempt to include control states in collaboration with CMS to further
control for both Medicaid expansion in Idaho and the COVID-19 pandemic.

Qualitative Methods Approach

The qualitative approach includes both secondary document review (e.g., review of Idaho’s BHT Waiver
application, all reports to CMS to date, and other demonstration related documents) as well as key
informant interviews. The goals were to:

Better understand the history of how the demonstration came about

Create a theorized model of Idaho’s BHT Waiver demonstration

Describe what Idaho BHT Waiver demonstration steps have been implemented to date
Describe fidelity to the proposed plan

Identify barriers and facilitators to success, and

Describe successes as well as important next steps

-0 o0 oo

Between February and May 2022, Penn State engaged in semi-structured interviews of 12 key
informants. Informants included DHW employees (Idaho Medicaid, Division of Behavioral Health) and
providers. All interviews were recorded with consent and then transcribed for analysis.

These semi-structured interviews included questions related to:
* Professional role
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* Experience of the background and history of behavioral health in Idaho
* Understanding of the development and design of the Idaho BHT Waiver
* Experience with the Idaho BHT Waiver to date

*  Feedback to help guide ongoing Idaho BHT Waiver efforts

One team member did an initial reading of the full interview transcripts and organized the data based on
the logic model, interview protocol, and emergent themes and concepts.
This team member then drafted a report that included the following primary sections:

* Background & History of Behavioral Health in Idaho

* Medicaid expansion and Idaho’s BHT Waiver Mandate

* Development & Design of Idaho’s BHT Waiver/Demonstration

* Implementation

* Challenges/Barriers to Implementation

* Feedback and Advice from Demonstration Stakeholders

The research team members who conducted the key informant interviews reviewed the report and
provided feedback for clarifications and additions using an iterative approach; the report was then
shared with the full research team for their review.

Interview data was combined with a systematic document analysis and inventory procedures. Hundreds
of documents were either provided by IDHW, collected from public document archives, or gathered from
national and Idaho news outlets. This approach sought to provide context for understanding the
complexities and experiences of obtaining and implementing the Idaho BHT waiver.

In the following chapter, we detail IDHW actions to implement milestones described in the sections
above.

CHAPTER 2

State Actions to Implement Milestones

Idaho Behavioral Health Plan

To meet the goals of the Idaho BHT Waiver, IDHW agreed to implement recommended milestones
outlined by CMS for SMI/SED and SUD demonstrations. The following sections discuss progress made on
state actions toward achieving those milestones from April 17, 2020 to March 31, 2022. Future progress
will be assessed in upcoming evaluation deliverables. To assess progress, we referenced CMSapproved
quarterly progress reports and weekly IMD status reports provided to Penn State from IDHW to
determine the status of each action to address milestones and related criteria. In this Chapter, we also
summarize future work planned by IDHW, where applicable. This information was compiled in Table E.23
in Appendix D and discussed below.

Within this discussion, we would be remiss to not note the impact of delays in the IBHP contract
procurement. IDHW is currently contracted with Optum, a subsidiary of United Behavioral Health, to
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cover ldaho Medicaid outpatient behavioral health services only. Managed Care Organization contracts
are required to be procured every 8 years. This procurement is an opportunity to contract for up-to-date
behavioral health service needs. The current contract with Optum has been extended until the execution
of the new IBHP contract.141> The IBHP contract solicitation was released on December 30, 2021 in an
invitation to negotiate (ITN) format. This procurement, at an estimated value of $2 billion over 4 years,
will be the largest contract IDHW has awarded to date. The original expected contract award date was
October 2022; at this time the expected date of contract award is sometime in 2023 with services start
date likely not until Spring 2024. Delays throughout the procurement process are resulting in delays in
state actions to implement milestones.

As mentioned above, the current contract with Optum includes Medicaid outpatient behavioral health
services only, whereasthe contract procurement will also include behavioral health inpatient, emergency
department, and SUD residential services. The upcoming IBHP contract will also outline specific
incentives for behavioral health professionals who operate within primary care settings, will require MAT
for OUD to be available in all regions of Idaho, and will outline specific access metrics that pertain to
increased use of telehealth services in Idaho.

The IBHP contract procurement is a key component of the Idaho BHT Waiver implementation. Interview
respondents who were familiar with the Idaho BHT Waiver spoke generally about implementation, in
large part, because the focus has been on the ongoing contract procurement process:

“There’s a lot of areas in our implementation plan that we put—we’re dependent on the
procurement. Some of that is specific to some of the metrics and some of the other things that we
would expect the provider network to help us accomplish.... | think a lot of that is [care coordination]
going to come with the re-bid [procurement]”

Specific impacts of this contract delay will be discussed within relevant milestones below. More
information on this contract procurement and implementation will be covered in future reports.

Findings on SUD Milestone Implementation

Milestone 1: Access to Critical Levels of Care for Opioid Use Disorder (OUD) and Other SUDs

To satisfy SUD milestone 1, the IDHW Implementation Plan included the following criteria:
A. Coverage of outpatient services
B. Coverage of intensive outpatient services
C. Coverage of medication assisted treatment (medications as well as counseling and other
services)
Coverage of intensive levels of care in residential and inpatient settings
E. Coverage of medically supervised withdrawal management

Summary of SUD Implementation Plan Activities:

For Milestone 1, much groundwork has been achieved to set IDHW up for success in addressing coverage
gaps for outpatient and intensive outpatient services. Part of the work to address coverage gaps included
IDHW residential service definitions aligned with American Society for Addiction Medicine (ASAM)
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criteria and reimbursement methodology. IDHW also developed regulations, rules, and standards to
establish qualifications for inpatient and residential treatment providers that align with ASAM standards
for types of services, hours of clinical care, and staff credentials. Optum is contractually obligated to
follow ASAM standards and ASAM compliance was added to the ITN for the IBHP contract procurement
that is in process.

Provider enrollment

A large part of IDHW achieving access to critical levels of care through expanded outpatient coverage is
provider enrollment within its Medicaid Enterprise Systems. Further, IDHW initiated the process for
enrollment of SUD inpatient and residential treatment facilities to provide ASAM 3.5 and 3.7 (clinically
managed high-intensity residential services) level care beginning in 2020 shortly after the Idaho BHT
waiver approval. This work consisted of initially engaging with providers IDHW knew would be most
likely to enroll in Medicaid to elicit feedback on rate setting and Commission on Accreditation of
Rehabilitation Facilities (CARF) certification requirements. Implementation of this enroliment process
has been delayed due to competing priorities and timeline delays for other programs. The upcoming
IBHP contract will assist in providing an avenue for residential treatment providers to enroll as Idaho
Medicaid providers. Leading up to implementation of the upcoming IBHP contract, coverage of
residential services equivalent to ASAM 3.5 and 3.7 will be added to the Medicaid-covered services. The
start date for coverage is dependent on the completion of the provider enrollment and certification
process.

Outpatient Coverage

Efforts to expand outpatient coverage and access to mental health services have included the addition of
Recovery Coaching to the state Medicaid plan and the upcoming IBHP contract. Withdrawal
management was also added to the state Medicaid plan. Idaho’s governor supported two efforts to
increase access to mental health services for Medicaid beneficiaries. These efforts included signing an
executive order making several emergency telehealth rules permanent (many focusing on expanding
connected health platforms to improve access to care) as well as the Governor recommending (and the
Idaho legislature approving) funding for a Certified Community Behavioral Health Clinic (CCBCH) pilot.
There is ongoing work to enroll new partial hospitalization providers and expand coverage of MAT. Partial
hospitalization is already covered by the Medicaid state plan and was added as an IBHP service in early
2020. IDHW and the IBHP contractor will continue to support this service by enrolling new partial
hospitalization providers throughout the Idaho BHT Waiver demonstration period. Work has included
the following:

* InlJanuary 2021, IDHW developed coverage policy for provision of MAT at Opioid Treatment
Programs (OTPs) which was added as a Medicaid- covered service and restructured
reimbursement in the form of weekly bundle as of January 1, 2021. An example of expanded
coverage of MAT included the openings of two medication for opioid use disorder clinics in the
state in December 2021.

* By April 2021, modifications to the state Medicaid Plan and 1915(b) Medicaid Plus Waiver
authority allowed IDHW to address coverage of MAT services.

Summary:
Based on the actions described above, we consider Milestone 1 in progress pending the execution of the
upcoming IBHP contract.
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Work accomplished after Midpoint assessment timeframe of April 2020 to March 2022: Post-
March 2022, we were aware of advances in progress for the enrollment of SUD residential treatment
providers as Idaho Medicaid providers delivering ASAM 3.5. Much of the progress with this work was
achieved by July 2022. Providers were given information about this enrollment including requirement
and approved rates for service in June 2022. The enrollment process went live, reimbursement for ASAM
3.5 & 3.7 inresidential settings began, and provider handbook updates were in the process of being
completed. Additionally, IDHW restructured MAT reimbursement following the completion of the CMS
MAT Affinity TA (Technical Assistance) Group in April 2022.

Work to be pursued by IDHW in the future:

IDHW will pursue enrolling qualified SUD inpatient and residential treatment providers as Idaho
Medicaid providers delivering ASAM 3.5 and 3.7 throughout the state as well as continuing their work
enrolling partial hospitalization providers and continuing to ensure access to MAT treatment for OUD.

Milestone 2: Use of Evidence-based, SUD-specific Patient Placement Criteria

To satisfy SUD milestone 2, the IDHW Implementation Plan identified the following criteria:

A. Implementation of requirement that providers assess treatment needs based on SUD-specific,
multi-dimensional assessment tools that reflect evidence- based clinical treatment guidelines
B. Implementation of a utilization management approach such that
i beneficiaries have access to SUD services at the appropriate level of care,
ii. interventions are appropriate for the diagnosis and level of care, and
iii.  thereisanindependent process for reviewing placement in residential treatment
settings

Summary of SUD Implementation Plan Activities:

As a foundation to milestone 2, Idaho Medicaid assessed 18 existing SUD placement strategies to ensure
evidence-based placement criteria were being utilized. In partnership with Optum Idaho Medicaid Idaho
Medicaid aligned provider agreements and provider manual with ASAM criteria to ensure access to
appropriate levels of care and oversight on lengths of stay including placement, continued stay, transfer,
or discharge of patients with addiction and co-occurring conditions in early 2020. Additionally, an
independent utilization management (UM) process was established to ensure beneficiaries have access
to SUD services at the appropriate level of care with the appropriate interventions based on ASAM
Criteria.

Status of SUD Milestone Implementation:
Based on the actions described above, we consider Milestone 2 in progress pending the execution of the
upcoming IBHP contract.

Work to be pursued by IDHW in the future:

Building upon the foundation described above, IDHW will require inclusion of a full psychosocial
assessment covering six dimensions in accordance with the ASAM criteria as well as language regarding
the implementation of the above-mentioned access and care items in the upcoming IBHP contract. Rules
and standards for assessments will be discussed with the contract holder. IDHW will focus on the award
and implementation of the upcoming IBHP contract to further these milestone activities.
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Milestone 3: Use of Nationally Recognized SUD-specific Program Standards to Set Provider
Qualifications for Residential Treatment Facilities

To satisfy SUD milestone 3, the IDHW Implementation Plan identified the following criteria:

A. Implementation of residential treatment provider qualifications in licensure requirements, policy
manuals, managed care contracts, or other guidance. Qualification should meet program
standards in the ASAM Criteria or other nationally recognized, SUD- specific program standards
regarding, in particular, the types of services, hours of clinical care, and credentials of staff for
residential treatment settings

B. Implementation of a state process for reviewing residential treatment providers to ensure
compliance with these standards

C. Implementation of requirement that residential treatment facilities offer MAT on-site or facilitate
access off-site

Summary of SUD Implementation Plan Activities

As a foundation to milestone 3, IDHW worked to ensure residential provider qualifications and
residential treatment facilities met nationally recognized SUD-specific program standards. To accomplish
this, IDHW 1) updated provider guidance, revised Medicaid enrollment, and made changes within the
upcoming IBHP contract and 2) internally updated the Medicaid provider handbook with guidance
regarding residential treatment provider qualifications, requirements regarding ASAM criteria, and other
program standards. IDHW is waiting for these provider handbook changes to be finalized and published
publicly.

IDHW requires Substance Abuse Rehabilitation Facilities (SARFs) to be nationally accredited in behavioral
health services and hold a CARF ASAM certification. SUD residential treatment programs enrolled with
Medicaid and created an ongoing process to periodically reevaluate existing publicly funded SUD
residential treatment programs to ensure residential treatment providers adhere to statedeveloped
standards. To assist with compliance, CARF offers the state access to its portal and public website posts
that contain information indicating those providers and facilities that are in compliance with
qualifications. IDHW also revised Medicaid enrollment policies, regulations, and standards to require all
Medicaid enrolled SUD residential treatment providers offer at least two forms of MAT.

Status of SUD Milestone Implementation:
Based on the actions described above, we consider Milestone 3 in progress pending the execution of the
upcoming IBHP contract.

Work accomplished after Midpoint assessment timeframe of April 2020 to March 2022:
IDHW is adding a requirement for residential facilities providing care at ASAM levels 3.5 and 3.7 to be
CARF ASAM certified. This will be in place for all residential facilities providing these levels of ASAM by
the beginning July 1, 2022.

Work to be pursued by IDHW in the future:

IDHW will pursue enrolling qualified SUD residential and inpatient treatment providers as Idaho
Medicaid providers delivering ASAM 3.5 and 3.7 throughout the state. Regarding the upcoming IBHP
contract, residential service coverage will be incorporated into the new contract, including the
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requirement that all providers enrolled in the IBHP network must adhere to these minimum provider
qualification standards and the requirement for the IBHP contractor to ensure all network inpatient and
residential treatment providers comply with MAT policy requirements.

IDHW will focus on the award and implementation of the upcoming IBHP contract to further these
milestone activities.

Milestone 4: Sufficient Provider Capacity at Critical Levels of Care Including for MAT for OUD

To satisfy SUD milestone 4, the IDHW Implementation Plan identified the following criteria:

A. Completion of assessment of the availability of providers enrolled in Medicaid and accepting new
patients in the following critical levels of care throughout the state (or at least in participating
regions of the state) including those that offer MAT:

(i) Outpatient Services

(i) Intensive Outpatient Services

(iii) Medication Assisted Treatment (medications as well as counseling and other services)
(iv) Intensive Care in Residential and Inpatient Settings

(v) Medically Supervised Withdrawal Management

Summary of SUD Implementation Plan Activities

For milestone 4, IDHW assessed the availability of providers enrolled in Medicaid and providers
accepting new patients in critical levels of care including those that offer MAT through the process of the
Mental Health Availability Assessment (MHAA). IDHW implements an annual assessment of the
availability of behavioral health providers focused on the number and types of behavioral health
providers in Idaho. The MHAA is based on data collected from Optum, providers, licensing boards, and
other associations to obtain information regarding staff counts and facility characteristics. IDHW has
completed two MHAAs including in 2019 (baseline) and in 2020 and will continue to assess provider
capacity throughout the demonstration period to monitor the effect of new policies to expand capacity.
In relation to the availability of providers in critical levels of care, Medicaid now funds services in 24hour
crisis centers in each region of Idaho and the state will leverage the new Non-Emergency Medication
Transportation (NEMT) contract to continue to strengthen the NEMT provider network in Idaho in order
to try to improve access to care. The new NEMT contract will require the contractor to meet specific
criteria regarding availability of NEMT services across Idaho.

Status of SUD Milestone Implementation
Based on the actions described above we consider this milestone to be in progress pending the
execution of the upcoming IBHP and NEMT contracts.

Work accomplished after Midpoint assessment timeframe of April 2020 to March 2022:

A community resource, the Crisis and Suicide Hotline (988), went into effect on July 16, 2022. This
hotline saw an increase of 39.5% in call volume from July 16, 2022 to September 12, 2022. Work with
this hotline will continue throughout the waiver.

Work to be pursued by IDHW in the future:

IDHW will continue to assess provider capacity throughout the demonstration period to monitor the
effect of new policies to expand capacity and will focus on the award and implementation of the
upcoming IBHP and NEMT contracts to further these milestone activities. While the DBH intends to
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expand inpatient and crisis bed registry as a first responder community resource over the course of the
Idaho BHT Waiver, this is currently delayed.

Milestone 5: Implementation of Comprehensive Treatment and Prevention Strategies to
Address Opioid Abuse and OUD

To satisfy SUD milestone 5, the IDHW Implementation Plan identified the following criteria:
A. Implementation of opioid prescribing guidelines along with other interventions to prevent opioid
abuse
B. Expanded coverage of, and access to, naloxone for overdose reversal
C. Implementation of strategies to increase utilization and improve functionality of prescription
drug monitoring programs
D. Other

Summary of SUD Implementation Plan Activities

For Milestone 5, IDHW laid groundwork for implementing comprehensive treatment and prevention
strategies to address opioid abuse and opioid use disorder. A new pharmacy Prior Authorization form for
analgesics-Opioid non preferred and/or Morphine Milligram Equivalents (MME) over 90 was
implemented in August 2020 along with other interventions to prevent OUD. This prior authorization
form includes a required attestation by providers indicating they are “providing safe, long-term opioid
treatment for chronic pain, including among other things co-prescribing naloxone, obtaining annual
treatment agreements, and performing regular drug screens.”16 IDHW worked with Optum to get the
Opioid Treatment Program (OTP) coverage policy finalized during year one, so that MAT at OTPs was
covered beginning January 2021.

Work to increase utilization and improve functionality of prescription drug monitoring programs (PDMP)
involved a new law that was passed in October 2020. More information on this law will be discussed in
the Health IT Plan/PDMP section. In addition, Governor Little signed Executive Order 2019-09 on June
13, 2019, creating the Opioid and Substance Use Disorder Advisory Group chaired by the Administrator
of the Office of Drug Policy. The Advisory Group met regularly and sent recommendations to the
Governor in October 2020. The Office of Drug Policy also chaired an Opioid Strategic Plan group that
broke out into goal groups to discuss metrics and strategy which produced several outputs. IDHW holds
Opioid Check-In Meetings twice a month to discuss current issues, concerns, strategies, decisions, and
policies. During the 2020 legislative session, a new law was passed requiring prescribers to check the
PDMP database prior to prescribing any opioid or benzodiazepine. This law went into effect on October
1, 2020.%7

Programs within IDHW, including the Maternal Health Program, the Drug Overdose Prevention Program,
and the DBH, have worked collaboratively surrounding SUD and mental health supports for pregnant and
parenting women in response to Idaho’s maternal mortality rate. During the past three years the
majority of Idaho’s maternal deaths were among Medicaid participants and just under half were
attributed to SUD.181°

IDHW has also started a collaboration with addiction medicine fellowships in the Boise area. Three
fellows volunteered with Idaho Medicaid beginning in DY2Q3 (October — December 2021) and DY2Q4
(January 2022- March 2022) to work with the pharmacy team on safe opioid prescribing and access to
medications for opioid use disorder. The fellows will also help Medicaid, the Drug Overdose Prevention
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Program, the Maternal Health Program, and DBH to design an intervention to help engage pregnant and
parenting women with SMI and/or SUD in care.

Status of SUD Milestone Implementation
Based on the actions described above we consider this milestone to be in progress pending the
execution of the upcoming IBHP contract.

Work to be pursued by IDHW in the future:

IDHW intends to further expand coverage and access to naloxone for overdose reversal by 1) developing
and utilizing an integrated acquisition and tracking platform for naloxone distribution; 2) identifying and
partnering with critical stakeholders to expand naloxone distribution; and 3) standardizing training
content across stakeholders and platforms over the course of the demo. IDHW also plans to begin
tracking naloxone usage by first responders statewide.

Additionally, work to enhance PDMP functionality, interoperability, ease of use, and patient matching
capabilities upon CMS approval of the Implementation Advanced Planning Document (IAPD) Health
Information Technology for Economic and Clinical Health (HITECH) Act application will continue into the
next period.

Milestone 6: Improved Care Coordination and Transitions between Levels of Care

To satisfy SUD milestone 6, the IDHW Implementation Plan identified the following criteria:
A. Implementation of policies to ensure residential and inpatient facilities link beneficiaries with
community- based services and supports following stays in these facilities

Summary of SUD Implementation Plan Activities

Groundwork has been established to set IDHW up for success including the development of transition of
care standards and development of coordination of care standards. These transition of care standards,
IBHP provider agreements and additional Healthcare Effectiveness Data and Information Sets for
FollowUp after Hospitalization for Mental lliness (HEDIS FUH) performance will be included in the
upcoming IBHP contract.

Status of SUD Milestone Implementation
Based on the actions described above we consider this milestone to be in progress pending the
execution of the upcoming IBHP contract.

Work accomplished after Midpoint assessment timeframe of April 2020 to March 2022:
Residential treatment providers were notified of care coordination and transitions between levels of care
requirements in April 2022. Case Management and Targeted Care Coordination services became billable
services in May 2022. These services assist members in setting up and coordinating postdischarge
services and can be provided up to 180 days prior to the member being discharged out of the hospital or
Residential Setting. More on this work will be included in future reports.

Work to be pursued by IDHW in the future:
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As envisioned, the upcoming IBHP contract will require the selected managed care organization (MCO) to
embed performance standards within community provider and inpatient/residential provider
agreements. The selected entity will employ a team of clinicians that perform direct interventions to
high-risk Idaho Medicaid members. This team will directly interface with community providers and
residential/inpatient discharge coordinators. IDHW will focus on the award and implementation of the
upcoming IBHP contract to further these milestone activities.

Findings on SMI/SED Milestone Implementation
Milestone 1: Ensuring Quality of Care in Psychiatric Hospitals and Residential Settings

To satisfy SMI/SED milestone 1, the IDHW Implementation Plan identified the following criteria:

A. Assurance that participating hospitals and residential settings are licensed or otherwise
authorized by the state primarily to provide mental health treatment; and that residential
treatment facilities are accredited by a nationally recognized accreditation entity prior to
participating in Medicaid

B. Oversight process (including unannounced visits) to ensure participating hospital and residential
settings meet state’s licensing or certification and accreditation requirements

C. Utilization review process to ensure beneficiaries have access to the appropriate levels and types
of care and to provide oversight on lengths of stay
Compliance with program integrity requirements and state compliance assurance process

E. The state requirement that psychiatric hospitals and residential settings screen beneficiaries for
co-morbid physical health conditions, SUDs, and suicidal ideation, and facilitate access to
treatment for those conditions

F. The state expects to make other program changes that may affect metrics related to Milestone
1.

Summary of SMI/SED Implementation Plan Activities

For milestone 1, the IDHW!'s Division of Licensing and Certification has established licensing and
certification requirements for psychiatric hospitals to ensure participating hospitals and residential
settings meet state’s licensing, certification, and nationally recognized accreditation requirements prior
to participating in Medicaid to provide mental health treatment. The Division of Licensing and
Certification uses the CMS State Operations Manual survey guidelines for psychiatric hospitals and
Division staff may conduct on-site surveys at any time (or at a minimum annually) to ensure compliance
with 42 Code of Federal Regulations (CFR) part 482 regulations.20.21
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Prior to the release of the IBHP contract solicitation, the Divisions of Medicaid and Behavioral Health
collaborated to define UM Standards that will be utilized in the IBHP contract and provider agreements.
The IDHW program integrity rules and compliance assurance process establish provider requirements to
assure program integrity and quality compliance. This includes fraud detection and investigation, the
prevention of improper payments, and provider participation. During provider enrollment and
reenrollment, the Division of Medicaid verifies that providers meet federal program integrity
requirements.

Idaho Medicaid implemented Value Based Payment (VBP) arrangements for specific medical services
beginning July 1, 2021 by contracting with eleven Value Care Organizations (VCOs), including five hospital
networks, three primary care provider groups, and three independent primary care providers. Idaho
Medicaid anticipates that moving to value-based care will incentivize providers to focus on quality and
outcomes, rather than just provision of services. However, we were not provided with sufficient detail to
determine what the specific impacts are expected to be on behavioral health.

Status of SMI/SED Milestone Implementation
Based on the actions described above, we consider Milestone 2 in progress pending the procurement of
the upcoming IBHP contract.

Work to be pursued by IDHW in the future:
The upcoming IBHP contract will consolidate utilization management activities for all behavioral health
services (inpatient and outpatient).

Additionally, there will be a contractual requirement that psychiatric hospitals and residential settings
screen and facilitate access to treatment for beneficiaries experiencing co-morbid physical health
conditions, SUDs, and suicidal ideation if these organizations become part of the new IBHP provider
network. IDHW expects to report screening data based on claims submission for DY1 and DY2 and to
phase in additional medical records review reporting through the upcoming IBHP contract.

Milestone 2: Improving Care Coordination and Transitioning to Community-based Care

To satisfy SMI/SED milestone 2, the IDHW Implementation Plan identified the following criteria:

A. Actions to ensure psychiatric hospitals and residential settings carry out intensive pre-discharge
planning and include community-based providers in care transitions

B. Actionsto ensure psychiatric hospitals and residential settings assess beneficiaries” housing
situations and coordinate with housing services providers when needed and available

C. State requirement to ensure psychiatric hospitals and residential settings contact beneficiaries
and community- based providers through most effective means possible, e.g., email, text, or
phone call within 72 hours post discharge

D. Strategiesto prevent or decrease lengths of stay in EDs

Summary of SMI/SED Implementation Plan Activities

For Milestone 2, Idaho Medicaid will require that all psychiatric hospitals participating in the Idaho BHT
Waiver assess beneficiary housing situations and coordinate with housing services providers under the
upcoming IBHP contract. The Medicaid State Plan already includes service definitions for Crisis Response
and Crisis Intervention, which are delivered through the IBHP provider network.
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IDHW has participated in other efforts to improve care coordination and connection to communitybased
care. These include:

* Medicaid’s Medical Director, Magni Hamso, MD, MPH, FACP, FASAM, joined the Maternal
Mortality Review Committee (MMRC), a multidisciplinary state-level committee that meets at
least annually to evaluate abstracted cases to identify, review, and analyze maternal deaths
(pregnancy-associated and pregnancy-related) in the state of Idaho.

* The Idaho Council on Developmental Disabilities is continuing to work to integrate
personcentered planning initiatives for adults with disabilities and families of children with
disabilities. This work aims to allow these individuals and their families to have maximum
flexibility and control over their services and supports, to recognize the importance of natural
supports, and to embed person-centered planning in state regulations and policies. A model was
developed as part of the person-centered planning initiative. This model will adhere to best
practice guidelines and include input from individuals with developmental disabilities and their
families.

Status of SMI/SED Milestone Implementation
Based on the actions described above, we consider Milestone 2 in progress pending the procurement of
the upcoming IBHP contract.

Work accomplished after Midpoint assessment timeframe of April 2020 to March 2022:
Although beyond this timeframe, IDHW made provider handbook changes in July 2022 that are awaiting
final approval. State-specific metrics were added including a metric to the monitoring protocols which
will help monitor the MCO beneficiaries’ housing situations as well as a metric to the monitoring
protocols which will help monitor timeliness of post-discharge MCO beneficiary follow up.

Work to be pursued by IDHW in the future:

The upcoming IBHP contract will include inpatient services, allowing for improved quality assurance of
follow-up contacts with Medicaid members post discharge. Specifically, the new contract will require
IMDsthat are IBHP network providers to contact beneficiaries and community-based providers within 72
hours post-discharge. The transition planning services and state standards to be embedded in the
upcoming IBHP contract will assist in ensuring beneficiaries are appropriately transitioned to community
providers. In addition, the managed care contract will include enhanced case management requirements
for all hospitalizations related to SMI/SED and SUD, regardless of the duration or type of hospitalization
(acute inpatient at psychiatric hospitals, residential treatment in an IMD, or an emergency department
visit). IBHP contractor staff will be required to work directly with the member through at least 30 days
post-discharge.

Milestone 3: Increasing Access to Continuum of Care, Including Stabilization Services

To satisfy SMI/SED milestone 3, the IDHW Implementation Plan identified the following criteria:

A. The state’s strategy to conduct annual assessments of the availability of mental health providers
including psychiatrists, other practitioners, outpatient, community mental health centers,
intensive outpatient/partial hospitalization, residential, inpatient, crisis stabilization services, and
FQHCs offering mental health services across the state, updating the initial assessment of the
availability of mental health services submitted with the state’s demonstration application. The
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content of annual assessments should be reported in the state’s annual demonstration
monitoring reports. These reports should include which providers have waitlists and what are
average wait times to get an appointment.

B. Financing Plan (will be discussed in section below)

Strategies to improve state tracking of availability of inpatient and crisis stabilization beds

D. State requirement that providers use a widely recognized, publicly available patient assessment
tool to determine appropriate level of care and length of stay

E. Other state requirements/policies to improve access to a full continuum of care including crisis
stabilization

Q)

Summary of SMI/SED Implementation Plan Activities

Availability and access to mental health services

IDHW created plans to improve availability of and increase access to mental health services. These plans
will change reimbursement and financing policies to address gaps in access to community-based
providers identified in IDHW's initial MHAA. As mentioned in SUD Milestone 4, Baseline (2019) and DY1
(April 2020 — March 2021) MHAA reports have been completed.

Increasing availability of on-going community-based services specifically involving outpatient, partial
hospitalization/day treatment, assertive community treatment, and services in integrated care settings
such as the Certified Community Behavioral Health Clinic model will be part of the upcoming IBHP
contract. Crisis center services reimbursement and Partial Hospitalization Program payment began in
January 2020 through the Optum IBHP contract.

Crisis services

Additionally, under DBH authority the availability of non-hospital, non-residential crisis stabilization
services will increase. This specifically includes services made available through crisis call centers, mobile
crisis units, observation/assessment centers, with a coordinated community crisis response that involves
collaboration with trained law enforcement and other first responders. In DY2Q3 (October-December
2021) and Q4 (January — March 2022), in response to IDHW'’s request for funding to support a
comprehensive crisis system, the Idaho legislature approved financial appropriations to IDHW to support
several behavioral health initiatives. A portion of the money will be used to expand the 988 National
Suicide Prevention Lifeline in Idaho. Additionally, $15 million dollars in state general funds were
appropriated for establishing three psychiatric residential treatment facilities across Idaho supporting
community-based services and preventing patients, specifically children and youth, from being sent out
of state for treatment. Idaho will also use $12 million of these funds to explore the CCBHC model to
expand the state’s capacity to address the overdose crisis and establish innovative partnerships with law
enforcement, schools, and hospitals to improve care, reduce recidivism, and prevent hospital
readmissions. The goal of the CCBCH pilot will be to improve access and the quality of behavioral health
services in Idaho. Other community-based service actions include expanding access to Assertive
Community Treatment (ACT) services and promoting the growth of the IBHP provider network to expand
the number of providers who offer telehealth services. Overall, actions to support communitybased
services remain largely in progress dependent on the procurement of the upcoming IBHP contract