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1. Introduction

New Jersey’s Medicaid program and Children’s Health Insurance Program (CHIP) operate under
a single, unified 1115 demonstration: the New Jersey FamilyCare Comprehensive
Demonstration. This demonstration is currently in its second five-year performance period,
which is slated to expire on June 30, 2022. Consistent with terms and conditions of the approved
demonstration, New Jersey is submitting this renewal application to CMS.

The New Jersey Division of Medical Assistance and Health Services (DMAHS) has prepared
this renewal proposal for submission to the Centers for Medicare and Medicaid Services. This
proposal gives a brief overview of the history, accomplishments, and goals of the demonstration;
identifies previously approved demonstration elements, and specifies whether the State proposes
to extend, end, or modify each; identifies wholly new program elements the State is proposing
as part of this renewal request; identifies specific waivers and expenditure authorities the State
anticipates requesting as part of its renewal request; describes and updates the State’s evaluation
and monitoring strategy for the demonstration; and projects expenditures under the
demonstration and how they relate to federal budget neutrality requirements.

Il. Background

History of New Jersey’s 1115 Demonstration

The New Jersey FamilyCare Comprehensive Demonstration (NJCD) was initially approved by
the Centers for Medicare and Medicaid Services (CMS) on October 2, 2012 and expired on July
31, 2017. Under this demonstration, the authority for several existing Medicaid and CHIP waiver
and demonstration programs, including two 1915(b) managed care waiver programs and four
1915(c) programs were transitioned under the authority of the 1115 demonstration. The two
1915(b) waiver programs transitioned included the Duals Waiver and the NJ FamilyCare
Waiver. The four 1915(c) waiver programs that transitioned included the Global Options Waiver,
the Community Resources for People with Disabilities Waiver, the Traumatic Brain Injury
Waiver, and the AIDS Community Care Alternatives Program Waiver.

The demonstration was initiated to:

e Streamline benefits and eligibility for four existing 1915(c) home and community-based
services (HCBS) waivers under one Managed Long Term Services and Supports
Program;

e Continue the service delivery system under two previous 1915(b) managed care waiver
programs;

e Extend additional home and community-based services to Medicaid and CHIP
beneficiaries with serious emotional disturbance, autism spectrum disorder, and
intellectual disabilities/developmental disabilities;
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e Establish a federally funded Supports Program that provides a wide array of services to
individuals with intellectual or developmental disabilities who are living at home with
their families;

e Increase community-based services for children who are dually diagnosed with
developmental disabilities and mental illness by providing case management, as well as
behavioral and individual supports;

e Integrate primary, acute, behavioral health care, and long term services and supports;

e Transform the State’s behavioral health system for adults by delivering behavioral health
through behavioral health administrative service organizations;

e Make changes to the hospital delivery system of care by transitioning funding from the
Hospital Relief Subsidy Fund to an Incentive Payment model;

e Expand managed care to individuals in need of long term services and supports; divert
more individuals from institutional placement through increased access to home and
community-based services (HCBS);

e Promote delivery system reform through hospital funding incentives under a Delivery
System Reform Incentive Payment (DSRIP) program;

e Furnish premium assistance options to individuals with access to employer-based
coverage; and

e FEliminate the five-year look-back at time of application for applicants or beneficiaries
seeking long term services and supports who have income at or below 100 percent of the
Federal Poverty Level (FPL) and who self-attest that they have not transferred resources
for less than fair market value.

Subsequent to initial approval, the demonstration was amended in 2014 to incorporate the
Medicaid adult expansion group authorized under the Affordable Care Act. It was amended
again in 2016 to expand eligibility and benefits under the Supports program for individuals with
developmental disabilities.

In 2017, New Jersey submitted a renewal application which was approved by CMS and is
effective August 1, 2017 through June 30, 2022. Key changes to the demonstration design in this
renewal included converting the Children with Serious Emotional Disturbance (SED) and
Intellectual/Developmental Disabilities with Co-Occurring Mental Health Diagnosis (IDD/MI)
pilot programs into the Children’s Support Services Program (CSSP); and transitioning the
Community Care Waiver for adults with Developmental Disabilities from 1915(c) to 1115
authority. Additionally, under the renewal, New Jersey was required to phase the DSRIP
program out of 1115 authority and transition to an alternative payment mechanism.

Subsequent to the approval of the second demonstration period, the demonstration was amended
later in 2017 to incorporate authority for a comprehensive Substance Use Disorder / Opioid Use
Disorder treatment program. It was amended again in 2019 to allow limited Medicaid
reimbursement for home visitation services for children and families, and to support the
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implementation of an expedited enrollment process for certain beneficiaries under the custody of
New Jersey’s Office of the Public Guardian. In addition, in 2020, New Jersey received
emergency temporary authority to modify certain HCBS-related provisions of the demonstration
in order to support the State’s response to the COVID-19 pandemic. On October 28,2021, CMS
approved our proposal to extend postpartum coverage to 12 months after birth. Additionally, as
of this writing, an amendment request, which includes additional funding for incentive payments
for SUD providers who hit targets around electronic health record (EHR) implementation, is
pending with CMS.

Demonstration Accomplishments

Since initiating the NJCD in 2012, New Jersey has made significant progress in advancing the
goals of the demonstration. Key accomplishments include:

e Continued rebalancing of Medicaid long-term care, with 61% of individuals receiving
HCBS rather than nursing home care in 2018, as compared to 29% when MLTSS was
initiated in 2014;

e A decline in the total Medicaid nursing facility census in New Jersey of almost 5%,
between 2014 and 2019, despite the fact that New Jersey’s elderly population grew by
more than 12% over the same time period;

e Strong performance on key quality measures; the NCI-AD 2018-2019 survey showed that
New Jersey outperformed the national average on the following measures: individuals
that have had a physical and wellness exams, flu shots, dental visits, and vision exams in
the past year;

e Recognition of New Jersey by The Scan Foundation with its 2020 Pacesetter Prize for
Choice of Setting and Provider. In recognizing the State’s progress in this area, the Scan
Foundation called New Jersey “a national leader in utilizing managed care to give people
needing LTSS more choices of care providers and settings for receiving care.” As an
example of this progress, New Jersey nearly doubled the proportion of personal care
assistance delivered through self-direction between 2017 and 2020 (from 22% to 42%);

e Moving the Division of Developmental Disabilities (DDD) administered Community
Care Program (CCP) and Supports Program (SP) into the Demonstration. This has
improved access to individuals who have traditionally received services from
other delivery systems. At the close of State Fiscal Year 2020 (Demonstration Year 8),
approximately 10,950 individuals in the SP and 11,730 individuals in the CCP received
services as a result of this transition. This has allowed many members to remain in the
community or in a lower intensity setting;

¢ Building on lessons learned through the Demonstration, placed services for children with
Autism Spectrum Disorders (ASD) on a firm permanent footing by transitioning these
services to the State Plan, with a managed care delivery system. This shift resulted in
access to an expanded array of services for youth with an ASD diagnosis. Additionally,
the transition to the State Plan as an EPSDT benefit helps to facilitate earlier
identification and intervention in primary care and other settings;
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Simplified and streamlined the administration and oversight of services under the
Children’s Support Services Program (CSSP), breaking down previously existing silos of
care for youth with complex needs;

Participation of DSRIP hospitals in asthma and diabetes quality projects all demonstrated
continued improvement over the extension period. The asthma project demonstrated
improvement by increasing the use of appropriate medication, improving medication
management, increasing administration of appropriate medication during inpatient stays,
increasing environmental screening, decreasing ED visits, and decreasing asthma-related
admissions for the adult population. The diabetes quality project improved HbA1c testing
for adults, increased foot and eye examinations, improved lipid management and control
of high blood pressure, and reduced hypertension admissions and short and long-term
complications admissions;

Establishment of an integrated behavioral health delivery system that includes a flexible
and comprehensive substance use disorder (SUD) benefit and the New Jersey continuum
of care; and

Enrollment in managed care that has grown significantly over the life of the
demonstration, hitting an all-time high of 2.02 million in January 2022. The introduction
of managed care has resulted in significantly lower expenditures, relative to projected
spending absent the demonstration.

Key Goals for Demonstration Renewal

In developing our renewal proposal, we have focused on several overarching policy goals.

Maintain momentum on existing demonstration elements:

o Continue improvements in quality of care and efficiency associated with managed
care; improve access to critical services in the community through MLTSS and
other HCBS programs; and create innovative service delivery models to address
substance use disorders.

o Update existing demonstration terms and conditions to address implementation
challenges, and accurately capture how the delivery system has evolved in New
Jersey over the past several years.

Expand our ability to better serve the whole person:

o Test new approaches to addressing the social determinants of health, with a
particular emphasis on housing-related issues.

o Encourage greater integration of behavioral and physical health, and continued
availability of appropriate behavioral health services for all Medicaid
beneficiaries.

Serve our communities the best way possible:
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o Address known gaps and improve quality of care in maternal and child health.

o Expand health equity analyses to support better access and outcomes for
communities of color and people with disabilities, while also seeking to improve
the experience of other historically marginalized groups where data may not be
available for analysis (e.g. the LGBTQ community).

Each of the proposed elements in our renewal, which are described in the following sections,
have been crafted with these goals in mind.

I1l. Previously Approved
Demonstration Elements

This section discusses each of the core elements of New Jersey’s currently approved
comprehensive demonstration. For each existing demonstration element, we describe whether
New Jersey is requesting continuation of this element in the renewal period, and if so, what, if
any, modifications we propose.

Managed Care

Under the terms of the of the current demonstration period, nearly all Medicaid and CHIP
populations in New Jersey, with certain limited exceptions, are subject to mandatory enrollment
in managed care — subject to the requirements of federal regulations at 42 CFR 438.
Accordingly, as of January 2022, 97% of Medicaid and CHIP beneficiaries were enrolled in a
managed care organization (MCO).

The managed care delivery system has provided essential support in implementing a range of
DMAHS priorities. For instance, MCOs have been critical partners in the deployment of the
autism benefit and the implementation of doula services, two initiatives designed to further
promote access to critically needed services while protecting the health and well-being of
beneficiaries. The managed care program has also demonstrated value during the COVID-19
pandemic. MCOs have promoted members’ health and safety by coordinating in the re-
deployment of center-based services, addressing food insecurity, and conducting ongoing
outreach and care management, including promoting vaccination among high-risk beneficiaries.
Providing services through managed care has also proven to be cost effective, allowing New
Jersey to allocate additional resources to create innovative benefits and service delivery systems.

New Jersey intends to continue its managed care delivery system during the renewal period, and
therefore is requesting an extension of this demonstration element. As part of this extension,
New Jersey proposes the following modifications to the demonstration terms and conditions.

Behavioral Health Carve-In

Currently, many behavioral health services are excepted (“carved out”) from the managed care
delivery system and are instead delivered on a fee-for-service basis. Such excepted services fall
into two categories. First, there is a set of behavioral health services that are excluded from
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managed care delivery system for all beneficiaries. Second, there is a set of behavioral health
services that are provided via managed care only for certain populations — namely, MLTSS
beneficiaries, beneficiaries determined functionally eligible for developmental disability services
administered by DDD, and dually eligible beneficiaries enrolled in a FIDE-SNP. For all other
Medicaid beneficiaries these services are excluded and provided on a fee-for-service basis. The
table below summarizes the behavioral health services that fall within each category.!

BH Services provided * Mental health outpatient hospital or independent clinic
primarily through Fee- services

for-Service ] o o
» Mental health independent clinician (psychiatrist or

Covered by MCO for psychologist)

members enrolled in ) o
MLTSS, DDD, and * Mental health partial hospitalization
FIDE-SNP only

* Adult mental health rehabilitation

* Mental health and SUD partial care

* Substance Use Disorder (SUD) — Short Term Residential
* SUD Long Term Residential

* SUD — Non-hospital detox

*  SUD - Outpatient and Intensive Outpatient (IOP)

* Opioid Treatment Programs (OTPs)

BH Services provided » Psychiatric Emergency Services (Screening Centers)
exclusively through

Fee-for-Service * Behavioral Health Homes (BHH)

Covered under fee-for- * Programs in Assertive Community Treatment (PACT)

service for all NJ

FamilyCare members *  Community Support Services (CSS)

» Targeted Case Management (TCM)

* Children’s System of Care (CSOC) Care Management
Organizations (CMOs)

» SUD Residential Treatment (Youth Only)

» Integrated Case Management Services (ICMS)

! Note that certain services for behavioral health diagnoses, such as psychiatric admissions to a general acute care
hospital and prescription drugs, are already integrated into the managed care delivery system for all beneficiaries.
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* Projects for Assistance in Transition from Homelessness
(PATH)

New Jersey proposes that, over the demonstration renewal period, additional behavioral health
services be carved in to managed care. The State would facilitate a community-driven approach
by engaging stakeholders throughout the process. Guidance from stakeholders will be requested
regarding topics such as plans for implementation, member communication, provider education,
and performance review strategies. This proposed carve-in would proceed deliberatively in
stages. For each stage of the carve-in, the State would set up a formal process for community and
stakeholder engagement prior to implementing the carve-in, and it would maintain this structure
for engaging stakeholders throughout the process. In particular, input from stakeholders will be
solicited regarding topics such as timeline and details of implementation, member
communication, and provider education. In addition, stakeholder input will be requested on
specific beneficiary protections, and on performance standards for MCOs around carved-in
services, to ensure beneficiary access to high-quality care is preserved during this transition.

Services to be carved-in fall into two buckets. First, we propose that all or most services that are
currently carved-in only for MLTSS, DDD, and FIDE-SNP members (the top row in the table
above) should be carved-in for all or most Medicaid beneficiaries enrolled in managed care. We
believe this approach would have numerous advantages. It would allow MCOs to provide
comprehensive care management across all of the beneficiary’s needs, allowing coordination
between acute and/or emergency services (that currently are covered by managed care) and
specialty behavioral services (that currently are not for most members). It would also provide a
single point of accountability (the MCO) for beneficiaries who are facing challenges accessing
needed care to treat complex and multi-faceted behavioral health needs. Similarly, this change
would allow DMAHS to impose greater population-level accountability for MCOs around
behavioral health access, quality of care, and outcomes. We note that MCOs currently provide
these services to target populations of beneficiaries and have in place provider networks, IT
systems, and payment rates to support these services; therefore, integration of the remaining
populations should be relatively seamless. Importantly, we believe that the carve-in of these
behavioral health services for all beneficiaries may improve access to care for those populations
already carved-in, as MCOs will have greater ability and motivation to build a larger provider
network and a care management infrastructure for these services.

Second, we propose that, over the course of the demonstration renewal period, New Jersey will
undertake a systematic review of services that are currently FFS and excluded from managed
care for all beneficiaries (the bottom row in the table above) to assess on a service-by-service
basis whether it is appropriate and feasible to carve in such services to managed care. Such
review will assess each service across a number of domains, including how much the service
would benefit from care management/coordination, MCOs’ ability to build provider networks,
likely impacts on beneficiary access to and quality of care, and any budgetary implications.
Stakeholders, including providers, beneficiaries, and MCOs would be active participants in this
review. Any transition of services to managed care would be done deliberately and with adequate
notice, in order to give all stakeholders time to prepare for the transition.
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For both of the above buckets of carve-ins, DMAHS will carefully consider and identify
additional steps that can be taken to offer protections to beneficiaries, such as access to care and
continuity of care. Specific steps that DMAHS may consider include:

e Introducing new performance metrics for MCOs around the provision of behavioral
health services, including considerations of equity and access;

e Establishing and enforcing benchmark standards around the volume of services expected
to be provided to various populations on a monthly or annual basis;

¢ Introducing transitional “any willing provider” requirements for MCO networks;

e Setting payment rates through State-directed payments, and restricting the use of prior
authorization and other utilization management techniques for these services;

e Requiring MCOs to conduct screening and assign behavioral health specialists for
members determined to be high risk;

e Requiring MCOs to establish client-centered interdisciplinary teams, comprised of the
member (and/or family members), MCO care management team, providers, and Division
of Mental Health and Addiction Services staff, for members with complex needs or who
are transitioning between levels of care; and

e Establishing appropriate, prompt payment standards for claims related to newly carved-in
services as well as appropriate enforcement mechanisms if MCOs fail to meet such
standards.

Such protections could be implemented on either a temporary or permanent basis, and they
could, where appropriate, be put in place on a service-by-service basis.

In addition, the State proposes to implement the carve-in so as to support a seamless system of
services for those with co-occurring mental health and substance use disorders. This will build
on work the State has done to date, including the development of rates that enable providers to
hire a dually competent workforce; and offering training and technical assistance to providers to
fully implement evidence-based practices to treat individuals with co-occurring disorders. The
carve-in will also align with the State’s current work to reduce regulatory and licensing barriers
to integrated behavioral and physical health care, by promoting the sharing of data between
primary care and specialty behavioral health providers and facilitating referrals when clients’
clinical needs require a different care setting. Such service integration will particularly address
needs of individuals with serious mental illness and persons using intravenous drugs who have
complex medical needs that significantly impact their lifespan.

Clarification of Behavioral Health Administrative Services Organization (ASO) and
Behavioral Health Organization Authority

As currently approved, the 1115 demonstration gives the State authority to utilize an
Administrative Services Organization (ASO) to manage the delivery of behavioral health care for
both children and adults. To date, this authority has only been partially utilized for children and

10
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adult services. The State proposes that this authority be modified to more closely reflect the
actual role that the ASO plays in the Medicaid delivery system.

The State also has authority to implement a Behavioral Health Organization. This program is not
currently operational, and New Jersey has no longer has plans to utilize this authority. As such,
we propose that this authority be eliminated as part of the demonstration renewal.

MCO Enrollment

Currently, consistent with the approved terms of the demonstration, new NJ FamilyCare
beneficiaries have the opportunity to choose an MCO at the time they enroll in the program.
Beneficiaries who do not actively choose an MCO receive a default assignment to an MCO,
consistent with federal regulations at 42 CFR § 438.54(d)(5). Once a beneficiary is enrolled in an
MCO, the beneficiary has up to 90 days to switch MCOs without cause.

New Jersey does not intend to propose any changes to this process as part of the demonstration
renewal. However, please note that we are currently in the early stages of considering
modifications to our MCO auto-assignment algorithm, potentially including preferential
assignment based on quality, efficiency, or other metrics. We are hopeful that we will implement
these changes during the demonstration renewal period. If and when DMAHS is ready to
implement these changes, we intend to work with CMS to identify whether any further
amendments are necessary to our demonstration terms and conditions. In the meantime, we
welcome continued public input on potential approaches DMAHS should consider as part of a
redesigned auto-assignment process.

Home and Community-Based Services Programs

The Comprehensive Demonstration incorporates several discrete home and community-based
service (HCBS) programs for Medicaid beneficiaries requiring an institutional level of care.
These include the Managed Long Term Services and Supports program (for aged or disabled
individuals requiring nursing home level care), the Children’s Support Services Programs (for
children with Serious Emotional Disturbances and/or Intellectual or Developmental Disabilities),
and multiple programs for adults with developmental disabilities. Each of these programs is
described in greater detail below, along with a description of changes to each program that New
Jersey is proposing as part of our renewal application.

Managed Long Term Services and Supports

The Managed Long Term Services and Supports (MLTSS) program provides HCBS benefits to
older adults and people with disabilities who require a nursing home level of care. MLTSS is co-
administered by DMAHS and the New Jersey Division of Aging Services (DoAS).

Beneficiaries who receive MLTSS services under the demonstration fall into several categories,
including:

e Aged or Disabled Individuals who qualify for Medicaid under State Plan rules, meet
certain additional requirements around beneficiary and spouse assets, and require a
nursing facility level of care;

11
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e Aged or Disabled Individuals who would not otherwise be eligible for Medicaid, who
have incomes up to 300% of the Federal Benefit Rate, who meet certain additional
requirements around beneficiary and spouse assets, and who require a nursing home level
of care;

e Aged or Disabled Individuals who have income above 300% of the Federal Benefit Rate,
who establish and fund a Qualified Income Trust, who meet certain additional
requirements around beneficiary and spouse assets, and who require a nursing home level
of care;

e Adults aged 19-64, not receiving Medicare, who have a Modified Adjusted Gross Income
less than 138%? of the federal poverty level and require a nursing facility level of care;
and

e Children under age 19 who have a family income less than 355%? of the federal poverty
level, and who require a special care nursing home level of care.*

MLTSS HCBS benefits are provided exclusively through a managed care organization. As part
of their provision of MLTSS services, MCOs are required to develop a plan of care for each
MLTSS beneficiary and offer care management services on an ongoing basis. MCOs are also
measured on a broad range of performance and accountability standards around the provision of
MLTSS services.

Specific HCBS benefits provided as part of MLTSS include adult family care, assisted living,
behavioral health management services for individuals with traumatic brain injuries,
caregiver/beneficiary training related to skills of independent living, chore services, cognitive
rehabilitation therapy, community residential services, community transition services for
individuals transitioning out of institutions, home-based supportive care, home-delivered meals,
medication-dispensing, non-medical transportation, occupational therapy, personal emergency
response system (PERS), physical therapy, private duty nursing, residential modifications,
respite services, social adult day care, speech/language/hearing therapy, structured day programs
or supportive day services for individuals with traumatic brain injury, and vehicle modifications.
In addition to these services, New Jersey provides personal care assistance and medical day care
as State Plan benefits available to all Medicaid and CHIP populations based on medical
necessity.

New Jersey believes MLTSS has been highly successful, delivering increased accountability and
efficiency through managed care, while supporting independent living and allowing more aged
and disabled individuals to remain in or return to the community. Therefore, New Jersey is
proposing as part of its renewal application to extend MLTSS, largely as currently constructed.
While maintaining the core elements and structure of the MLTSS program, we will request
certain changes described elsewhere in this proposal. These include a renewed focus on housing-
related services, an expansion of certain MLTSS benefits to further encourage nursing home

2 This includes adjustment of FPL to account for 5% disregard permitted by CMS.
3 This includes adjustment of FPL to account for 5% disregard permitted by CMS.
4 This may also include children under age 21 regardless of parental income.
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diversion and transition, and technical changes to discourage member churn between MLTSS
and HCBS demonstration programs for adults with developmental disabilities.

Qualified Income Trusts

As is noted above, under the current terms of the demonstration, certain individuals (whose
incomes would otherwise be too high) may qualify for MLTSS services by placing excess
income in a Qualified Income Trust (QIT). The use of QITs in New Jersey has expanded access
to beneficiaries in need, while promoting cost efficient program administration. That said, in
recent years, DMAHS has heard concerns from some stakeholders that establishing and
maintaining such trusts can be administratively burdensome or otherwise challenging for
beneficiaries, which may unintentionally impede access to care. While we are not currently
proposing specific modifications to the QIT provisions of the demonstration, we are engaging
with relevant stakeholders in structured conversations to further consider potential changes either
to the QIT policy itself or to how it is administered and communicated to the public. As a result
of these discussions, we may consider proposing policy changes in the future.

Children’s Support Services Programs

The New Jersey Department of Children and Families (DCF) administers two separate programs
under the authority of the demonstration: one for children with serious emotional disturbances
(SED) and one for children with intellectual/developmental disabilities (I/DD). Collectively,
these programs are described as the Children’s Support Services Programs (CSSP), and they are
administered through the Children’s System of Care (CSOC), a division within DCF. New Jersey
is proposing two critical changes as part of our renewal application: full implementation of
existing waiver authority for children with intellectual/developmental disabilities and
disregarding parental income when determining Medicaid eligibility for certain children
receiving CSOC services. If approved, this would allow certain children who currently only have
access to waiver and behavioral health services to receive full State Plan benefits. Each program
is described in greater detail below.

Serious Emotional Disturbance

The CSSP SED program provides behavioral health and HCBS benefits to beneficiaries under
the age of 21 with an SED, who are at risk of hospitalization or out-of-home treatment.
Beneficiaries who receive services under CSSP SED fall into one of three groups, as shown in
the table below:

Group Eligibility Criteria® Services Covered under
CSSP SED

5 Individuals in all groups must be under the age of 21 and have a qualifying SED in order to receive services under
CSSP SED.
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State Plan Beneficiaries who qualify for Medicaid HCBS benefits
Members under the State Plan. approved under the
demonstration®
217-like Beneficiaries at risk of hospitalization All State Plan
Individuals who do not qualify for Medicaid or Services
CHIP under the State Plan, and whose
household income is less than 300% of HCBS benefits
the Federal Benefit Rate. approved under the
demonstration
1915-like Beneficiaries at risk of hospitalization State Plan
Individuals who do not qualify for Medicaid or behavioral health

CHIP under the State Plan, and whose

services only

household income is too high to qualify

as 217-like members. e HCBS benefits
approved under the

demonstration

In practice, 217-like individuals are primarily children whose family incomes are too high to
ordinarily qualify for Medicaid or the Children’s Health Insurance Program (CHIP), but because
they live in an institution are treated as a “household of one” for the purposes of determining
Medicaid eligibility (i.e. their parents’ income and assets are not considered). Meanwhile, 1915-
like individuals are typically children whose family incomes are too high to qualify for Medicaid
or CHIP, and who remain in the community.

Clinical eligibility for the CSSP SED program is initially determined by an Administrative
Services Organization (ASO) contracted with DCF and reviewed by CSOC state staff; ultimate
Medicaid eligibility determinations are made by DMAHS. Individual plans of care are developed
by regional Care Management Organizations (CMOs) - 15 across the state in all - each covering
specific geographies.

Specific HCBS benefits covered under the demonstration include social and emotional learning
services, interpreter services, and non-medical transportation. HCBS and State Plan behavioral
health services are authorized through the ASO under the direction of DCF, while other State
Plan services are typically provided through a Managed Care Organization (MCO).

In our renewal application, New Jersey proposes to build upon the successes of the existing
CSSP SED program to further reduce the institutionalization of New Jersey children with SED.
In particular, we propose that when making determinations around whether a child qualifies as a
217-like individual under CSSP SED, that parental income may be disregarded when calculating
household income for youth that remain in home and in community. In practice, this would mean
that the vast majority of members currently in the 1915-like category would now instead qualify

¢ Beneficiaries in this category also receive all state plan benefits, outside the auspices of the demonstration.

14



NJ FamilyCare Comprehensive Demonstration — Renewal Proposal

as 217-like. In particular, this would mean that most children who meet the clinical and other
non-income eligibility criteria, and have not been institutionalized, would have access to full
Medicaid State Plan services, in most instances as a backstop to their existing health coverage. In
such instances, normal Medicaid third-party liability rules would still apply, and Medicaid would
remain the payer of last resort. We believe that this proposed change will ensure that eligible
beneficiaries have access to all necessary services (both behavioral and physical) to allow
holistic and coordinated treatment. We also believe that this change will reinforce the goal of
maintaining children in the community wherever possible, by equalizing access to Medicaid
benefits for children regardless of institutional status.

Intellectual / Developmental Disabilities

The CSSP I/DD program provides HCBS benefits and supports to beneficiaries under the age of
21 that meet DCF/CSOC’s functional eligibility for youth with I/DD as defined by state and
federal law. They may also have co-occurring I/DD and Mental Health diagnosis (I/DD-MI).
Under the existing demonstration, the State is authorized to provide services under CSSP I/DD to
three categories of beneficiaries (which mirror the three categories of beneficiaries that exist
under the CSSP SED program): State Plan members, 217-like individuals, and 1915-like
individuals. However, to date, the State has only utilized this demonstration authority to provide
Medicaid services for State Plan members, and not for the other two groups. The status of each
potential eligibility group is described in further detail below.

Group Eligibility Criteria’ | Status Services Eligible to
be Covered under
CSSP I/DD
State Plan Members | Beneficiaries who Currently operational. e HCBS
qualify for Medicaid benefits
under the State Plan. approved
under the
demonstration

8

217-like Individuals

Beneficiaries who do

Not currently

e All State Plan

not qualify for operational. Some Services
Medicaid or CHIP HCBS benefits may

under the State Plan, | be provided using e HCBS
and whose household benefits
income is less than approved

" Individuals in all groups must be under the age of 21 and have a qualifying I/DD in order to receive services under

CSSP I/DD.

8 Beneficiaries in this category also receive all state plan benefits, outside the auspices of the demonstration.
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300% of the Federal | non-Medicaid (State) under the

Benefit Rate. funds. demonstration
1915-like Beneficiaries who do | Not currently e HCBS
Individuals not qualify for operational. Some benefits

Medicaid or CHIP HCBS benefits may approved

under the State Plan, | be provided using under the

and whose household | non-Medicaid (State) demonstration

income is too high to | funds.
qualify as 217-like
members.

Clinical eligibility for the CSSP I/DD services is initially determined by an Administrative
Services Organization (ASO) contracted with DCF and is reviewed by CSOC State staff.’
Individual plans of care are developed by regional Care Management Organizations (CMOs), of
which there are 15 across the state, each covering specific geographies.

Specific HCBS benefits covered under the demonstration include social and emotional learning
services, interpreter services, non-medical transportation, individual support services, intensive

in-community/in-home services, and respite services. HCBS services are authorized through the
ASO — under the direction of DCF.

New Jersey is proposing two changes to the CSSP I/DD program.

First, there are certain services that are approved for inclusion within the CSSP I/DD program,
but are not currently being offered. These include supported employment services, career
planning services, community inclusion services, fiscal management services, and natural
supports training services. These services were included in the demonstration based on their
inclusion in comparable programs for adults offered by the DHS Division of Developmental
Disabilities; however, subsequent experience has demonstrated that they are less appropriate for
the CSSP I/DD population. DCF does not intend to implement these services to the program at a
future date, and, as such, the State proposes that they be removed from the demonstration
renewal.

Second, during the renewal period New Jersey intends to fully implement the 1915-like and 217-
like programs for which it currently has authority. While various operational and budget
constraints have prevented full implementation to date, the State has identified solutions to these
barriers, and we intend to move forward with full implementation. In addition, we are proposing
changes to the authority for these programs to align with the changes proposed under CSSP SED
above. In particular, we propose to request authority to disregard parental income when assessing

% As New Jersey moves forward with full implementation of CSSP I/DD 217-like and 1915-like eligibility, final
Medicaid eligibility determinations for these groups will be made by DMAHS, as is currently the case for SED
members.
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whether a child qualifies as a 217-like member under CSSP I/DD. This would align with the
standard we are proposing for CSSP SED. Should the State move forward with implementing

these eligibility groups, we believe this change would have many of the same benefits discussed
above in the context of CSSP SED.

Autism Spectrum Disorders

During the current demonstration period, NJ’s Autism Spectrum Disorder (ASD) pilot program
was administered by the Department of Children and Families (DCF). This pilot provided NJ
FamilyCare (NJFC) eligible children with certain medically necessary therapies typically
covered by private insurance, but which were not available via the Medicaid State Plan. In
particular, the program allowed expenditures for habilitation services, including Applied
Behavior Analysis (ABA), for children with a diagnosis of ASD up to their 13th birthday. The
members also had to meet the Intermediate Care Facilities for individuals with Intellectual
Disability level of care criteria. Through the assessment process, ASD participants were screened
by DCF to determine their eligibility, level of care, and level of need.

The pilot aligned with the State’s goal of expanding the service array for children, youth, and
their families in order to help youth stay in their homes and communities. In 2019, DCF
authorized ABA services for about 350 individuals with no waitlist for the pilot. While the pilot
was successful, the eligibility criteria limited access for many members.

Consistent with the requirements of the demonstration, NJ transitioned this program into the
Medicaid State Plan. This transition was intended to meet the needs of the state’s Medicaid
population by offering a wider array of services to a larger group of eligible individuals. State
plan benefits were designed to include a combination of therapies, each targeting a different set
of skills to support a child’s development. Services include:

e Physical Therapy, Occupational Therapy, and Speech Language Pathology
e Alternative Communication Assessment and Devices

e Sensory Integration

e Applied Behavior Analysis (ABA)

e Developmental, Relationship-Based Interventions (DRBI)

January 2020 began the launch of the NJ FamilyCare/Medicaid Comprehensive Autism Benefit.
These services are now available to any NJFC eligible child, under the age of 21, who has been
diagnosed with ASD. Expenditure Authority for the pilot program under the current
demonstration expired with the SPA approval in 2020. Therefore, we do not expect to include
this pilot in our renewal application.

New Proposed Adjunct Services Pilot

While the previously approved pilot program has been transitioned to a State Plan benefit, we are
proposing a new, limited pilot. This pilot would test the impact of further expanding the
available options for youth with an ASD diagnosis by offering a limited package of adjunct
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services to individuals up to age 21. Each member would have a budgetary cap to be determined
by the State and adjusted annually utilizing the Consumer Price Index.

Adjunct or specialized services are those which support and assist the individual with activities
as outlined in their plan of care. These services are intended to enhance inclusion in the
community rather than for the member at home alone, and they must be associated with and
support goals within the overall treatment plan. Services offered through the demonstration
would be limited to the below specialized services and subject to cost-effectiveness
requirements:

e Art therapy

e Aquatic therapy

e Hippotherapy/therapeutic horseback riding
e Music therapy

e Drama therapy

e Dance/movement therapy

e Recreation therapy

The State would evaluate the best way to implement this program to ensure appropriate service
delivery and alignment to the member’s care plan including alignment with other services the
member is already receiving. The pilot program would be implemented in coordination with the
managed care organizations. The State plans to leverage the experience of the Division of
Developmental Disabilities, which has experience providing similar therapies through the
Supports and CCP programs.

Division of Developmental Disabilities Programs

The New Jersey Division of Developmental Disabilities operates two home and community-
based services programs under the authority of the demonstration. In addition, New Jersey has
authority under the approved demonstration to operate a third such program, which it has not
exercised. Each is described in further detail below, along with the changes we are proposing to
each program.

Supports Program

The Supports Program offers home and community-based services to individuals over the age of
21 with a developmental disability, who live either independently or with family members in an
unlicensed setting. Beneficiaries who meet these enrollment criteria and who qualify for
Medicaid under the State Plan are eligible for services through the Supports Program. In
addition, the Supports Program extends Medicaid eligibility to an expansion group of individuals
who would not otherwise qualify, but who meet the clinical/setting requirements and whose
income is less than 300% of the Federal Benefit Rate.

Demonstration services currently provided and continuing in the renewal period include:
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e Assistive Technology,

e Behavioral Supports,

e Career Planning,

e Cognitive Rehabilitation Services,
e Community-Based Supports,

e Community Inclusion Services,

e Day Habilitation,

e FEnvironmental Modifications,

e (Goods & Services,

e Interpreter Services,

e Natural Supports Training,

e Occupational Therapy,

e Personal Emergency Response System,
e Physical Therapy,

e Prevocational Training,

e Respite,

e Supports Brokerage,

e Speech, Language, and Hearing Therapy,
e Support Coordination,

e Supported Employment,

e Transportation, and

e Vehicle Modifications.

Demonstration services are overseen by the Division of Developmental Disabilities, and are
reimbursed on a fee-for-service basis. The Supports program currently serves approximately
11,000 individuals.

New Jersey believes the Supports Program has effectively served its target population, and we
therefore propose that it be continued into the demonstration renewal period. However, we are
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also proposing several minor modifications to the existing program in order to address discrete
operational challenges that we have encountered during implementation. Specifically:

Eligibility for the Supports Program is currently limited to individuals who live in an
unlicensed setting. However, in a relatively small number of instances, beneficiaries in
the Supports program may reasonably wish to live with other individuals in a licensed
setting. For instance, a Supports Program beneficiary may be the friend or sibling of an
individual in the Community Care Program, who lives in a licensed setting. If the
Supports member wishes to reside with their friend or sibling, they are currently
precluded from doing so. We propose that in these (relatively rare) situations — where the
beneficiary elects to live in in a setting that requires licensure- those beneficiaries
maintain eligibility for the Supports Program. These rare occurrences would be subject to
review and approval by DDD.

Currently, eligibility for the Supports program is limited to beneficiaries age 21 and
above. We propose to modify this requirement by extending eligibility to beneficiaries
who are age 18 and above, and are outside of their educational entitlement. This would
extend eligibility to individuals who graduate prior to age 21. We note, however, that
under this proposed change, individuals still could not be enrolled in both the Children’s
Support Services Program and the Supports Program simultaneously.

Currently, individuals who are transitioning from residential placement on the Children’s
Support Services program to residential placement under the Supports program cannot
transition to the adult residential placement until they are 21 years of age, rather than
when an appropriate adult residential placement is identified and accepted. We propose
modifying this requirement to allow these individuals who are over the age of 18 and
who are residing in a residential setting under the Children’s Support Services Program to
transition to the Supports Program prior to the age of 21. If the individual remains under
their educational entitlement, DDD services would supplement and not supplant those
under the educational authority. As with the change requested above, individuals
receiving this flexibility could not be enrolled in both the Children’s Support Services
Program and the Supports Program simultaneously.

We propose that eligibility for Support Coordination services be extended to up to 120
days prior to the enrollment of the beneficiary in the Supports Program, in order to
facilitate a successful transition to the program. This eligibility for pre-enrollment
Support Coordination would include, but not necessarily be limited to both beneficiaries
who are transitioning from an institution to the community, those aging into the adult
system, and those who are transitioning from another HCBS program.

We propose to modify the respite benefit for individuals enrolled in the Supports plus
Private Duty Nursing (PDN) program, in order to allow such individuals to receive
respite services in an institutional setting for up to 30 days per calendar year. For this
population, the existing (community-based) respite benefit may be insufficient to meet
their care needs.

We propose to modify the Community-Based Supports benefit, to allow services to be
delivered in the hospital during an acute inpatient hospital stay. This would support
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individuals who require highly specialized services, such as communication and
behavioral stabilization, which cannot be directly provided by the hospital.

Community Care Program

The Community Care Program (CCP) offers home and community-based services to individuals
over the age of 21 with a developmental disability who require a level of care equivalent to that
offered in an Intermediate Care Facility for individuals with Intellectual Disability (ICF/ID).
Beneficiaries in the CCP program may live in their own apartment, family home, or provider-
managed setting, such as a group home. In general, CCP is intended for beneficiaries with a
higher level of need than those enrolled in the Supports program. Beneficiaries who meet these
enrollment criteria and who qualify for Medicaid under the State Plan are eligible for services
through CCP. In addition, CCP extends Medicaid eligibility to an expansion group of individuals
who would not otherwise qualify, but who meet the clinical/setting requirements and whose
income is less than 300% of the Federal Benefit Rate. The CCP currently serves approximately
12,000 individuals.

The CCP currently has a waiting list. Annually, DDD invests $48 million to shrink the waiting
list and create additional capacity in CCP. In addition, DDD has a process in place to add
individuals to the CCP in the event that an individual’s situation becomes emergent and will
impact their health and safety.

Demonstration services currently provided and continuing in the renewal period include:
e Assistive Technology,
e Occupational Therapy,
e Behavioral Supports,
e Personal Emergency Response System (PERS),
e (Career Planning, Physical Therapy,
e Prevocational Training Services,
e Community Inclusion Services,
e Community Transition Services
e Respite Speech, Language, and Hearing Therapy,
e Support Coordination,
e Day Habilitation,
e Environmental Modifications,

e Supported Employment Services,
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Individual Supports,

Supports Brokerage,
Interpreter Services,
Transportation,

Natural Supports Training, and

Vehicle Modification.

Demonstration services are overseen by the Division of Developmental Disabilities, and are
reimbursed on a fee-for-service basis.

As with Supports, New Jersey believes the CCP program has effectively served its target
population, and we therefore propose that it be continued into the demonstration renewal period.
However, as with Supports, we propose several small modifications to the existing program, to
address discrete operational challenges we have encountered during implementation.
Specifically:

Currently eligibility for CCP is limited to beneficiaries age 21 and above. We propose to
modify this requirement by extending eligibility to beneficiaries who are age 18 and
above, and are outside of their educational entitlement. This would extend eligibility to
individuals who graduate prior to age 21. We note, however, that under this proposed
change, individuals still could not be enrolled in both the Children’s Support Services
Program and CCP simultaneously.

Currently, individuals who are transitioning from residential placement on the Children’s
Support Services program to residential placement under CCP cannot transition to the
adult residential placement until they are 21 years of age, rather than when an appropriate
adult residential placement is identified and accepted. We propose to modify this
requirement to allow these individuals who are over the age of 18 and who are residing in
a residential setting under the Children’s Support Services program to transition to CCP
prior to the age of 21. If the individual remains under their educational entitlement, DDD
services would supplement and not supplant those under the educational authority. As
with the change requested above, individuals receiving this flexibility could not be
enrolled in both the Children’s Support Services Program and CCP simultaneously.

We propose that eligibility for Support Coordination services be extended to up to 120
days prior to the enrollment of the beneficiary in CCP, in order to facilitate a successful
transition to the program. This eligibility for pre-enrollment Support Coordination would
include, but not necessarily be limited to beneficiaries who are transitioning from an
institution to the community, those aging into the adult system, and those who are
transitioning from another HCBS program.

We propose to modify the Individual Supports benefit, to allow services to be delivered
in the hospital during an acute inpatient hospital stay. This would support individuals
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who require highly specialized services, such as communication and behavioral
stabilization, which cannot be directly provided by the hospital.

QOut-of-State

Under the existing approved demonstration, New Jersey has authority to implement a separate
HCBS program for New Jersey residents with developmental disabilities who are living out-of-
state. New Jersey has never utilized this authority to operationalize a separate out-of-state HCBS
program and has no intention to do so in the future. As such, we propose that this authority be
eliminated as part of the demonstration renewal.

Since we have never utilized this authority, eliminating it will have no impact on the relatively
small number of Medicaid members who currently receive out-of-state HCBS services through
existing, operational waiver programs (Supports and CCP). These individuals would not be
affected by the elimination of authority for a separate Out-of-State waiver program. Elimination
of this authority will also not impact how these services are funded.

We also address concerns regarding this proposal in more detail in our public comment
responses (Section VIII).

DDD / MLTSS Transitions

Under the current terms of the demonstration, beneficiaries enrolled in the Supports and CCP
Programs are eligible only for coverage of short-term nursing facility stays. Such stays are
limited to beneficiaries who are reasonably expected to return to the community and who require
skilled or rehabilitative services. Such short-term nursing facility stays are capped at 180 days. A
beneficiary who requires custodial care and/or a rehabilitative stay of longer than 180 days is no
longer eligible for the Supports or Community Care Programs, and must instead be enrolled in
MLTSS.

In implementing the demonstration, we have found that these requirements create significant
challenges for a small subset of beneficiaries. In some cases, a beneficiary may still intend (and
be expected) to return to the community, but may nonetheless require a nursing facility stay of
more than 180 days. In other cases, a beneficiary may no longer require skilled or rehabilitative
care, but may need to remain at the nursing facility until an appropriate placement in a
congregate residential or other setting is identified. Under the current terms of the demonstration,
in such cases, the beneficiary must be disenrolled from Supports or CCP, and enrolled in
MLTSS. Then, when they leave the nursing facility and return to the community, the process
must take place in reverse — they must be disenrolled from MLTSS and re-enrolled in either
Supports or CCP.

These transitions often lead to significant disruptions in beneficiaries’ care, destabilizing ongoing
care management and reducing the likelihood of a successful return to the community. They also
impose a significant administrative burden for State staff, providers, and MCOs, since multiple
sequential, eligibility, and level-of-care determinations must take place. As such, New Jersey is
proposing that, as part of the demonstration renewal, the restrictions around short-term nursing
facility stays for Supports and CCP members be loosened. In particular, we request that stays of
up to 365 days be permitted for Supports and CCP enrollees, including (temporary) periods of
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custodial care while a beneficiary is in the process of transitioning back to the community. Such
stays would still be subject to the requirement that the beneficiary must reasonably be expected
to be discharged to the community and resume HCBS participation. DDD will be responsible for
identifying these members, providing care management services for the purpose of transition
planning, and communicating member status to the MCO.

Eligibility and Enroliment Flexibilities

The demonstration currently includes authority for several eligibility and enrollment flexibilities
(in addition to expanded eligibility for 217-like individuals covered by the various HCBS
programs). Each of these flexibilities is described in more detail below, along with a description
of any changes New Jersey is requesting as part of its renewal application.

Office of Public Guardian Pilot Program

In 2019, CMS approved an amendment request to allow New Jersey to implement the Financial
Eligibility Determination Pilot Program. This pilot concerns Medicaid applicants under the
guardianship of the New Jersey Office of the Public Guardian (OPG). The OPG is the State
agency that serves as guardian for legally incapacitated individuals aged 60 and older. For some
individuals under OPG’s guardianship, while it is clear that they will ultimately meet the
financial eligibility criteria for Medicaid, procuring access and legal authority to unwind (and
where appropriate, spend down) the necessary assets can be an extended and challenging
process.

Under this pilot, certain qualifying individuals may obtain Medicaid eligibility while this process
unfolds. Specifically, in instances where OPG attests that the individual’s resources would be
less than the Medicaid resource limit if all financial obligations of the individual were paid, and
all other eligibility criteria are met, eligibility may begin. Full eligibility must be confirmed
within a limited time afterwards, or else no federal match may be claimed.

New Jersey has made progress toward operationalizing the Financial Eligibility Determination
Pilot, after the COVID-19 pandemic slowed initial implementation. We are now prepared to
begin enrolling eligible individuals. As such, we request that this demonstration element be
extended, without modification into the renewal period.

Self-Attestation of Assets

The demonstration allows Medicaid applicants who require long-term care (either in the
community or in an institution) to self-attest that they are compliant with the provisions of
1917(c) of the Social Security Act (which relate to whether the beneficiary has disposed of assets
at below market value during the five-year look-back period, prior to enrollment in Medicaid).
Under the terms of the demonstration, applicants with incomes less than 100% of the FPL can
self-attest that they are compliant with these requirements. If they do so, the State is not required
to independently conduct verification. New Jersey has found this to be a valuable administrative
simplification, which does not adversely affect program integrity. As such, we propose that this
demonstration element be extended, without modification, into the renewal period.

Premium Supports (CHIP)

24



NJ FamilyCare Comprehensive Demonstration — Renewal Proposal

The demonstration authorizes the Premium Support Program, which allows New Jersey to use
Title XXI (CHIP) funds to subsidize premiums and cost-sharing for employer-sponsored health
coverage. This program is available to certain families who would, in the absence of employer
coverage, be eligible for coverage under NJ FamilyCare. New Jersey believes that this is a cost-
effective approach for providing coverage to qualifying families. As such, we request that this
demonstration element be extended, without modification, into the renewal period.

Home Visiting Pilot

In 2019, CMS approved a demonstration amendment request that allowed New Jersey to
implement the New Jersey Home Visitation (NJHV) pilot program. Under this pilot, New Jersey
will provide evidence-based home visiting services for up to 500 families by licensed
practitioners or certified home visitors to promote health outcomes, whole person care, and
community integration over the course of the demonstration. The pilot is approved for
implementation in eleven counties: Atlantic, Camden, Cumberland, Essex, Gloucester, Hudson,
Mercer, Middlesex, Ocean, Passaic, and Union.

The NJHV pilot program is aligned with the following three evidence-based models focused on
the health of pregnant people and families:

e Nurse Family Partnership (NFP): The NFP is designed to reinforce maternal behaviors
that encourage positive parent-child relationship and maternal, child, and family
accomplishments.

e Healthy Families America (HFA): The HFA model targets parents facing issues such as
single parenthood, low income, childhood history of abuse, substance use disorder
(SUD), mental health issues, or domestic violence.

e Parents as Teachers (PAT): The PAT model targets at-risk pregnant people, new parents,
infants, and children up to age two to identify and address perinatal and infant/child
health issues, developmental delays, and parent knowledge and support.

New Jersey continues to work on implementation of the NJHV pilot program, which was
delayed significantly by the COVID-19 public health emergency. As part of this renewal, we
request approval to expand the NJHV pilot program to all 21 counties and expand the program to
allow up to 500 families to be served during each year of the upcoming demonstration period.

OUD/SUD Services

The State’s Substance Use Disorder (SUD) component under the NJ FamilyCare Comprehensive
Demonstration was approved in October 2017. This authority has enabled Medicaid expenditures
on services provided in a private Institution for Mental Disease (IMD) with the goals of
improving clinical outcomes, increasing access to medication assisted treatment, preventing
delays in treatment for withdrawal management services, and adding long-term residential
services. The State also successfully implemented a peer support services, care management, and
office-based addiction treatment program that connects individuals to community support
services. Given that our SUD initiatives are still relatively new, and assessment and evaluation is
ongoing, New Jersey requests that this demonstration element be extended, without modification,
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into the renewal period. The State will continue to monitor key benchmarks such as decreased
inpatient and ED utilization, continuity of pharmacotherapy, and beneficiaries’ access to care.

Substance Use Disorder Promoting Interoperability Program

Under the current demonstration, the State is required to submit a SUD Health IT plan.!° Key
elements of this plan include:

the enhancement of interstate data sharing;
e case of use for prescribers and other stakeholders;

e cnhanced connectivity to the Health Information Exchange (HIE) and the Prescription
Monitoring Program (PMP);

e cenhanced supports for clinical review of SUD history; and
e cenhancement of the master patient index in the support of SUD care delivery.

As is noted above, in support of these efforts, New Jersey currently has a demonstration
amendment request pending with CMS to use Medicaid dollars to support the Substance Use
Disorder Promoting Interoperability Program (SUD PIP). This program, which New Jersey
established in 2019 using State-only funds, promotes interoperability between behavioral health
and physical health providers caring for individuals with SUD/OUD by providing milestone-
based Electronic Health Record (EHR) incentive payments to SUD/OUD facilities. The
amendment request currently pending with CMS was designed to supplement state-only dollars,
allowing the State to offer support to additional providers and to incentivize further adoption of
EHR.

In order to make meaningful progress in connecting residents of New Jersey being treated for
SUD/OUD, clinical information needs to be portable between SUD clinics, hospitals, and other
providers. This will allow all types of providers caring for patients to be equipped with the latest
clinical information on a patient, enhancing care quality and appropriateness at all sites and
avoiding inappropriate or duplication of care. In addition, timely and accurate public health
planning is only possible if this information is made available to public health authorities (New
Jersey Department of Health [NJDOH], New Jersey Department of Human Services [NJDHS],
local public health/human services entities, etc.), which would not only aid in shorter-term
response efforts, but also for longer term capacity building. All of this requires meaningful
investment in the IT infrastructure of SUD clinics. The proposed funding request will not only
serve the purpose of modernizing systems; it is intended, specifically, to connect “siloed”
systems of care to each other, to enhance care coordination and quality, and to reduce duplication
of services. In addition, these investments present an opportunity to allow for EHRs in SUD
clinics to better align with workflow barriers and needs at the point of care. Funding will be

10 To review this plan, please see Appendix A of the SUD Implementation Protocol, available at
https://www.state.nj.us/humanservices/dmahs/home/Comprehensive_Demonstration_Implementation_Protocol OU
D-SUD_Program.pdf.
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targeted toward improvements that reduce the need for duplicative entry of patient health
information and allow for staff to instead focus on providing or enabling clinical care.

Based on our most recent programmatic experience (and due to implementation delays caused by
COVID-19), we believe that, even if approved as proposed, Medicaid dollars requested under
our pending amendment are unlikely to be exhausted by the end of the current demonstration
period. DMAHS therefore requests that this federal funding match be approved to extend into the
next demonstration renewal period. This will allow the program and SUD provider participants
to extend the program timeline and to foster greater interoperability in SUD EHR vendor systems
and the overall State health information exchange infrastructure.

Extension to Additional Behavioral Health Provider Types

In addition to the extension of the SUD-PIP described above, we also intend to establish a PIP
program for behavioral health providers who are not eligible for the SUD PIP and did not qualify
for other past incentive programs. This proposal is aligned with the Spending Plan DMAHS
submitted to CMS in July 2021, proposing uses for additional federal matching dollars under
Section 9817 of the American Rescue Plan.!! Under this proposed new program, Medicaid
behavioral health providers would be eligible for incentive payments based on achievement of
milestones, which may include:

e Participation agreement/EHR Vendor Contract Agreement

e Implementing or Upgrading an EHR (2015 Edition ONC CEHRT)
e Connecting to the State Health Information Exchange (HIE)

e Connecting to the State Prescription Monitoring Program

e Connecting to the New Jersey Substance Abuse Monitoring System

¢ Additional milestones based on HIE use case participation (e.g., BH Consent
Management, Electronic Clinical Quality Measure submission)

DMAHS requests expenditure authority so that such incentive payments are eligible for federal
matching Medicaid dollars.

DSRIP

Per the terms of the previously approved demonstration period, New Jersey’s DSRIP program
concluded in June 2020. New Jersey intends to continue with its hospital quality improvement
and value-based payment programs outside of the authority of the demonstration, through a
managed care directed payment approach. DMAHS has separately submitted pre-prints to CMS
to request approval of these directed payments. Therefore, we are not including DSRIP or any
related or successor program in our renewal application.

11 Available at https://nj.gov/humanservices/assets/slices/NJ%20HCBS%20Spending%20P1an%20Submission.pdf.
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IV. New Proposed Demonstration
Elements
Maternal and Child Health

New Jersey has made improving child and maternal health a key focus area, marshalling an “all
of government” effort to address unmet needs in this space. As part of this effort, a critical goal
has been to promote access to high-quality, equitable care for all mothers and children in the
state. In order to support these ongoing efforts, we propose several new initiatives related to
maternal and child health as part of our demonstration renewal proposal.

Extension of Postpartum Coverage

New Jersey had previously proposed amending our demonstration to extend automatic Medicaid
eligibility for pregnant members beyond the 60 days postpartum currently available. As noted
above, in October 2021, CMS approved our proposal to extend postpartum coverage for up to
365 days after the end of pregnancy. This approval allows pregnant members to maintain
Medicaid and Children’s Health Insurance Program (CHIP) coverage for up to 365 days
postpartum. As of April 1, 2022, we will also have the authority to provide extended coverage
for lawfully residing pregnant members. As next steps, we will continue to work towards
implementation of this benefit prior to the expiration of the COVID-19 Public Health
Emergency. As part of this proposal, we are seeking to extend this waiver authority as currently
approved for the full 5-year renewal period.

While New Jersey is aware of the State Plan option created by the enactment of the American
Rescue Plan that allows states to request extended postpartum coverage without waiver
authority, we intend to implement this policy under 1115 authority in order to maximize State
flexibility and support programmatic consistency over time; by statute, the State Plan option is
currently only available from April 2022 through March 2027.

Medically Indicated Meals Pilot Program

Gestational diabetes is a key risk factor for adverse perinatal outcomes. Medical Nutrition
Therapy (MNT), which aims to address dietary risk factors among pregnant women, is a critical
intervention to address gestational diabetes. Research has shown that combining MNT

with medically appropriate home-delivered meals supports better health outcomes and
significantly reduces costs for the healthcare system by keeping patients in their homes rather
than in hospitals or nursing homes. A recent study conducted by the University of North Carolina
School of Medicine showed positive results for high healthcare utilizing participants who
received medically tailored meal intervention.'? Specifically, the study reported that over an

12Berkowitz, S., Terranova, J., Hill, C., Ajayi, T., Linsky, T., Tishler, L.W., Dewalt, D.A., (2018). Meal Delivery
Programs Reduce The Use Of Costly Health Care In Dually Eligible Medicare And Medicaid Beneficiaries. Health
Affairs. https://www.healthaffairs.org/doi/pdf/10.1377/hlthaff.2017.0999
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average of 18 months of follow-up, participants showed a decrease of 70% in emergency
department use, a 50% cut in hospitalization rates, and a reduction of $220 in healthcare costs
per participant per month. Another similar study was conducted by Health Partner Plans which
shared similar results from a program for diabetic patients. Patients who received medically
tailored meals three times a day, seven days a week for six to 18 weeks experienced a reduction
of 19% in medical costs per month, as well as decreases in inpatient admission and emergency
room visits by 26% and 7%, respectively. '

Based on these encouraging findings, and as part of our focus on maternal risk factors, New
Jersey proposes a small pilot program to address the dietary needs of pregnant women with a
diagnosis of either pre-existing diabetes and/or gestational diabetes. This pilot would support the
delivery of medically indicated meals to eligible beneficiaries. Under this pilot, the State would
partner with one or more MCOs and plans to contract with one or more vendors to provide
medically indicated meals to qualifying mothers, with a particular focus on health equity
considerations. MCOs will be required to support members in initiating application for SNAP
benefits when authorizing nutritional services through the pilot. Nutritional services authorized
through the pilot will supplement, not supplant, SNAP benefits. Vendors would provide
medically indicated meals, which would be made fresh and either delivered locally or shipped.
Each meal delivery would come with information on how to store, heat, and keep the meals
fresh, as well as information explaining how to recreate the meals at home. This pilot program
would serve up to 300 individuals and would test the effect of this intervention on perinatal
outcomes and expenditures.

Supportive Visitation Services

Reunifying children in foster care with their families is a goal of child welfare systems across the
United States and in New Jersey, whenever such reunification is possible and in the best interests
of the child. Children in foster care, who have disproportionately suffered trauma and other
adverse childhood events, often experience one or more behavioral health diagnoses.
Additionally, their parents are likely to experience physical health, mental health, and substance
use challenges.'* !> Managing the health needs of both children and their parent(s), while
progressing towards family reunification, often poses a critical clinical challenge that may
require family-based therapeutic services. In particular, intentionally supervised visits between
the parent and child provides opportunities to address parenting stress that can exacerbate mental
health and substance use issues among parents and ongoing child behavioral health challenges. '
Conversely, if not appropriately managed, such visits may worsen existing mental and behavioral
health issues and engender additional trauma for both the parent and child.

13 Health Partners Plan. A Framework for Improving Member Health Outcomes and Lowering Health Costs.
https://www.healthpartnersplans.com/media/100225194/food-as-medicine-model.pdf

14 Turney, K. & Wildeman, C. (2016). Mental and Physical Health of Children in Foster Care. Pediatrics 138 (5).
DOI: https://doi.org/10.1542/peds.2016-1118

15 Chaffin, M, Kelleher, K., & Hollenberg, J. (1996). Onset of physical abuse and neglect: Psychiatric, substance
abuse, and social risk factors form prospective community data. Child Abuse & Neglect, 20(3): 191-203.

16 Fischer, S., Harris, E., Smith, H., Polivka, R. (2020). Family visit coaching: improvement in parenting skills
through coached visitation. Children and Youth Services Review 119 105604.
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To address these clinical needs, as part of our demonstration renewal proposal, New Jersey
requests authority for Medicaid coverage of Supportive Visitation Services (SVS) for parents
with children in such out-of-home placements. Overseen by DCF, SVS are an innovative set of
clinically-supported services specifically targeted to improve parenting knowledge, skills, and
supports, which thereby address the mental and/or behavioral health needs of such parents and
their children and to improve the success rate of reunification.

SVS aims to reduce children’s time in foster care and decrease recidivism within the child
welfare system — experiences that have been consistently linked to poor mental, behavioral, and
physical health outcomes — by reducing parenting stress and improving child behavioral health.!
Studies have shown that children in foster care account for a disproportionate share of Medicaid
expenditures and are more likely than other groups of children on Medicaid to have mental
health issues, substance use issues, and physical health conditions.!” '8 These challenges often
persist into adulthood. In a study of former foster youth, almost 30% of participants reported two
or more emergency room visits, 14% reported being hospitalized at least once, and 20% reported
receiving mental or behavioral health care in the past year. Almost 50% of former foster youth
were covered by Medicaid health insurance, compared to 18% of the general population.'® 2

SVS are intended to support improved parenting skills, family functioning, and nurturing and
attachment, which are linked to reduced parenting stress and improved child behavioral health.
Licensed clinical professionals, working with agencies under contract with DCF, provide
program oversight, clinician supervision to visitation specialists, and coaching and support to
visitation staff. Payment for SVS will be on a fee-for-service basis, based on a flat hourly rate, to
be determined based on agencies’ average costs for delivering these services. Beneficiary
eligibility for SVS benefits will be confirmed by the Child Protection and Permanency agency
with DCF.

Specific services proposed for SVS include:
e Initial intake assessments, to identify psychosocial needs of the parent(s) and child(ren);

e Visitation planning meetings, to identify specific mental and/or behavioral health and
related psycho-social needs, and to tailor interventions to be provided during supervised
visitation;

17 Rosenbach, M., Lewis, K., & Quinn, B. (2000). Health conditions, utilization, and expenses of children in foster
care. Cambridge, MA7 Mathematica Policy Research.

18 Pecora, P., White, C., Jackson, L. & Wiggins, T. (2009). Mental Health current and former recipients of foster
care: a review of recent studies in the USA. Child And Family Social Work, 14(2): 132-146.

19 Courtney, M.E., Dworsky, A., Brown, A., Cary, C., Love, K., & Vorhies, V. (2011). Midwest Evaluation of the
Adult Functioning of Former Foster Youth: Outcomes at Age 26. Chapin Hall at the University of Chicago.
https://www.chapinhall.org/wp-content/uploads/Midwest-Eval-Outcomes-at-Age-26.pdf

20 Census Bureau. (2018). Health Insurance Coverage in the United States: 2018.
https://www.census.gov/library/publications/2019/demo/p60-

267 .html#:~:text=Between%202017%20and%202018%2C%20the%20percentage%200f%20people%20covered %2
0Oby.increased%20by%200.4%20percentage%20points
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e Therapeutic Supervised Visitation, to be provided during family visits by Master’s level
providers, for beneficiaries in need of significant clinical support. Specific interventions
may include family counseling, play therapy, art therapy, and/or individual therapy;

e Supportive Supervised Visitation, to be provided during family visits by bachelor’s level
providers, for beneficiaries in need of continued support to reinforce and maintain
clinical gains. Specific interventions include coaching to enhance parental skills by goal
setting, modeling, mentoring, reinforcement, feedback, and reflection; and

e After-Care Services, to be provided after the family is successfully reunified. Such
services will typically be delivered in the home and would be restricted to the six months
after the family is reunified. The purpose of such services is to promote a successful
transition of the child back to the family and to ensure clinical gains are being maintained
during this time period to ultimately reduce the risk of the child re-entering out-of-home
care.

As part of the evaluation of this proposed element of the demonstration, New Jersey would
consider clinical outcomes, as well as impacts on child welfare outcomes, such as family
reunification.

Integrated Care for Kids (InCK)

In December 2019, a consortium of grantees were awarded a cooperative agreement to
participate in the Center for Medicare and Medicaid Innovation’s (CMMI’s) Integrated Care for
Kids (InCK) model. The NJ InCK team’s model service area consists of two counties — Ocean
and Monmouth. The InCK model will be implemented for five years and began implementation
in January 2022. DMAHS has been closely collaborating with the awardees on their program
design and around implementation of the required Medicaid alternative payment model (APM).
In our renewal application, we request extended authority to implement NJ InCK’s APM in the
two intervention counties. Critical elements of the APM include:

e a flat fee-for-service add-on payment to primary care providers, tied to enhanced
screenings that focus on both medical and social needs; and

e astratified per-member per-month payment to support the work of integrated advanced
care management teams for those children who are identified as eligible for and choose to
receive these services.

Prior to approval of the demonstration renewal, these services will be temporarily covered as a
State Plan benefit. This planned approach is consistent with the concept paper that was
previously submitted to CMMI by the awardees, and which outlines the APM strategy in greater
detail.

Continuous Eligibility for Adults

Federal law requires State agencies to redetermine Medicaid members’ eligibility for coverage at
least once a year. In addition, between annual redeterminations, adult Medicaid members in New
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Jersey are required to report any changes to their income or their family circumstances that could
impact their eligibility. Such changes may result in members’ termination from the program. Due
to this policy, Medicaid eligible adults sometimes face gaps in coverage due to small fluctuations
in their incomes. These coverage gaps can result in diminished access to services and
interruptions in ongoing courses of treatment.

Currently, NJ FamilyCare provides children with one full year of uninterrupted coverage through
Medicaid and the Children's Health Insurance Program (CHIP). This is known as “continuous
eligibility.” Individuals with continuous eligibility are not exempt from the annual
redetermination process, but automatically maintain uninterrupted coverage for 12 months
between redeterminations, even if they experience changes in their income throughout the year.
Several commenters on our draft renewal proposal suggested the State expand continuous
eligibility beyond children and consider providing 12 months of such coverage for adults
receiving Medicaid benefits. Commenters noted that providing continuous eligibility for adults in
NJ would align enrollment policies for children and parents/caregivers, resulting in better
coordination for the entire family. The commenters also advocated for adopting this policy as a
means to promote NJFC’s equity goals, to improve continuity of care, and to reduce the barriers
to healthcare that churn can create.

DMAHS agrees continuous eligibility mitigates the negative effects of income volatility that
disproportionately impacts low-income families. Data has shown that a large portion of
individuals who lose coverage throughout the year re-enroll within a matter of weeks or
months.?! This churn leads to gaps in Medicaid coverage, which has been associated with
increased emergency department use and fragmented care, as well as hospitalization for chronic
conditions such as heart failure and diabetes. These gaps in coverage often result in interruptions
in treatment, lack of access to prescription medicine, and disruptions in the provision of
preventive services.

Additionally, continuous eligibility can improve accountability and oversight of the State’s
managed care organizations. Individuals with gaps in coverage are generally excluded from the
data used to assess the quality of care, thus providing an inadequate picture of how the programs
are performing on important quality metrics. Enhancing the quality of data will assist DMAHS
with effectively administering incentive-based payment arrangements for health plans and
providers.

Given the above considerations, and in response to public comments, we are seeking authority to
implement 12-month continuous eligibility for adults whose Medicaid eligibility is based on their
Modified Adjusted Gross Income (MAGI) as part of our renewal. MAGI is the basis for
determining Medicaid income eligibility for most children, pregnant women, parents, and adults.
It utilizes a methodology which considers taxable income to determine financial eligibility for
Medicaid. MAGI eligibility groups are not subject to asset or resource requirements or income
disregards; therefore, we believe this group will be the most administratively straightforward for
which to implement continuous eligibility. In addition, by implementing this policy for MAGI
adults, we will create uniformity among children and adults within a family.

21 https://aspe.hhs. gov/sites/default/files/private/pdf/265366/medicaid-churning-ib.pdf
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Housing Supports

For many Medicaid beneficiaries, lack of affordable, appropriate housing is a critical barrier to
wellness. Lack of stable housing may lead to unnecessary hospitalization, institutionalization, or
other avoidable instances of high-cost care, negative clinical outcomes, worsening of chronic
conditions, and inability to achieve key life goals. We anticipate that housing supports can make
a particular difference for:

e people with serious mental illness and/or substance use disorders,

e older adults,

e people with disabilities,

e members who were formerly incarcerated, and

e individuals and families who have experienced or are at risk for homelessness.

Housing is also a driver of disparate health and life outcomes among racial and ethnic groups,
individuals with disabilities, and other vulnerable populations.

As part of our renewal application, New Jersey is proposing a multifaceted, integrated housing
strategy for Medicaid beneficiaries that incorporates enhancements to infrastructure, coverage
for additional targeted services, and coordination across State and community resources involved
in the provision of health and housing services. Core elements of this strategy include:

e Strengthened requirements for MCOs to employ dedicated housing specialists;
e MCO accountability for achieving housing-related goals;

e A newly created, dedicated State office responsible for implementing the above, as well
as tracking progress towards key housing-related milestones for Medicaid-related
populations;

e Ongoing, enhanced engagement between MCOs and public housing authorities,
developers, shelters, and other housing-related community resources; and

e Targeted Medicaid coverage of key housing-related services, including housing transition
and tenancy support services.

Each of these elements is described in greater detail below.

Infrastructure

As part of our intended enhanced focus on housing for vulnerable subpopulations, New Jersey
intends to significantly strengthen the Medicaid infrastructure dedicated to addressing housing
needs, fostering greater accountability and focus among both Medicaid MCOs and State staff.
This enhanced infrastructure will help ensure that housing-related services are being efficiently
and appropriately targeted towards beneficiaries in need. We note that while our intended
proposal focuses specifically on housing-related needs, the Medicaid infrastructure that is
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developed to implement this initiative may also serve as a platform and/or model to implement
future Medicaid initiatives focused on other social determinants of health.

MCO Housing Specialists and Accountability

Currently, New Jersey’s MCO contract requires each MCO to employ at least one housing
specialist who is responsible for “helping to identify, secure, and maintain community-based
housing for MLTSS members and for developing, articulating, and implementing a broader
housing strategy within the Contractor to expand housing availability/options.”?*> Housing
specialists play an important role in transitioning beneficiaries from institutions to community
settings and maintaining beneficiaries who require long-term care in the community.

Under our proposed demonstration renewal, New Jersey intends to enhance contractual
requirements around housing specialists, including:

e Establishing case load requirements for housing specialists based on the number of
enrolled beneficiaries eligible for housing-related services, including both MLTSS and
other populations (for more on beneficiary eligibility, see “Eligibility” section below);

e Developing specific requirements for regular and timely assessments of beneficiaries’
housing needs, and standards around referrals and provision of services for those for
whom housing needs are identified;

e Requiring housing specialists to be directly accessible (via phone or secure e-mail) to
beneficiaries, family members or caregivers, providers, and community-based
organizations; and

e Requiring housing specialists to use technical platforms (where they are determined to be
appropriate and helpful) to coordinate with community-based organizations that provide
housing services or other related resources to address social determinants of health.

In addition, New Jersey intends to establish more general housing-related standards and
requirements for MCOs. In particular, MCOs will be expected to develop sufficient networks
(potentially including both traditional providers and other community-based organizations) to
meet the need for housing-related services described below. MCOs will also be expected to fully
participate in multi-agency and stakeholder working groups established by the DHS Housing
Unit (see below). They will also be expected to maintain an inventory of possible housing
options (i.e. units and rental assistance) based on information obtained during housing searches
for individuals and through regular consultations with housing service providers. In addition,
MCOs will be expected to report and be accountable for key performance metrics related to
housing-related services, including metrics related to total members assessed, cases
open/closed/pending (with reasons/disposition), successful member transitions, utilization of
housing-related services, and health equity measures.

22 See Article 7, Section 3 of New Jersey’s MCO contract, available at
https://www.state.nj.us/humanservices/dmahs/info/resources/care/hmo-contract.pdf.
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Medicaid Housing Unit

To provide an infrastructure of support to Medicaid’s enhanced focus on housing, we intend to
create a new State unit focused on Medicaid housing-related issues. We believe this will bring
renewed energy and focus to Medicaid beneficiaries’ housing-related challenges and needs, and
provide a platform for functional collaboration across State and local government. This unit
would have responsibility for a number of functions, including:

e Developing policies and guidance around implementation of new Medicaid-related
housing benefits;

e Monitoring and enforcement of the new MCO housing-related contract requirements
(described above);

e Maximizing collaboration between DMAHS and other State agencies and departments on
housing initiatives, including exploring the possibility of braided funding streams;*’

e Serving as a bridge between MCO Housing Specialists and other housing stakeholders
(see more details in “Enhanced Engagement” section below);

e Leading initiatives and collaborating with sister agencies related to community transitions
for nursing facility residents, including Money Follows the Person transitions;

e Analyzing the level of impact and health equity, including reporting of performance
metrics to CMS; and

e Implementing the management of Healthy Homes initiative (see more details below).

This new unit would create a central locus of accountability for Medicaid-related housing
implementation and policy, consistent with Medicaid’s envisioned increased involvement in this
space and would leverage, rather than replicate, existing work underway at sister agencies.

Enhanced Engagement between Medicaid and Housing Stakeholders

As referenced above, a key responsibility of the Medicaid Housing Unit would be to facilitate
connections between DMAHS and MCOs, and other housing actors. These would include
housing assistance agencies (e.g. Section 8 and similar programs), community-based
organizations, including shelters, providers of emergency housing assistance (e.g. the New
Jersey Division of Family Development and county welfare agencies), housing finance
organizations (e.g. the New Jersey Housing and Mortgage Finance Agency), and other local
organizations such as Continuums of Care and Coordinated Entry Programs. Our goal is to better

23 This would include multiple DHS divisions in addition to DMAHS, including the Division of Mental Health and
Addiction Services, the Division of Aging Services, the Division of Developmental Disabilities, and the Division of
Family Development. The populations served by each of these agencies overlap significantly with Medicaid
beneficiaries. This would also include other state Departments, including (but not necessarily limited to) the
Department of Children and Families, Department of Community Affairs, Department of Corrections, and the
Department of Health.
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connect and align Medicaid’s involvement with beneficiaries to existing housing systems and
supports, and to enhance access to those services rather than replace or duplicate resources or
infrastructure that currently operate in this space.

In so doing, the housing unit would aim to establish regular multi-directional channels of
communication between DMAHS, MCOs, and housing resources. That is, MCO housing
specialists would be expected to seek assistance from these external partners in identifying
appropriate resources for MCO members facing housing challenges. Conversely, housing and
community-based organizations would have a channel to signal MCO housing specialists when
they have identified a Medicaid beneficiary as at-risk or in need of additional services or
supports. (See diagram below for illustration.)

—{ Medicaid Housing Supports — Engaging with New Jersey's Housing Ecosystem }7
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Medicaid Covered Housing-Related Services

This enhanced infrastructure would be paired with Medicaid coverage of new housing-related
services for beneficiaries in need. Additional details around anticipated beneficiary eligibility,
delivery system, and services covered are covered below.

Eligibility for Housing Specialist Support and Housing-Related Services

Eligibility for Medicaid-covered housing-related services (described below) would be based on
beneficiary need, and is intended to identify those beneficiaries where housing supports are
likely to have the greatest positive impact on health and life outcomes. Under our envisioned
approach, MCOs would follow a two-step process for identifying beneficiaries who were eligible
for housing-related services.
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First, all new MCO beneficiaries or beneficiaries who are experiencing a transition (e.g. after
incarceration or leaving an institutional setting) would be required to undergo an initial screen to
identify potential need for housing-related services. This initial assessment would consist of a
small number (perhaps 2-3) of high-level questions and would be integrated into the Initial
Health Screen that MCOs are currently required to complete for all new members.?* In addition,
the screening would be woven into the care planning conducted with current members and the
NJ Choice assessment for members seeking or enrolled in MLTSS. The initial assessment may
also include additional information or support from family members or caregivers.

Second, beneficiaries whose initial assessment indicated a potential need for housing-related
services would receive a second, more comprehensive assessment using a standardized
instrument. The results of this second assessment would determine the member’s eligibility for
housing-related services and would also be used by the MCO Housing Specialist to develop a
person-centered service plan. This assessment would be repeated on an at least an annual basis.

In addition to the process described above, Medicaid beneficiaries (or their care managers) could
request an assessment for housing-related services at any time on top of the initial and annual
assessments. DMAHS would also consider requiring that certain high-risk populations, including
but not limited to individuals being released from correctional facilities and individuals
transitioning from nursing facilities, receive a full (second stage) assessment for housing-related
needs, regardless of the results of the initial screen. Finally, to support rebalancing goals,
DMAHS will also require MCO care managers to assess housing-related needs during each face-
to-face visit for MLTSS members. These visits occur at least twice yearly.

Medicaid Covered Housing-Related Services

As part of our demonstration renewal, New Jersey requests authority to offer expanded Medicaid
coverage for targeted housing-related services that are expected to result in improved beneficiary
health and reduced institutionalization while realizing opportunities for better efficiency of the
Medicaid delivery system. We propose that these services will be made available exclusively
through our managed care delivery system, as authorized under the demonstration, in order to
promote accountability and efficiency. Doing so would also put the MCOs’ housing specialists at
the center of care coordination.

We reiterate that our intention is to better connect Medicaid beneficiaries to the existing housing
ecosystem, particularly community-based organizations, and to enhance this ecosystem through
direct support using Medicaid funding. We do not expect to replace or replicate existing
infrastructure nor are we proposing that the MCOs become housing providers. Rather, the aim is
for MCOs to better support the existing programs in the communities and assist beneficiaries in
accessing these services.

Services are divided into two buckets: Housing Transition Services and Tenancy Sustaining
Services.

24 For more details, please see Section 4.6.5.B.1 of New Jersey’s managed care contract, available here:
https://www.state.nj.us/humanservices/dmahs/info/resources/care/hmo-contract.pdf.
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Housing Transition Services

New Jersey proposes to offer Medicaid coverage for a range of services intended to support
beneficiaries in accessing and transitioning to stable housing. Such services would be available,
in accordance with a person-centered care plan, to eligible beneficiaries transitioning from an
institution to the community, beneficiaries being released from correctional facilities,
beneficiaries at risk of institutionalization who require a new housing arrangement to remain in
the community, and/or beneficiaries who are transitioning out of high-risk or unstable housing
situations.

Specific housing transition supports we propose to be covered include:?

e Completion of a housing screening and assessment, as well as the development of an
individualized housing support plan. The plan should establish short and long-term
measurable goals, describing how goals will be achieved and how barriers will be
addressed.

e Assistance with the housing search process, including contacting prospective housing
options for availability and information, as well as researching the availability of rental
assistance.

e Assistance with the housing application process, including supporting the person when
undergoing tenant screening, completing rental applications, negotiating lease
agreements, and preparing for and attending tenant interviews.

e Assistance in researching and applying for rental assistance vouchers or other resources
to assist with housing costs.

e Assistance in identifying resources to cover other expenses such as security deposits,
application fees, moving costs, non-medical transportation to tour units and attend tenant
interviews, furnishings, adaptive aids, environmental modifications, food and clothing
needed at transition, and other related expenses.

e Review of the living environment to ensure that it meets the needs of the individual and is
ready for move-in. This should include collaboration with relevant provider staff (e.g.
hospital or facility social worker), where individual is institutionalized, to ensure a more
seamless transition to the community. It may also include a site visit by the Housing
Specialist or contracted vendor.

e Assistance in establishing a bank account and bill paying.
e Assistance in arranging for and supporting the details of the move.

e Assistance with the set-up of the new housing unit, including any residential
modifications necessary to allow the beneficiary to move in.

2 Note that some of these services are already offered to certain Medicaid beneficiaries — e.g. MLTSS members.
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Targeted transitional services, focused on the unique needs of individuals being released
from correctional facilities.

Tenancy Sustaining Services

New Jersey also proposes to offer a range of services intended to support eligible beneficiaries
be successful tenants in their existing housing arrangements. Specific tenancy support services
we propose to be covered include:

Completion of a housing screening and assessment and the development of an
individualized housing support plan. The plan should reflect current needs and address
existing or recurring housing retention barriers.

Education and counseling for the beneficiary on the role, rights, and responsibilities of
both the tenant and the landlord (e.g. primary causes for eviction, what to do if your
landlord does not address problems, etc.).

Assistance in addressing circumstances and/or behaviors that may jeopardize housing
(e.g. loss of income or benefits, late rental payment, other lease violations, etc.). This
should include both direct interventions to address risks and connection of the beneficiary
to relevant community resources that may offer assistance.

Assistance in resolving disputes with landlords and/or neighbors to reduce risk of
eviction or other adverse action.

Assistance with housing recertification processes, including lease renewals and housing
subsidy renewals.

Assistance in maintaining income and (non-Medicaid) benefits to retain housing.
Assistance in budgeting and bill paying.

Assistance in resolving issues such as mold, pest infestation, or malfunctioning heating or
air conditioning (HVAC) systems.

Assistance in obtaining free legal services for beneficiaries facing housing-related issues
that require this level of additional support.

Residential modifications to improve accessibility of housing. (i.e. ramps, rails, or grip
bars in bathroom) with landlord permission.

Screening for potential need for housing transition services, if current placement appears
unlikely to be sustainable.

Purchase and/or installation of appliances that are determined medically necessary (i.e.
heating and cooling units, humidifiers, dehumidifiers, and air purifiers).

Healthy Homes Initiative
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The housing initiatives described above would be undertaken in alignment with the Healthy
Homes initiative proposed as part of the Spending Plan DMAHS submitted to CMS in July 2021,
proposing uses for additional federal matching dollars under Section 9817 of the American
Rescue Plan.?® Under this proposed initiative, New Jersey would fund the development of 100
deed-restricted, subsidized, and accessible rental units for Medicaid beneficiaries across the state.
These “Healthy Homes” will support better health outcomes for individuals at risk of
homelessness or institutionalization. Operating funds will ensure that the housing remains
affordable and dedicated to Medicaid beneficiaries for the 30-year life of the program. Upon
approval from CMS, DMAHS will be working with community stakeholders to appropriately
brand this program and position it purposefully and collaboratively within the broader housing
ecosystem.

Nursing Home Diversion and Transition

New Jersey’s MLTSS program was designed to expand access to home and community-based
services and to give beneficiaries the opportunity to avoid or transition out of institutional
placements. The evidence to date shows that MLTSS has been successful in this regard — the
share of New Jersey’s long-term care beneficiaries in community-based settings has increased
from roughly 30% at the time MLTSS was introduced to nearly 60% today. From 2014 to 2019,
the total Medicaid nursing facility census in New Jersey declined almost 5% in absolute terms,
despite the fact that New Jersey’s elderly population grew by more than 12% over the same time
period.

Building on these successes, we believe there is still untapped opportunity to support
beneficiaries requiring long-term care to remain in or return to the community. Over the
demonstration renewal period, New Jersey intends to continue to strengthen its focus on such
nursing home transitions and diversions. As part of this effort, we plan to institute enhanced
performance accountability, alongside financial and/or enrollment incentives, for both MCOs
and long-term care providers.

To support these efforts, we are also requesting approval for additional HCBS MLTSS services
as part of our demonstration renewal, in order to better support beneficiaries living in the
community. We believe these additional services will facilitate long-term care beneficiaries
thriving in the community, resulting in superior health outcomes and improving the efficiency of
the delivery system. The specific categories of services we are requesting be added to the
MLTSS benefit are listed below.

Housing

As described in the subsection above, New Jersey requests approval for coverage of various
housing-related services, for a diverse set of eligible beneficiaries, including (but not limited to)
MLTSS members. We believe the proposed enhanced housing transition and tenancy sustaining
services will be a critical support in allowing members to transition out of or avoid placement in
a nursing facility or other institution.

26 Available at https://nj.gov/humanservices/assets/slices/NJ%20HCBS%20Spending%20Plan%20Submission.pdf.

40



https://nj.gov/humanservices/assets/slices/NJ%20HCBS%20Spending%20Plan%20Submission.pdf

NJ FamilyCare Comprehensive Demonstration — Renewal Proposal

Caregiver Supports

Care provided by family members or other informal or unpaid caregivers is critical to supporting
MLTSS members in the community. As part of our demonstration renewal proposal, New Jersey
is requesting approval for enhanced Medicaid-funded supports for caregivers. The enhanced
supports described below would augment existing MLTSS Caregiver Training and Respite
benefits.

Respite Services

Currently, the MLTSS benefit includes respite services, which are limited to 30 days per
participant per a calendar year. However, our experience has been that there are certain cases
where this level of service proves insufficient to maintain an MLTSS beneficiary in the
community. As such, we propose to lift this cap to allow up to 90 days of respite per calendar
year, in instances where it is determined that such additional respite services are necessary to
maintain a beneficiary within the community and that such additional services would be
consistent with cost-effective operation of the program. If approved, DMAHS would work with
MCOs to design and implement a standardized instrument to assess eligibility for this enhanced
respite benefit, to ensure these additional days are only available when cost-effective and
necessary to support the member remaining in the community.

Counseling / Hotlines

It is well-established that serving as an informal or unpaid caregiver can be deleterious to a
family member’s mental health and psychological well-being.?” Poor mental health among
caregivers may undermine their ability to continue to care for the beneficiary, ultimately
resulting in higher rates of institutional placement and increased Medicaid expenditures. As such,
we propose that Medicaid offer coverage for certain behavioral health services for informal or
unpaid caregivers of MLTSS members. Such services would include one-on-one counseling
sessions with a licensed professional and/or facilitated peer support groups. Such services would
be covered as part of the MLTSS member’s Medicaid benefit (i.e. the caregiver would not be
considered a Medicaid member). Standard third-party liability rules would apply, such that if the
caregiver had alternative coverage that would cover the service in question, they would be
obligated to use that benefit before accessing the Medicaid caregiver counseling benefit.

In addition, we will strengthen requirements for MCOs to provide access to and promote hotlines
and other similar resources to provide support to caregivers who may be struggling emotionally
or psychologically. Such resources would be expected to refer caregivers to additional supports —
both Medicaid covered and supported through other means.

Nutritional Supports

Ensuring that a beneficiary has access to adequate food resources can also be a critical part of
maintaining a beneficiary within the community. Currently, the MLTSS benefit includes home-

27 Pinquart M, Sorensen S. Differences between caregivers and noncaregivers in psychological health and physical
health: a meta-analysis. Psychol Aging. 2003;18(2):250-67.
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delivered meals for eligible individuals. New Jersey proposes additional nutritional benefits to
the MLTSS program, including:

¢ One-time pantry stocking for any Medicaid eligible beneficiary who is transitioning from
an institution. This benefit is intended to ensure the beneficiary has access to nutrition in
the initial phase of transition to their new home in the community. For beneficiaries
receiving one-time pantry stocking, MCO care managers would be expected to work with
the beneficiary to identify permanent sources of food, potentially including assisting the
beneficiary in applying for SNAP benefits. We note that New Jersey has previously
offered this service as part of the Money Follows the Person program, and it has shown
positive results.

e Short-term provision of groceries to a beneficiary who has their usual source of food
disrupted or who is experiencing an acute behavioral health episode. In both of these
instances, beneficiaries may face a nutritional crisis. For instance, if a family member
who has regularly shopped for the beneficiary is ill or unavailable, the beneficiary may
lack access to sufficient food. In another case, if a beneficiary is experiencing a mental
health crisis, they may lose the ability to shop for them self. In either case, temporary
provision of food may help avoid placement in an institution, as well as unnecessary
hospital emergency department visits and inpatient admissions. This benefit would be
limited to 30 days, and MCOs providing this benefit would be expected to use that time
to work with the beneficiary to more permanently resolve the disruption to the
beneficiary’s ordinary food supply, potentially including applying for SNAP benefits.
Vendors who provide this benefit would be required to comply with appropriate
nutritional standards.

e Nutritional education and skills development (i.e. training how to shop for groceries on a
budget, preparation of a meal, healthy well-balanced alternatives.)

Behavioral Health

In addition to the SUD demonstration that is already part of the approved 1115 demonstration
and the further carve-in of behavioral health services to managed care described above, New
Jersey proposes that several additional behavioral health initiatives be incorporated into the 1115
demonstration, as part of our renewal proposal. Each of these is described in greater detail below.

CCBHC

New Jersey was one of eight states selected to participate in the federal Certified Community
Behavioral Health Clinics (CCBHC) demonstration, authorized under the Protecting Access to
Medicare Act of 2014. Under this demonstration, seven provider agencies in New Jersey were
selected to provide integrated and enhanced mental health and substance use services to
Medicaid beneficiaries, while being reimbursed under an alternative monthly prospective
payment model. These agencies began providing services in 2017, and they have continued
since, as the demonstration has been extended multiple times by Congress.

To date, the CCBHC demonstration has shown measurable successes at improving the quality of
and access to care for individuals with complex behavioral health needs. Stakeholders report that
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the demonstration has improved access to integrated, high-quality care for beneficiaries with
multifaceted and complex behavioral health needs. In addition, CCBHCs have well
outperformed both the national and regional averages on Healthcare Effectiveness Data and
Information Set (HEDIS) measures on patients for initiation and engagement of alcohol and
other drug dependence treatment.

While the demonstration has achieved real success, we also believe there are opportunities to
rethink and improve the demonstration, based on the lessons of the past several years. As such,
we propose to transition the CCBHC demonstration to 1115 authority as part of the
demonstration renewal. By transitioning the demonstration, we hope to both place it on a more
stable and predictable footing. We also hope to evolve the structure of the payment and delivery
model in a more standardized and value-based direction.

Core elements of the (new) proposed model are described below.

Participants

Participation in the model would be limited to the seven provider agencies currently participating
in the original CCBHC demonstration award. DMHAS would also have the ability to
competitively add additional sites during the demonstration renewal period, based on availability
of budget and assessment of community need.

Services

All CCBHCs under the updated demonstration would be required to offer a standardized set of
core services. Specific services required would include:

e Comprehensive Screening, Assessment, Diagnosis, and Risk Assessment

e Patient-Centered Treatment Planning

e Care Coordination

e (Case Management

e Comprehensive ambulatory mental health and substance use disorder treatment
e Crisis Diversion 24-Hour Crisis Screening and Mobile Outreach

e Ambulatory Withdrawal Management Services — American Society of Addition
Medicine Level -1- AWM (with an option to provide AWM-2)

e Physical health care screening, referral, and coordination of care

e Psychiatric Rehabilitation Services, including Supportive Employment and Supportive
Education

e Peer Services (both Mental Health and Substance Use Disorder)

e Family Support Services
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CCBHCs would be required to offer all of the above services to adult Medicaid beneficiaries.
Based on guidance from the Children’s System of Care (CSOC) within DCF, CCBHCs would
also be required to offer a subset of these services to eligible children and make referrals to
CSOC for those services provided exclusively by CSOC’s contracted providers.

We note that many of the services described above are already State Plan services, which would
be offered by a CCBHC using an alternative care model and payment methodology under the
auspices of the demonstration. Other services are not State Plan services, and they would only be
eligible for Medicaid reimbursement when delivered by a CCBHC under the demonstration.

Base Payment Model

Currently, CCBHCs are paid a prospective per-beneficiary monthly rate. This rate is calculated
on a provider-specific prospective cost basis for each CCBHC. As part of the renewal, we
propose a modification to this approach, such that all CCBHCs are paid a single statewide per-
member monthly rate that is stratified by member eligibility groups (i.e. higher intensity groups
would correspond with a higher monthly rate). These rates would be uniform for all CCBHC
providers statewide and would be calculated based on actual CCBHC annual cost reports. This
shift from provider-specific to statewide rates is intended to reflect the uniform service array that
all CCBHCs would be expected to provide. It also is intended to create incentives for individual
CCBHC:s to achieve efficiencies, while continuing to offer integrated, high-quality, and
comprehensive care. We may consider making geographic adjustments to statewide rates if it is
determined this is necessary to adjust for variations in operating costs outside of the providers’
control.

As part of the introduction of the new payment methodology, DMAHS would revise the
requirements CCBHCs must meet in order to receive monthly reimbursement (e.g. how many
units of qualifying core service a beneficiary must receive from the CCBHC each month to
qualify), and introduce guardrails to prevent duplication of services (e.g. deductions or
exclusions from the monthly rate, if a beneficiary is receiving CCBHC services elsewhere).
Initially, payment would be made directly through the State payment system; however, similar to
other currently carved-out services described above, DMAHS would consider whether to
incorporate CCBHCs into the managed care delivery system in later years of the renewal period.

Value-Based Payment

In addition to the base payment methodology described above, New Jersey is also proposing to
introduce a value-based payment methodology for CCBHCs during the demonstration renewal
period. Value-based payment would be based on a set of quality metrics, encompassing both
mental health and substance use disorders. Measures may be drawn from existing Substance
Abuse and Mental Health Services Administration (SAMHSA) and other relevant measure sets.
CCBHCs who met and/or exceeded the national average threshold on selected performance
measures would be eligible for higher per-beneficiary monthly reimbursement, while those who
did not could receive lower monthly payments.
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Pre-Release Services for Incarcerated Individuals

Those with justice involvement often have significant unmet behavioral health needs. Improving
health services for justice-involved individuals can improve the health of populations and
communities, keep State and local healthcare spending down, and advance public safety goals
such as successful return to their communities and reduced carceral recidivism. Currently,
consistent with federal statutory requirements, New Jersey does not cover services that
beneficiaries receive while they are incarcerated. However, DMAHS works closely with the New
Jersey Department of Corrections (DOC) and other correctional authorities to help ensure a
smooth transition to full Medicaid benefits (including support with Medicaid applications for
eligible individuals) upon their return to the community.

As part of the renewal application, the State requests expenditure authority to provide Medicaid
reimbursement for up to four behavioral health care management visits for incarcerated
Medicaid-enrolled individuals. These visits would be limited to individuals with behavioral
health diagnoses, who are expected to return to the community within the following 60 days.
This service would be intended to support continuity of care between the services provided
inside of the correctional facility and the connections to services to be received after release. In
particular, it would be intended to foster a care relationship between the individual and a
community behavioral health provider, to ensure Medicaid coverage and awareness of how to
utilize health benefits, and to arrange a post-discharge appointment before release, giving the
individual clarity on how and where to seek services after their release. This goal is of particular
importance to individuals receiving medications for substance use disorders and serious mental
illness, who may be at high risk if they experience any discontinuity of care. In addition, the
community provider would be expected to provide other referrals needed by the individual,
including re-entry support organizations, and to conduct a brief housing assessment to be shared
with the MCO. If approved, Medicaid would reimburse for these visits on a fee-for-service basis,
using a rate schedule jointly determined by DMAHS and the Division of Mental Health and
Addiction Services. The two divisions would work together to operationalize this new service.

Subacute Psychiatric Rehabilitation Beds

A key policy goal of New Jersey’s behavioral health system is to care for people with significant
behavioral health needs within their community wherever possible and to avoid long-term
placements in psychiatric hospitals or other institutions. Towards that end, New Jersey has
created a system of subacute psychiatric beds, in partnership with several non-governmental
inpatient behavioral health providers. These beds are designed as a medium-term bridge
(typically limited to 30 days or less), to support a person’s transition to an appropriate
community placement. Subacute psychiatric care focuses on discharge planning to address the
needs of the whole person, including connecting to clinically appropriate community supports,
therapy, and housing opportunities. Absent these beds, individuals may remain in acute care
hospitals for extended stays, or they may be referred for placement in State psychiatric hospitals,
which typically have longer lengths of stay. Both of these alternatives are suboptimal from
multiple perspectives. They may result in members not receiving the most appropriate care and
support to allow them to return to the community as quickly as is safely possible. They may also
unnecessarily consume limited resources in general acute care hospitals and State psychiatric
hospitals.
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Due to the prohibition of Medicaid fee-for-service funding for services provided within an
Institute for Mental Disease,?® New Jersey is currently supporting this level of care outside of
Medicaid, using State-only funding and allowing only limited Medicaid managed care coverage
as an “in lieu of” service. This puts the long-term viability of this successful clinical approach at
risk, limits its reach, and creates a misalignment of incentives, given that the alternative of
keeping individuals for long stays in an acute care hospital is Medicaid-reimbursable. As such, as
part of our renewal application, New Jersey proposes to request expenditure authority to use
Medicaid dollars to reimburse for care provided in subacute psychiatric beds. Such authority
would be conditional on such beds being used exclusively to support further treatment and
rehabilitative services that will improve an individual’s readiness for discharge to the community
and not as a placement or solution for individuals requiring longer-term institutional care. In
light of this, we propose that this expenditure authority be conditional on subacute psychiatric
care programs maintaining an average length of stay of less than 30 days. This proposal would
be aligned with and support the focus on enhanced housing resources that we have described
earlier in this paper.

Community Health Worker Pilot Program

DMAHS, in partnership with the New Jersey Department of Health and various external
stakeholders, has identified Community Health Workers (CHWs) as a promising resource to
enhance care coordination, address disparities, and improve outcomes for Medicaid
beneficiaries. Various providers, funders, MCOs, and community-based organizations have
already begun experimentation in this space in New Jersey. In order to support and advance this
important work, New Jersey requests expenditure authority as part of our renewal application to
support a set of CHW pilots, to be administered by our MCOs in collaboration with DMAHS and
the NJ Department of Health’s Colette Lamothe-Galette Community Health Worker Institute.

In order to participate in this pilot, an MCO would need to submit a proposal to DMAHS to
implement a pilot program. Each proposal will be required to include the following elements:

e Target Population: The target populations should be a clearly-defined subset of
Medicaid enrollees, who can be identified using claims or related data. Appropriate target
populations might include beneficiaries with certain diagnoses or with certain risk factors
for adverse outcomes. Health equity will be an important consideration when establishing
participation. For initial pilots, target populations could be limited to certain geographies
or to patients of partner providers.

e Intervention: The interventions would be required to use CHWs to either offer care
coordination services or to directly provide preventive or related services. MCOs would
be required to submit detailed specifications on how the intervention would be delivered,
including all necessary community or provider partnerships. Interventions would be
expected to be scalable to the broader Medicaid population, should they prove successful.

28 See 42 CFR § 441.13
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¢ Reimbursement methodology: MCOs would be required to specify how CHWs and
employing or affiliated providers would be reimbursed for services provided under the
pilot.

e Evaluation strategy: MCOs would need to specify a strategy for evaluating the impact
of their proposed pilots. DMAHS’s strong preference would be that this strategy
incorporate random assignment of beneficiaries to intervention and control groups. If this
proves not feasible, an alternative strategy may be proposed. The evaluation strategy
should also pre-specify which metrics or impacts would be used to define pilot success.

Once a pilot program has been proposed by an MCO and approved by DMAHS, services
provided to Medicaid beneficiaries under the pilot would be eligible for Medicaid
reimbursement. DMAHS would reimburse MCOs for such services through a separate direct
payment, outside of the normal capitation payments. In order to limit the cost of such pilots, total
Medicaid expenditures on this initiative would be limited to $5 million each year, equivalent to
$25 million over the course of the renewal period.

Regional Health Hub Initiative

In 2020, New Jersey enacted legislation permanently establishing the Regional Health Hub
program.?’ Building upon a previous Accountable Care Organization pilot program, this statute
formally established a network of non-profit organizations based in local communities that work
in close partnership with the State, with a focus on improving health outcomes, equity, and
delivery of care for Medicaid recipients. In particular, Regional Health Hubs serve as conveners
of key local Medicaid stakeholders, and they operate Health Information Technology (HIT)
platforms that support innovative Medicaid and related health care delivery initiatives. The
legislation designated four Regional Health Hubs for initial inclusion®° and established processes
for the State to identify and select additional such organizations.

The statute establishing the Regional Health Hub program also created a process for the
Department of Human Services to disburse funds to the Regional Health Hubs to support
Medicaid priorities. Working within this process, New Jersey is proposing to test the impact of
expanding the range of such projects that can be supported by Medicaid funds. Specifically, New
Jersey is requesting expenditure authority to support innovative Medicaid-related projects
undertaken by the Regional Health Hubs that would not otherwise be eligible for federal
matching dollars. Examples of such projects might include direct investments in Health IT
functionality that would facilitate improved care for Medicaid recipients, or the support of
community-level health or wellness education implemented for the primary benefit of Medicaid
beneficiaries. Under our proposal, such initiatives would be required to support the healthcare
needs of Medicaid beneficiaries, and they would be limited (across all Regional Health Hubs,
and subject to state appropriations) to $5 million annually.

2 https://www.njleg.state.nj.us/2018/Bills/PL19/517_.PDF
30 The four current Regional Health Hubs are the Health Greater Newark ACO, the Trenton Health Team, the
Camden Coalition of Health Care Providers, and the Health Coalition of Passaic County.
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V. Authorities

DMAHS has prepared two tables below describing specific federal flexibilities that we are
requesting under our 1115 renewal application. The first table summarizes anticipated waivers of
State Plan requirements under the authority of §1115(a)(1) of the Social Security Act. The
second table summarizes anticipated expenditures authorized under the authority of §1115(a)(2).
DMAHS welcomes the opportunity to work collaboratively with CMS to refine and confirm the
necessary authorities in order to implement our proposed demonstration initiatives.

Waiver Authorities

The following table summarizes anticipated requests for waivers of State Plan requirements
under §1115(a)(1).

Provision Section of Social Purpose for Waiver

Security Act to be

Waived
Statewide 1902(a)(1) e To allow managed care plans or types of
Operation managed care plans only in certain

geographic areas.

e To allow provision of services under the
InCK model only in designated
intervention counties.

e To allow provision of services through
specified CCBHCs, offering services
only in certain areas of the state.

Reasonable 1902(a)(8) e To allow use of waiting lists for
Promptness Supports, Community Care Program, and
Children’s Support Services Program. !

Amount, Duration, | 1902(a)(10)(B) e To provide additional services to

and Scope individuals in home and community-
based services programs and/or managed
long term services and supports.

31 Note that by requesting that this wait list authority remain available, DMAHS is not necessarily implying that it
will be utilized for all programs.
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Income 1902(a)(17) To allow the disregard of certain Social

Methodology Security benefits based on parental
income for individuals turning 18 and
enrolling in the Supports program.

Transfer of Assets | 1902(a)(18) To allow individuals with income less
than 100% of FPL to attest that no
transfers were made during the look-back
period.

Freedom of 1902(a)(23)(A) To allow restriction of freedom of choice

Choice through mandatory enrollment in a
managed care plan.

Direct Provider 1902(a)(32) To allow individuals to self-direct

Reimbursement expenditures for HCBS.

Eligibility 1902(e)(5) To allow eligibility of pregnant women

to continue through 365 days postpartum.

Expenditure Authorities

The following summarizes our anticipated requests for expenditure authority under §1115(a)(2):

Expenditure
Authority

Description

Supports Program

Healthcare-related costs for individuals who meet clinical and
financial eligibility requirements for the Supports program.

Children’s Support
Services Program
(SED)

Healthcare-related costs for children with a serious emotional
disturbance who meet clinical and financial eligibility requirements
for the Children’s Supports Services Program.

Children’s Support
Services Program
(I/DD)

Healthcare-related costs for children with intellectual/developmental
disabilities who meet clinical and financial eligibility requirements
for the Children’s Supports Services Program.

Community Care
Program

Healthcare-related costs for individuals who meet clinical and
financial eligibility requirements for the Community Care program.
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Autism Spectrum
Disorder Program

Expenditures for pilot program services that are not otherwise
covered under the Medicaid State plan for children who are Medicaid
eligible and have been diagnosed with Autism Spectrum Disorder
(ASD).

New Jersey Home
Visiting Program

Expenditures to deliver evidence-based home visiting services in
selected areas throughout the state.

Managed Long Term
Services and Supports
(MLTSS) Program

Expenditures for home and community-based services provided
through a managed care delivery system to elderly and disabled
individuals who meet clinical and financial eligibility requirements
for the MLTSS program.

217-Like Expansion
Populations

Expenditures for services to individuals in MLTSS and other HCBS
programs, who do not qualify for Medicaid under the State Plan, but
could (absent the 1115 demonstration) qualify under federal
regulations at 42 CFR § 435.217 as part of a 1915(c) waiver.

SUD Services in
Institutions for Mental
Disease

Costs of State Plan services provided to individuals ages 21-64, who
are patients in an Institution for Mental Disease (IMD) related to the
treatment of a substance use disorder.

Psychiatric Costs of psychiatric rehabilitation services delivered in an Institution
Rehabilitation for Mental Disease related to the treatment of a mental health or
Services substance use disorder.

Office of Public Healthcare-related costs up to 12 months for individuals under the
Guardian (OPG) Pilot | guardianship of the OPG during an expedited eligibility

Program determination period.

Twelve-Month
Continuous Eligibility
Period

Healthcare-related expenditures during a 12-month continuous
eligibility period for otherwise ineligible adults for whom financial
eligibility is determined using Modified Adjusted Gross Income
(MAGI) based eligibility methods.

Medically Indicated Expenditures for medically indicated meals for individuals with
Meals gestational diabetes, as part of the proposed pilot program.
Supportive Visitation | Expenditures for Supportive Visitation Services for children in an
Services out-of-home placement in the child welfare system.
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Certified Community | Expenditures for behavioral health services not otherwise covered by
Behavioral Health the State Plan, delivered by a Certified Community Behavioral Health
Centers Center.

Community Health Expenditures to support the Community Health Worker pilot
Worker Pilot Program | program.

SUD PIP Expenditures to support the Substance Use Disorder Promoting
Interoperability Program, including expansion to other (currently
ineligible) behavioral health provider types.

Pre-Release Inmate Expenditures to support pre-release behavioral health services for
Services individuals who are incarcerated at correctional institutions.

Regional Health Hubs | Expenditures to support not otherwise matchable projects that
promote high-quality care and health outcomes for Medicaid
beneficiaries.
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VIi. Expenditures and Budget Neutrality

Consistent with CMS guidance, DMAHS has developed detailed projections of net expenditures and enrollment under our
demonstration renewal proposal. This section describes historical expenditures and enrollment under the demonstration, outlines the
assumptions underlying future projections, shares the results of these projections, and discusses the application of CMS’s budget
neutrality policies to these projections.

Historical Enroliment and Expenditures

Below are tables showing historical NJ FamilyCare enrollment and expenditures during the first eight years of the 1115
demonstration. Enrollment and expenditure numbers are calculated by Medicaid eligibility group,? as defined in New Jersey’s
existing, approved demonstration terms and conditions.

Enrollment is shown for each group as total member months for the year. Note that for certain combinations of year and eligibility
group, enrollment numbers may reflect less than a full fiscal year.

NJ Family Care Enrollment SFY SFY SFY SFY SFY SFY SFY SFY
(Member Months) 2013 2014 2015 2016 2017 2018 2019 2020
DY1 DY2 DY3 DY4 DY5 DY6 DY7 DY8
Eligibility Group

Title XIX 5,773,487 7,850,901 8,663,532 8,860,753 8,783,577 8,630,630 8,298,373 7,951,227
Long Term Care (Institutional) 273,900 273,900 273,911 279,247 290,462 294,010 300,047 290,951

MLTSS - Home and
Community-Based Services 109,945 146,755 146,924 190,833 245,634 297,189 342,533 392,213

32 For definitions of Medicaid eligibility groups, please see Table A (pg. 11) of approves special terms and conditions, available at
https://www.state.nj.us/humanservices/dmahs/home/NJFC 1115 Amendment_ Approval Package.pdf.
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NJ Family Care Enrollment SFY SFY SFY SFY SFY SFY SFY SFY
(Member Months) 2013 2014 2015 2016 2017 2018 2019 2020
DY1 DY2 DY3 DY4 DY5 DY6 DY7 DY8
State Plan Members 13,594 18,860 25,169 58,682 98,154 137,778 167,377 196,367
217-Like 96,351 127,895 121,755 132,151 147,480 159,411 175,156 195,846
Division of Developmental
Disabilities (DDD) Programs - - - - - 56,671% 246,653 267,864
Supports Program - - - - - 34,044 108,657 126,267
Community Care Program - - - - - 22,627 137,996 141,597
Children's System of Care
(CSOC) Programs 31,675 40,414 39,134 47,028 53,305 58,091 45218 45,467
SED 217-Like 145 116 114 1,880 3,494 3,831 4,185
SED at Risk 31,675 39,687 38,424 43,795 47,095 46,836 32,896 32,516
IDD/MI 217-Like - 582 594 3,119 4,330 7,761 8,491 8,766
Other Aged, Blind, Disabled
Members 2,485,666 3,342,730 3,121,468 3,104,985 3,045,217 2,949,444 2.861,771 2,772,590
New Adult Group (ACA
Expansion Population) 6,057 1,186,513 6,526,455 6,768,458 6,846,365 6,775,554 6,574,730 6,453,512
Substance Use Disorder
Group?* - - - - - - 11,893 21,812

33 DY6 enrollment in DDD programs represents partial year, as previous 1915(c) programs were transitioning to 1115 status.

34 Recorded member months and expenditures for New Adult Group in DY 1 capture certain adults who were enrolled in a Childless Adults demonstration group,
prior to implementation of ACA expansion.

3% Captures any month of Medicaid eligibility during which a member is an inpatient at an Institution for Mental Disease, under the terms of the demonstration.
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Expenditures shown are total dollars expended on benefits for each Medicaid eligibility group. Not all Medicaid expenditures are

captured in this table (e.g. Medicaid administrative dollars are generally not included); rather this analysis is limited to expenditures
that are considered as part of the current demonstration budget neutrality test. DSRIP expenditures are not attributable to individual
Medicaid beneficiaries, and are therefore shown as their own line.

NJ FamilyCare Expenditures SFY SFY SFY SFY SFY SFY SFY SFY
(Millions of Dollars) 2013 2014 2015 2016 2017 2018 2019 2020
DY1 DY2 DY3 DY4 DYS DYé6 DY7 DYS8

Eligibility Group

Title XIX $1,661 $2,402  $2,588  $2,550  $2,592  $2,629  $2,765  $2,708

Long Term Care (Institutional) $1,353 $1,574 $1,691 $1,841 $1,700 $1,353 $1,333 $1,293

MLTSS - Home and Community-Based

Services $0 $27 $431 $617 $770  $1,328  $1,535  $1,828
State Plan Members 30 36 399 3240 3365 3664 8792 3952
217-Like 30 $22 $332 $376 $405 $664 8743 3876

Division of Developmental Disabilities (DDD)

Programs - - - - - $561 $1,681 $1,845
Supports Program - - - - - 367 3278 3324
Community Care Program - - - - - 3495 31,403 31,521

Children's System of Care (CSOC) Programs $24 $37 $37 $48 $66 $92 $84 $84
SED 217-Like - - - - 312 3823 $22 324
SED at Risk $24 837 $36 $40 $43 $48 $39 $38
IDD/MI 217-Like - - $1 88 $11 $22 $23 $22

Other Aged, Blind, Disabled Members $2,615 $3,835 $3,444 $3,238 $3,521 $3,419 $3,229 $3,060

New Adult Group (ACA Expansion

Population) $8 $849  $2,863  $2916  $3,146  $3,171 $3,189  $3,291

Substance Use Disorder Group - - - - - - $43 $67

DSRIP - $83 $167 $167 $167 $167 $167 $167
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Over the life of the demonstration, the actual expenditures shown above are billions of dollars lower than projected “without waiver”
(i.e. without the demonstration) expenditures, as defined in the approved demonstration terms and conditions.

Assumptions

For the purposes of projecting expenditures under our renewal application, DMAHS has made the following assumptions. We note
that these are approximate assumptions, for the purposes of renewal planning, which we expect to continue to refine as we move
forward with implementation.

e We have used actual Demonstration Year 8 (July 2019 — June 2020) expenditures as our baseline for estimating future
enrollment and per-member per-month expenditures.

e We have projected annual growth in enrollment and average per-member monthly expenditures from the Demonstration Year
8 baseline based on actual historical experience for each Medicaid eligibility group.3®

o For most enrollment groups, this has been based on the 5 years of data (DY3 — DY38).

o Insome cases (e.g. Community Care Program enrollees, who have only been part of 1115 demonstration since DY6),
there is insufficient historical data to use for these purposes. Where this is the case, we have used plausible alternative
assumptions, based on programmatic experience.

o For the purposes of projecting enrollment and expenditure growth, we have calculated single (combined) growth rates
for Aged, Blind, and Disabled; Long-Term Care, and home and community-based services (i.e. MLTSS) eligibility
groups. This is to reflect the fact that members frequently move between these groups and that for the MLTSS
populations, blended capitation rates are used. Therefore, attempting to calculate separate growth rates based on
historical data for each of these groups is likely misleading.

e No adjustments are made for the extension of existing demonstration elements, since such elements are assumed to already be
built into baseline expenditures.

e With respect to new proposed housing-related services:

36 Note that for the purposes of projections, we have combined the SUD eligibility group (which is small and hard to project) with the larger Title XIX group.
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(@)

(@)

10% of adults requiring long-term care in an institution or in the community under an HCBS program will receive such
services.

2% of all other Medicaid beneficiaries will receive such services.
The average cost of such services will be $170°7 per-member per-month.

Members receiving housing services will see an average 7% reduction in other Medicaid expenditures.

e With respect to other enhanced nursing home diversion services (e.g. enhanced respite, caregiver, and nutritional services):

(@)

(@)

10% of MLTSS members in the community will receive such services.
The average monthly cost of such services will be $500 per beneficiary.

The existence of this enhanced benefit will result in 1% of members who would otherwise reside in a nursing facility to
remain in or return to the community.

Members who are in the community will see an average monthly reduction in expenditures of $3,500, compared to
expenditures had they been in a nursing facility.

e The proposal to disregard parental income when determining 217-like eligibility for CSOC children will result in 95% of
current SED at-risk (1915-like) beneficiaries transitioning to the 217-like group. The beneficiaries who transition (and thereby
gain access to full Medicaid State Plan benefits) will see their average monthly Medicaid expenditures increase by $175.

e Exercising existing authority to extend Medicaid eligibility to children with I/DD in the 217-like and 1915-like categories,
combined with proposed disregard of parental income, will result in 420 additional children qualifying for Medicaid benefits,

at an average monthly cost of $1,559.

e The New Jersey Home Visiting Pilot will provide 3,000 months of services annually (500 families served annually x an
average of six months duration of services) at an average cost of $500 per-member per-month.

37 All expenditure assumptions in this subsection are expressed in terms of DY8 (SFY 2020) dollar equivalents, and are trended forward appropriately in

renewal years.
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Supportive Visitation Services will be provided to an average of 1,800 members each month, at an average cost of $1,400.
The Medically Indicated Meals pilot will serve 300 members annually for 20 weeks each, at an average weekly cost of $190.

Carve-in of behavioral health services to managed care is not assumed to have any net impact on expenditures. While carve-in
may result in some reductions in expenditures due to more effective care coordination, we expect that any such reductions are
likely to be offset by increased utilization resulting from improved access to needed care. We will continue to refine any

estimates of budgetary impacts as we work with stakeholders on the details and timing of the implementation of this proposal.

The transition of CCBHCs to 1115 authority will not have any net impact on program expenditures.
Changes to the Supports and Community Care Programs will not have any net impact on program expenditures.

Each month, an average of 2,000 children with autism spectrum disorders will utilize adjunct services, at an average monthly
cost of $150.

Annually, 2,000 incarcerated people will receive pre-release behavioral health services, at an average cost of $300 per
beneficiary.

Annually, there will be 200 Medicaid admissions to subacute psychiatric diversion beds, with an average cost of $16,000 per
admission.

Under the InCK program:
o Each year, approximately 137,000 beneficiaries will receive enhanced screening, at a cost of $29 / beneficiary.

o At any given time, approximately 11,000 beneficiaries will be receiving enhanced case management services, at a cost
of $76 per month.

Total expenditures on the Community Health Worker Pilot will be $5 million annually.
Total (not otherwise matchable) expenditures on the Regional Health Hub program will be $3 million annually.

Total Medicaid expenditures on the Promoting Interoperability Program for behavioral health providers will be $6 million,
spread over two years.
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e Providing 12 months of continuous eligibility for adult MAGI eligibility groups will reduce churn, but it will have a negligible
net impact on overall program enrollment and expenditures.

Renewal Period Budget Projections

Based on the assumptions listed above, the table below shows projected enrollment under New Jersey’s demonstration renewal
proposal.

NJ FamilyCare Projected Enrollment — Renewal Period SFY 2023 SFY 2024 SFY 2025 SFY 2026 SFY 2027
(Member Months) DY 11 DY 12 DY 13 DY 14 DY 15
Eligibility Group
Title XIX (Existing) 7,572,990 7,444,152 7,317,505 7,193,014 7,070,640
Postpartum Eligibility Group 82,796 81,388 80,003 78,642 77,304
Long Term Care (Institutional) 284,298 282,897 281,504 280,117 278,737
State Plan 283,798 282,397 281,004 279,617 278,237
OPG Pilot 500 500 500 500 500
MLTSS - Home and Community Based Services*® 389,301 387,380 385,468 383,566 381,673
State Plan Members 194,909 193,947 192,990 192,038 191,090
217-Like 194,392 193,433 192,478 191,528 190,583

38 Note that projected enrollment in these categories is based on blended historical growth rates across Institutional, HCBS, and ABD membership. While (as
described above in the Assumptions section) DMAHS believes that this is the most reliable way of projecting overall future enrollment and expenditures, we
acknowledge that growth of subgroups may vary substantially, and that in recent years HCBS enrollment has grown rapidly, even while overall enrollment of
aged, blind, and disabled members has modestly declined.
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NJ FamilyCare Projected Enrollment — Renewal Period SFY 2023 SFY 2024 SFY 2025 SFY 2026 SFY 2027
(Member Months) DY 11 DY 12 DY 13 DY 14 DY 15
Division of Developmental Disabilities (DDD) Programs 292,707 301,488 310,532 319,848 329,444
Supports Program 137,980 142,119 146,383 150,774 155,297
Community Care Program 154,727 159,369 164,150 169,074 174,146
Children's System of Care (CSOC) Programs 54,679 56,279 58,002 59,858 61,860
SED 217-Like 36,346 36,779 37,218 37,662 38,112
SED at Risk 1,626 1,626 1,626 1,626 1,626
1I/DD/MI 217-Like 11,668 12,834 14,118 15,530 17,082
1/DD 217-Like 5,040 5,040 5,040 5,040 5,040
Other Aged, Blind, Disabled Members 2,731,744 2,718,262 2,704,847 2,691,499 2,678,216
New Adult Group (ACA Expansion Population) 6,410,138 6,395,745 6,381,384 6,367,056 6,352,759

Similarly, based on the assumptions listed above, the table below shows projected expenditures during the renewal period on relevant

Medicaid eligibility groups, along with other demonstration expenditures, not tied to specific beneficiaries.

NJ FamilyCare — Projected Expenditures SFY 2023 SFY 2024 SFY 2025 SFY 2026 SFY 2027
(Millions of Dollars) DY 11 DY 12 DY 13 DY 14 DY 15
Eligibility Group

Title XIX $2,961 $3,001 $3,041 $3,082 $3,123
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NJ FamilyCare — Projected Expenditures SFY 2023 SFY 2024 SFY 2025 SFY 2026 SFY 2027
(Millions of Dollars) DY 11 DY 12 DY 13 DY 14 DY 15
Postpartum Eligibility Group* $35 $35 $36 $36 $37
Long-Term Care (Institutional) $1,357 $1,386 $1,415 $1,445 $1,476
State Plan 31,354 81,383 81,412 81,442 31,473
OPG Pilot” $2 $2 33 33 33
MLTSS - Home and Community Based Services $1,970 $2,012 $2,054 $2,098 $2,142
State Plan Members 31,026 31,047 31,069 31,092 31,115
217-Like* $944 $964 $985 $1,006 81,027
Division of Developmental Disabilities (DDD) Programs $2,258 $2,419 $2,591 $2,775 $2,973
Supports Program® $399 $427 8457 $490 $525
Community Care Program® 31,859 31,992 32,134 32,285 32,448
Children's System of Care (CSOC) Programs $121 $130 $140 $152 $164
SED 217-Like* 876 380 385 389 $94
SED at Risk™ 32 32 32 32 $3
I/DD/MI 217-Like* $34 $38 344 350 $58
/DD 217-Like* 39 $9 310 310 $10

3 Projected “hypothetical” eligibility group.
40 Projected “with waiver only” eligibility group.
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NJ FamilyCare — Projected Expenditures SFY 2023 SFY 2024 SFY 2025 SFY 2026 SFY 2027
(Millions of Dollars) DY 11 DY 12 DY 13 DY 14 DY 15
Other Aged, Blind, Disabled Members $3,268 $3,337 $3,408 $3,480 $3,554
New Adult Group (ACA Expansion Population)** $3,596 $3,697 $3,802 $3,909 $4,019
Other Expenditures $11 $11 $8 $8 $8
CHW Pilot $5 $5 $5 $5 $5
SUD EHR Expenditures $3 33 $0 $0 $0
RHH Expenditures $3 33 $3 $3 33

Projected Impact of Demonstration and Compliance with Budget Neutrality Requirements

As shown in the table below, and consistent with CMS policies*! on assessing budget neutrality, New Jersey expects to “roll over”
$4.2 billion in demonstration savings from the current demonstration into the upcoming renewal period.

During the five-year renewal period, we project that baseline (“without waiver”) expenditures would total $79.5 billion. We note that,
following CMS policy, we have calculated this estimate by trending forward actual expenditures from the current demonstration
period, which already incorporates significant demonstration savings. As such, we believe the true level of expenditures, if the
demonstration was terminated, would be far higher.

Under our renewal proposal, we project that demonstration expenditures during the five-year renewal period would total $82.6
billion.*? This represents an on-paper net expenditure increase of $3.1 billion during the renewal period, relative to the baseline
projection. We note that this difference is not primarily the result of policy changes included in this renewal application, but rather
reflects the ongoing costs associated with “with waiver only” eligibility groups (i.e. expenditures on groups who are only eligible for

4! This analysis in this section is based on CMS budget neutrality policies, as defined in State Medicaid Director Letter #18-009, available at
https://www.medicaid.gov/federal-policy-guidance/downloads/smd18009.pdf.

42 Note that neither this total (nor the comparable “without waiver” figure) encompasses all Medicaid expenditures. (For example, administrative costs are not
included.) Rather, this estimate includes expenditures that are currently or would likely be considered under a demonstration budget neutrality assessment.
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services due to the demonstration, and therefore are not included at all in the baseline). “With waiver only” groups include individuals
enrolled through the OPG Pilot, SED at-risk (1915-like) youth under the Children’s System Of Care, and enrollees in the Supports
program administered by the Division of Developmental Disabilities. The Supports program alone is projected to account for $2.3
billion in expenditures during the renewal period, representing the lion’s share of the projected higher expenditures during the renewal
period.

Because the projected net expenditure increase during the renewal period ($3.1 billion) is less than the projected “roll over” savings
from the current period ($4.2 billion), we believe our proposal is compliant with CMS policies around budget neutrality. We look
forward to working collaboratively with CMS to refine this analysis and to define detailed budget neutrality tests that are appropriate
for this proposal. In particular, we look forward to collaborating with CMS to design an updated budget neutrality test that takes into
account the impact of COVID-19, as well as accompanying federal policy changes when assessing expenditures under New Jersey’s
demonstration.

Budget Neutrality Analysis
(Millions of Dollars)
Rolled Over Savings from Renewal Period 1 $4,176

DY 11 DY 12 DY 13 DY 14 DY 15 Total
Projected Expenditures - Baseline $15,021 $15,444 $15,884 $16,342 $16,820 $79,512
Projected Expenditures - Demonstration $15,576 $16,027 $16,495 $16,985 $17,496 $82,578
Net Impact of Demonstration Relative to Baseline $554 $583 $611 $642 $676 $3,066
Total Projected Savings - Renewal Period 2 $1.109
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VIl. Evaluation and Monitoring

Interim Evaluation Report — Current Demonstration Period

DMAHS contracts with an independent evaluator, the Rutgers Center for State Health Policy
(CSHP) to holistically assess the impact of the demonstration. An interim evaluation of the
impacts of the demonstration during the current (2017 — 2022) demonstration period is attached
to this submission as Attachment 2; an interim evaluation of the substance use disorder elements
of the demonstration is attached as Attachment 3. Key preliminary findings are summarized
below.

e Evidence to date generally supports that New Jersey’s managed care delivery system has
reduced program expenditures, while improving access to and quality of care.

e Evidence to date generally supports that implementation of MLTSS has improved access,
reduced costs, and facilitated beneficiaries remaining in the community. The evidence on
impacts of quality of care are mixed; here, limitations in data and measures make direct
conclusions challenging.

e Evidence to date suggests that provision of HCBS to children with serious emotional
disturbances through the Children’s System of Care has improved some outcomes, and
provision of HCBS to children with intellectual/developmental disabilities has reduced
utilization of emergency department and preventable inpatient services.

e For children with serious emotional disturbances who would not otherwise be eligible for
Medicaid, provision of HCBS through the Children’s System of Care appears to have
resulted in small increases in some categories of avoidable care utilization, but also in
significant decreases in placements in residential treatment centers.

e Evidence to date suggests that otherwise Medicaid eligible beneficiaries in the Supports
Program have seen reduced preventable hospitalizations. To date, no impact has been
observed on rates of preventive or follow-up care.

e For adults who would not otherwise be eligible for Medicaid, who receive services
through the Supports Program, no impact was observed on most quality measures,
although rates of HbA Ic¢ testing for diabetics did improve.

e Medicaid’s average cost savings from premium support program family enrollment was
60% when compared to ordinary coverage provided under NJ FamilyCare.

e The use of Qualified Income Trusts has allowed more individuals receiving long-term
care in the community to qualify for Medicaid.

e Use of self-attestation to verify transfer of assets has functioned as intended and has not
led to any apparent program integrity problems.
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e The implementation of SUD demonstration elements is associated with increases in
utilization of Medication Assisted Treatment and improved follow-up rates after ED
visits for alcohol or other drug treatment.

e Other hypothesized benefits of the SUD demonstration have not yet been observed,
although for some measures, this may primarily reflect a lack of sufficient data.

Evaluation Strategy — Renewal Period

The following describes in general terms how DMAHS will evaluate both existing and new
demonstration elements during the forthcoming renewal period (and build upon the current
period findings summarized above). Following approval of the demonstration renewal, DMAHS
intends to work with its independent evaluator (CSHP) to develop a more detailed evaluation
protocol, which will operate within the general principles described below.

In constructing our evaluation strategy for the renewal period, New Jersey recognizes that
inequity has impacted a broad set of historically marginalized communities. To the extent
possible, using quantitative and qualitative measures, evaluation will consider the impact of the
demonstration on improving access and outcomes based on race/ethnicity, immigration status,
disability, LGBTQ identity, geographic location, socioeconomic status, and additional
intersecting factors known to impact a person’s experience with the healthcare system.

Existing Demonstration Elements

During the forthcoming demonstration renewal period, DMAHS will continue to contract with
an independent evaluator to rigorously evaluate existing demonstration elements. In general, the
evaluation of these elements will mirror and extend the research questions, hypotheses, and
methodologies required during the current demonstration period.** Major areas of focus for the
evaluation include assessing the costs, health outcomes, and beneficiary impacts of the MLTSS
program, Children’s Support Services Program, Supports Program, Community Care Programs,
Premium Support Program, and the Substance Use Disorder initiative. The existing evaluation of
these components utilizes both quantitative and qualitative methods to examine policy effects. It
incorporates statistical analysis of Medicaid claims and encounter data, review of State-reported
quality monitoring data, and key informant interviews of stakeholders. When appropriate
comparison groups can be identified, the evaluation employs a difference-in-difference strategy
to isolate effects attributable to waiver policies. Alternative statistical approaches, such as
regression discontinuity and segmented regression analyses, have also been used when
appropriate. These same strategies will be used to continue evaluating those policies which are
extended into the next demonstration period.

In addition, DMAHS will work with our independent evaluator to specifically evaluate the
impact on key demonstration goals of major modifications to existing demonstration elements.

43 For more details on existing evaluation strategy, please see Attachment M of approved Special Terms and
Conditions, available at

https://www.state.nj.us/humanservices/dmahs/home/1115_Demonstration_Special Terms_Conditions_Attachment
M_Evaluation_Design.pdf
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For instance, the evaluation of the forthcoming renewal period would specifically assess the
impact of carve-in of additional behavioral services to managed care. Similarly, the evaluation
would attempt to specifically assess the impact of the proposed funding for the SUD-PIP
initiative on the broader goals of the SUD elements of the demonstration.

New Demonstration Elements

For each of the major, new elements of the demonstration, DMAHS will identify research
questions and hypotheses; it will also identify specific research strategies and data sources to
support meaningful evaluation. The table below outlines potential evaluation strategies for each
major new demonstration element. DMAHS will work with its independent evaluator,
stakeholders, and CMS to refine and finalize an evaluation strategy over the course of the next

year.

New
Initiative

Hypotheses

Evaluation / Data Strategy

Extension of
Postpartum
Coverage

Extension of coverage may:

Increase proportion of Medicaid-
enrolled women with 365 days of
continuous coverage after
delivery

Reduce ED visits 61-365 days
postpartum (for mother, possibly
the newborn) and associated
spending (mothers and possibly
the newborn if linkable)

Reduce ED visits for postpartum-
related causes 61-365 days
postpartum and associated
spending (mothers, newborns)
Reduce ambulatory care sensitive
admissions 61-365 days
postpartum (mothers)

Reduce inpatient stays for
postpartum-related causes 61-365
days postpartum and associated
spending

Reduce racial and ethnic
disparities in postpartum
coverage, ED visits, ambulatory
sensitive hospitalizations, and

Evaluation would be primarily
based on a comparison of relevant
outcomes between cohorts of
mothers (and newborns) before
and after the policy change. This
comparison will use either a
difference-in-difference or
regression discontinuity design.
To the extent feasible, it will also
include subgroup analysis by
race, ethnicity, and other
subgroups of interest.

Evaluation would use claims and
encounter data.
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Reduce delivery complications;
reduce newborn diabetes-related
complications at birth

Reduce NICU admissions and
days

Reduce maternal and neonatal
expenditures

New Hypotheses Evaluation / Data Strategy
Initiative
inpatient stays for postpartum-
related causes
Continuous Extension of coverage may: Evaluation would be based upon
Eligibility for analysis of a cohort of non-
MAGI Adults e Increase number of Medicaid- elderly expansion adults who
eligible MAGI adults with 365 would be assessed for potential
days of continuous coverage; changes in churn, continuity of
reduce churn among adults aged coverage and administrative
18 - 65 expenses before and after the
e Reduce ED visits and associated policy.
spending during 365 day For certain outcomes (e.g. ED
coverage period visits and disparities), the
) ) evaluation would also examine
* deucg .rac.1a1 and ghmc similar groups of individuals (by
disp grlt%es in ED YISItS’ and matching on health and utilization
continuity of services data) before and after the policy
e Reduce administrative costs of 'change and sce whether'

. oo 1 improvement occurred in
processing terminations, mailing )
disenrollment notices, and outcomg S Where?yer poss1ble. the

. o evaluation will utilize comparison
reenrolling beneficiaries

groups.
Evaluation would utilize
enrollment and utilization
information from claims and
encounter data before and after
the policy change as well as
administrative data on expenses.
Medically Receipt of medically indicated meals Mothers may either be
Indicated may: randomized into an intervention
Meals Pilot and control groups, or else

matched to a comparison group
using propensity scores. To the
extent feasible, the evaluation
will also include subgroup
analysis by race, ethnicity, and
other subgroups of interest.
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Improve housing stability/tenure
Decrease long-term care
placements in nursing facilities
and other institutions

New Hypotheses Evaluation / Data Strategy
Initiative
e Improve maternal self-report of Evaluation would use claims and
nutritional adequacy, anxiety, encounter data, and could also
depression use surveys with participating and
e Reduce racial/ethnic disparities in | control beneficiaries.
complications, admissions and
neonatal expenditure
Supportive Provision of Supportive Visitation Children receiving the
Visitation Services may: intervention may be matched to a
Services comparison group using
e Increase utilization and continuity propensity scores. Alternatively,
of community BH services the impact of the intervention
e Reduce duration of out-of-home may be assessed based on a
placement geographically phased rollout. To
e Reduce reports of repeat child the extent feasible, the evaluation
maltreatment will also include subgroup
e Reduce overall Medicaid analysis by race, ethnicity, and
spending other subgroups of interest.
e Improve frequency of desired )
child welfare outcomes, including | EValuation would rely on
family unification Medlca1.d claims and encounter
e Reduce racial/ethnic disparities in data, Chﬂd, WelfarF: ,data,’ and/or
utilization/continuity of services, surveys.w1th p ar“ClPa'fmg and
duration of out-of-home comparison beneficiaries.
placement, and overall spending
Integrated - New Jersey intends to support the
Care for Kids independent evaluation to be
(InCK) conducted by the Center for
Medicare and Medicaid
Innovation, and it does not intend
to conduct an independent
evaluation of this demonstration
element.
Housing- Access to new housing-related benefits Evaluation may be conducted
Related may: based on a combination of
Supports descriptive analytics (that capture

relevant trends across all

Medicaid beneficiaries as well as
targeted subgroups), as well as a
difference-in-difference analysis
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New Hypotheses Evaluation / Data Strategy
Initiative

e Improve continuity and duration | comparing beneficiaries who do
of Medicaid coverage and do not receive housing-

e Reduce total and behavioral related services under the
health-related ED visits, inpatient | demonstration. Qualitative
admissions/days, and assessments are also likely to be
readmissions important in evaluating this

e Reduce avoidable inpatient stays | demonstration element. To the
(as defined by AHRQ Prevention | extent feasible, the evaluation
Quality Indicators) will also include subgroup

e Improve timely follow-up after analysis by race, ethnicity, and
ED visit or inpatient admission other subgroups of interest.

e Increase utilization Qf . Evaluation would rely on
recommended chronic disease | proicaid eligibility, claims, and
management services (e.g., timely encounter data: data from the
A.lc measurement among New Jersey Statewide Homeless
diabetics) . Lo Management Information

e Improve primary <.:are contlpulty System; individual housing

e Improve community behavioral | 55sessment and plan data (from
health continuity among MCOs); Medicare data (to the
1qd1V1duals with behavioral health | oy tent available); and interviews
diagnoses with stakeholders.

e Improve prescription drug
adherence

e Reduce or maintain total
Medicaid expenditures

e Reduce Medicare expenditures
(dual eligibles)

e Result in more effective
coordination between Medicaid,
its MCOs, and organizations that
serve the housing insecure

e Reduce racial and ethnic
disparities in relevant outcomes
described above including
hospitalizations, ED visits,
nursing home placements, and
preventive care services

Enhanced Access to new services Nursing Home Evaluation may be conducted

Nursing Diversion services (enhanced caregiver based on a combination of

Home respite and counseling, one-time pantry descriptive analytics of MLTSS
members, as well as a difference-
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Reduced total and BH-related
inpatient stays

Increased utilization and
continuity of community
behavioral health services
Increased initiation and
engagement in alcohol and other
drug (AOD) dependence
treatment

Increased use of medication-
assisted treatment (MAT) for
treatment of OUD

Improved psychiatric medication
prescribing, as indicated
Reduced total Medicaid
expenditures

Reduced racial and ethnic
disparities in ED visits, inpatient
stays, community behavioral
services, initiation engagement in

New Hypotheses Evaluation / Data Strategy
Initiative
Diversion stocking, short-term grocery provision) in-difference analysis comparing
Services may: beneficiaries who receive and do
not receive enhanced diversion
* Reduce placements in nursing services under the demonstration.
homes To the extent feasible, the
e Increase successful transitions evaluation will also include
from institutional to community- Subgroup analysis by race,
based settings ethnicity, and other subgroups of
e Reduce ED visits and interest.
hospitalizations
e Improve beneficiaries’ experience | Evaluation would rely on
of care Medicaid claims and encounter
e Reduce racial and ethnic data, as well as data from
disparities in nursing home f:ompleted needs assessments
placements, ED visits, and instruments used by MCOs.
hospitalizations
Certified Beneficiaries treated at CCBHCs may Evaluation may be conducted
Community see: based on a difference-in-
Behavioral difference analysis comparing
Health Clinics * Reduced total and behavioral beneficiaries receiving CCBHC
(CCBHO) health (BH)-related ED visits services with propensity-matched

comparison beneficiaries outside
CCBHC:s catchment areas.
Qualitative assessments are also
likely to be important in
evaluating this demonstration
element. To the extent feasible,
the evaluation will also include
subgroup analysis by race,
ethnicity, and other subgroups of
interest.

Evaluation would rely on
Medicaid claims and encounter
data, as well as key stakeholder
interviews.
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New
Initiative

Hypotheses

Evaluation / Data Strategy

AOD treatment, MAT, and total
expenditures

Pre-release
services for

The introduction of this service may
result in:

Evaluation would be primarily
based on a cross-sectional

would generally focus on improved

incarcerated comparison of relevant outcomes
individuals * A lower percentage of formerly between cohorts of incarcerated
incarcerated individuals having individuals before and after
an ED visit for mental illness or policy change. To the extent
alcohol or other drug treatment feasible, the evaluation will also
e A high percentage of individuals | include subgroup analysis by
receiving behavioral health race, ethnicity, and other
services within 30 days of release | subgroups of interest.
e A lower rate of re-engagement in
the criminal justice system Evaluation will use claims and
following release encounter data, criminal justice
e Improved stakeholder-reported system data, and stakeholder
assessments of post-incarceration | INEIVIEWS.
transition to effective health
services
e Reduction in racial/ethnic
disparities in specific categories
of ED visits or access to
behavioral health services
Subacute Utilization of psychiatric rehabilitation The evaluation will use claims
Psychiatric may be associated with: and referral data to examine
Rehabilitation outcomes in individuals with
Beds * Reduced referrals for placements varying access to the subacute
in State psychiatric hospitals psychiatric rehabilitation beds
e Increased placement in clinically program. To the extent feasible,
appropriate community supports | the evaluation will also include
and housing opportunities subgroup analysis by race,
* Reduction in racial/ethnic ethnicity, and other subgroups of
disparities in referrals and interest.
placements
Community Specific hypotheses would depend on Preference would be for
Health specific pilot proposals by MCOs, but evaluations to be conducted using

randomized controlled trial
design; other approaches would
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New Hypotheses Evaluation / Data Strategy
Initiative

Worker Pilot | health care outcomes, reduced disparities, | also be considered. To the extent
Program and/or reductions in the cost of care. feasible, the evaluation will also
include subgroup analysis by
race, ethnicity, and other
subgroups of interest.

Evaluation would rely on a
combination of Medicaid claims
and encounter data and
supplementary data submitted by

MCOs and their partners.
Regional Additional flexibility for Regional Health | Evaluation would be a
Health Hub Hub investments may result in: combination of qualitative
Initiatives ' stakeholder-driven assessments
 Stakeholders reporting more and targeted data analyses

positive impact of the health hub | focusing on specific Regional
investments and improvements in | Health Hub initiatives. To the
care for Medicaid recipients in extent feasible, the evaluation
the regions covered by the health | i1l also include subgroup
hubs . . analysis by race, ethnicity, and
e Measurable improvements in other subgroups of interest.
claims-based or other measures of
quality and access, tied to specific | Evaluation will use stakeholder
Regional Health Hub initiatives interviews, along with claims,
e Decrease in racial and ethnic encounter, and other relevant
disparities in outcomes measured | data.
in claims data

Summary of Monitoring Activities

In compliance with demonstration terms and conditions and federal regulations, an overview of
the quality monitoring activities performed during the demonstration to date is attached as
Attachment 1. The programs under the demonstration are administered by various State
agencies; however, DMAHS coordinates monitoring and oversight of the programs across
various State departments and divisions.

Attachment 1 details the quality activities performed by DMAHS and its External Quality
Review Organization (EQRO), the Division of Developmental Disabilities (DDD), and the
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Department of Children and Families, Division of Children’s System of Care (CSOC). These
activities monitor the quality and performance of the Medicaid Managed Care Organizations
(MCOs), including FIDE SNPs, Managed Long Term Services and Supports (MLTSS) program,
and targeted home and community-based services programs.

Attachment 1 provides summaries of the required EQRO, managed care quality reports, and the
CMS 416 EPSDT report as required by CMS regulations at 42 CFR 431.412(¢)(2)(iv).

VIIl. Public Comments

Public Notice Process

Prior to submitting the renewal demonstration application, the New Jersey Department of Human
Services, Division of Medical Assistance and Health Services (DMAHS) had an extensive public
comment process. A dedicated Medicaid Comprehensive Demonstration renewal webpage** was
developed and promoted on the DMAHS homepage* under “Hot Topics.”

As required as part of the demonstration extension proposal, the State has complied with the
transparency requirements as specified in 42 CFR Section 431.412, STC 15, and the public
notice requirement 42 CFR section 431.408. The State conducted a 30-day public notice and
comment process from September 10, 2021 to October 11, 2021 to enable the public to review
and provide input on a draft version of this demonstration request. During this time, the State
held two public hearings to solicit feedback and stakeholder comments: a special Medical
Assistance Advisory Council Meeting (MAAC) on September 13, 2021 and a second hearing on
September 27, 2021. The public hearings were held virtually due to the COVID-19 emergency.
The hearings had an interpreter, telephonic, and web conference capabilities to ensure statewide
accessibility. A copy of the draft 1115 Comprehensive Demonstration Renewal Application, a
copy of the full and abbreviated public notice, including the postal address for individuals
choosing to send comments via the United States Postal Service (USPS), and the slide
presentation from the public hearings were all made available on the DMAHS website. The slide
presentation, the Medicaid Comprehensive Demonstration webpage and all public notices
included information on sending comments to DMAHS which could be submitted via e-mail,
fax, and mail.

A public notice was published in newspapers statewide on September 10, 2021 allowing for a
thirty (30) day public comment period. Additionally, notice of public comment period was sent
via the Department of Human Services electronic mailing list to all interested stakeholders,
including interested public entities. The State received over 120 written comments from
stakeholders. The public comments have been summarized and responded to below.

4 https://www.state.nj.us/humanservices/dmahs/home/1115_demo.html
45 https://www.state.nj.us/humanservices/dmahs/home/
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This final demonstration proposal as submitted to CMS will be posted on the renewal website
and available to the public. New Jersey has been committed to stakeholder input and

transparency throughout the

renewal process and will remain so following submission to CMS

and throughout development and implementation of the enclosed proposed key initiatives.

Summary of Comm

ents/Responses

Comment

Response

Maternal and Child Health

Many commenters
expressed support for
the extension of
postpartum coverage
from 60 to 365 days.

We thank commenters for their support. New Jersey’s
demonstration amendment to allow for 12 months of
continuous postpartum coverage was approved by the
Centers for Medicare and Medicaid Services (CMS) in
October 2021. The proposal has been amended to reflect this
approval.

Several commenters
suggested the State
utilize a State Plan
Amendment rather
than the 1115
demonstration to
implement this
policy.

We thank the commenters for this suggestion. As this
demonstration amendment was approved in October 2021, it can be
implemented sooner through demonstration authority; the SPA
option is not available until April 2022 and is time limited for 5
years. We will continue to review whether 1115 remains the most
appropriate vehicle for this policy in future.

One commenter
suggested we clarify
the draft proposal to
indicate that “legally
residing” pregnant
women are included
in the postpartum

We thank the commenter for this suggestion. We note that under out
approved amendment, extended coverage for “lawfully residing”
pregnant women will begin on April 1, 2022. We have updated our
proposal to reflect this.

coverage extension.

Medically Indicated M

eals

One commenter
suggested we expand
this proposal to
support members
with chronic
conditions and those

We thank the commenter for this suggestion. If this program is
approved and proves to be a successful, we would consider whether
there may be opportunities to expand to additional populations.

identified as food
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insecure through
systemic screening if
pilot is successful.

Supportive Visitation Services

One commenter
suggested we extend
Supportive Visitation
Services after-care
from 6 months to 12
— 18 months post
reunification.

We appreciate this feedback from the commenter. We feel the
proposed six-month time frame for these services is appropriate and
effective to promote a successful transition for the child back to
their family.

One commenter
supports the
inclusion of art
therapy as an
intervention for
Supportive Visitation
Services, but would
like stronger
requirements for art
therapists stated in
the demonstration to
clarify these services
be provided by a
licensed art therapist
as either a Licensed
Professional Art
Therapist (LPAT) or
a Licensed Associate
Art Therapist
(LAAT).

We thank the commenter for this suggestion. The State supports the
potential use of licensed art therapists for the provision of these
services. DMAHS intends to provide these services in concurrence
with all current laws and regulations.

One commenter
expressed concerns
that Medicaid
funding for SVS not
undermine the
fundamental goal of
frequent and
unsupervised visits
with parents and that
this funding should
be used to
supplement, not

Supportive visitation services are just one type of parent-child
visitation support available to child welfare involved families in
New Jersey, and are intended for specific family circumstances that
warrant this level of service. The availability of this service within
New Jersey is not intended to disrupt unsupervised visits for
families who do not require this level of intensity of service.
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supplant, other child-
parent visitation.

Community Health Worker Pilot Program

Several commenters
expressed support for
the CHW Pilot
Program.

We thank commenters for their support.

Several commenters
requested that MCOs
be required to
participate in the
pilot and for there to
be more specific
requirements around
their programs.

We thank commenters for their suggestions. DMAHS intends to
strongly encourage MCOs to participate in and develop CHW pilot
programs. We plan to carefully review all proposals submitted by
MCOs, and we will work with MCOs during the review process to
ensure the proposed pilots are rigorously designed and
transparently operated.

Several commenters
suggested we expand
the contexts in which
CHWs may be
utilized.

We thank commenters for their input. We note that this proposed
pilot is not necessarily the only context in which CHWs may be
utilized to deliver Medicaid services. The Pilot Program also does
not prevent MCOs from utilizing CHWs to provide services in
other contexts, so long as they are consistent with relevant
Medicaid policies. DMAHS will continue to identify and, where
appropriate, pursue additional opportunities to embed CHWs in our
programs, including seeking any additional federal authorities if
needed.

One commenter
suggested the State
include
undocumented
immigrants in the
Community Health
Worker Pilot
Program.

We thank the commenter for their suggestion. We agree that the
goal of the Pilot Program is to expand the types of services and the
populations served by Community Health Workers in the Medicaid
program. However, we are bound by existing State and federal
requirements related to eligibility in the Medicaid program for
undocumented immigrants. We will continue to seek additional
opportunities to serve all communities as broadly as possible.

Home Visiting Pilot

One commenter
expressed support for
the expansion of the
Home Visiting Pilot
program to all 21
New Jersey

Counties. However,
the commenter notes

We thank the commenter for their support of this program. We note
that as currently proposed, our proposal would increase the number
of families served. Under the current demonstration, 500 families
total would receive Home Visiting services total across the current
demonstration period. As proposed, this number would increase up
to 500 families each year the pilot is in effect. The State intends to
continue to monitor the success of this program, and will consider
whether additional expansions are appropriate in the future.
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that the same number
of families will be
served during this
expansion and
suggests that there be
a needs assessment
to adjust the number
of families served.

Housing Supports

Multiple commenters
suggested that community-
based organizations
(CBOs), rather than
managed care organizations
(MCOs), are better
equipped to deliver
housing-related services.
Commenters suggested that
we more explicitly define
the role of CBOs in this
initiative and/or encourage
or require MCOs to
contract directly with
CBOs.

We thank commenters for their input and agree that community-
based organizations have a vital role to play in this proposed
program. Our goal is to use our managed care organizations to
better align and connect with existing housing infrastructure, rather
than replace or duplicate existing resources or services. We have
clarified the language in our proposal to reflect this intention and to
underscore that the newly created State Medicaid Housing Unit will
work to facilitate strong connections between the MCOs and CBOs
that are already doing this work. The State also plans to continue
discussions with various stakeholders on this proposal and will
work to ensure housing supports are robust and impactful for
eligible Medicaid members.

Several commenters
expressed concern
regarding not utilizing
existing Continuums of
Care (COCs) and
Coordinated Entry
Programs, which consist of
local governments as well
as community providers
who work with homeless
populations in their
communities with the goal
of ending homelessness and
rehousing individuals and
families.

We thank the commenters for their input. If approved, the proposed
new Medicaid Housing Unit would be charged with providing a
platform for functional collaboration across state and local
government. As part of those efforts, DMAHS would collaborate
with COCs and other government agencies and programs. If
approved, the State intends to continue discussions with various
stakeholders as this program is implemented to ensure coordination
between existing programs and to develop a strong housing
supports system.

One commenter suggested
that the housing proposal is
redundant and unnecessary
due to existing State and
local resources for housing-
related issues.

We thank the commenter for their input. The goal of this policy is
to improve and increase access to such services, not to supplant or
duplicate existing services where they are already being provided.
We intend to meet beneficiaries where they are. The services the
commenter mentions, such as 211, are useful tools, which we
intend to incorporate into benefit design, rather than duplicate.
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One commenter suggested
that there is an underlying
issue related to a lack of
affordable housing and
housing subsidies.

We thank this commenter for their input and agree that a lack of
affordable housing is a health barrier to many Medicaid
beneficiaries. While fully solving this problem is beyond
Medicaid’s capacity, we are continually reviewing opportunities to
mitigate these underlying challenges. In particular, New Jersey has
proposed funding for the development of deed-restricted,
subsidized, and accessible rental units for Medicaid beneficiaries
across the state as part of our HCBS Spending Plan submitted to
the Centers for Medicare and Medicaid Services (CMS) under the
American Rescue Plan. These “Healthy Homes” will support better
health outcomes for individuals at risk of homelessness or
institutionalization. DMAHS will work with community
stakeholders to maximize the impact of this initiative.

Several commenters
suggested that housing-
related legal services be
available to Medicaid
members to address issues
that require legal
assistance, such as possible
eviction and other housing
disputes arise.

We thank commenters for this suggestion and agree. We have
added language to our proposal to incorporate assistance in
obtaining free legal services for beneficiaries as a benefit within the
Housing Supports initiative. These services would assist Medicaid
beneficiaries in instances where legal supports are needed to
address housing-related needs.

One commenter expressed
concern about the
duplication of services
currently provided by
community-based programs
and would like for the
demonstration to address
how duplication would be
avoided.

We thank the commenter for their input. We understand this
concern and plan to provide additional guidance and information on
how MCOs and community providers can work together to provide
comprehensive housing supports to Medicaid populations. The goal
of this policy is to improve and increase access to such services, not
to supplant or duplicate existing services where they are already
being provided. If approved, DMAHS will work with all
stakeholders and MCOs to ensure that they work together as we
implement this program.

One commenter suggested
that in addition to the
process for determining
eligibility for housing-
related services specified in
the demonstration proposal,
assessments also be
required to be initiated by
the MCOs at the time of
transitions, such as after
incarceration or moving out
of an institutional setting.

We thank the commenter for this suggestion, and we agree that
assessments at the time of these types of transitions would be
beneficial. We would expect MCOs to do assessments at this time.
We have added this clarification to the proposal language.

Several commenters
requested that housing

We thank the commenters for this suggestion. As currently
proposed, eligibility for housing-related services is to be
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supports be made for
additional populations, such
as those with HIV and
pregnant/ postpartum
people.

determined by an initial screen for all new MCO beneficiaries. If
the initial screen indicates a possible need for housing-related
services, a second, more comprehensive assessment would be
completed. We believe that this process will capture eligible
individuals in various high-risk populations, including those named
by commenters.

One commenter noted the
important role stable
employment plays in
creating the financial
stability needed to meet the
financial eligibility
requirements of most
housing authorities. They
further stated that there is a
need for a comprehensive
approach to advance
employment and career
growth of Medicaid
beneficiaries with
disabilities.

We thank the commenter for their input. We agree that financial
stability and employment play important roles in the ability of
those with disabilities to obtain housing. Certain services may
already address these needs under existing demonstration authority.
For example, the Community Care Program under DDD offers
adults supportive employment services intended to assist
beneficiaries to become employed, keep their jobs, and build
careers. We continue to review service packages within each
demonstration program and are open to specific suggestions for
additional services.

One commenter expressed
concern that many of the
services in the proposed
demonstration are pre-
tenancy and that if so,
DMAHS should make that
clear in the demonstration
so that beneficiaries know
they can access these
services prior to attempting
to find housing.

We thank the commenter for their input. Under our proposal,
housing-related services would encompass both pre-tenancy
(housing transition) services and services for those already in
housing (tenancy sustaining services). If approved, we will
undertake an effort to educate members on the full range of
services available.

One commenter suggested
the proposal more explicitly
define the role of family
caregivers when
determining a beneficiary’s
need for housing-related
services.

We thank the commenter for this recommendation. We agree that
family and caregiver involvement in housing support screening can
be an important part of evaluating the housing needs of the
beneficiary. We have added language in the proposal stating that
family or caregiver support and input may be included in the initial
assessment for housing services.

One commenter requested
that we include assistance
with home modifications
and repairs as needed for
safety and accessibility in
the list of transition
supports. They further

We thank the commenter for this suggestion. The proposal does
currently include assistance with residential modifications as
needed to allow the beneficiary to move in. At this time, we will
not be adding home modifications for caregiver homes as an
additional housing support under this program. If approved, the
State will continue to assess the program as it is implemented and
will take this suggestion under consideration.
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suggested that family
caregivers’ homes be
eligible for such a home
modification program.

Several commenters, while
supportive of the Housing
Supports proposal, were
concerned that
homelessness is not listed
as a priority in the concept

paper.

We thank the commenters, and we agree that preventing
homelessness is a priority. In the proposed demonstration, we
include those who have experienced or are at risk for homelessness
as one of the high-risk populations that would benefit from this
proposal and one we would target for these additional benefits. We
have also added Continuums of Care, which currently work with
the homeless populations, to the list of current housing actors that
the Medicaid Housing Unit would work with and connect with
MCOs.

One commenter suggested
specific provisions to be
included into the program
such as: a set number of
Housing Specialists based
on the number of
beneficiaries served under
the program; standards for
timely assessments; and the
use of specific technology
platforms.

We thank the commenter for these suggestions. If this proposal is
approved, DMAHS will work with stakeholders on the specifics
around operationalizing the program, and we will take these
suggestions into consideration.

Behavioral Health Car

ve-In

Multiple commenters
expressed concern about
the behavioral health carve-
in and the increased role
managed care organizations
(MCOs) would have in the
provision and
administration of these
services. Specifically,
commenters expressed
concerns about whether
reimbursement rates for
behavioral health services
would be sufficient to cover
the complex medical and
mental health needs of
clients being served. Many
commenters expressed
concerns regarding lengthy
processes for
reimbursement and

We appreciate the commenters’ input. We reiterate that while our
renewal proposal would give the state the authority to integrate
behavioral health as managed care covered services,
implementation would be gradual and heavily informed by
stakeholder input. In particular, the State will work with MCOs and
other stakeholders to address the commenters’ concerns as related
to payment rates for behavioral health services with the goal of
ensuring continuity and access to equitable services for all
Medicaid members. We intend to work with stakeholders to
develop appropriate standards for prompt payment of claims related
to newly carved-in behavioral health services and appropriate
enforcement mechanisms if MCOs fail to meet those standards. As
was noted in our draft proposal, the State has multiple potential
levers that we will consider deploying to ensure adequate rates and
access to care within the context of a managed care delivery
system. We also plan to offer comprehensive provider education
and technical assistance, in order to assist with contracting,
authorizations, and billing.
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payment delays from
managed care
organizations. One
commenter recommended
that peers and family
members be included in the
process for quality
oversight at both the MCO
and statewide level during
the shift of behavioral
health services to managed
care. Commenters also
expressed concerns that the
current fee-for-service rates
are generally inadequate,
and they requested a rate
study be conducted prior to
MCO contracting.

Multiple commenters
conveyed concerns
regarding increased
administrative burdens for
providers associated with
the negotiation and
credentialing processes
with MCOs. Commenters
stated that providers have
previously experienced
challenges determining
appropriate contacts and
non-responsiveness from
the MCOs that significantly
slowed the contracting
process down. Commenters
suggested establishing a
universal application and
credentialing processes.
Commenters also suggested
the State consider a limited
“auto enrollment” window
for providers with the
MCOs. They believe the
combination of auto
enrollment and six month
window to negotiate a full
contract would support the

We thank the commenters for these suggestions and we will take
them under consideration during implementation of the carve-in.
The State intends to work with the MCOs and other stakeholders to
address concerns and recommendations regarding credentialing and
related processes. We appreciate that the proposed carve-in would
be a significant change for providers, and our goal is to work with
all stakeholders as we move through implementation in order to
address all concerns. We look forward to working with
stakeholders to ensure appropriate protections are in place.
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solvency of provider
agencies.

Multiple commenters
expressed concerns
regarding the clinical staff
time required to obtain
authorizations from
managed care
organizations, and they
worried about the potential
for this process to delay or
prevent needed service
delivery.

We thank commenters for this suggestion. As we noted in our draft
proposal, we would consider restricting MCOs’ ability to use prior
authorization and other utilization management techniques for
carved-in behavioral health services. The decision to deploy this
kind of guardrail would be made on a service-by-service basis and
would reflect feedback received as part of a robust process for
soliciting stakeholder input.

One commenter sought
clarification on how to
interpret the statement that
“all or most” behavioral
health services will be
carved in for all members.

We thank the commenter for the question. DMAHS expects that all
or most of the services currently carved in for MLTSS, DDD, and
FIDE-SNP population eventually be carved in for all Medicaid
beneficiaries. In addition, certain other services that are currently
provided exclusively under fee-for-service may be carved in.
However, the timing and extent of carve-in of specific services will
be influenced by feedback from providers and other stakeholders.

One commenter expressed
concern regarding licensed
social worker (LSW)
provider eligibility and
credentialing and asked if
MCOs would be required to
credential this provider
type. The commenter noted
that currently, some MCO
sponsors only allow
licensed clinical social
workers (LCSWs) with
several years of experience
to be credentialed for their
private/commercial plans,
and they expressed
apprehension that MCOs
would apply these
requirements to Medicaid
networks as well.

We thank the commenter for sharing their concerns, and we
acknowledge that LSWs seeking to become LCSWs in NJ often
provide services for the Medicaid population. We remain
committed to robust provider networks and maintaining access to
behavioral health services. The State plans to review and discuss
the credentialing process and requirements for all behavioral health
providers. Currently, LSWs can provide services when under the
supervision of an LCSW or behavioral health clinic. We would
generally expect MCOs to utilize existing provider types, including
LSWs. We will also establish appropriate network adequacy
standards for MCOs.

Multiple commenters

We thank the commenters for these suggestions. We intend to work
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recommended that
DMAHS establish and
enforce volume
benchmarks with the
MCOs, ensure MCOs
accept all licensed
providers into their
networks, set payment rates
that are equal to the need,
and restrict the use of prior
authorization and
utilization management
practices.

with stakeholders to develop appropriate provider and member
protections as well as appropriate enforcement mechanisms.

One commenter suggested
that providers be included
in the client-centered
interdisciplinary teams to
be established by MCOs.

We thank the commenter for this suggestion and agree that
providers should be included in the proposed interdisciplinary
teams for members with complex needs who are transitioning
between levels of care. We have updated the proposal to explicitly
reflect this.

One commenter supported
both the carve-in and the
community driven
approach. They noted
several advantages of this
approach include greater
integration of care and
more meaningful
accountability for member
outcomes. Multiple
commenters also support
the strong engagement of
all stakeholders in this
process.

We thank the commenters for their support.

One commenter supported
the proposed carve-in of
behavioral health services
to facilitate integrated care
of physical and mental
health but expressed
concern about the
vulnerability of the
behavioral health network
of providers; they
encouraged the State to
provide a gradual transition
to full risk managed care.
Another commenter also

We thank the commenters for their support. This proposal includes
a phased-in approach. The State intends to work with the MCOs
and other stakeholders to address concerns and recommendations
regarding utilization management. The decision to deploy these
types of guardrails would be made on a service-by-service basis,
and feedback received as part of a robust process for soliciting
stakeholder input would help to inform these decisions.
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strongly supported the
carve-in of outpatient
mental health and substance
use disorder services, and
they suggested that
DMAHS require that
utilization management
techniques proposed be
based on evidence-based
criteria or guidelines.

One commenter
recommended removing
barriers to integrated
physical and behavioral
health care for community
providers of mental health
and substance use
treatment, such as allowing
for shared clinical space.

We thank the commenter for this suggestion. The Department of
Human Services and the Department of Health are working to
develop an integrated rule that support the provision of integrated
behavioral health and primary care.

Multiple commenters
suggested the State engage
in a thorough evaluation of
the current provision of
behavioral health services,
including evaluating the
effects of integrating
behavioral health care with
physical health care in the
previously carved-in
populations. The
commenters requested
DMAHS objectively
evaluate the effectiveness
of the current carve-in at
enhancing the quality of
care for behavioral health
services, as well as explore
alternatives to the MCO
model.

We thank the commenters for this suggestion. Data for the
behavioral health services already being carved-in for certain
populations is currently under review. We intend to share results
from these analyses with stakeholders as they are completed, in
order to support future policy planning.

Multiple commenters
expressed concerns
regarding MCO care
management (CM).
Commenters recommended
a team-based, person-

We appreciate the commenters’ suggested approaches to care
management and will consider how to integrate as we move
forward with implementation of the proposed carve-in.
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centered approach to CM to
manage members’ medical,
social, and behavioral
health needs while ensuring
that as a person’s needs
increase in complexity, the
capacity for organizing and
managing their care
increases too. Commenters
also recommended moving
care coordination/care
management to local
behavioral health and/or
I/DD organizations that
have a face-to-face
relationship with members
and have a more personal
understanding of them and
their communities. Lastly,
one commenter suggested
re-tooling the current
DMHAS contracts to
reorganize and consolidate
the various types of case
management/care
management.

Multiple commenters
recommended a
grandfathering process for
the certification of all
current peer providers so
they can continue to be
reimbursed by managed
care after the carve-in.
Another commenter
suggested implementing a
financially supported
initiative to have all peer
providers renew, obtain,
and maintain active
certifications.

We thank commenters for their input. The State agrees that peer
support specialists play a key role in the delivery of recovery
services for mental health and substance use disorders and will
consider implementing this or related approaches as we move
forward with implementation. We will work with stakeholders to
address these concerns and develop recommendations on how to
best support peer support specialists.

Multiple commenters raised
concerns about workforce
shortages and questioned
how the need for training
and appropriate

We thank commenters for their input. We recognize the existing
workforce issues as they relate to access to behavioral health, along
with other categories of care. One of the goals of the proposed
carve-in is to improve access to care; as we move forward with
implementation, we intend to engage stakeholders, including
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compensation would be
addressed in the carve-in
plan.

providers, on how best to accomplish these goals. We will also
continue to review opportunities to address workforce challenges
outside of the context of the demonstration.

One commenter
recommended that the
proposal add new
requirements for the MCOs
to provide coverage for
models of perinatal care
that integrate mental health
and substance use disorder
treatment.

We thank the commenter for this suggestion. We note that we
recently launched a three-year perinatal episode of care pilot
program to test a new payment model for prenatal, labor, and
postpartum services statewide. The pilot program includes an SUD
Participation Incentive, a quality metrics for prenatal depression
screening, and two reporting metrics for mental health treatment
and SUD treatment. The perinatal episode of care is part of a
broader suite of maternal health reforms under the auspices Nurture
NJ, a statewide campaign led by First Lady Murphy to make New
Jersey the safest and most equitable place in the nation to deliver
and raise a baby. We will continue to look for further opportunities
to enhance behavioral health care during the perinatal period.

One commenter made a
suggestion to remove long-
term residential treatment
as a proposed carved-in
service. They requested the
MCOs agree in advance to
certain current practices
being implemented by New
Jersey’s long-term
providers and the Interim
Managing Entity (IME).
They also requested the
MCOs be educated on the
philosophy and model of
long-term residential
treatment.

We thank the commenter for their input. We intend to work with
stakeholders and MCOs to develop appropriate provider and
member protections as well as appropriate enforcement
mechanisms. At this time, we have not made any final decisions
regarding which specific services will be included in the carve-in,
and we will be reviewing each in conjunction with stakeholders.

One commenter
recommended that
reimbursement be assured
for the mobile
crisis/implementation of
988 response, including
follow up and stabilization
visits with peer support
services. 988 is a universal
three digit phone number
for the National Suicide
Hotline that will help
individuals directly access
crisis intervention services.

We thank the commenter for their input. We agree that suicide
prevention and crisis intervention are vital tools in the provision of
behavioral health services. While we are not including funding in
the proposal at this time, as 988 is implemented, we will continue
to work with DMHAS to identify and review where there may be
opportunities to use Medicaid funding to support this initiative.

Behavioral Health — Administrative Services Organization/Behavioral Health
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Organization Authority

One commenter expressed
a concern that DMAHS is
prematurely limiting or
abandoning the
Administrative Services
Organization (ASO) and
Behavioral Health
Organization (BHO)
models as alternatives to
enhance the quality of BH
care.

We thank the commenter for their input. We note that this proposal
would not alter how care is being currently being delivered, but we
are updating the demonstration to accurately reflect the status quo.

Home and Community-Based Services - MLTSS

One commenter requested a
modification to proposal
language to indicate that
children under age 21 who
require private duty nursing
or other special care
nursing home level of care,
regardless of parent’s
income are eligible for
MLTSS.

We thank the commenter for the suggestion. The bulleted list on
page 12 is intended to summarize the broad categories of
individuals eligible for MLTSS. It is not intended to capture every
possible scenario of how those eligibility categories may be applied
in individual circumstances. There are multiple pathways through
which individuals (including children) may qualify for MLTSS. We
have added a footnote to clarify this point.

One commenter requested
that we expand services
provided through the
Supports Program for I/DD
populations to older adults
in MLTSS.

We thank the commenter for their suggestion. At this time, we are
not proposing any changes to the service package identified in our
draft proposal. However, we will continue to review service
packages within each demonstration program and are open to
specific suggestions for additional services.

Several commenters
mentioned that the 2020
Medicaid MLTSS Quality
Report indicated that only
30% of all MLTSS
members received the
required nursing hours
recommended in their plan
of care.

We thank commenters for this input and we acknowledge
workforce challenges across the healthcare sector. We would like
to provide additional context on how to interpret this data point.
The chart in question on the 2020 Medicaid MLTSS Quality Report
shows that for the small number of members surveyed, 30%
received services (as authorized on their plan of care) at or above
the 95% service delivery threshold. This data point, which
represents a subset of 10 individual members in a larger audit, does
not provide the reason or extent to which services were “no show,”
hours were declined by members, services were paused during an
inpatient stay, etc. Notably, the data point is contrasted by the 89%
of New Jersey MLTSS members who reported in the National Core
Indicators for Aging and Disabilities survey that their “paid staff
show up and leave when they are supposed to.” We appreciate the
partnership of providers and managed care organizations in
addressing the full and challenging picture of HCBS. Work is in
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progress with these key partners to establish context, troubleshoot
specific issues, and engage in collaborative solutions.

One commenter expressed
concerns regarding the
frequency and content of
interactions between
providers and MCO care
managers as well as
reporting of critical
incidents.

We thank the commenter for this input. Under the existing MCO
contract, care managers are required to coordinate with the primary
care physician to review the developed care plan and to confirm
that all service needs are met. The current MCO contract requires
MCO Care Managers to coordinate with the member's PCP in order
to meet the member's needs and obtain services. The State will
update this language to require documentation of coordination,
quarterly.

With respect to the reporting of critical incidents, providers are
required to report all critical incidents within 1 business day to the
MCO. MCOs are then required to report to the Division of Aging
Services within one business day. Additionally, all Medicaid
members and providers are required to be educated on the reporting
of critical incidents. Critical incident reporting is a quarterly and
annual performance measure for all MCOs.

One commenter suggested
the demonstration extend
authorization periods to 12
months for Personal Care
Assistance and Private
Duty Nursing for
beneficiaries who have
chronic and unchanging
needs that are not likely to
improve over time.

We thank the commenter for the suggestion. At this time, we feel
that the existing approval time frames for PCA and/or PDN
services strikes an appropriate balance to allow for continued
reassessments of medical necessity. DMAHS is continually
reviewing our contracts with the managed care organizations to
ensure that beneficiaries are receiving the services they require in a
timely manner and that the MCOs are held to appropriate standards
in the provision of those services.

One commenter expressed
concerns about the validity
of the PCA/PDN
assessment tools utilized by
MCOs to determine levels
of service.

We thank commenter for this input. The PCA assessment tool is a
State-mandated tool which was extensively tested during its
development and is compliant with the standards in current State
law. While the State does not mandate a specific PDN tool, we
closely monitor the tools MCOs use. All MCOs are using similar
algorithms to score PDN, and to date, DMAHS has not seen any
concerning trends which would warrant developing a standardized
assessment. We will continue to monitor these processes.

One commenter suggested
DMAHS continue
discussions with
stakeholders to identify a
more streamlined and
appropriate approach to
how MCOs and the State
collect cost share paid to
nursing facilities by

We thank the commenter for their input. While this issue is outside
the scope of the demonstration, we remain open to continuing
conversations with all stakeholders on potential operational
improvements.
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beneficiaries monthly.

One commenter expressed
concern that the services
for MLTSS are more
medicalized and fewer
services are available to
ensure older adults are
connected to their
communities. The
commenter suggested that
adjunct therapies proposed
for children with autism
spectrum disorder in this
demonstration also be made
available for older adults in
MLTSS. They further
suggested that services such
as community inclusion,
which is provided for the
I/DD population, also be
available under MLTSS.

We thank the commenter for their suggestions. While we are not
proposing to provide these adjunct services to additional
populations at this time, we continue to review our array of services
provided under the demonstration and are always seeking to
provide those that could prove to be beneficial to Medicaid
members.

Several commenters noted
the State’s progress in
rebalancing MLTSS
spending towards HCBS.
Commenters also suggested
additional steps that should
be considered in this
regard, including the
development of rebalancing
benchmarks.

We thank commenters for these suggestions. DMAHS continues to
consider ways to increase the share of MLTSS beneficiaries in the
community, including via increased supports incorporated in our
renewal proposal. In addition, through enhanced funding for HCBS
under the American Rescue Plan Act of 2021, we have proposed
new approaches to incentivize nursing facility transitions. DMAHS
will continue to assess existing performance measures for future
refinements to better monitor rebalancing, nursing facility
transitions, and nursing facility diversions.

One commenter
recommended there be a
pay-for-performance
demonstration program to
improve nursing facility
quality and safety.

We thank the commenter for this suggestion. We note that the
Nursing Facility Quality Incentive Payment Program (NF QIPP) is
an existing DHS initiative to provide rate enhancements to facilities
who meet established benchmarks for specific quality metrics with
the goal to improve quality for individuals receiving care in
Medicaid certified NFs or SCNFs.

In addition, in State Fiscal Year 2021, Medicaid nursing facility
rates were increased by ten percent as part of implementing several
new workforce and infection control requirements. Companion
long-term care laws also included new requirements for nursing

facilities in response to COVID-19, such as the provision of
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personal protective equipment and the implementation of certain
infection control protocols, such as respiratory protection programs.
Facilities were required to provide four infection control
attestations to the Department of Health, along with the meeting
certain licensing inspection requirements. With the exception of
the one-time SFY21 attestations, the rate increase and compliance
requirements are continued in the State Fiscal Year 2022
Appropriations Act.

We welcome any specific feedback regarding nursing facility and
safety and remain open to additional suggestions.

One commenter
recommended that
information on MLTSS be
targeted to individuals who
are most likely to need
services and face
institutionalization earlier
in their life span.

We thank the commenter for this recommendation. We continue to
review how this information is publicized and will work with
stakeholders to determine the best means through which to educate
the public about the MLTSS benefit and how it may be utilized
across the life span.

Nursing Home Diversion and Transition - Nutritional Supports

One commenter suggested
expanding the types of
beneficiaries that could
receive nutritional supports,
such as transition aged
youth, members
transitioning into
supportive housing, and
members released from
incarceration.

We thank the commenter for this suggestion. If this program is
approved and proves to be successful, we would consider whether
there may be opportunities to expand to additional populations.

One commenter was
supportive of the proposed
additional nutritional
supports and requested
additional operational
details be specified in the
proposal (i.e. types of food
items that will be provided,
what would qualify as a
food disruption,
consistency across MCOs).

We thank the commenter for this suggestion. If approved, we will
work with stakeholders to implement this benefit in the most
effective manner possible.

Caregiver Supports

One commenter suggested
a clearer definition of

We thank the commenter for this suggestion. In order to more
accurately reflect the role of these caregivers, we have added this
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caregiver and the use of
terminology such as
“unpaid caregiver” or
“unpaid family caregiver”
as opposed to “informal
caregiver.”

language to the proposal.

One commenter suggested
being more inclusive in
providing access to
caregiver counseling and
hotlines by expanding
access to these services to
caregivers of individuals
not enrolled in Medicaid.

We thank the commenter for this suggestion. While we appreciate
the need for providing additional supports to caregivers who are
providing much needed assistance and care to individuals with
specific needs, we do not have the ability to provide services
through the demonstration to populations not covered by Medicaid.

One commenter
recommended that
caregiver services be
redefined to reflect
additional caregiver
supports.

We thank the commenter for this suggestion. The current
demonstration proposal constitutes an expansion of the services
available to caregivers. If this program is approved and becomes
successful, DMAHS will consider whether there may be future
opportunities to add additional services for caregivers.

Some commenters
suggested that there be a
separate caregiver
assessment to better
determine the types of
services and supports
caregivers may need.

We thank the commenters for this suggestion. As stated in the
proposal, if approved, the State would work with MCOs to develop
a standardized instrument to assess eligibility for the proposed
enhanced respite benefit. However, we will continue to assess if
there is a need for a broader caregiver assessment in order to better
determine additional types of supports that would be beneficial.

One commenter suggested
that the counseling hotline
and other behavioral health
services be offered to I/DD
families and informal
caregivers.

We thank the commenter for this suggestion. As we move forward
with implementation of this program we will consider whether it is
possible to extend this benefit to other populations receiving
HCBS.

Nursing Home Diversion and Transition

One commenter suggested
the State collect and report
on demographic data as to
which populations are
being served by existing
transition and diversion
programs, including age,
race, disability, and
geographic location.

We thank the commenter for this suggestion. The State agrees with
this commenter on the need to evaluate equity and increase access
to all services, including transition and diversion programs.
DMAHS intends to enhance the collection of data such as that
recommended by the commenter in order to improve the experience
for all subgroups of beneficiaries.
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HCBS Programs for Individuals with Developmental Disabilities: Supports
Program, Community Care Program, and Qut-of-State Program

Multiple commenters
expressed concern
regarding the proposal to
eliminate the unused
authority to implement an
Out-of-State program and
requested that the State
preserve its right to seek
federal reimbursement for
the cost of out-of-state
placements.

We thank commenters for their input and recognize that this change
generated questions about the legal authority that governs federal
matching funds received from the Centers for Medicare &
Medicaid Services (CMS) for HCBS Settings. We also received
multiple comments concerning payment for services provided by
out-of-state providers and would like to address that as well.

Commenters can be assured that this is a technical update that does
not change, or propose to change, the current services that
individuals with intellectual and developmental disabilities receive
in out-of-state settings. The authority which the state is proposing
to eliminate was never implemented. No beneficiary, either
currently or in the past, has received services under this authority.
We have clarified the language in our proposal to make this point
clear. The Division of Developmental Disabilities will continue to
receive federal matching funds for out-of-state services when the
state where the program is located recognizes the setting as HCBS
compliant. If an out-of-state placement is not considered an HCBS
setting by their own state’s regulatory bodies, those placements will
continue to be funded using state-only funding. In fact, our
Administration is taking steps to increase provider payments for
out-of-state settings that have not received increases in recent
years.

Several commenters appeared to believe that the status of specific
providers in New Jersey-adjacent areas of Pennsylvania would be
impacted by our proposal (or conversely that such providers would
have benefitted had we chosen to implement the Out-of-State
authority). This is not the case. We note that some providers may
be ineligible to receive Medicaid reimbursement for reasons
unrelated to the demonstration authority. In such cases, the
Division of Developmental Disabilities is more than willing to
work with individual providers to identify whether there is
opportunity to remedy this situation.

One commenter supported
allowing services to be
delivered in the hospital
during an acute inpatient
stay under the Supports and
Community Care programs.

We thank the commenter for their support.

Several commenters
expressed concern that the
proposed change to the
Supports program (that to

We thank the commenters for sharing these concerns. The goal of
this proposal is to provide additional choices to beneficiaries to
access I/DD services after their educational entitlement ends. This
proposal would not change the legal obligation that schools have to
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extend program eligibility
to beneficiaries who are 18
and above and are outside
their educational
entitlement) would allow
school districts to evade
providing services to some
special-needs individuals
between the ages of 18 and
21 or encourage school
districts to graduate such
children early.

provide educational services, and no beneficiaries would be
required to transition to the Supports program before the age of 21.
It would be inappropriate for a school district to encourage any
student to transition early against their wishes. However, there are
children who choose to graduate under the age of 21, with the
support of their families/caregivers, and this proposed change is
intended to allow those beneficiaries who are outside of their
entitlement to access needed services.

One commenter, while
supportive of the proposal
to lower the age
requirement for the
Supports Program from 21
to 18 for individuals
outside of their educational
entitlement, was concerned
that families may have to
choose between needed
transitional services
through CSOC to age 21
and adult services through
DDD.

We thank the commenter for their support and input. If approved,
this proposed change would provide families with additional
choices that are not available to them currently. This change would
expand the range of situations in which beneficiaries and their
families can make choices as to which services and programs best
serve their needs. At the time of possible enrollment, the individual
and their family or guardian may receive options counseling from
CSOC and DDD in order to help make an informed choice. This
proposed change would also assist those who do not need typical
transition services but may need to move to immediate in-home
supports, as well as those in CSOC residential placements who find
a DDD residential placement and need flexibility to move before
the age of 21.

One commenter suggested
that parenting support or
adaptive parenting
equipment be provided
under HCBS programs.

We thank the commenter for this suggestion. Parents seeking
additional trainings not currently offered have the ability to request
them, and DDD will make every effort to locate appropriate
resources for families.

One commenter expressed
concern about extending
the timeline for transition
into the Supports Program
to 120 days.

We thank the commenter for this feedback. We wish to clarify that
this provision would not extend the date of transition; instead, it
would provide for a longer period of time that Support
Coordination services would be available prior to enrollment, so
beneficiaries could access these services at an earlier date.

One commenter expressed
concerns regarding the
proposed change to allow
up to 365 days for short-
term nursing stays without
having to transition out of
the Supports program.

We thank the commenter for their feedback. The goal of this
proposed change is to allow for beneficiaries in the Supports
program to avoid having to transition to MLTSS for a short period
of time if they are required to stay in a short-term nursing facility
beyond the current 180 day limit. The aim of this policy change is
to prevent any disruption of ongoing services due to having to
move between Medicaid programs.

One commenter, while
supportive of the proposal
to allow up to 365 days for

We thank the commenter for their input. The goal of this proposal
is to eliminate the need for additional transitions between programs

92




NJ FamilyCare Comprehensive Demonstration — Renewal Proposal

short-term nursing stays,
noted that it is important
that nursing facilities
continue to receive the
same rate of payment they
would receive if the 180
day limit remained in place.

for beneficiaries. This change is only intended to expand the benefit
for short-term nursing facility stays. Facilities will continue to bill
as they currently do.

One commenter requested
that under the proposal to
extend coverage of short-
term nursing facility stays
up to 365 days, there be a
mandatory review of the
individual’s plan of care
every three months.

We thank the commenter for this suggestion. During a short-term
nursing stay, a support coordinator remains involved with the
beneficiary and is required to have monthly contact.

One commenter suggested
that individuals with I/DD
be permitted to access
Private Duty Nursing and
services through the
Community Care Program
so families do not have to
choose between CCP and
the Supports Program.

We thank the commenter for this suggestion. We understand that
the lack of access to PDN under CCP may create a service gap for
some families. We are currently exploring whether there is a
sustainable and appropriate way to provide these services to
families in CCP, and we may consider proposing additional
demonstration amendments in the future to accomplish this.

One commenter suggested
adding Private Duty
Nursing to the list of
allowable in-home respite
services permitted under
the Supports Program.

We thank the commenter for their suggestion. While we are not
currently intending to add PDN to the list of in-home respite
services, we will continue to evaluate this change and consider
whether adding these services in the future would be clinically
appropriate and sustainable.

One commenter stated that
managed care plans are
unable to fulfill the
required number of hours
for PDN and PCA for plans
of care in the Supports
Program.

We thank the commenter for their input. MCOs are required to
submit monthly reports to DMAHS detailing any members
authorized for PCA or PDN services where services are not fully
staffed. They are required to report their efforts on staffing these
cases (i.e. outreach to in-network providers, outreach to out-of-
network providers, etc.) DMAHS reviews and compares this data
monthly to hold MCOs accountable for delivering services as they
are required. In an effort to validate reports, DMAHS compares any
member inquiries related to staffing issues against the MCQO’s
monthly report. DMAHS will also request case notes to validate the
MCO’s effort to staff PCA and PDN cases. Any concerns that arise
from these validations may result in subsequent disciplinary action
and poor performance may result in sanctions for MCOs.

One commenter noted that
there are issues with the

We thank the commenter for expressing this concern. The State is
committed to strong network adequacy standards in order to ensure
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behavioral health networks
available to individuals
receiving services via
DDD.

access to needed behavioral health services. DMAHS continues to
monitor and evaluate that all network adequacy standards are met
and will work with the MCOs to resolve any issues that impact
member access to services. If standards are unmet, disciplinary
action may be taken.

One commenter suggested
that individuals with I/DD
must receive thorough and
cognitively-appropriate
sexual education.

We thank the commenter for this suggestion. Depending on the age
of the individual, this type of educational service may be more
appropriately provided by the beneficiary’s school setting.
However, families of individuals outside of their educational
entitlement and enrolled with DDD can work with the Support
Coordinator to identify appropriate resources to meet this need.

Several commenters
suggested maintaining
virtual services for those
with I/DD.

We thank commenters for this suggestion. As the public health
emergency (PHE) unwinds, we will continue to review all
flexibilities regarding the provision of virtual services.

One commenter expressed
concerns as to how budgets
for self-directed members
are allocated and what they
are permitted to be used
for. The commenter
expressed a desire for more
flexibility in how these
dollars can be utilized.
Another commenter
expressed concern that
individual budgets cannot
be used to fund essential
electronic devices and
wondered if a waiver is
needed to allow for this
funding.

We thank the commenters for this suggestion. DDD is continually
reviewing the administration of self-direction and will consider
opportunities for greater flexibility in how dollars can be spent.
Communication devices can be covered under goods and services if
it is determined through an evaluation that the beneficiary requires
such a device.

One commenter suggested
that Benefits Planning and
Counseling be a separate
service from Supported
Employment in the
Supports Program and
CCP. This would provide
beneficiaries with
assistance with tasks such
as monthly income
reporting to the Social
Security Administration
and completing Work

We thank the commenter for this suggestion. At this time, we are
not planning to implement this as a separate service. However,
beneficiaries and their families or caregivers who need assistance
can reach out to the DDD help desk or to their care managers in
order to receive information on resources to assist them in
navigating these requirements.
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Activity Reports.

One commenter requested
additional flexibilities for
the types of activities and
classes that individuals can
choose from for self-
directed services in the
community.

We thank the commenter for this suggestion. Self-directed services
such as activities and classes are designed to allow for additional
integration into the community. The need for Goods and Services
are determined by an assessment and the person-centered planning
process. DDD has attempted to build significant flexibility into this
process and welcomes further suggestions from stakeholders
around further improvements.

One commenter suggested
that DMAHS/DDD should
increase efforts to expand
community capacity, with
attention to individuals with
behavioral issues.

We thank the commenter for their input. DDD is currently working
to expand capacity to deliver community-based services for all
individuals and has invested funding in recent years specifically
towards this purpose. In general, DDD and DMAHS are continuing
to work together to monitor and ensure that all beneficiaries with
intellectual and developmental disabilities have access to all needed
behavioral health services.

One commenter suggested
that nursing services in
group homes and self-
advocacy should be
services added to the
Community Care Program
and Supports Program.

We thank the commenter for this suggestion. Individuals under
DDD services are assessed with the New Jersey Comprehensive
Assessment Tool. This assessment assigns a tier to the individual.
If the individual’s tier has a medical acuity, the agency providing
services is reimbursed to provide needed nursing care.

There are numerous free of charge self-advocacy groups in New
Jersey that individuals with I/DD can engage in. If a stakeholder is
unaware of opportunities in this regard they are encouraged to
contact DDD for more information.

Children’s Supports Services and Community Care Programs

Some commenters sought
clarification on why
services such as
employment services,
career planning services,
community inclusion
services, fiscal management
services, and natural
supports training services
are not currently being
offered and why they are
considered “less
appropriate” for the CSSP
I/DD population.

We thank commenters for their input. The services being removed
from the CSSP waiver have never been provided for children nor
are they designed to meet the needs of children who are still in the
care of a parent or guardian, as they are designed and intended for
adults, including young adults, to promote independent living.
Career planning services, employment services, community
inclusion services, fiscal management services, and natural
supports training are services that are developmentally appropriate
for transition age youth who have completed their education and, if
approved, would now be available through the Community Care
and Supports Programs. Youth who choose the CCP or Supports
services cannot simultaneously be enrolled CSSP. Individuals and
their families will have the option to select the waiver program that
best meets their needs.

Many commenters
supported the proposal to
disregard parental income

We thank commenters for their support of this proposal.
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in determining Medicaid
eligibility for 217-like
individuals with serious
emotional disturbances or
intellectual/developmental
disabilities under the
Children Support Services
Programs.

One commenter supported
the State’s efforts to
operationalize all CSSP
programs. However, they
expressed concerns about
the availability of
accessible services in all
areas of the state,
particularly for families
without easy access to
transportation.

We thank the commenter for their input. The State continually
monitors provider and network capacity in order to address service
gaps through a competitive bidding process. Care management
organizations can provide transportation for family visitation at
out-of-home programs, and non-medical transportation can be
provided by both CSOC and Medicaid’s non-emergency
transportation vendor.

One commenter suggested
that Medicaid should cover
providers trained in trauma
and trauma therapies,
attachment therapy, neuro-
feedback and treatment of
TMJ and/or reduced airway
size with an oral appliance
to improve sleep and
increase airway size to its
minimum acceptable size.

We thank the commenter for this input. CSOC requires providers to
employ a broad range of evidence-based and evidence-informed
practices which vary depending on the beneficiary’s needs and the
type of service being provided. The State also contracts with
several partner agencies to provide additional workforce training
and development. All medically-necessary services are covered by
NJ FamilyCare and its partner MCOs.

One commenter, while
supportive of the proposed
authority to disregard
parental income for those
who qualify as a 217-like
member under CSSP SED
and I/DD, expressed
concern regarding the lack
of focus of this proposal on
children with significant
physical or medical
disabilities.

We thank the commenter for their input. The CSSP is limited to
those with I/DD and/or SED, and it does not target children with
physical or medical disabilities. We welcome specific suggestions
from stakeholders around potential changes around eligibility for
other groups.
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Adjunct Services

One commenter, while
supportive of the additional
adjunct services being
proposed for children with
an autism spectrum
disorder diagnosis,
expressed concern about
the disparate programs
being offered to this
population. They urged us
to adopt more streamlined
coordination, clarity of
benefits, and paths to parent
support and education.

We thank the commenter for their support of this proposal. During
the implementation period, the State will work to ensure that all
services offered to children with autism spectrum disorders are
aligned and coordinated. We are open to specific suggestions to
achieve this goal.

Multiple commenters
suggest that the piloted
adjunct therapies be
provided to individuals
with a diagnosis other than
ASD and that these services
should be provided to
individuals after they age
out of their educational
entitlement.

We thank the commenters for this suggestion. If this program is
approved and proves to be successful, we would consider whether
there may be opportunities to expand to additional populations.

One commenter expressed
concern about how Care
Management Organizations
(CMOs) will receive
information on county-
approved programs and
sites for children. They also
expressed concern that
individuals who qualify for
additional therapies will not
have access to them.

We thank the commenter for their input. DMAHS will work with
the Division of Children and Families and the CMOs to ensure they
are aware of all services made available under this program.

One commenter suggested
that additional language be
included in the
demonstration proposal
regarding license
requirements for those
providing the services

We thank the commenter for this suggestion. DMAHS intends to
provide these services in compliance with all current laws and
regulations.
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under the pilot.

One commenter asked for
clarification regarding the
requirements for providing
autism services by music
therapists under the current
Medicaid state plan.

We thank the commenter for this question. Currently, music
therapy is not an approved service in the Medicaid state plan,
however, music therapy is included in the proposal for the new
adjunct services pilot for children with an ASD diagnosis. DMAHS
intends to provide these services in compliance with all current
laws and regulations.

Qualified Income Trus

ts

Several commenters stated
they would have liked to
see proposed changes to the
QIT program and made
suggestions on ways the
QIT program may be
improved to ensure easier
access for beneficiaries and
their families. One
commenter suggested the
State establish a
stakeholder group to gather
input on the program and
explore unintended burdens
on beneficiaries and
trustees.

We thank the commenters for these suggestions. The State has
already started working with various stakeholders to gather
information and get suggestions on ways this program may be
improved to ensure ease of access and utilization. We will continue
this stakeholder engagement as a critical step in the development of
any future policy changes.

One commenter suggested
that passage of pending
legislation on the
Workability program would
alleviate the need for QITs.

We thank the commenter for their input.

One commenter asked that
the state collect and report
on data on who is utilizing
QITs and evaluate if
current policies or proposed
changes to the program
ensure equitable access to
QITs and MLTSS. Another
commenter suggested that
the State provide
comparative data on QITs
in comparison to New
Jersey’s earlier medically
needy program.

We thank the commenters for these suggestions. As we move
forward on assessing QITs with stakeholder groups, we will be
reviewing and evaluating relevant data on the utilization of QITs.

98




NJ FamilyCare Comprehensive Demonstration — Renewal Proposal

One commenter suggested
the demonstration be
amended to allow
individuals in the Supports
program or CCP to utilize
QITs.

We thank the commenter for this suggestion. As we continue our
work around potential policy changes related to QITs, we will take
this comment under consideration.

Behavioral Health - CCBHC

One commenter raised
concerns about moving to a
single statewide rate for
CCBHC:s and requested
that DMAHS further
examine the current factors
that result in the payment
differences between
CCBHC providers.

We thank the commenter for raising this concern. If this proposal is
approved, DMAHS may consider making geographic adjustments
to statewide rates if it is determined that this is necessary to adjust
for variations in operating costs outside of the providers’ control.
We have added language to the final proposal to reflect this.

One commenter expressed
support for sustaining the
CCBHC model in New
Jersey and recommended
that outcome measures be
established for the program.

We thank the commenter for their support. Moving this program to
1115 authority will allow us to find ways to sustain and grow the
program, and we plan to engage with stakeholders as that work
moves forward. We note that, as described in our draft proposal, we
intend to transition to value-based payment during the
demonstration renewal period, and we would expect to work with
stakeholders to identify appropriate quality measures.

One commenter suggested
building on the existing
resources of CCBHCs in
order to create a network of
mobile crisis teams needed
across the state to respond
to calls received through
the new 988 suicide
prevention and behavioral
health crisis hotline.

We thank the commenter for this suggestion. We will look for
opportunities to link CCBHCs with suicide prevention and
behavioral health crisis efforts.

Behavioral Health — Pre-Release Services

Several commenters
suggested broadening the
scope of the pre-release
services initiative to expand
the types of services
offered and to include non-
behavioral health
diagnoses.

We thank the commenters for their suggestions. At this time,
DMAHS is maintaining our request as outlined in our draft
proposal in order to focus on the behavioral health needs of
incarcerated individuals who have received a behavioral health
diagnosis. As this program is implemented, and if the provision of
these services to this particular population proves to be successful,
we would consider whether there may be opportunities to reach
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additional populations and provide coverage of additional
transitional services.

One commenter requested
that we extend the time
frame for services from 30
days pre-release to 60 days
pre-release and that we
encourage the scheduling of]
post-release appointments
prior to release.

We agree with the commenter’s suggestion to extend the time
frame for services be extended from 30 to 60 days prior to release
and have updated our proposal to reflect this change.

We also agree with the commenter that supporting the scheduling
of post-release appointments during the pre-release period is an
important goal of this proposed policy. If this policy is approved,
our intention is to make this a critical focus area during
implementation.

Behavioral Health — Subacute Rehab Beds

One commenter requested
that, in order to ensure an
individual’s return to the
community, a discharge
plan and approximate end
date, including criteria that
will allow beneficiaries to
be discharged based on an
assessment be provided at
admission.

We thank the commenter for their input. As a current Medicaid
requirement, all psychiatric admissions and subsequent lengths of
stay are based on clinical appropriateness and nationally
recognized, evidence-based medical necessity criteria.
Comprehensive discharge planning is expected to begin on the day
of admission and continue through discharge. Discharge planning
assists members with complex medical and behavioral health needs
to find community placement with adequate supports to maintain a
successful discharge. If our proposal is approved, we intend to
extend these requirements to subacute rehab beds.

One commenter did not
support the proposed
Medicaid coverage of this
service. The commenter
expressed concerns that
placement in a subacute
rehab bed would result in
members being referred to
a long-term care placement
and the potential
decompensation of an
individuals’ conditions.

We thank the commenter for their input. Subacute rehab is an
existing DMHAS covered service. This proposal would not change
the existing service, but would put it on a more sustainable and
permanent footing, by incorporating it into the Medicaid benefit
package. The State does not believe this policy change would lead
to increased long-term care placements, but we will consider
additional protections to ensure members have a choice of
appropriate long-term settings.

One commenter asked for
clarification regarding
whether beds are in acute
care or subacute hospitals.

We thank the commenter for their question. Services as described
in the proposal must be offered by acute care hospitals.

Workforce

Multiple commenters
expressed concerns

regarding workforce issues

We thank the commenters for these concerns and agree that issues
related to workforce persist and can result in issues with access to
care and required services.
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acCross programs.

To help address this issue, through funding provided in the
American Rescue Act for HCBS, New Jersey has proposed to fund
several recruitment and retention initiatives to aid in the hiring and
retention of homecare workers. The State’s spend plan includes an
investment in training self-directed caregivers, recruitment and
retention bonuses for beginning employment in the field and after
one year with an agency, and a portion of funds to reward agencies
with high member satisfaction rates as established in a standardized
member survey similar to the Home Health Care CAHPS. CMS has
also approved increased rates for PCA, PPP, Assisted Living, and
Support Coordinators.

In the future, we will continue to review and identify opportunities
to address workforce challenges outside of the context of the
demonstration.

OUD/SUD Program

One commenter supported
the continuation of the
OUD/SUD program but
believes there should be a
designated Medicaid liaison
to help onboard new mental
health providers and
support SUD providers who
have low rates of
behavioral health resources
in their regions. The
commenter suggested there
be specific quality
improvement language to
hold managed care
organizations accountable
for ensuring the process of
provider enrollment and
reimbursement is outlined
and expedited. Another
commenter suggested the
model should be extended
with focus on revising the
navigator billing
components to ensure
continued expansion and
pilot improvement methods
for informing sustainability

We thank the commenter for their suggestions. We will keep these
recommendations in mind as the program continues and we
propose any modifications in the future.

101




NJ FamilyCare Comprehensive Demonstration — Renewal Proposal

planning of the Office-
Based Addiction Treatment
Programs.

One commenter stated New
Jersey’s opioid treatment
programs can be equipped
to manage the substance
use along with the physical
and mental health needs of
its patients, but they
identified financial and
regulatory barriers to
successful integration.

We thank the commenter for their input. We will continue to work
with our sister departments and agencies to address these concerns.

SUD PIP Program

One commenter suggested
adding “Pilot electronic
closed-loop referral
processes with patient
permission” to the list of
examples for additional
milestones based on HIE
use case participation.
Another commenter
suggested referencing the
potential to fund specific
regional health hubs or
other locally designated
pilots for explicit new
functionality and feature
rollout to support SUD
interoperability.

We thank the commenters for these suggestions. Please note the list
of milestones is not intended to be exhaustive. If approved, we will
take these suggestions under consideration as we work to
implement changes to the program.

MCO Enrollment

Several commenters
expressed support for
changes to MCO auto-
assignment algorithm and
made specific suggestions
around design elements the
state should consider as
part of this process.

We thank the commenters for their support and suggestions. The
State is continuing to work toward potential changes to the MCO
auto-enrollment process and will take this input into consideration
as we move forward.
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IX. Attachments

Attachment 1: Quality and Monitoring Activities
Attachment 2: NJ FamilyCare Comprehensive Demonstration Interim Evaluation

Attachment 3: NJ FamilyCare 1115 Substance Use Disorder Demonstration Interim Evaluation
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Attachment 1: Quality and Monitoring
Activities

New Jersey has a consistent and coordinated framework via overarching interagency authority
and oversight to deliver timely, appropriate quality health care across all populations. The
programs under the Comprehensive Demonstration are administered by various state agencies,
however, the Department of Human Services’ Division of Medical Assistance and Health
Services (DMAHS) maintains authority over monitoring and oversight of the programs.

Managed Care Quality and Monitoring
External Quality Review

Pursuant to the requirements set forth in 42 CFR 438.350, NJ DMAHS contracts with an
External Quality Review Organization (EQRO), IPRO, to conduct an independent review of
quality outcomes, timeliness of, and access to the services included in the Managed Care
Contract. IPRO and DMAHS work together to continuously improve NJ’s quality strategy,
increase accountability of Managed Care, and provide care to NJ beneficiaries.

IPRO performs the following CMS mandatory activities:
e Validation of Performance Improvement Projects (PIPs)
e Validation of Performance Measures
e Review of Compliance with Medicaid and CHIP Managed Care Regulations
e Validation of Network Adequacy?

In addition to the mandatory activities listed above, IPRO is engaged with optional activities
including, but not limited to, focused studies, care management program audits, quality of care
surveys, development of NJ-specific performance measures, and validation of encounter data.

The annual Quality Technical Report (QTR), produced by IPRO, summarizes all external quality
review activities completed for the calendar year. The most recent QTR, spanning January
through December 2020, captures annual assessment of Managed Care Organization (MCO)
operations, validation of PIPs, focused quality studies, validation of performance measures,
CAHPS surveys, Care Management audits and more. IPRO provided a summary of key findings,

! Pending protocol under development by CMS
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as well as an evaluation of MCO strengths and weaknesses. For areas scored as not met, MCOs
are required to submit Corrective Action Plans outlining their efforts to cure deficiencies.

Monitoring of Quality and Access to Care

In addition to EQR activities, DMAHS’ Contracts with the MCOs set forth reporting
requirements that allow for consistent monitoring of timely and quality access to care for NJ
beneficiaries.

Appeals and Grievances: MCOs are required to report data related to utilization
management and non-utilization management appeals and grievances for the NJ
FamilyCare program, including Managed Long Term Services and Supports (MLTSS).

Childhood Lead Screening: MCOs are required to maintain a lead screening program.
Annually, DMAHS evaluates the effectiveness of action plans and interventions MCOs
submit in their efforts to improve lead screening rates.

EPSDT Performance Standards: MCOS are expected to achieve minimum performance
standards for EPSDT measures (well-child visits, childhood immunizations, etc.)
Measures that fall below standards results in a refund of capitation paid.

Performance-Based Contracting: MCOs that earn a 3.5 Star Rating based on HEDIS and
CAHPS scores are eligible to receive performance payment incentives. Incentives are
based on specific scores defined in the Managed Care Contract.

Network and Geographical Access Files: MCOs are required to establish, maintain, and
monitor at all times a network of appropriate providers that is sufficient to provide
adequate and timely access to all services covered under the Managed Care Contract.
Specific requirements related to appointment availability, provider ratios, and access
standards are set forth in the Managed Care Contract. MCOs are required to submit
network and geographical access files demonstrating compliance with these
requirements.

MCO Performance Reviews: DMAHS holds meetings with each MCO (on a rotating
cycle) to review quality and performance across all functional areas and relative to other
plans. The discussions are collaborative reviews of relevant metrics, trends, and actions
pertinent to the MCO’s core Medicaid, MLTSS, and FIDE-SNP operations. Each review
highlights strengths, weaknesses, mixed results, and concerning findings.

Provider Terminations: MCOs are required to notify DMAHS and Medicaid Fraud
Division (MFD) of suspensions, termination, non-renewal of contact or voluntary
withdrawal or any other form of non-participation of a provider or subcontractor from
participation in the program on a weekly basis.
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2020 Key Findings and Planned Monitoring Activities

Annual Assessment of MCO Operations: Each MCO completed a partial audit with the NJ
EQRO in 2020. The 2020 compliance scores ranged from 93% to 98%. Four of the five MCOs
increased scores and one MCO maintained the prior year’s score. Three review categories
decreased from 2019 (Programs for Elderly and Disabled, Satisfaction, Enrollee Rights and
Responsibilities) but were between 96% and 98%. Access had the lowest MCO average score of
77%, an increase of 8 percentage points from 2019. The EQRO’s recommendations include
improvements in access, appointment availability, performance improvement projects (PIPs),
performance measure reporting, and resolution of grievances and appeals.

All elements scored as a “Not Met” by IPRO require a Corrective Action Plan (CAP) to monitor
efforts to cure deficiencies listed. Today, CAPs are reviewed by the EQRO and DMAHS prior to
being accepted. DMAHS is looking to enhance the CAP monitoring process to increase oversight
of planned interventions to address deficiencies with the MCOs. In an effort to complete a more
comprehensive and focused audit, Care Management elements that were previously reviewed
during the Annual Assessment of MCO Operations were pulled and added to the respective Core
Medicaid and MLTSS Care Management chart audits.

Core Medicaid Performance Measures and CMS Core Set Measures: NJ’s EQRO validated
Core Medicaid Performance Measures, New Jersey State-Specific Measures, CMS Core Set
Measures, and MLTSS Performance Measures. Overall, Core Medicaid Performance Measures
remained relatively constant between MY 2018 and MY 2019 (with a <5 percentage point
change year over year) for most measures. There were significant increases in some measures
and no significant declines.

Within the 2020 Core Set measures, two MCOs improved rates for developmental screening
(DEC-CH).

Performance Measures that align with New Jersey’s goals and objectives and fall below the
NCQA 50" percentile require MCO work plans. Select Core Set measures below established
benchmarks also require MCO work plans.

MLTSS Performance Measure Validation: IPRO conducted annual validation of all MLTSS
performance measures which included review of source code (where applicable), claims data
files, and documentation of methodologies. IPRO met with each MCO to review submissions
and request modifications, if necessary. Results from the validation process from the July 2018-
June 2019 measurement period can be found in the QTR.

Performance Measure 13 is designed to measure how often MLTSS home and community based
services are delivered in accordance with the plan of care, including the type, scope, amount,
frequency, and duration.
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Overall compliance rate across all MCOs was 36.7%, an increase of 4.3 percentage points from
the prior year. All but one MCO demonstrated improved compliance — the highest increase in
rates was 12.1 percentage points. Of the 477 members in the denominator across all plans, 175
received, on average, 95% of the planned service amount for all services documented in the plan
of care. 2020 was the first year DMAHS required a CAP to focus MCO efforts on improving
service delivery rates.

To improve monitoring, DMAHS is reviewing methods to supplement performance measures
that monitor the delivery of MLTSS services to MCO increase oversight and accountability.

Performance Improvement Projects: Overall, through the challenges of 2020 with COVID-19,
the EQRO recognized growth within each MCO for their performance improvement projects
(PIPs). For the collaborative project — MCO Adolescent Risk Behaviors and Depression
Collaborative — MCOs became more engaged, bringing more new questions, ideas, and
suggestions for improvement. 2020’s largest opportunity for improvement was related to
COVID-19 impact and how to adequately capture data in spite of office closures. Through this
barrier, telehealth emerged as the new platform to see and care for members.

Care Management Audits: IPRO conducted Care Management audits for Division of
Developmental Disabilities (DDD), Division of Child Protection and Permanency (DCP&P) and
MLTSS programs. CAPs are required for all areas scored non-compliant.

Four metrics were evaluated for the Core Medicaid audit for the DDD and DCP&P population:
outreach, preventive services, continuity of care, and coordination of services. 3 of 5 MCOs
scored above 90% in 4 of the 8 categories. 1 of 5 MCOs scored at or above 90% in 6 of 8
categories. 1 of 5 MCOs scored above 90% in 5 of 8 categories. Overall, preventive services and
continuity of care remained the more common areas of opportunities for most plans.

IPRO also conducted Care Management audits for the MLTSS HCBS population. Categories for
the HCBS audit include: Assessment, Outreach, Face to Face visits, Initial Plan of Care, Ongoing
Care Management, and Gaps in Care/Critical Incidents. IPRO also calculated rates for
performance measures specific to the plan of care development through this audit. Gaps in
Care/Critical Incidents remained a strength across all plans with the lowest score being 92.6%.
Opportunities remain in different categories for each plan. All categories/performance measures
scoring below 86% require a CAP with detailed monitoring actions.

The most recent QTR is available here.

Department of Children and Families, Children’s System of Care:
Quality and Monitoring

New Jersey’s Department of Children and Families (DCF), Children’s System of Care (CSOC)
provides a single point of access for service and supports for youth under the age of 21with
emotional and behavioral health care challenges and their families; youth with developmental

4


https://www.state.nj.us/humanservices/dmahs/news/Medicaid_MLTSS_Quality_Report_2020.pdf

Attachment 1: Quality and Monitoring Activities

and intellectual disabilities and their families; and youth with substance use challenges and their
families. CSOC provides oversight and management of two programs in the demonstration; the
Children’s Support Services Serious Emotional Disturbance Program (SED), and the Intellectual
Disabilities/Developmental Disabilities Program for youth that may have co-occurring mental
health diagnoses (ID/DD). CSOC undertakes a range of quality and monitoring activities related
to demonstration programs, which are described in greater detail below.

Quality Management Unit Comprehensive Annual Audit

The Division of Medical Assistance and Health Services’ (DMAHS) Quality Management Unit
(QMU) conducts an annual comprehensive audit on demonstration services, which includes
CSOC’s SED and ID/DD programs. QMU monitors compliance in the following performance
measure areas: service plan, level of care, qualified providers, health and welfare, and financial
accountability. At the conclusion of the audit, the QMU informs CSOC of the outcomes and
will require a Plan of Correction (POC) if any of the assurances fall below a compliance rate
86%. CSOC supports QMU by offering annual training on our electronic record, securing access
to the requested records and clarifying conflicting findings as needed.

Qualified Providers

CSOC’s has developed a network of providers that have been qualified to deliver services as
defined by CSOC and the demonstration. Each of these providers are required to meet
qualifications specified by DCF and may have either responded to a Request for Proposal or
Qualification (RFP/Q). Additionally, any provider that is contracted with CSOC agrees to uphold
identified deliverables, including staff trained in the standards set by DCF and CSOC. Service
line manager responsibilities include reviewing information regarding the service network and its
performance/functioning/level of quality, including individual provider and system utilization
and performance data and identifying and managing training and technical assistance needs and
resources to support service quality and adherence to program standards.

If the provider is not meeting the requirements, CSOC will provide outreach and assistance
assure that each provider is holding to the standards set forth. If CSOC requires a provider to
make an adjustments within a program, a corrective action plan may be created. Areas that may
be addressed include regulation requirement and program deliverables.

If a corrective action plan is required, CSOC will monitor the plan to ensure that the provider
complies. In cases of continuous non-compliance, CSOC may terminate their contractual
agreement with the provider. If this action occurs, CSOC will ensure that a transition plan is
implemented for continuation of care.

Unusual Incident Reporting

New Jersey Administrative Order 2:05 Addendum establishes policy for the reporting of unusual
incidents affecting the health, safety and welfare of DCF’s service recipients.
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DCF manages these reports through its unusual incident reporting systems. Within these system,
incidents are categorized in order to determine the severity of a situation, which parties the
incident should be communicated to, and the timeframe in which DCF should be notified of the
incident. The CSOC Unusual Incident Reporting (UIR) Coordinator conducts a review of each
report and distributes it to CSOC staff identified for monitoring and/or follow up as needed,
including coordination with DCF’s offices of licensing, contracting, and institutional abuse
investigations unit.

Division of Developmental Disabilities Community Care Program
and Support Program Audits

Quality Management Unit Comprehensive Annual Audit

The Quality Management Unit (QMU), under the Department of Human Services Division of
Medical Assistance and Health Services Office of Preventative Health Services, conducts an
annual audit of both DDD programs utilizing a review of a statistically significant sample of
beneficiaries. QMU monitors compliance in the following performance measure areas: service
plan, level of care, qualified providers, health and welfare, and financial accountability. Each
performance area with a finding below 86% requires a corrective action plan by DDD. DDD is
also expected to address systemic concerns (compliance rate below 86%) as well as review and
correct individual findings; as appropriate.

External Audits

The Department of Human Services, Division of Medical Assistance and Health Services currently
contracts with the independent accounting firm Mercadien, P.C., Certified Public Accountants to
conduct an annual compliance review of selected provider agencies receiving Medicaid
reimbursement under the DDD programs within the New Jersey FamilyCare Comprehensive
Demonstration. The New Jersey Department of Human Services, Division of Medical Assistance
and Health Services is responsible for establishing and maintaining effective internal control over
the provider agencies’ compliance with requirements of Community Care and Supports Program
policies and procedures manuals. Annually, an engagement letter is drafted that outlines the agreed
upon procedures to be performed. The procedures vary each year, but typically include the
following performance measures: level of care metrics, access and eligibility metrics, service plan
metrics, staff qualification and training metrics, billing, and payment metrics. At the completion
of the engagement an agreed-upon procedures report is written reporting on all procedures
performed and any noncompliance exceptions noted.
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Executive Summary

Background/Overview of Questions, Hypotheses and Results

This report is the interim evaluation of the NJ FamilyCare Comprehensive Demonstration, which

was approved by the Centers for Medicare and Medicaid Services (CMS) on July 27, 2017,

effective August 1, 2017 through June 30, 2022.

This chapter summarizes the research questions, hypotheses and conclusions of the interim

evaluation, and discusses issues to consider for the final evaluation report. The following

summary table shows the hypotheses and conclusions.

Hypothesis

Interim Evaluation Conclusion

1. The managed care expansion will improve
access to care, the quality, efficiency, and
coordination of care, and the cost of care
for the overall population in managed care.

1. Hypothesis 1 is mostly supported by the
data from HEDIS and CAHPS metrics,
assessing access and quality for the overall
managed care population. Costs for the
overall population declined during the first
waiver period.!

2. Expanding Medicaid managed care to
include long-term care services and
supports will result in improved access to
care and quality of care and reduced costs,

2. Hypothesis 2 is supported for improved
access, reduced costs, and allowing
individuals to live in their communities.
There is insufficient evidence to support
Hypothesis 2 for quality of care, where we

! Chakravarty et al., 2017.
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Hypothesis

Interim Evaluation Conclusion

and allow more individuals to live in their
communities instead of institutions.

lack comparative measures, and find mixed
effects on outcomes in claims analysis.
There is evidence of service adequacy and
some evidence of quality improvement in
MLTSS-specific quality metrics since 2015.
Per-beneficiary total healthcare costs were
lower for HCBS enrollees after MLTSS.

3. Utilizing Qualified Income Trusts will allow
more individuals to qualify for Medicaid
and will increase the number of Medicaid
long-term care recipients in community
settings.

3. Hypothesis 3 is supported. There are
Medicaid QITs in
community who would

recipients using

settings not

otherwise be eligible.

4. Eliminating the look back period at time of
application for transfer of assets for
applicants or beneficiaries seeking long
term services and supports whose income
is at or below 100% of the FPL will simplify
Medicaid
processes without compromising program

eligibility and enrollment

integrity.

4. Hypothesis 4 is supported. Self-attestation
has been used since it was authorized, and
audits have found no problems.

5. Providing home and community-based
services to Medicaid and CHIP beneficiaries

with

disturbance or

and others serious emotional
intellectual
disabilities/developmental disabilities with
and without co-occurring mental illness
will lead to better care outcomes including

those relating to ambulatory care.

Hypothesis 5 is partially supported:

e DCF metrics for children/youth show
improving scores on needs and strengths
assessments for the ASD and |/DD-MI
groups and decreased ED visits and
avoidable utilization spending for |/DD-MI
youth. Descriptive measures suggest
positive outcomes from the SED services.

e Among adults with I/DD, enrollment in the
Supports Program was associated with
improvements (decrease) in preventable
hospitalization rates but there was no
evidence of improved preventive or follow

up care.

6. Providing home and community-based
services to expanded eligibility groups,

who would otherwise have not been

Hypothesis 6 is partially supported. We find
the following based on descriptive trend data:
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Hypothesis

Interim Evaluation Conclusion

eligible for Medicaid or CHIP absent the
demonstration will lead to improvements
in preventive care and avoidable
utilization.

e For youth with SED in out of home settings
not otherwise eligible for Medicaid: While
some avoidable care utilization increased
subsequent to Medicaid enroliment,
residential treatment center admission for
those enrolled showed a large decline.

e For adults in the Supports waiver not
otherwise eligible for Medicaid: There
were no consistent improvements in the
rates of IDD-specific avoidable
hospitalizations or rates of diabetic eye
exams, but rates of HbAlc testing for
diabetics did increase in the period
following Medicaid enrollment.

7. Providing home and community-based
services to Medicaid and CHIP beneficiaries
and others with serious emotional
disturbance who have, or who would
otherwise be at risk for, institutionalization
will reduce avoidable utilization.

e Hypothesis 7 was not able to be evaluated
with respect to avoidable utilization, but
descriptive measures suggest youth
receiving these services are able to
successfully transition off the waiver.

8. Mandating individuals who have access to
employee sponsored insurance into the
premium assistance program will cost the
State at least 5% less than providing

individuals coverage in NJFC.

e Hypothesis 8 is supported, with savings of
about 60%.

Overall, then, three hypotheses (Hypotheses 3, 4, and 8) for the interim evaluation report are
fully supported, four hypotheses (1, 2, 5, and 6) are partially supported, and one (Hypothesis 7)
was not able to be evaluated as written, but descriptive measures suggest positive general
outcomes.?

For our final evaluation report, planned in 2023, we will have an additional two and a half years
of claims data, through June 2022. These additional years will be affected by the COVID-19
pandemic, posing significant challenges in disentangling demonstration effects from pandemic

2 Hypotheses for the SUD interim evaluation are contained in a separate report.
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effects. We have laid out our preliminary consideration of these challenges in the discussion
section of this chapter, but we will remain responsive to additional considerations that become
apparent as we move toward the final report.

Chapter 1: HEDIS® and CAHPS® Quality Indicators: Preventive Care, Behavioral
Health Care, Treatment of Chronic Conditions, and Consumer Satisfaction

This chapter examines the performance of NJ Medicaid managed care organizations (MCOs),
comparing changes between the baseline period of the Waiver evaluation (2011-2012), the first
demonstration period (2013-2016, referred to as “Waiver 1”), and the second demonstration
period (2017-2018, referred to as “Waiver 2”). The purpose is to assess care for all beneficiaries
served by MCOs over these periods when specific Waiver policies were being implemented. It
provides evidence on the impact of the managed care expansion on access to care, and the
quality, efficiency, and coordination of care for all adults and children, an evaluation Research
Question enumerated in the approved evaluation design (CMS 2019).

The measures in the tables are related to preventive care, behavioral health care, treatment of
chronic conditions, and consumer satisfaction with care. These measures are based on the
Healthcare Effectiveness Data and Information Set (HEDIS®), a system of standardized
performance measures developed by the National Committee for Quality Assurance (NCQA); and
CAHPS® (Consumer Assessment of Healthcare Providers and Systems), an annual independent
survey of members’ experience with healthcare services they receive in their Medicaid health
plan. Most of these data are publicly reported, but for HEDIS® metrics, we also used data
spreadsheets created by the State’s EQRO and provided to us by DMAHS.

Preventive Care Measures: These HEDIS® measures are related to immunizations, screenings, and

visits to primary care practitioners.

e The rates for adolescents vaccine combination 1 (meningococcal and Tdap/Td) increased
significantly in the Waiver 2 period from the baseline (+6.0 percentage points (pp)) and the
Waiver 1 period (+4.0 pp). The rates for meningococcal vaccination (+4.9 pp and +3.5 pp,
respectively) and Tdap or Td (+4.6 pp and +2.0 pp, respectively) improved significantly in the
Waiver 2 period from the baseline and the Waiver 1 periods.

e Rates significantly improved for wellness visits for children 3-6 years of age (+0.3 pp and +0.4
pp, respectively) in the Waiver 2 period from the baseline and the Waiver 1 periods. However,
rates declined for well-child visits in the first fifteen months of life (-3.8 pp and -3.5 pp,
respectively) in the Waiver 2 period from the baseline and the Waiver 1 periods.
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Rates for timeliness of prenatal care declined (-2.0 pp) from the baseline in the Waiver 2
period. Rates for timeliness of postpartum care significantly increased in Waiver 2 when
compared to the baseline and the Waiver 1 periods (+1.9 pp and +3.2 pp, respectively).
Rates improved significantly for the access to primary care measures in the Waiver 2 period
from the baseline and the Waiver 1 periods for children and adolescents 25 months to 19
years of age. However, access to primary care declined for children 12-24 months of age in
the Waiver 2 period when compared to the baseline and the Waiver 1 periods (declines of -
0.5 pp and -0.4 pp, respectively), though the rate still remained high at 97%.

In comparison to the baseline, cervical cancer screening rate declined (-3.5 pp) in the Waiver
2 period from the baseline. However, rates significantly improved (+0.8 pp) from the Waiver
1 period.

For the CAHPS® measure for dental care utilization:

the pattern of rates suggests a general improvement in dental care utilization among adults
and children overall in Medicaid managed care from 2011 to 2018, with most improvements
occurring during the Waiver 1 period. Overall, rates remained stable from the Waiver 1 to
Waiver 2 periods.

Behavioral Health Care Services Measure:

Rates significantly improved for initiation phase follow-up care for children prescribed ADHD
medication in Waiver 2 when compared to the baseline and the Waiver 1 periods (+1.4 pp
and +1.1 pp, respectively). There was a significant decline of 3.2 pp in the follow-up care
during continuation and maintenance phase in Waiver 2 when compared to the Waiver 1
period.

Treatment of Chronic Conditions Measures: These HEDIS® measures are related to medication

management and high prevalence chronic conditions, such as diabetes.

Rates improved significantly for annual monitoring of patients on persistent medications such
as angiotensin converting enzyme inhibitors or angiotensin receptor blockers (+1.9 pp) and
diuretics (+2.2 pp) in the Waiver 2 period when compared to the Waiver 1 period.

Rates for the diabetes care measures showed large improvements in the Waiver 2 period
when compared to the baseline and Waiver 1 periods. HbAlc testing improved 7.9 pp from
the baseline with 2.9 pp of that improvement since the Waiver 1 period. The HbAlc poor
control (>9.0%) was 9.4 pp lower in the Waiver 2 period compared to the baseline and 4.3 pp
lower from the Waiver 1 period. Moreover, retinal eye exams improved 5.4 pp from the
baseline and 2.3 pp from the Waiver 1 period. All changes were statistically significant.
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Measures of Consumer Satisfaction: These CAHPS® measures for adults and children in Medicaid

managed care relate to members’ experience with healthcare..

e The results were mixed across the different plans and for overall pooled estimates for
children when comparing the Waiver 2 period to Waiver 1.

e The overall trends for adults showed improvements for all measures in Waiver 2 when
compared to the baseline, as did the individual plan rates for adults. The results were mixed
for Waiver 2 to Waiver 1 comparison for adults.

With some exceptions, the findings presented in this interim report support the conclusion that
overall quality of care for Medicaid managed care beneficiaries did not deteriorate, and in several
cases improved during the Waiver 2 phase of the demonstration period compared to the baseline
and Waiver 1 periods. These findings are based on limited data from the Waiver 2 period and
could change as additional years of data are added in the final evaluation report.

Chapter 2: An Examination of MLTSS-related Measures Reported by Managed
Care Organizations, External Quality Review, and State Government

This chapter discusses data and performance measures relevant to managed long-term services
and supports (MLTSS) that have been collected and reported by MCOs, external quality review
organizations and state government relating to a post-implementation period spanning 2014
through 2020.

Our objective in this chapter is to examine these data and performance measures to shed light
on the impact of the managed care expansion on access to care, quality of care, and the mix of
care settings.

Summary of Findings
Briefly, we find that it appears that MLTSS has generally been successful in expanding access to
long term services and supports (LTSS) in community settings in terms of enrolling beneficiaries.

Access to services and quality are more complicated to measure and have mixed results
depending on the method of measurement used. Measures of serious problems such as critical
incidents, appeals/grievances/complaints, and fair hearings show relatively small numbers of
enrollees affected. Because the services are frequently brought to the beneficiary by providers
not working out of a fixed office location, meaning that the typical network access method of
measuring the number of providers within a certain number of miles of each beneficiary does
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not apply. There are anecdotal reports of problems with accessing some types of services.3
Limited network information for acute care providers for the Medicaid population as a whole
suggests that coverage may have worsened slightly from 2016-2018 for some provider types,
with gaps tending to be geographically concentrated. Quality audits of the extent of LTSS service
delivery show that, despite improvements from 2017 to 2019, several key services are not fully
delivered to the level authorized much of the time. The reasons for this, effect of this on
consumers, and the actual level of delivery is not clear from audit reports. Performance metrics
show some evidence of improvement over time, and consumers surveyed have generally found
their services adequate for their needs.

Measures Examined

Measures related to MLTSS are collected and reported in a number of ways. We have drawn
upon data reported by managed care organizations, state departments and offices, external
quality review organizations, and beneficiary surveys.

Some of the measures we discuss are part of the MLTSS Quality Strategy, a group of about 40
measures that was created prior to the inception of MLTSS. We have also considered stakeholder
input as discussed in separate reports (Farnham et al., forthcoming; Farnham et al. 2017,
Farnham et al. 2015).

The following are the measures that are discussed in more detail in the chapter:

Share of Population by Setting; Distribution of Age Groups in MLTSS

e The share of the population receiving long-term care services in home and community-based
settings has increased, while the share of the population in nursing facilities has decreased,
indicating that the state is moving toward providing more services in home and community
settings (Table 2.2, Figure 2.1).

e The share of people enrolled in the former §1915(c) waiver programs who have moved to
nursing facilities remains under 10%, indicating that people who begin receiving services in
community settings are largely able to remain there (Table 2.3).

e Eighty-nine percent of New Jersey’s Medicaid long-term care recipients are now in MLTSS,
compared with 28% in July, 2014. All age categories have grown in the number of enrollees
from 2014 to 2020, with the slowest growth in the 80 and over category and the highest
growth in ages 0-21 and 65-79 (Table 2.4). About 75% of Medicaid long-term care recipients
are ages 65 and older in 2014 and 2020, though the share has shifted away from the 80 and

3 See, for example, DMAHS (2018) on nonmedical transportation and chore services, IPRO (2020) on social adult
day and CSHP interviews (Farnham et. al. forthcoming, 2017, 2015) on general perceptions of service gaps.
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over category and toward those 65-79. Among those under 65, the share has remained the
same for those 0-21, decreased slightly for those 22-54, and increased slightly for those aged
55-64 (Figure 2.2).

Assessment Timeliness and Volume

The timeliness of nursing home level of care assessments for newly enrolled Medicaid
beneficiaries by the state Office of Community Choice Options (OCCO) has varied over time
between 2015 and 2019. Timeliness of MCO assessments has generally improved over that
time (Table 2.5, Figure 2.3), with different patterns among different MCOs (Figure 2.4). OCCO
continues to complete more assessments than MCOs for new MLTSS enrollees(Figure 2.5).
The impact of timeliness on consumers is not reported in the data examined.

Critical Incident Reporting

The Division of Aging Services monitors timeliness and trends among 30 categories of
reporting of critical incidents that had or could have adverse effects on members. Timeliness
has been 94% or higher each year since 2015, and the number of reports has generally grown
along with enrollees (Figure 2.6). Generally, the most common critical incidents are medical
emergencies or falls that require medical treatment.

External Quality Reviews

An external quality review organization (EQRO) audits about 100 files each year for MLTSS-
HCBS and MLTSS-NF populations for each MCO. Files are a mixture of newly enrolled and
continuing enrollees, and must meet continuous enrollment requirements to be included in
the audits. Thus, enrollees who have enrollment gaps or switch MCOs are not included. If
fewer than 85% of audited files meet required standards,* MCOs must form a corrective
action plan. Audits involve MCO records only, with no interaction with members or
caregivers.

The last HCBS audit went from July 2019 through February 2020 due to the pandemic, and
the last NF audit was postponed due to the pandemic.

We reviewed trends for 6 HCBS metrics and 5 NF metrics that have been reported over time,
and the most recent compliance information for 13 HCBS metrics and 17 NF metrics.

Of the 6 HCBS metrics reported over time, MCOs generally did well in three of them: the
extent to which their care plans were aligned with clinical assessment results, the presence
of backup plans, and evidence of critical incident training. Two--timeliness of care completion
and use of person-centered principles in care plan development--were more mixed. None of
the MCOs met the standard for the extent to which services were delivered in accordance

4 Now 86%, but 85% in the reports reviewed for this Chapter.
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with the care plan in either 2017 or 2019, though there was some improvement. Looking at

relative performance of the MCOs for the 5 metrics that were available for multiple years,

one MCO was consistently above average, two improved, and two declined. More detail on
the HCBS findings:

o

While all plans increased in their timeliness of care plan completion for HCBS enrollees
from 2015 to 2016, trajectories have been more mixed since then. One plan has been at
or above 85% for 4 of the 6 periods, another for 2 periods, 2 others for 1 period, and one
for none of the 5 periods (Figure 2.7). Audit reports do not examine how or if timeliness
of care plan completion affects services to enrollees.

All MCOs were at 88% or higher in the extent to which care plans were aligned with clinical
assessment results for HCBS enrollees in 4 of the 6 periods, though two different MCOs
dipped below by about 30 points, one in 2018 and another in 2019 (Figure 2.8). We do
not have any further information about the ways in which care plans were aligned or not,
or what this meant for consumers.

All MCOs have showed large differences over time in the extent to which their care plans
were developed using person-centered principles for HCBS enrollees, and there is no clear
linear trend in this measure. The largest average overall was in 2017, though none of the
MCOs met the 85% standard in that year. No more than 2 MCOs have ever met the
standard in any year 2015-2019, and only one MCO met the standard in more than one
year (Figure 2.9).

Three of the MCOs achieved the 85% minimum for HCBS enrollee care plans having a
backup plan 4 or more times. One plan, though improving through its first two audits into
the 80% range, still has not achieved the minimum. The fifth plan started at 95% but
declined after the first audit. The overall average has never reached the minimum
threshold (Figure 2.10).

MCOs have been consistently high or shown general improvement in the extent to which
HCBS enrollee audited files show evidence of critical incident training (Figure 2.11). All
plans met the 85% standard in 2020.

Looking at each MCO'’s relative performance on these 5 HCBS enrollee measures over
time, one MCO was above average in all periods, one began below average and rose
above, two started above average and declined, and one stayed below average, although
it showed a general increase in trajectory (Figure 2.12).

An examination of the extent to which HCBS enrollee services were delivered in type,
scope, amount, frequency in duration as per their care plan showed an increase from 32%
to 37% of sampled cases with at least 95% of services delivered overall (individual MCO
values ranged from 24% to 46%). This was well below the 85% standard in both years.
Four MCOs improved in the measure and one declined (Figure 2.13). Patterns for just
personal care assistance were somewhat different, though all MCOs were still below the
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85% standard—compliance rates were 37% in 2017 and 45% in 2019, with individual MCO
values ranging from 22% to 56% (Figure 2.14). There were differences in compliance rates
by service, ranging from 26% to 78% (Figure 2.15).

Of the 5 NF metrics, all showed evidence of improvement over time. More detail on the NF

findings:

0 Two MCOs met the 85% standard for timeliness of care plan completion for NF residents
in 2018, both showing large improvements from 2017. Four MCOs improved their
performance on this measure while one declined (Figure 2.16). Those not meeting the
standard are far below (9%-27% in 2018). There was not a consistent pattern in MCO
performance on this measure and the one for HCBS.

0 Three MCOs met the 85% standard for care plan development using person-centered
principles for NF residents in 2018 and one met it in 2017 (Figure 2.17). As with care plan
timeliness, there was not a consistent pattern in MCO performance on this measure and
the one for HCBS.

0 Two MCOs met the 85% standard for evidence of critical incident training for NF residents
in 2018 and two more were close in 2018 after none met the standard in 2017 (Figure
2.18). All MCOs were either higher or the same on this metric in the nursing home setting
compared with their scores in the HCBS setting.

0 One MCO met the 85% standard for review of facility plan of care for NF residents in 2018.
All MCOs improved in 2018 from their 2017 scores. Three MCOs increased their score
between 2016 and 2018, one stayed about the same, and one decreased (Figure 2.19).

0 None of the MCOs ever met the 85% standard for timely onsite review of member
placement and services, though two improved their results from 2016-2018 (Figure 2.20).

In the most recent audit information available, two MCOs met the 85% standard on more

than half of the 13 HCBS measures and three met more than half of the 17 NF measures

(Figure 2.21). Of the 13 HCBS measures, four were met by all 5 MCOs and 9 were met by two

or fewer MCOs. Of the 17 nursing facility measures, five measures were met by 4-5 MCOs,

four measures by 3 MCOs, and six by two or fewer MCOs (Table 2.7).

Appeals/Grievances/Complaints, Fair Hearings

Xi

Appeals, grievances and complaints have remained steady overall at slightly below 1% of
MCO MLTSS members from 2015-2019 (Figure 2.22). One MCO has been consistently below
the average and other consistently above by a small amount. Others have varied, one starting
out above average but coming below and two others starting very low and then increasing.
These are estimates, as members can have multiple issues and reporting does not remove
duplicates (in other words, the true percentage of members with appeals, grievances or
complaints may be lower).

Rutgers Center for State Health Policy, February 2022



e An analysis of the types of appeals and grievances for two quarters in 2019 shows that
MCO/administrative issues were the most frequent type in the early quarter and LTSS issues
were more frequent in the later quarter. Problems with dental services were also frequent
(Figure 2.23).

e MCOs generally respond to appeals/grievances quickly. An examination of appeal outcomes
in 2015 and 2016 showed that MCOs generally overwhelmingly uphold their original decisions
(more than 90%).

e Fair hearing data are not segregated by Medicaid program, so MLTSS cannot be viewed
separately. A minority of fair hearing filings result in a decision. The share of filings by MCO
in 2016 appears similar to the share of decisions in 2016 (i.e., there do not appear to be
differences in the rate of withdrawals). The number of filings and decisions appears to be
small compared with the number of Medicaid enrollees (Table 2.8), and shows a lot of
variability by MCO (Figure 2.24). For the period 2014-2020, the share of final agency decisions
exceeded the average share of Medicaid and MLTSS enrollees for two MCOs (Figure 2.25).

e Data from the NJ Department of Banking and Insurance supports advocate perceptions that
external appeals of private duty nursing denials increased in 2015. In 2016 and 2017, external
appeals decreased. In the first half of 2018 they were already higher than all of 2017, though
the number of overall external appeals also grew dramatically, so it wasn’t yet clear if this
was a trend (Figure 2.26, Table 9).

Network Adequacy

New Jersey’s External Quality Review Organization reports do not summarize network adequacy
results by MCO but sometimes highlight particular issues. The 2020 quality report suggests that
social adult day is a service for which MCOs have trouble finding providers.® Detailed grievance
information for 2019 shown in Appendix A2.3 does not seem to suggest provider network
adequacy as a large factor in member complaints.

GeoAccess reports for 17 acute care provider types for the Medicaid population as a whole from
2016-2018 suggest that coverage worsened slightly over the period for dentists, primary care
providers (both regular and pediatric), endocrinologists, oral surgeons, and hospitals. Coverage
remained very high for other specialties. Coverage gaps tended to be concentrated in particular
counties, often though not always those with less dense populations where the standard mileage
metric was presumably harder to achieve.

5 See https://www.state.nj.us/humanservices/dmahs/news/Medicaid MLTSS Quality Report 2020.pdf
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Transitions between Nursing Home and Community Settings

The number of transitions has increased after the first year of MLTSS implementation, and
12% or fewer transitioned members returned to a nursing home within 90 days.

Despite greatly increasing number of HCBS members in MLTSS, the largest number of HCBS
members transitioning to nursing home settings occurred during the first year of MLTSS
implementation, with slightly decreased numbers in subsequent years. The majority of
members who move to a nursing home stay 180 days or longer.

NCI-AD (National Core Indicators, Aging and Disabilities™) Survey

Xiii

The NCI-AD™ is an annual face-to-face survey with questions developed by experts in long-
term care. NJ has participated each year since the survey was first launched in 2015, surveying
between 700 and 900 people each year and including about 100 cases for each MCO for HCBS
enrollees and for PACE and nursing home residents. There are 4 years of data for New Jersey.
NCI-AD™ covers many topics including community participation and access measures, choice
and decision-making, relationships, satisfaction with life, services and staff, service and care
coordination, safety, health care, and wellness.

For the 2017-2018 and 2018-2019 surveys, New Jersey added questions regarding housing
needs, home delivered meals, care manager changes, access to financial resources, and
awareness of information about substance use. New Jersey piloted the NCI-AD™ optional
module on person-centered planning in 2017-2018 and included it in the 2018-2019 survey.
Other than the size of the overall population from which the samples are drawn, the sampling
procedures and the composition of the sample relative to the composition of its population
are unclear. The reports provide no information about response rates. So, while there is a lot
of rich information in the survey about the enrollees who are included, it is not clear to what
extent these results can be generalized to the populations from which they are drawn.
NCI-AD™ surveys are also done in some other states and are designed to facilitate interstate
comparisons among states with similar programs. Because the other participating states have
varied, we only look at New Jersey compared with other states for the most recent survey in
2018-20109.

0 Compared with other states participating in NCI-AD™, New Jersey’s MLTSS members
were less likely to be white and speak English and more likely to be in a metropolitan
area. They had less length of LTSS services in their current program.

Comparing MLTSS HCBS enrollees in New Jersey with those in Kansas, Ohio, Tennessee, and
Wisconsin showed that New Jersey’s MLTSS HCBS members:

O appear more at-risk than average with respect to: being older, more concerned with

falling or being unstable, less able to get to safely quickly in case of a house fire, more
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likely to report poor health, more likely to have poor hearing, and more likely to need
at least some assistance with self-care (bathing, dressing, toileting, eating, mobility)

O appear less at-risk than average with respect to: being less likely to have had a recent
address change and less likely to describe their vision as poor.

O were agbout the same on 17 of 24 outcome measures dealing with access to primary
care, equipment/modifications, and ED use. New lJersey had better outcomes for 6
measures and worse outcomes for one (Table 2.11a)

= New Jersey had better outcomes with respect to bathroom modifications,
needing a scooter, and physical exams/wellness visits and hearing, vision and
dental exams in the past year. New Jersey particularly stood out with regard
to access to primary care, and was 10 or more points above the average for
dental, hearing and vision exams in the past year.

= New Jersey had worse outcomes with respect to needing a ramp or stair lift in
or outside the home.

0 were similar to other states on 29 of 53 items measuring respondent choices, quality
of life and care management/services. New Jersey had better outcomes on 17
measures and worse outcomes on 7 (Table 2.12a).

= The largest differences between New Jersey and the other states when New
Jersey scored better was in the extent to which 1) paid staff changed too often,
2) people had discussed forgetting things more often with a doctor or nurse
(where applicable), 3) people wanted to live elsewhere, 4) paid support staff
showed up and left when desired, 5) people who had concerns about falling
or being unstable had someone talk/work with them to reduce the risk, 6)
people had an emergency backup plan, 7) people’s money was taken or used
without their permission in the past year, and 8) people in group settings were
able to lock the doors to their room if desired.
= The largest differences between New Jersey and the other states when New
Jersey scored lower was in the extent to which 1) people in group settings with
roommates who can choose their roommates, 2) people receiving information
in the language they prefer (if not English), 3) people in group settings who
have enough privacy, and 4) people in group settings who are able to
furnish/decorate how they want. For the HCBS population, then, NJ lagged
particularly with regard to group settings—of 7 questions asked on this topic,
NJ was better than average on 1, the same on 3, and worse on 3.
Comparing responses from MLTSS NF enrollees in New Jersey versus those in Tennessee (the
only other surveyed state with an MLTSS NF program) showed that New Jersey’s MLTSS NF
members who responded to the survey were older and had more concerns about falling or
being unstable, but were less likely to have dementia.
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MLTSS NF enrollees in New Jersey were about the same as Tennessee for 18 of 24
outcome measures dealing with access to primary care, equipment/modifications, and
ED use. New Jersey exceeded Tennessee in the frequency of all type of primary care
visits (physical, hearing, vision, dental exams) in the past year, and had fewer reported
emergency room visits. However, New Jersey lagged Tennessee in respondents who
could get an appointment with their primary care doctor when needed (Table 2.11b).
Of the 53 items measuring various aspects of respondent choices, quality of life and
care management/services, New Jersey’s MLTSS NF respondents were similar to
Tennessee’s on 43. New Jersey was above Tennessee for 4 measures and below
Tennessee on 6 measures (Table 2.12b). The positive items were all close to the margin
of error threshold of 10 percent, with the largest difference being in the extent to
which respondents reported discussing forgetfulness with a doctor or nurse. NJ MLTSS
NF respondents were also less likely to think their paid support staff changed too
often. On the negative side, the highest items were people whose visitors are able to
come any time, paid support staff doing things the way people want them done, and
paid support staff treating people with respect. The items where NJ NF MLTSS
participants were lower suggest less control over their environment and staff than in
Tennessee, although NJ respondents were less likely to say they would prefer to live
elsewhere, and about equally likely to say they felt in control of their lives.

e Comparing responses from long-term care programs across New Jersey (MLTSS-HCBS, PACE

and nursing home residents) showed that:

(0]

There were differences in racial composition, living situation (PACE vs. MLTSS-HCBS)
and types of disability among the groups (Table 2.13a).

Nursing home residents were always more likely to say they preferred to live
elsewhere and least likely to say they could eat meals when desired.

PACE was the highest in all years in having had a dental visit (59-86% of respondents).
However, this measure is not risk-adjusted and PACE members have dental services
available on site, which may account for some of the difference. MLTSS-HCBS
recipients were generally the lowest on this measure, ranging from 45-52%. Nursing
home residents ranged from 55-71%. This was a large contrast with having had a
physical health visit, which was 80% or higher in all groups.

All other results varied by year/programs (Table 2.13b).

While nursing home residents are less positive about their care, there have been more
than 300 MLTSS-NF surveys done over 3 years, and at least 3/4 have reported that
they always get enough assistance with daily activities and self-care over 3 survey
periods.

e Comparing responses across MLTSS members in different MCOs shows a lot of variability from

year to year in both population characteristics and outcomes. The variability we see in

XV
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demographic characteristics from one period to the next both within and among MCOs leads

us to believe that samples may not be representative of the MCOs’ general MLTSS population

and likely are not strictly comparable over time for the purpose of identifying trends in the

larger population. There were a few trends or consistencies of note (Table 2.14):

o
o
o

A decline in the share of respondents who are white.

The majority of respondents report a physical disability.

Access to nonmedical transportation was lower and more variable than access to
medical transportation.

At least 76% of respondents from individual MCOs said they could eat meals when
desired, with averages from 77%-88% over the survey years.

Across all MCOs, 2018-2019 had the lowest score on the extent to which respondents
always/almost always liked how they spent their time during the day, with some
variability across MCOs in this measure (as low as 39% and as high as 61%). One MCO
consistently ranked highly on this measure across all four surveys, which could reflect
differences in the populations surveyed across MCOs as well as the providers
contracted by the MCOs.

There was a difference in survey responses about the extent to which paid support
staff changed too often from 2015-2016 (when 31-47% thought staff changed too
often) compared with subsequent years (when 13-35% thought staff changed too
often). We don’t have a measure of how often staff actually changed.

At least 65% (and as many as 78%) of individual MCO respondents have felt that their
services are meeting all their needs and goals across all years of the survey, with the
risk-adjusted average for MLTSS-HCBS ranging from 71% to 76%.

At least 78% (and as many as 93%) of individual MCO respondents have felt that they
always get enough needed help with self-care and other daily activities across all
MCOs and years. The risk adjusted averages range from 83% to 88% for MLTSS-HCBS
for these measures.

Enrollees self-select into MCOs and programs (subject to clinical and financial eligibility), and

there are other differences across MCOs and other programs in terms of geographic

availability, provider networks, and related factors. As a result, it is not possible to use these

data as a rigorous performance review of MLTSS or individual MCOs, but the data may contain

useful information regarding how to improve services for members.
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Chapter 3: Impact of Waiver Reforms to Streamline Medicaid Eligibility
Processes

In this chapter we assess administrative changes under the NJ FamilyCare Comprehensive
Demonstration intended to streamline Medicaid eligibility for long term services and supports.
These include 1) the provision to disregard income through a qualified income trust (QIT) for
individuals in need of long term care whose income is above the threshold eligibility level and 2)
the elimination of the transfer of assets look-back period for individuals who are at or below
100% of the FPL. To evaluate these reforms, we draw on statistics from administrative records
provided to us by State officials or available in public reports and presentations. We also rely on
audit data collected by the State’s Bureau of Quality Control (BQC) and contextual information
on the audit process, and findings from direct communications with State officials. Finally, we
use Medicaid fee-for-service (FFS) claims and managed care encounter data for January 1, 2011
through December 31, 2019 to examine the share of long-term care recipients in home and
community-based setting in the pre- and post-waiver period.

Since 2015, there have been at least 8,600 individuals qualifying for Medicaid with a QIT. About
75% are in nursing homes, but at least 2,000 individuals have been able to qualify for LTSS in
community settings (about 1,500 in Assisted Living and about 600 in other community settings),
who would otherwise have had to seek nursing home care to get Medicaid LTSS, because prior
to MLTSS only nursing home residents could use the medically needy designation. As of early
2021, roughly 35% of nursing home residents on MLTSS were eligible due to a QIT (and would
have been eligible under a previous designation of medically needy), versus about 55% of
Assisted Living residents and about 2% of residents in other community settings, who would not
otherwise have been eligible (unless they went into a nursing home under the medically needy
designation).

An examination of QITs by county shows that all counties are using them. It is difficult to calculate
an expected take-up rate for QITs. However, examination of census data regarding population
levels of poverty and foreign birth among older adults provides some plausible explanations for
differences, though it could be that there is more awareness of QITs in some areas, or other
factors affecting the take-up of the underlying Medicaid population.

The percent of Medicaid recipients using HCBS has steadily increased since the first round of the
NJ Comprehensive Waiver was approved in 2012. As of 2019, with our annual method of
calculating beneficiary setting (versus sometime in 2018 using a point-in-time method), the
percentage of LTC recipients using HCBS exceeded the percentage in nursing homes.
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At least 5,500 Medicaid recipients have used the streamlined self-attestation process since 2012,
with an average of 180 per quarter. Eight randomly sampled applications for each quarter
between October 2015 and December 2016 underwent a detailed audit process by BQC staff to
determine the accuracy of the self-attestation. They reviewed financial documents to determine
whether any assets were transferred for less than fair market value during the five years prior to
application. There was a zero error rate on these audited samples.

The full potential of either of these administrative simplifications to reduce barriers to MLTSS
enrollment relies on their uniform and equitable application. While the representativeness of
counties in the early self-attestation audit samples raised the question of whether all counties
were using the self-attestation form, the BQC saw more counties included in subsequent samples
and has not expressed concern that there is any systematic differences in the use of the form
across County Welfare Agencies (CWAs). With regard to QITs, stakeholders have expressed
concerns about access to legal assistance for consumers with limited financial or social resources,
who may be at a disadvantage for drawing up the trust documents and designating a
representative to administer the trust over time, or administrative errors that lead to ineligibility.
However, while the State has asked the CWAs to reach out if they encounter these situations,
only a small number of such cases have been brought to the State’s attention and they have been
resolved.

The data and information we have reviewed indicates that the elimination of the transfer of
assets look-back period for low-income LTSS applicants and the establishment of QITs have been
successfully implemented. It is reasonable to conclude that the expanded eligibility for HCBS
made possible by the QIT and the streamlined pathway into Medicaid long-term care service
made possible by the self-attestation process contributed to the growth in the HCBS population
during the waiver demonstration periods.

We note that this interim analysis is based on data currently available to us, which has
significant limitations. As part of our planned final report, we have been working with the State
to obtain fuller data which will allow a more comprehensive evaluation. This is aligned with the
State’s current work with stakeholders to identify potential improvements to QIT policies and
processes.
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Chapter 4: Analysis of Medicaid Claims Data to Examine Access to Care, Quality,
and Cost of Care in MLTSS

In this chapter, we assess the impact of the expansion of managed care to Long Term Services
and Supports (LTSS) and behavioral health (for selected LTSS-eligible populations) for NJ
Medicaid beneficiaries, which began under the first §1115 Comprehensive Demonstration
(October 2012-July 2017) and continued during the renewal period (starting in August 2017). The
analysis in this chapter provides evidence to help assess the impact of the managed care
expansion on access to care, quality of care, and mix of care settings employed for the long-term
care population, an evaluation Research Question enumerated in the approved evaluation design
(CMS 2019).

Using Medicaid fee-for-service (FFS) claims and managed care encounter data over 2011-2019,
we present annual estimates to examine the rebalancing of Medicaid long-term care eligible
recipients and spending from the nursing facility to the community. We then examine measures
of access to care, quality of care, and cost of health care using multivariate regression analyses
in order to isolate the effect of the managed care expansion policy on the stated outcomes (after
adjusting for patient characteristics and time effects). We primarily utilize difference-in-
differences (DD) estimation with a propensity score matched comparison group for the adult
population receiving home and community based services (HCBS). The technique examines
changes in selected quality metrics from the pre- to the post-implementation period of the
MLTSS program, and we further differentiate those changes between the base (Waiver 1) and
renewal (Waiver 2) demonstration periods.

LTC Population Rebalancing and Spending

e The size of the LTC population has grown over 2011-2019, and the composition has
shifted from the majority of beneficiaries residing in nursing facilities (74% in 2011) to the
majority residing in home and community-based settings in 2019 (52%).

e The percentage of new Medicaid LTSS users first receiving services in the community
(compared to first services being received in NHs) has more than doubled from 25.3% in
2012 to0 62.9% in 2019 with the growth climbing most steeply starting in 2014.

e The share of (inflation-adjusted) LTSS spending in the community (out of total LTSS
spending in community and NFs) has doubled since MLTSS began, from 12% in 2014 to
25% by 2019.

e Per person (inflation-adjusted) spending is declining for the HCBS-MLTSS populations,
decreasing by about 20% by 2019 compared to pre-MLTSS.

MLTSS Impact on the Adult HCBS Population
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We observe no statistically significant impact of MLTSS on overall inpatient utilization, ED
visits, avoidable inpatient utilization or avoidable ED visits by the HCBS population,
neither when examining the MLTSS period overall, or separately by the Waiver 1 and
Waiver 2 periods.

During the Waiver 2 period, the MLTSS policy is associated with a statistically significant
decrease in avoidable inpatient costs for the HCBS population, with the percentage
increase in spending for HCBS beneficiaries around one-third of what it would have been
without MLTSS, as estimated by the comparison group (p<0.01).

Our models estimate small declines in hospital-wide readmissions for HCBS beneficiaries
under MLTSS, but these effects are not statistically significant.

Readmissions after pneumonia hospitalizations show marginally statistically significant
increases under MLTSS. Over the entire period when MLTSS was in effect, there was a 5.4
pp increase in 30-day readmissions following pneumonia hospitalizations for HCBS
beneficiaries (p<0.1). During just the Waiver 2 period, there was an estimated 6.7 pp
increase, but this was not statistically significant.

We do not observe a statistically significant effect of MLTSS overall on either HbAlc
testing or eye exams, and there are mixed results when looking at the demonstration
periods separately. MLTSS was associated with a 4.0 pp lower rate of HbAlc testing
among the HCBS population during the Waiver 1 period and this was marginally significant
(p<0.1). While not significant, it was associated with a 4.2 pp increase in the Waiver 2
period.

MLTSS Impact on the Adult HCBS Population with a Behavioral Health (BH) Condition

We do not observe any statistically significant impacts of MLTSS on avoidable inpatient
stays or avoidable ED visits for adults in HCBS with a BH condition.

We find a statistically significant decline of 9.4 pp in hospital-wide readmissions
associated with MLTSS in the Waiver 1 period. In the Waiver 2 period, the coefficient is
positive indicating an increase in readmissions compared to the pre-MLTSS period, but
this was not statistically significant.

We estimate decreases in the rate of 7-day follow-up after mental illness hospitalizations
of 12.1 pp, but increases in the 30-day follow-up by 1.1 pp when looking over the entire
MLTSS period; however, neither effect is statistically significant.

The staggered timing of MLTSS enrollment for the nursing facility population, lack of a suitable

comparison group in the pre-MLTSS period, and the diminishing population of NF residents,

requires us to utilize separate estimation strategies from those used for the HCBS population to

assess the impact of MLTSS. We use propensity matching to look at the average effect of MLTSS
on the nursing facility (NF) population using the NF Fee-for-Service (FFS) population for
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comparison. The matched population of FFS NF residents is small for some outcomes and
because of the small cell sizes average effects cannot be adjusted for secular trends.

Average Effects of MLTSS on the Nursing Facility Population

e There was no statistically significant difference in the percentage of NF residents with one
or more avoidable hospitalizations in a quarter (between NF-MLTSS and NF-FFS).

e The difference in the average quarterly number of ED visits per 1,000 beneficiaries is -
29.7 visits, meaning, over a calendar quarter, there were 29.7 fewer visits per 1,000
MLTSS beneficiaries in a NF compared to those in a NF under FFS. This finding is
statistically significant (p<0.05).

e Average effects for other hospital utilization outcomes show a lower likelihood (assessed
over a quarter) of inpatient hospitalizations (-6.2 pp) and ED visits (-2.8 pp) among the
MLTSS nursing facility population. The reduced inpatient hospitalizations are statistically
significant (p<0.05).

e Pneumonia readmissions were higher by 4.7 pp for the NF population in MLTSS, but this
was not significant.

e Onaverage, annual dental visit rates were significantly lower for the NF population under
MLTSS (-9.2 pp, p<0.05), but rates of HbAlc testing and diabetic eye exams were higher
by 13.8 and 15.3 pp, respectively (p<0.05).

The small sample size of children in MLTSS, which diminishes further when putting in restrictions
to isolate a cohort or require minimum enrollment durations, meant it is not feasible to conduct
matching or regression modeling for children in MLTSS.

The analyses in this chapter provide evidence that in the first five and half years following the
transition to MLTSS for the HCBS population, quality of care has not consistently improved or
worsened overall when looking across multiple measures. Our most statistically relevant findings
which show consistency in direction across both the Waiver 1 and Waiver 2 periods are that
avoidable inpatient spending has declined and readmissions following pneumonia
hospitalizations have increased. For the NF population in MLTSS, most statistically significant
findings are positive, indicating reduced inpatient hospitalizations and avoidable ED visits.
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Chapter 5: Examining Care Outcomes for Populations of Children and Youth
Eligible for Targeted Home and Community-Based Services

In this chapter, we analyze data for evaluating and assessing programs under the NJ FamilyCare
Comprehensive Demonstration that support children with Autism Spectrum Disorder (ASD),
intellectual/developmental disabilities (ID-DD) with and without co-occurring mental iliness (Ml),
and Serious Emotional Disturbance (SED). All of these programs began under the first §1115
Comprehensive Demonstration (October 2012-July 2017) and continued during the renewal
period (starting in August 2017) with service coordination handled by the NJ Department of
Children and Families, Children’s System of Care (DCF-CSOC). We utilize Medicaid fee-for-service
claims and managed care encounter data to examine trends in program enrollment and to
calculate quality of care measures. Claims-based measures include inpatient utilization and ED
visits overall; avoidable ED visits that arise due to inadequate ambulatory or primary care in the
community; mental illness hospitalizations; admissions to residential treatment centers (RTCs);
total and avoidable hospital spending; and well-child visits for children ages 3-6. Finally, we look
at quality assurances reported by DCF-CSOC as part of their Quality Strategy for several years of
the Demonstration.

ASD Waiver Program

The ASD pilot program provided new behavioral therapies for up to 200 children under 13 years
of age with ASD who were Medicaid/CHIP eligible. Services began in the Spring of 2014. The ASD
pilot continued under the Demonstration renewal until approval of a State Plan Amendment
(SPA) which incorporated the services into the NJ Medicaid State Plan. Using claims data from
2013-2019 and a propensity-matched comparison population of youth with ASD not enrolled in
these waiver programs, we conducted multivariate regression analyses to adjust for patient
characteristics and time trends utilizing a difference-in-differences (DD) framework. We found:

e Thereisan estimated 0.3 fewer inpatient hospitalizations, 0.5 additional ED visits, and 0.5
additional avoidable ED visits per 100 beneficiaries per quarter associated with
participation in the ASD pilot. However, none of these effects were statistically significant.

e There was no statistically significant difference in total/overall hospital spending or
avoidable hospital spending for youth in the ASD pilot although the magnitude of
estimates suggest lower costs for both categories of spending.

e Youth in the ASD pilot have 0.4 percentage point (pp) lower likelihood of having an
admission to a residential treatment center (RTC) in a year, but this was not a statistically
significant effect.

e Our model estimates a decline of 3.7 pp in the likelihood of receiving a well-child visit for
those of ages 3-6 in the ASD waiver program, but this was again not statistically
significant.
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Because similar services were also provided to children with ASD outside the waiver who may be
included in our comparison population, this analysis provides conservative estimates, meaning
we are less likely to detect effects.

CSSP-1/DD Waiver Program

The program for children with ID-DDprovides intensive in-home and out-of-home services to
Medicaid/CHIP children up to 20 years old with ID-DD. It started out serving those with a co-
occurring mental illness diagnosis, but was absorbed into the Children’s Support Services

Program (CSSP) and was expanded to cover children with ID-DD without a co-occurring mental
health diagnosis under the Demonstration renewal. Individual services rolled out at different
times starting in 2015 through 2017. Using claims data from 2013-2019 and a propensity-
matched comparison population of youth with ID-DD not enrolled in these waiver programs, we
conducted multivariate regression analyses to adjust for patient characteristics and time trends
utilizing a difference-in-differences framework. We found:

e There was a statistically significant decrease of 2.5 ED visits and 1.2 avoidable ED visits
per 100 beneficiaries in the CSSP-I/DD waiver program per quarter (p<0.05).

e There were declines, though not statistically significant, of 1.7 inpatient days per
beneficiary per quarter as a result of participation in this waiver program.

e There was no significant impact on rates of overall hospitalizations and mental illness
hospitalizations. Point estimates were in the direction of slightly more inpatient
hospitalizations overall (0.3 per 100 beneficiaries per quarter) and fewer mental illness
hospitalizations (-0.1 per 100 per quarter).

e There was marginally significant reduced avoidable hospital spending among youth with
ID-DD enrolled in the CSSP (p<0.01).

CSSP-SED & SED Plan A Expansion
The SED waiver program provides children with SED, up to age 20 years old, critical behavioral

health services intended to help prevent out-of-home placements. These supportive services
became Medicaid-covered services in the Fall of 2015. In July 2016 there was an expansion in
eligibility for Medicaid State Plan services for youth with SED in out-of-home settings (Plan A
expansion). Under the Demonstration renewal, the SED program became part of the CSSP. The
majority of youth in the CSSP-SED are not Medicaid/CHIP eligible for State Plan services.
Therefore, we do not have claims for any inpatient or outpatient utilization to look at quality
outcomes for this population. Instead, we examine enrollment patterns in the waiver for home
and community-based services and the likelihood that youth in the waiver will subsequently
become enrolled under the Plan A expansion due to an out-of-home placement. If waiver
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enrollment duration and transitions to out-of-home settings decrease, it suggests increased
stability of youth with SED. We find:

Declines over time in the average number of months enrolled on the waiver, from around
9 months in 2013-2015 to about 6.3 months for youth enrolling in 2018.

The percentage of waiver youth who leave the waiver, but then re-enroll at some point
declines by about 5 percentage points over time.

Looking only over the period when the SED Plan A expansion was in effect, only a small
percentage (~2.5%) of youth with SED in the CSSP end up with enrollment into Plan A.
Since Plan A enrollment only applies to those with an out-of-home-placement, this means
that is an uncommon outcome.

There’s a slightly lower chance of enrolling in Plan A, meaning a slightly lower chance of
an out-of-home placement, for youth enrolled in the CSSP-SED waiver for more months
compared to fewer months (2.9% of those in the CSSP-SED 19-24 months go into Plan A
compared to 3.5% enrolled 13-18 months).

These patterns suggest success of the waiver services in maintaining children with SED in their

homes and communities, but these findings are descriptive and subject to caveats.

CSSP-SED Plan A: Looking specifically at youth enrolling into Plan A for whom we can observe

utilization outcomes for the years following enrollment in our claims, we find:

In general, utilization does not decline as hypothesized but instead, increased between
2018-2019. In 2019 there was a higher rate of ED visits, avoidable ED visits, and inpatient
days when looking at all youth with SED enrolled in Plan A and a continuously enrolled
cohort.

Rates of mental illness hospitalizations only change a little over time, increasing 1
hospitalization per 100 between 2018-2019 for the continuously enrolled cohort and
declining by a similar amount when looking at all SED Plan A enrollees.

Between 2018-2019, the percentage in the SED Plan A cohort with a residential treatment
center admission declined from 68.3% to 34.6%.

‘Mental, behavioral, and neurodevelopmental disorders’ was the most common
classification of ED visits in all years for SED Plan A enrollees, with ‘Injury, poisoning, and
other external causes’ the second most common.

The specific diagnoses on ED visits for CSSP-SED Plan A enrollees shows that Major
Depressive Disorder is always one of the most prevalent diagnosis codes in all years
examined.

Without a pre-period, we cannot know based on trends subsequent to gaining Medicaid

eligibility, whether such eligibility changed the trajectory of utilization. Longer-term outcomes

could potentially provide a better picture of the impact of this eligibility expansion for Medicaid

services.
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DCF-CSOC Reported Quality Assurances

The Department of Children and Families, Children’s System of Care lists 17 assurances in its
Quality Strategy relating to ID/DD-MI and the ASD pilot, with audits done by the Division of
Medical Assistance and Health Services’ Quality Management Unit (QMU).

XXV

Of the 16 quality assurances reported by DCF (See Table 5.5 below), 12 relating to ID/DD—
MI and 11 relating to ASD had been reported by DY7, with an additional 2 reported for
the combined programs.

Outcomes were generally high for reported assurances.

Enrollees of both ID/DD-MI and ASD programs exceeded the 80% benchmark in every
year reported and showed higher levels of achievement each year based on improved
assessment scores.

Level of care assessments were completed, care plans developed and updated, and
appropriate services authorized in compliance with assurances 98% to 100% of the time.
73%-100% of youth and families were provided a choice of providers (with evidence of
more in files for results below 100%, even where the indicated form was not completed).
CSOC was always able to verify qualifications and training for new providers.

Timeliness of unusual incident reports (UIRs) was 91% for ASD and 96% for ID/DD—MI,
and timeliness of demonstration of required follow-up for UIRs was 83% for ASD and 84%
for ID/DD-MI.

ASD had no UIRs involving restrictive interventions. ID/DD—MI had 7 incidents and while
none of them had sufficient documentation of whether remediation was done in
accordance with policies/procedures, all were without injury.

Combined quality assurance information showed that the state established and
monitored healthcare standards 100% of the time, that 95% of claims were coded and
paid in a compliant manner, and rates remained consistent with the approved
methodology throughout the demonstration.

Demographic information shows that the ASD program increased its share of enrollees
who were ages 0-4 in DY5, possibly reflecting earlier diagnosis and intervention. Fewer
ASD youth required out of home care in DY5 compared with DY4. The share of ID/DD-MI
requiring out of home care increased from 4% to 5% from DY4 to DY5, but since all
enrollees are at risk of needing out of home care, this is not a large increase.

Case examples provided in the DY7 annual report showed how providers work with
waiver-enrolled youth and their families on communication (including a variety of
strategies for nonverbal youth), creating routines, learning new skills, and in one case
stabilizing medications. Several of the youth were able to transition off the program after
their interventions, and all gained significant function.
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e 185 providers served program enrollees in DY7, with 61% serving both I/DD and the ASD
pilot and 39% (mostly respite providers) serving only the I/DD enrollees.

Conclusions

On selected hospital and ambulatory care outcomes, (utilizing a modeling approach that assures
similarity of comparison populations but as a result provides conservative estimates), we do not
observe any significant impact of providing home and community-based services to
Medicaid/CHIP beneficiaries with Autism Spectrum Disorder under the waiver pilot program. The
waiver ASD pilot has been discontinued and services are now part of the Medicaid State Plan
package. Providing home and community-based services to Medicaid and CHIP beneficiaries with
intellectual/developmental disabilities with and without co-occurring mental illness is associated
with better care outcomes including lower ED use and avoidable spending. As with the ASD
waiver program, these estimates are likely conservative.

Descriptive trends in enrollment duration, re-enrollment, and out-of-home placement suggest
positive impacts of the SED waiver on stabilizing youth, preventing institutionalization, and
reducing dependency on waiver services; however, there may be other reasons for the trends
we observe. After providing youth with SED having an out-of-home placement eligibility for
Medicaid State Plan services, descriptive, unadjusted trends in hospital and ED use do not show
declines, but instead show increases in avoidable use in the first couple years. Roughly a third of
ED visits for these Plan A youth are related to mental and behavioral health conditions.
Admissions to residential treatment centers do show a downward trend in the cohort of Plan A
enrollees. Longer-term outcomes could provide a different picture of the impact of this eligibility
expansion.

There are generally high outcomes on all assurances reported as part of the DCF Quality Strategy.

Chapter 6: Analysis of Medicaid Claims Data to Examine Care Outcomes for
Individuals Receiving HCBS under DDD Waivers

In this chapter, we address research questions under the §1115 Comprehensive Demonstration
relating to Medicaid-enrolled adults with intellectual and developmental disabilities. Three policy
changes are considered: (1) the Supports Program, (2) the expansion in eligibility for the Supports
Program, and (3) the Community Care Program (CCP). The Supports Program, launched under
the initial Demonstration is a fee-for-service HCBS program for adult Medicaid enrollees who
meet the Division of Developmental Disabilities eligibility criteria. A 2016 CMS approved
amendment to the initial Waiver expanded income eligibility for the Supports program allowing
individuals up to 300% FBR to receive Medicaid State Plan and waiver home and community-
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based services. The Community Care Waiver (CCW) was first approved in 1985 for adults who
meet an institutional level of care. The CCW was incorporated into the §1115 Comprehensive
Demonstration in 2017, as the Community Care Program (CCP).

The analyses in this chapter were generated using Medicaid FFS claims and managed care
encounter data from 2013-2019. We follow three distinct analytic strategies to examine the
impacts of the three policy changes. We first identify the specific populations which were subject
to each of the policies and examine their health outcomes and service utilization. The outcomes
that are assessed for the evaluation include specific categories of preventable hospitalizations
that are relevant to adults with IDD (epilepsy, constipation, schizophrenia, and reflux) (Balogh et
al. 2011), follow up after hospitalizations for mental illness, and utilization of specific preventive
care services for adults with diabetes. To provide contextual information, we also present trends
in different types of HCBS utilization.

For identifying the impact of the Supports program, we examine changes in outcomes for
beneficiaries who ever enroll under Supports compared to similar individuals who do not receive
waiver-funded services using a pre-post methodology. For assessing the impact of the transition
of the Community Care Waiver to §1115 Demonstration authority we examine potential changes
in outcomes before and after the transition in 2017, among individuals enrolled in CCW. For
assessing the impact of the expansion in Supports services we identify individuals who, absent
the Demonstration, would not have been eligible for Medicaid. Due to the absence of baseline
data for these populations (since prior to the policy change they were not Medicaid-eligible and
hence would not show up in our claims data), we conducted trend analyses of outcomes over
time, after policy implementation.

Supports Waiver

e Thereis an estimated 0.1 fewer inpatient hospitalizations each for epilepsy and reflux
per 100 beneficiaries per year associated with participation in the Supports program.
However, neither of these effects were statistically significant.

e There is a statistically significant decline of 0.8 hospitalizations for schizophrenia per
100 beneficiaries per year attributable to the Supports programs.

e Overall, there is a 0.7 percentage point (pp) lower probability of any |/DD-relevant
avoidable hospitalization in a year and about 1 fewer avoidable hospitalizations per 100
beneficiaries per year associated with the Supports program and these estimates are
statistically significant.

e There was no statistically significant differences in diabetes monitoring outcomes
(HbA1c testing or eye exams) due to the Supports program.
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The impact of Supports enrollment on follow-up visits after mental illness
hospitalizations are mixed and also not statistically significant.

CCW Transition to the §1115 Waiver

We estimate increases in |/DD-relevant avoidable hospitalizations of less than 1 visit per
100 beneficiaries per year and the increases are statistically significant for epilepsy,
constipation, and reflux.

Overall, there is a statistically significant increase of 0.7 pp in the probability of an |/DD-
relevant avoidable hospitalization per year. When looking at total hospitalization count,
the increase is 1 additional hospitalization per 100 beneficiaries per year after the CCW
transitioned to the CCP.

Diabetes monitoring outcomes show a statistically significant increase of 6 pp per year
in the probability of an eye exam and a 1 pp decline in HbAlc testing rates in the period
after the CCW transition which is not statistically significant.

We estimate statistically significant increases in rates of follow-up visits after mental
iliness hospitalizations for enrollees in the CCW when it came under the 1115 as the
CCP.

Medicaid Eligibility Expansion for Supports

We assess descriptive trends without a baseline period, hence it is not possible to make inferences
about the policy impact.

Nearly 2,000 individuals have Medicaid coverage due to this eligibility expansion as of
the end of 20109.

We do not observe consistent improvements (nor consistent deterioration) in rates of
IDD-specific avoidable hospitalizations or rates of eye exams for diabetics under the
Supports expansion in the short-term period after Medicaid enrollment.

Rates of HbAlc testing for diabetics improve after Medicaid enrollment for adults in the
Supports program under the eligibility expansion.

Conclusions

We find partial support in our analyses for positive outcomes associated with providing home
and community-based services to Medicaid adults with intellectual disabilities/developmental
disabilities under the Demonstration.
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Chapter 7: Assessment of Medicaid Cost Savings from the Premium Support
Program

This chapter examines the potential Medicaid cost savings due to beneficiaries participating in
the NJ FamilyCare Premium Support Program (PSP) which was brought under §1115 Waiver
authority as part of the Demonstration renewal in August 2017. We examined cost savings for
the beneficiaries who entered PSP between August 2015 and July 2017 (referred to as “pre-
Waiver 2” period) and the first two years of the Waiver 2 demonstration period (beneficiaries
who entered PSP between August 2017 and July 2019, referred to as “Waiver 2” period). We also
examined the combined estimate for the four-year period (beneficiaries who entered PSP
between August 2015 and July 2019). This analysis provides evidence needed to assess the
impact of participation in the PSP on Medicaid cost, an evaluation Research Question
enumerated in the approved evaluation design (CMS 2019).

We used the NJ Data Report provided to us by the Division of Medical Assistance and Health

Services (DMAHS) and calculated per member per month savings and the net percentage of

savings to Medicaid for each family in the PSP compared to the projected cost to NJ FamilyCare

without the premium support program. The NJ Data Report included the net savings to Medicaid.

Overall, 109 families (total members=251) entered the PSP between August 2015 and July 2019.

e Forty families (93 members) entered in the pre-Waiver 2 period and 69 families (158
members) entered in the Waiver 2 period.

e Medicaid saved $449,659 from beneficiaries who entered the PSP at any point between
August 2015 and July 2019. The savings during the Waiver 2 period was $285,828 and during
the pre-Waiver 2 period was $163,831.

e The average total per member per month savings to Medicaid was $112 for the two time
periods. Medicaid saved an average of $117 per member per month during the Waiver 2
period and about an average of $103 per member per month during the pre-Waiver 2 period.

e The average percentage cost savings from family enrollment in PSP compared to enrollment
in NJ FamilyCare during the Waiver 2 period was 58.6% and in the pre-Waiver 2 period was
64.5%. The overall average percentage cost savings for the two periods was 60.7%.

The findings presented in this chapter suggest substantial savings to Medicaid when beneficiaries
participated in PSP, overall and during the time this program was under the Comprehensive
Demonstration. This supports the conclusion that additional efforts to increase enrollment for
individuals who have access to employer sponsored insurance and outreach efforts to recruit
employers that offer health insurance plans may result in significant cost savings. These findings
are based on a few years of data and could change as additional years of data are added in the
final evaluation report.
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Chapter 8: Cost Effectiveness Analysis

In this interim report, we describe initial results of our cost effectiveness analysis (CEA) on the
first policy evaluated— the managed care expansion of Medicaid long-term services and supports
home and community-based services (MLTSS-HCBS). We assess one of the main goals of this
policy, which is to improve care coordination as reflected in a reduction in avoidable
hospitalizations, avoidable emergency department (ED) visits, and 30-day readmissions.
Accordingly, these events were used as the effectiveness measures in the CEA and our analysis
examines cost per avoidable event for each of these three types of events.

It is important to note that the findings herein could be considered supplemental to prior
chapters that solely examine impact on outcomes (i.e., Chapter 4). This is because cost-
effectiveness analysis goes beyond examination of outcomes and considers changes in outcomes
in relation to changes in costs incurred. We note that the application of CEA to New Jersey policy
implementation is novel, and may be subject to further refinement, as new approaches to more
meaningfully calculating both outcomes and costs are considered. As such, we believe that the
findings in this chapter should be treated as one perspective among many.

There are also some caveats that are specific to the estimates in this Chapter. The objective of
the MLTSS transition was to expand coverage of LTSS services to include individuals requiring
them but not enrolled in the previous waiver programs. It was also to effect a rebalancing of
resources from the nursing facilities to the community. These changes cannot be captured
through health or health utilization outcomes and are not reflected in these analyses (Chapter 2
addresses some of these broader measures). The estimates in this chapter do not capture
effectiveness of the program in achieving these objectives due to the nature of the CEA. More
generally, this reflects one of the limitations of CEA in assessing the success of state or federal
policies aimed at achieving multiple objectives. A further caveat is that the comparative
estimates in this chapter use unadjusted Medicaid claims data, while planned analyses for the
final report will use adjusted data to match MLTSS recipients with a comparison group. Thus, the
estimates of events and costs will likely change in our next analysis.

An important component of the CEA is policy implementation cost. We measured this using a
survey administered to state staff. The total estimated costs of implementing the MLTSS-HCBS
policy are $2,471,730, based on the cost of state staff time only. This corresponds to a cost of
$47.01 per MLTSS-HCBS beneficiary during the measurement period. Though state staff time is
the largest measured cost component of those available for the total cost of MLTSS-HCBS policy
implementation, the total policy cost will increase once other costs (currently being gathered)
are added. These additional costs include outside contractors/vendors, supplies, and travel.
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In terms of cost effectiveness, our interim findings calculate for each outcome, the numerator
and denominator components of the Incremental Cost Effectiveness Ratio in a difference in
difference framework. We estimate per-beneficiary, per-year savings associated with 30-day
readmissions, and increased costs associated with avoidable hospitalizations and avoidable ED
visits. Small per-beneficiary, per-year increases in numbers of these three avoidable events
(avoidable hospitalizations, avoidable ED visits, and 30-day readmissions) were also observed
after implementation of the MLTSS HCBS policy, when considering the MLTSS HCBS population
in comparison to the general aged, blind and disabled (ABD) population not enrolled in MLTSS.
These populations are not matched on demographic or clinical characteristics—such matching
could change results. MLTSS and prior waiver HCBS programs were created for individuals who
had higher needs than the general ABD population.

Considering the costs of the MLTSS-HCBS population alone without comparison to the ABD
population, our interim findings suggest an overall per-beneficiary savings. This reflects the
decrease in total incremental all-cause healthcare costs before and after implementation after
subtracting out measured program implementation costs.

The CEA findings suggest that the MLTSS-HCBS population had slightly higher costs for two of the
three outcomes of interest, and slightly increased numbers of avoidable events for all three
outcomes when compared to a non-MLTSS population. In contrast to these relative measures,
the MLTSS program when considered by itself has resulted in cost savings among those receiving
the benefit, surpassing its implementation costs on a per beneficiary basis. These are preliminary
estimates that do not factor in data not available at the time of this writing. In particular, findings
may be subject to change when other costs associated with MLTSS-HCBS are factored in. In
addition, the comparison cohort used in the CEA was not statistically adjusted based on
underlying likelihood of the avoidable events; we plan to make this adjustment for the final
analysis. While we do not expect to find that additional costs of the policy will greatly change
results, statistical adjustment of the comparison cohort could indeed result in significant changes.
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Background/Overview of Questions, Hypotheses and
Results

Background

The NJ FamilyCare Comprehensive Demonstration was approved by the Centers for Medicare
and Medicaid Services (CMS) on July 27, 2017, and is effective August 1, 2017 through June 30,
2022. This report is the interim evaluation of this Demonstration. The Demonstration represents
a renewal of New Jersey’s Comprehensive Waiver Demonstration, which was approved by CMS
on October 2, 2012, and was effective October 1, 2012 through July 30, 2017 (see draft final
evaluation for the 2012-2017 demonstration in Chakravarty et al., 2017).

The 2017-2022 demonstration maintains all the programs from the prior demonstration and,
additionally:

e Transitions beneficiaries from the Community Care Waiver, a separate §1915(c) waiver,
into the Community Care Program under the §1115 demonstration in order to expand
service offerings and align with the Supports program, which serves a similar population.

e Expands a pilot program offering seven intensive in-home and out-of-home services to
Medicaid/CHIP children ages 5-20 years old with ID-DD, which began in the first
comprehensive waiver as a pilot serving those with a co-occurring mental illness
diagnosis, and was absorbed into the Children’s Support Services Program (CSSP). The
expansion under the Demonstration renewal covers children with ID-DD without a co-
occurring mental health diagnosis.

e Incorporates the Premium Support Program, which provides financial support to cover
the cost of the premiums for employer-sponsored health insurance, under §1115
authority.
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The chapters in this evaluation report examine the evaluation questions and hypotheses in the
CMS-approved evaluation plan (CMS, 2019, shown in Appendix 3).

Overview of Questions, Hypotheses and Results

The CMS-approved evaluation plan (CMS, 2019, shown in Appendix 3), specifies 8 research
guestions and corresponding hypotheses that are addressed in this report. This section will
briefly discuss the context and findings for each of the questions/hypotheses.

1. Impact of managed care expansion on access, quality, efficiency, coordination, and cost of
care

Research Question 1: What is the impact of | Hypothesis 1: The managed care expansion
the managed care expansion on access to | will improve access to care, the quality,

care, the quality, efficiency, and coordination | efficiency, and coordination of care, and the
of care, and the cost of care for adults and | cost of care for the overall population in
children? managed care.

Interim Conclusion 1: Hypothesis 1 is mostly supported by the data from HEDIS and CAHPS

metrics, assessing access and quality for the overall managed care population. Costs for the

overall population declined during the first waiver period.®

Chapter 1 examines 21 measures (12 for children; 9 for adults) from the Healthcare Effectiveness
Data and Information Set (HEDIS®), a system of standardized performance measures developed
by the National Committee for Quality Assurance (NCQA); and 14 measures (7 each for adults
and children) from the CAHPS® (Consumer Assessment of Healthcare Providers and Systems), an
annual independent survey of members’ perceptions of the quality of care and services they
receive in their Medicaid health plan. Measures are examined for the baseline period (2011-
2012), the Waiver 1 demonstration period (2013-2016), and two years of the Waiver 2
demonstration period (2017-2018), with differences assessed between these three time periods
to evaluate the broad impact of the managed care expansion in long-term services and supports
on access to care, and the quality, efficiency, and coordination of care for Medicaid managed
care beneficiaries overall. The available data do not allow for risk adjustment, and changes in
the risk profile of the managed care population over time could underlie observed differences.
Results should be interpreted with this caveat in mind. With some exceptions, the findings
support the conclusion that overall quality of care for Medicaid managed care beneficiaries

6 Chakravarty et al., 2017.
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improved for most HEDIS® and CAHPS® measures examined in the Waiver 2 period when
compared with the baseline and the Waiver 1 periods.

Consistently, findings from the different chapters show that the transition to Managed Long-term
Services and Supports (MLTSS) has increased access to home and community-based services
(HCBS) in terms of enrollment. Available information around acute care provider networks
discussed in Chapter 2 suggests that provider availability for dentists, primary care providers
(both regular and pediatric), endocrinologists, oral surgeons, and hospitals may have worsened
slightly from 2016-2018. Coverage remained very high for other specialties. Coverage gaps
tended to be concentrated in particular counties, often (though not always) those with less dense
populations where the standard mileage metric (specific number of providers within a certain
distance of beneficiaries) was presumably harder to achieve.

2. Impact of including long-term care services in the capitated managed care benefit on access
to care, quality of care, and mix of care settings employed

Research Question 2: What is the impact | Hypothesis 2: Expanding Medicaid managed care

of including long-term care services in the | to include long-term care services and supports will
capitated managed care benefit on | result in improved access to care and quality of
access to care, quality of care, and mix of | care and reduced costs, and allow more individuals

care settings employed? to live in their communities instead of institutions.

Interim Conclusion 2: Hypothesis 2 is supported for improved access, reduced costs, and

allowing individuals to live in their communities. There is insufficient evidence to support
Hypothesis 2for quality of care, where we lack comparative measures and find mixed effects
on outcomes in claims analysis. There is evidence of service adequacy and some evidence of

quality improvement in MLTSS-specific metrics since 2015.

Chapter 4 utilizes Medicaid claims data over 2011-2019 to calculate a set of measures (e.g.,
preventable hospitalizations, ED visits, hospital readmissions, follow up rates) relevant for
evaluating the effects of the transition to Managed Long-term Service and Supports (MLTSS)
under the Comprehensive Demonstration. Using difference-in-differences models with
propensity score matching for a continuously enrolled cohort of HCBS beneficiaries (for most
outcomes), we examine the MLTSS periods occurring under the first demonstration period
(Waiver 1) and the renewal demonstration period (Waiver 2), as well as the overall effect over
both of these periods.
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By all indicators, NJ is achieving a rebalancing of the long-term care population and associated
spending to home and community-based settings. Chapter 4 notes that the total size of the LTC
population has grown over 2011-2019 and the composition has shifted from the majority of
beneficiaries residing in nursing facilities (74% in 2011) to the majority in home and community-
based settings in 2019 (52%). Chapter 2 looks at setting on a per population basis for adults 65
and over and finds the same pattern there. Chapter 4 finds that the percentage of new LTSS
enrollees receiving care in the community as opposed to in a nursing facility has more than
doubled over this same time period, with the growth climbing most steeply in 2014 when MLTSS
began. Consistent with this, we see the share of LTSS spending in the community has doubled
since MLTSS began, from 12% in 2014 to 25% by 2019.

Utilizing Medicaid claims data, Chapter 4 finds that average LTSS spending per person is declining
for the HCBS population under MLTSS. LTSS spending per person for the NF-MLTSS population has
stayed relatively constant.

Chapter 2 discusses other access measures. With regard to access to LTSS services, it is difficult
to measure the provider network because services are frequently brought to the beneficiary by
providers not working out of a fixed office location. As a result, the typical network access method
of measuring the number of providers within a certain number of miles of each beneficiary does
not apply. There are anecdotal reports of problems with some types of services: social adult day,
chore services, and nonmedical transportation. Access-related factors are not a large share of
beneficiary complaints. Quality audits of the extent of service delivery show that, despite
improvements from 2017 to 2019, several key services are still not delivered to the level
authorized most of the time. The reasons for this and effect of this on consumers is not clear.

With regard to claims-based outcomes, results of our difference-in-differences models in Chapter
4 using a propensity score matched comparison group show few statistically significant changes
for the HCBS population. One statistically significant effect was on avoidable inpatient spending,
which was lower after MLTSS for the HCBS population. Results showing no difference were:
e No statistically significant changes in overall inpatient stays or ED visits, avoidable
inpatient stays or ED visits for the HCBS population associated with the MLTSS program;
e No statistically significant effect of MLTSS overall on either HbAlc testing or eye exams,
and there are mixed results when looking at the demonstration periods separately.
e No consistent (over the two waiver periods) effects evident so far on behavioral health
care for the HCBS population under MLTSS.

Results for the nursing facility (NF) population show mostly favorable effects of MLTSS, but the
propensity matched comparison population of FFS nursing facility residents was small for some
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outcomes and there was no adjustment for time trends or clustering. Our NF findings are thus
subject to these important caveats. Findings were:

e MLTSS was associated with lower avoidable ED visits and lower overall inpatient
hospitalizations for NF residents, and we found higher rates of recommended care for
diabetics (HbAlc testing and diabetic eye exams) compared to similar residents under FFS.

e However, rates for annual dental visits were lower under MLTSS.

Quality metrics and consumer surveys presented in Chapter 2 were not collected until after the
transition to MLTSS, so a before-after comparison is not possible. A summary of findings:

e MLTSS performance metrics collected from MCOs, state offices, or calculated by an
external quality review organization have mixed results, with some evidence of
improvement over time.

e C(ritical incidents, appeals/grievances/complaints, and fair hearings appear to affect
relatively small numbers of enrollees.

e The NCI-AD™ consumer survey shows that in 2018-2019, New Jersey was mostly similar
to other states, but stood out particularly favorably with regard to access to primary
care/vision/dental/hearing. New Jersey lagged other states in satisfaction with group
settings. Comparing MLTSS-HCBS with PACE and nursing home residents over 4 years of
survey data, MLTSS-HCBS seemed to lag on dental visits. Overall service adequacy
measures were high for both MLTSS-HCBS and MLTSS-NF respondents, with at least 75%
saying that they always got enough assistance with daily activities and self-care over all
survey periods.

Chapter 8 examines the cost of MLTSS policy implementation, estimated through a retrospective
survey that state staff time costs for implementation were about $2.5 million. Total per-
beneficiary health care costs for HCBS enrollees were lower after MLTSS implementation taking
into account these costs. A preliminary cost-effectiveness analysis comparing the MLTSS
population with the general aged/blind/disabled (ABD) population showed mixed results with
respect to savings for several outcomes of interest. The comparison group will be refined for our
final evaluation.

3. Impact of the Qualified Income Trust provision on the Medicaid eligibility and enrollment
process

Research Question 3: What is the impact of the | Hypothesis 3: Utilizing Qualified

hypothetical spend-down provision on the Medicaid | Income Trusts will allow more
eligibility and enrollment process? What economies or | individuals to qualify for Medicaid

efficiencies were achieved, and if so, what were they? Was | and will increase the number of
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there a change in the number of individuals or on the mix | Medicaid long-term care

of individuals qualifying for Medicaid due to this provision? | recipients in community settings.

Interim Conclusion 3: Hypothesis 3 is supported.

The findings presented in Chapter 3 note that the percentage of LTC recipients using HCBS
currently exceeds the percentage in nursing homes, and although we cannot directly attribute all
of this shift to administrative changes implemented under the Waiver, it is reasonable to
conclude that allowing qualified income trusts (QITs) for individuals in need of long term care
whose income is above the threshold eligibility level has created an easier pathway into home
and community-based long-term care services.

As of March 2021, the availability of QITs has allowed at least 2,000 applicants (about 1,500 in
Assisted Living and about 600 in other community settings), to qualify for Medicaid home and
community-based services who would have otherwise been ineligible at their current income
level unless they sought nursing home care. As of early 2021, roughly 35% of nursing home
residents on MLTSS were eligible due to a QIT (and would have been eligible under a previous
designation of medically needy), versus about 55% of Assisted Living residents and about 2% of
residents in other community settings, who would not otherwise have been eligible (unless they
went into a nursing home under the medically needy designation). An examination of QITs by
county shows that all counties are using them. It is difficult to explain variations in usage by
county, though examination of census data regarding population levels of poverty and foreign
birth among older adults provides some plausible explanations for differences.

4. Impact of using self-attestation on the transfer of assets during the look-back period for
individuals seeking long term care services who are at/below 100 percent FPL

Research Question 4: What is the impact of | Hypothesis 4: Eliminating the look back
using self-attestation on the transfer of assets | period at time of application for transfer of
look-back period of long term care and home | assets for applicants or beneficiaries seeking
and community based services for individuals | long term services and supports whose
who are at or below 100 percent of the FPL? Was | income is at or below 100% of the FPL will
there a change in the number of individuals or | simplify Medicaid eligibility and enrollment
on the mix of individuals qualifying for Medicaid | processes without compromising program

due to this provision? integrity.

Interim Conclusion 4: Hypothesis 4 is supported.
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The findings presented in Chapter 3 based on administrative records including audit data, public
records and claims-based analysis, note that the percentage of LTC recipients using HCBS now
exceeds the percentage in nursing homes, and although we cannot directly attribute all of this
shift to administrative changes implemented under the Waiver, it is reasonable to conclude that
allowing self-attestation regarding the transfer of assets during the look-back period for
individuals seeking long term care services who are at or below 100 percent of the federal poverty
line has created an easier pathway into home and community-based long-term care services.

At least 5,500 Medicaid recipients have used the streamlined self-attestation process since 2012,
with an average of 180 per quarter. Eight randomly sampled applications for each quarter
between October 2015 and December 2016 underwent a detailed audit process by Bureau of
Quality Control staff, who found no incidents of asset transfers in the audited cases.

5. Impact of providing additional home and community-based services to Medicaid and CHIP
beneficiaries with serious emotional disturbance, behavioral/mental health issues, or
intellectual disabilities/developmental disabilities

Research Question 5: What is the impact of | Hypothesis 5: Providing home and community-

providing additional home and community- | based services to Medicaid and CHIP
based services to Medicaid and CHIP | beneficiaries and others with serious
beneficiaries  with  serious  emotional | emotional  disturbance or intellectual
disturbance, behavioral/mental health issues, | disabilities/developmental disabilities with
or intellectual disabilities/developmental | and without co-occurring mental illness will
disabilities? lead to better care outcomes including those

relating to ambulatory care.

Interim Conclusion 5: Hypothesis 5 is partially supported:

e DCF metrics show increasing scores on assessments for the ASD and I/DD-MI groups.
Claims-based analysis showed decreased ED visits (overall and avoidable) and avoidable
hospital spending for I/DD-MlI youth. Descriptive measures suggest positive outcomes
from the SED services.

e Among adults with I/DD, enrollment in the Supports Program was associated with
improvements (decrease) in preventable hospitalization rates but there was no evidence

of improved preventive or follow up care.

ASD Waiver Program. The ASD pilot program provided new behavioral therapies, starting in
Spring 2014, for up to 200 children under 13 years of age with ASD who are Medicaid/CHIP
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eligible (the enrollment cap was reached early in 2019). While not statistically significant, all
adjusted outcomes’ showed reduced utilization (including well visits for those ages 3-6, which
was not desired). Because similar services were also provided to some children with ASD outside
the waiver, some of whom may be in our comparison population, differences must be large for
our analysis to detect effects. DCF metrics showed high and steadily increasing Child and
Adolescent Needs and Strengths (CANS) assessment scores for enrollees, with 99.7% showing
improvement in fiscal 2019, and results always exceeding the 80% benchmark.

CSSP-1/DD Waiver Program. The program for children with ID-DD(/MI) provides intensive in-
home and out-of-home services to Medicaid/CHIP children ages 5-20 years old with ID-DD. It

started as a pilot serving those with a co-occurring mental illness diagnosis, but was absorbed
into the Children’s Support Services Program (CSSP) and was expanded to cover children with ID-
DD without a co-occurring mental health diagnosis under the Demonstration renewal. We
estimate the latter group accounted for 12% of enrollees in 2019. Individual services rolled out
at different times starting in 2015 through 2017. Enrollment in the CSSP-I/DD waiver program
ranged from a quarterly average of around 100 initially to over 1,000 in the last two years, with
the biggest increase in enrollment during first waiver demonstration period (2015-2017). In
claims-based analyses, we found a statistically significant decrease in ED visits, small but not
statistically significant declines in inpatient days, no significant impact on rates of overall
hospitalizations and mental illness hospitalizations, and marginally significant reduced avoidable
hospital spending. DCF metrics showed high and steadily increasing Child and Adolescent Needs
and Strengths (CANS) assessment scores for enrollees, with 96.4% of enrollees showing
improvement in fiscal 2019, and results always exceeding the 80% benchmark.

CSSP-SED Waiver (also discussed in Hypotheses 6 and 7). Several thousand children and youth

with serious emotional disturbance were eligible for new Medicaid home and community-based
services under the Demonstration which were designed to support youth in their homes and
communities, preventing institutionalization, and stabilizing youth to eliminate the need for
supportive services. Only a small percentage of waiver participants are also Medicaid-eligible for
coverage of acute care services, so we cannot calculate claims-based utilization measures to
evaluate this waiver program. A descriptive analysis over the demonstration period shows
concurrent declines in the average number of months enrolled on the waiver and the percentage
of enrollees who disenroll and then re-enroll onto the waiver, potentially indicating improvement
in the time needed to successfully stabilize youth so that waiver services are no longer needed.
Additionally, only a small percentage of youth with SED in the waiver enroll into Medicaid State

7 Avoidable hospitalizations and hospital readmissions were rare events among this population, so we could not
model these outcomes.
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Plan A services due to an out-of-home placement (about 2.5% of youth in CSSP-SED). While
descriptive and subject to caveats, these findings are a positive indication that waiver services
help maintain children in their homes and communities.

Supports Program. We examined the impact of enrollment in the Supports Program for adults

with IDD by comparing them with a propensity score matched group of adults with IDD who were
not enrolled in the Supports Program on a range of health utilization outcomes over the study
period. Outcomes included types of preventable hospitalizations that were specific to individuals
with IDD (e.g., hospitalizations for epilepsy, reflux, constipation, or schizophrenia), two types of
preventive care services (annual visits for Hemoglobin A1C testing and eye examination for adults
with diabetes) and follow up after hospitalization for mental illness. We found that enrollment in
the Supports Program was associated with a decrease in the likelihood of one or more IDD-
relevant preventable hospitalizations and, also, the total number of preventable hospitalizations
in a year. There was no statistically significant association between enrollment in the Supports
Program and rates of eye examinations, A1C testing, or follow up rates after hospitalization for
mental illness.

6. Impact of providing home and community-based services to expanded eligibility groups not
otherwise eligible for Medicaid or CHIP

Research Question 6: What is the impact of | Hypothesis 6: Providing home and community-

providing home and community-based | based services to expanded eligibility groups,
services to expanded eligibility groups, who | who would otherwise have not been eligible for
would otherwise have not been eligible for | Medicaid or CHIP absent the demonstration will
Medicaid or CHIP absent the | lead to improvements in preventive care and
demonstration? avoidable utilization.

Interim Conclusion 6: Hypothesis 6 is partially supported based on the following findings from

descriptive trend data:

e For youth with SED in out of home settings not otherwise eligible for Medicaid, while
some avoidable care utilization increased subsequent to Medicaid enrollment,
residential treatment center admission for those enrolled showed a large decline.

e For adults in the Supports waiver not otherwise eligible for Medicaid, there are no
consistent improvements in the rates of IDD-specific avoidable hospitalizations or rates
of diabetic eye exams, but rates of HbAIc testing for diabetics do increase in the period

following Medicaid enrollment.
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Medicaid expansion for youth ages 5-20 with serious emotional disturbance (SED). In July 2016

there was an expansion in Medicaid eligibility for youth with Serious Emotional Disturbance (SED)
in out-of-home settings (Plan A expansion), which became part of the Children’s Support Services
Program (CSSP) under the Demonstration renewal. The majority of youth in the CSSP-SED are not
otherwise Medicaid/CHIP eligible. In total, nearly 700 youth with SED were enrolled in Medicaid
at some point from July 2016 through December 2019 as a result of this eligibility expansion. On
average, about 34% were gaining Medicaid eligibility through this expansion for the very first
time. We found increased rather than the hypothesized decreased utilization from 2018 to 2019
in ED visits, avoidable ED visits, inpatient days, including mental illness hospitalizations when
looking at all youth with SED enrolled in Plan A and a continuously enrolled cohort of Medicaid
youth. Without a pre-period, we cannot put these observed trends in context to know if gaining
Medicaid eligibility changed the trajectory of utilization. The cohort population is likely comprised
of youth with higher intensity needs than all point-in-time Plan A enrollees since these youth
must remain or return to an out-of-home setting to maintain Plan A eligibility at each yearly
redetermination. Given these are youth with SED gaining access to Medicaid coverage, these
increases could reflect pent up demand for needed care that would have otherwise been forgone.
Between 2018 and 2019, the percentage in the SED Plan A cohort with a residential treatment
center admission showed a large decline from 68.3% to 34.6%.

Medicaid expansion for individuals in Supports up to 300% FBR. Under an amendment to the

initial 1115 demonstration, eligibility for the Supports Program was expanded to allow individuals
up to 300% FBR to receive Medicaid State Plan and waiver home and community-based services.
Due to the absence of baseline data for this populations (since prior to the policy change they
were not Medicaid-eligible and hence would not show up in our claims data), we conduct trend
analyses of outcomes over time only after implementation of the eligibility expansion. We do not
observe consistent improvements in the rates of IDD-relevant avoidable hospitalizations
(hospitalizations for epilepsy, reflux, constipation, or schizophrenia) and rates of diabetic eye
exams go down between 2018 and 2019. Rates of HbAlc testing for diabetics improve over time
which is a positive finding. As before, due to the lack of pre-policy data these changes cannot be
attributed to the policy effect.

7. Impact of the program to provide a safe, stable, and therapeutically supportive environment
for children age 5 to 21 with serious emotional disturbance and at risk for institutionalization

Research Question 7: What is the impact of | Hypothesis 7: Providing home and community-

the program to provide a safe, stable, and | based services to Medicaid and CHIP
therapeutically supportive environment for | beneficiaries and others with serious

children from age 5 up to age 21 with serious | emotional disturbance who have, or who
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be
institutionalization will

otherwise at  risk

for,
reduce avoidable

emotional disturbance who have, or who | would

would  otherwise be at risk for,

institutionalization? utilization.

Interim Conclusion 7: Hypothesis 7 was not able to be evaluated with respect to avoidable

utilization, but descriptive measures suggest positive outcomes from the services.

Several thousand children and youth with serious emotional disturbance were eligible for new
Medicaid home and community-based services under the Demonstration which were designed
to support youth in their homes and communities, preventing institutionalization and stabilizing
youth to eliminate the need for supportive services. Only a small percentage of waiver
participants are also Medicaid-eligible for coverage of acute care services so we were unable to
calculate claims-based utilization measures. A descriptive analysis over the demonstration period
shows concurrent declines in the average number of months enrolled on the waiver and the
percentage of enrollees who disenroll and then re-enroll onto the waiver, potentially indicating
improvement in the time needed to successfully stabilize youth so that waiver services are no
longer needed. Additionally, as discussed with Hypothesis 5, only a small percentage of youth
with SED in the waiver enroll into Plan A. This is a positive indication, albeit only descriptive and
subject to caveats, that waiver services help maintain children in their homes and communities.

8. Impact of mandating individuals who are eligible for NJFC and have access to employer
sponsored insurance into the premium assistance program

Research Question 8: What is the impact of

mandating individuals who are eligible for
NJFC and have access to employer sponsored
into

insurance the premium assistance

program; as conditional of eligibility?

Hypothesis 8: Mandating individuals who have
access to employer sponsored insurance into
the premium assistance program will cost the
State at least 5%
individuals coverage in NJFC.

less than providing

Interim Conclusion 8: Hypothesis 8 is supported, with savings of about 60%.

The findings presented in Chapter 7 suggest substantial savings to Medicaid when beneficiaries
participated in the NJ FamilyCare Premium Support Program (PSP), overall and during the time
this program was under the Comprehensive Demonstration.

Medicaid saved $449,659 from beneficiaries who entered the PSP at any point between August
2015 and July 2019. The savings during the Waiver 2 period was $285,828 and during the pre-
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Waiver 2 period was $163,831. The average total per member per month savings to Medicaid
was $112 over the two time periods. Medicaid saved an average of $117 per member per month
during the Waiver 2 period and about an average of $103 per member per month during the pre-
Waiver 2 period. The average percentage cost savings from family enrollment in PSP compared
to enrollment in NJ FamilyCare during the Waiver 2 period was 58.6% and in the pre-Waiver 2
period was 64.5%. The overall average percentage cost savings for the two periods was 60.7%.

This supports the conclusion that additional efforts to increase enrollment for individuals who
have access to employer sponsored insurance and outreach efforts to recruit employers that
offer health insurance plans may result in significant cost savings. It is important to remember
that estimates speak only to the financial value of the program and not the health of members.
The risk profile of beneficiaries in the PSP will vary and could increase Medicaid costs for PSP
beneficiaries causing fluctuations in net and per member, per month savings. Additionally, the
data available didn’t include all the beneficiaries enrolled in the program. These findings are
based on a few years of data and could change as additional years of data are added in the final
evaluation report.

Discussion

Overall, then, three hypotheses (Hypotheses 3, 4, and 8) for the interim evaluation report are
fully supported, four hypotheses (1, 2, 5, and 6) are partially supported, and one (Hypothesis 7)
was not able to be evaluated as written, but descriptive measures suggest positive general
outcomes.

The follow up period for our claims-based analyses for the second demonstration period covered
in this interim report is 2.5 years (August 2017 through December 2019). The period for our final
report will add another two and half years of data, through June of 2022. These additional years
will be affected by the COVID-19 pandemic, posing significant challenges in disentangling
demonstration effects from pandemic effects. CMS is aware of these challenges and has provided
some helpful guidance for evaluators (CMS, n.d.). We have some preliminary strategies for
approaching these challenges in the final evaluation.

In particular, where possible we employ difference-in-differences (DD) models which are more
robust than trends and time series designs in adjusting for changes brought about by the
pandemic. However, there are cases when we do not have an appropriate comparison group or
pre-policy data and so cannot conduct DD analysis and must observe trends in outcomes instead.
We may remove the time period of the pandemic (if a sufficient post period remains) to
understand trends in outcomes due to policy impact.
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Medicaid automatic disenrollment in New Jersey was suspended during the pandemic leading to
higher enrollment than usual during the pandemic period. This underscores the importance of
enrollment adjustment which we already do in all our modeling. We are also aware that a larger
proportion of services would have been delivered via telehealth which could impact outcomes.
In order to ensure continuity in billing and payment, New Jersey did not require any billing
modifiers for services delivered via telehealth during the pandemic. Therefore, we do not
anticipate having to modify any of the codes used in our metric calculations for the pandemic
period. However, we are aware codes may eventually require modifiers if telehealth becomes a
more permanent option. Also changes in aspects of care could necessitate changes in the logic
of quality metrics. We will follow the guidance of measure stewards such as NCQA, which has
already provided telehealth updates to a number of their quality measures for measurement
years 2020 and 2021 in response to the pandemic.
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Chapter 1: HEDIS® and CAHPS® Quality Indicators:
Preventive Care, Behavioral Health Care, Treatment of
Chronic Conditions, and Consumer Satisfaction

Introduction

This chapter compares the performance of NJ Family Care managed care organizations (MCOs)
in the second Waiver demonstration period (data available for 2017-2018) to the baseline period
of the Waiver evaluation (2011-2012), and the first four years of the Waiver demonstration
period (2013-2016). It presents quality and utilization-based metrics from two sources:

e Healthcare Effectiveness Data and Information Set (HEDIS®), a system of standardized
performance measures developed by the National Committee for Quality Assurance
(NCQA) in conjunction with a variety of public and private partners; and

e CAHPS® (Consumer Assessment of Healthcare Providers and Systems) survey that, on an
annual basis, assesses members’ experience with healthcare they receive in their
Medicaid health plan.

Examining potential changes across all managed care beneficiaries (not just restricted to those
directly affected by the Waiver policy) provides evidence needed to test Hypothesis 1 of the
Waiver evaluation, which flows from the first Research Question Waiver enumerated in the
approved evaluation design (CMS 2019).

Research Question 1: "What is the impact of the managed care expansion on access to care, the
quality, efficiency, and coordination of care, and the cost of care for adults and children?"

Hypothesis 1: “The managed care expansion will improve access to care, the quality, efficiency,
and coordination of care, and the cost of care for the overall population in managed care.”

Monitoring Medicaid managed care organizations’ (MCOs’) adherence to the goals of the Quality
Strategy governing the State’s improvement efforts for all Medicaid managed care services
(DMAHS 2014 and 2016) is intended to ensure that implementation of the Managed Long-term
Services and Supports (MLTSS) expansion did not negatively affect quality of care for members
served by MCOs including those not directly impacted by the Waiver policy.
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The measures in the tables are related to preventive care, behavioral health care, treatment of
chronic conditions, and consumer satisfaction.

Methods

Data Sources

The health plans covering Medicaid enrollees in New Jersey regularly collect and report quality
indicators assessing care and service delivered to members that are consistent with the DMAHS
Quality Strategy. These measures are based on the Healthcare Effectiveness Data and
Information Set (HEDIS®), a system of standardized performance measures developed by the
National Committee for Quality Assurance (NCQA) in conjunction with a variety of public and
private partners. These measures have specific definitions governing data preparation and
reporting to accurately measure members’ care and service across several health domains. NJ
Medicaid plans also have their HEDIS® results validated by an external quality review organization
(EQRO).

On an annual basis, an independent survey organization also assesses members’ perceptions of
the quality of care and services they receive in their Medicaid health plan. The CAHPS®
(Consumer Assessment of Healthcare Providers and Systems) survey, a part of the HEDIS®
measurement set developed by the NCQA, is the instrument used for this survey. A sample of
health plan members, sometimes stratified by eligibility categories of interest, is interviewed
using child and adult versions of the CAHPS® instrument. Both types of quality measures, those
from medical records and claims (referred to in this report as HEDIS® measures) and those from
member surveys (referred to in this report as CAHPS® measures) are presented in this report®.
We provide pooled estimates for three periods:

e Baseline (2011-2012)

e Waiver 1: first demonstration period (2013-2016)

e Waiver 2: second demonstration period (2017-2018)°

For the HEDIS® metrics, in addition to select measures which are publicly reported, we also used
data spreadsheets created by the State’s EQRO and provided to us by DMAHS. We only included
measures reported in the Waiver 2 period which were also reported in at least one of the Waiver

8 Further information about HEDIS® and CAHPS® measures, such as measure development processes and details on
measure specifications, can be found at www.ncqa.org. Additionally, information on methods specific to collection
of these measures for NJ Medicaid MCOs can be found in the DMAHS'’s Annual Reports at
http://www.state.nj.us/humanservices/dmahs/news/.

® The Waiver 1 period ended in June 2017 with an extension period before the approval of the Demonstration
renewal in August 2017. We analyzed 2017 as part of the Waiver 2 period.
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1 and Baseline periods. We excluded data for select years when major specification changes
caused trending breaks so as to only make comparisons of estimates generated using generally
consistent specifications. When major specification changes would invalidate any comparisons
between periods, we excluded those measures entirely. We also footnote where there were
minor specification changes warranting caution when making period comparisons. The 2011 and
2012 CAHPS® Health Plan Survey 4.0 reports prepared by ACS Government Healthcare Solutions,
the 2013 and 2014 CAHPS® Health Plan Survey 5.0 reports prepared by Xerox State Healthcare
LLC, and the 2015-2018 CAHPS® Health Plan Survey 5.0H reports prepared by DataStat, Inc., and
also provided to us by DMAHS, were the source of the CAHPS® metrics reported for the years
2011-2018.%°

Statistical Testing

Comparison of HEDIS® Measures: For HEDIS® measures, a weighted average of individual plan
results based on the entire Medicaid managed care population is available for each year. To
compare estimates between the baseline (2011-2012), Waiver 1 (2013-2016), and Waiver 2
(2017-2018) periods, 95% confidence intervals (Cl) of the difference between the pooled
estimates were calculated using the following formula:
e Waiver 2 to baseline comparison
(overall ratezo17-2018— overall ratezoi1-2012) + 1.96 x SEDiff
e Waiver 2 to Waiver 1 comparison
(overall ratezo17-2018— overall ratezo1s-2016) + 1.96 x SEDIff
The formula for the standard error of the difference (SEDIff) is as follows:

P141 n p2q;

SEDIff = i

where

n; is the population denominator for the baseline or the Waiver 1 period
nz is the population denominator for the Waiver 2 period

p1 is the weighted pooled rate for the baseline or the Waiver 1 period

p2z is the weighted pooled rate for the Waiver 2 period

g is (1-pa)

qgzis (1-p2)

10 The baseline period for the evaluation of the NJ FamilyCare Comprehensive Waiver Demonstration (exclusive of
the DSRIP) is 1/1/2011-9/30/2012. HEDIS® and CAHPS® measures are collected annually using a calendar year
performance period that, while not exactly matching our proposed baseline, tracks with and is representative of
care and services delivered during that period.
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We calculated weighted proportions for the baseline and the Waiver 1 and 2 periods and
conducted a two-sample test of proportion to examine whether differences observed between
Waiver 2 and baseline and Waiver 2 and Waiver 1 were statistically significant. Due to very large
sample sizes, small changes in rates may be significant. Certain HEDIS® measures were not
required to be reported by plans in 2011. For these, estimates are available for year 2012 only,
and this single year served as the baseline. Data were analyzed using MS Excel 2016 and STATA
MP 16 software.

Comparison of CAHPS® Measures: CAHPS® data-based metrics are available from samples that
are representative of individual plans.! We calculated individual plan and overall averages for
the baseline and the Waiver 1 and 2 periods. However, this overall average does not reflect the
differences in enrollment across plans and thus is not equivalent to the average for the Medicaid
managed care population. Also, whether or not estimates were case-mix adjusted was not
consistent across years. Because of this, it is not feasible to conduct statistical tests of differences
across the years for the entire managed care population. Accordingly, we adopted a descriptive
approach where we compared Waiver 2 estimates separately for each plan and also the overall
average across plans, with the baseline and the Waiver 1 estimates.'? Differences of 1% or less
were ignored since these could be due to rounding. Changes were color-coded to indicate
whether the point estimates improved, stayed the same/showed a mixed trend, or declined.

Results

Results are organized by the following domains — preventive health, behavioral health services,
treatment of chronic conditions, and consumer satisfaction. Below, a brief discussion of findings
is presented.

Preventive Care Measures: Table 1.1 shows pooled estimates for quality measures related to
preventive care for adults and children in Medicaid managed care during the baseline and Waiver
1 and 2 periods spanning years 2011-2018 (baseline: 2011-2012; Waiver 1: 2013-2016; Waiver 2:

11 Effective July 1, 2014, Healthfirst’s Medicaid beneficiaries were migrated to WellCare. The field period for the 2014
CAHPS began in April 2014 and respondents were required to have been enrolled with their health plan for at least
the prior 6 months to be eligible for the survey. Therefore, the 2014 estimates relate to beneficiaries enrolled in
Healthfirst, and are thus comparable to previous years. The 2015 estimates are just WellCare, and thus not
comparable to the Healthfirst estimates for previous years. The overall averages for the baseline and Waiver 1
periods include Healthfirst estimates. Aetna estimates were available from 2016.

12 Other limitations relating to CAHPS® survey include low response rates (see Appendix 1A) making sample sizes
small for some questions for some plans. Differential non-response, particularly in small samples, can create
unquantifiable bias in estimates.
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2017-2018). The HEDIS® measures in Table 1.1 are predominantly National Quality Forum (NQF)
endorsed measures related to immunizations, screenings, and visits to primary care practitioners.

Immunization: Figure 1.1 shows the trend from 2011-2018 for adolescents in managed care
who received their meningococcal vaccination, Tdap or Td (tetanus, diphtheria toxoids and
acellular pertussis vaccine or tetanus, diphtheria toxoids) or both (vaccine combination 1) by
their 13th birthday. All three measures showed a statistically significant improvement in the
Waiver 2 period when compared to the baseline (meningococcal vaccine =+4.9 pp, Tdap/Td
=+4.6 pp and vaccine 1 combination =+6.0 pp) and the Waiver 1 (meningococcal vaccine =+3.5
pp, Tdap/Td =+1.9 pp and vaccine 1 combination=+4.1 pp) periods.

Figure 1.1: Immunizations for adolescents (IMA): 2011-2018
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Source: HEDIS data from NJ Division of Medical Assistance and Health Services, 2011-2018; Analysis by Rutgers Center for State Health Policy.
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Well-care visits: Figure 1.2 shows the trend from 2011-2018 for well-child visits in the first 15
months of life, well-child visits in 3-6 years of age, and adolescent well-care visits. There was
a statistically significant decline in the pooled rate for Waiver 2 (63.0%) as compared to the
baseline (66.8%) and the Waiver 1 (66.5%) periods for well-child visits in the first fifteen
months of life. Pooled estimates for well-child visits in 3-6 years of age showed an upward
trend (baseline=78.7%, Waiver 1=78.6%, and Waiver 2=79.0%). However, adolescents’ well-
care visits pooled estimates (61.1%) showed mixed results when compared with the baseline
(60.1%) and the Waiver 1 (61.7%) periods.
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Figure 1.2: Well-care visits: 2011-2018
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Source: HEDIS data from NJ Division of Medical Assistance and Health Services, 2011-2018; Analysis by Rutgers Center for State Health Policy.

e Timeliness of prenatal and postpartum care: Figure 1.3 shows the trend from 2011-2018 for
timeliness of pre-natal and post-partum care. For the pre-natal care, there was a statistically
significant decline (-2.0%) in the pooled rate for Waiver 2 (81.7%) as compared to the baseline
(83.7%). However, the pooled estimates for timeliness of post-partum care during Waiver 2
(61.6%) showed statistically significant improvement when compared to the baseline (59.7%)
and the Waiver 1 (58.4%) periods.
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Figure 1.3: Prenatal and postpartum care: 2011-2018
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Source: HEDIS data from NJ Division of Medical Assistance and Health Services, 2011-2018; Analysis by Rutgers Center for State Health Policy.

e Children and adolescents' access to primary care practitioners: Figure 1.4 shows the trend
from 2011-2018 for children’s and young adults’ (12 months-19 years of age) visits with a
primary care practitioner (PCP). The pooled estimates for Waiver 2 showed a statistically
significant improvement for three out of four age categories (25 months — 6 years, 7-11 years,
and 12-19 years) when compared with the baseline and the Waiver 1 period estimates.
Among children 12-24 months of age, there was a statistically significant decline of less than
one percentage point in the Waiver 2 pooled estimates as compared to the baseline and the
Waiver 1 periods.
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Figure 1.4: Children and adolescents' access to primary care practitioners: 2012-2018*
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Source: HEDIS data from NJ Division of Medical Assistance and Health Services, 2012-2018; Analysis by Rutgers Center for State Health Policy.

e Cervical cancer screening: Figure 1.5 shows the cervical cancer screening trend from 2011-
2018. When compared to the baseline (64.5%), there was a statistically significant decline in
the Waiver 2 pooled estimate (61.0%). However, the Waiver 2 estimate improved slightly
from the Waiver 1 (60.2%) period.
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Figure 1.5: Cervical cancer screening: 2011-2018
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Source: HEDIS data from NJ Division of Medical Assistance and Health Services, 2011-2018; Analysis by Rutgers Center for State Health Policy.

CAHPS® measure for dental care utilization (Table 1.2): In each plan and separately for adults and
children, the average estimates for respondents who self-report that they have received care
from a dental office or clinic in the past six months is shown for baseline, Waiver 1, and Waiver
2 periods. The pattern of rates suggests a general improvement in dental care utilization among
adults in Medicaid managed care, both overall and among the different plans, but rates are still
low (overall plan average: baseline=30%, Waiver 1 = 40%, and Waiver 2 = 41%). The rates for
children showed a mixed trend with respondents in one out of five plans reporting a decrease in
dental care utilization during the Waiver 2 period. The overall plan average in the Waiver 2 phase
(64%) improved from the baseline (62%) but not from the Waiver 1 (65%) period.

Behavioral Health Care Services Measures (Table 1.3): The HEDIS® measure, follow-up care for
children prescribed an ADHD medication, is a National Quality Forum (NQF) endorsed measure
of initiation and follow-up care for children with a diagnosis of attention-deficit/hyperactivity
disorder (ADHD). Figure 1.6 shows the trend for the initiation phase and the continuation and
maintenance phase for follow-up care for children prescribed an ADHD medication from 2011-
2018.
e Initiation Phase refers to the percentage of 6-12-year-old children who were diagnosed
with ADHD and had at least one face-to-face follow-up care visit within 30 days of when
ADHD medication was first dispensed: The pooled Waiver 2 period rate (33.2%) for the
initiation phase showed a statistically significant increase when compared with the
baseline (31.8%) and the Waiver 1 (32.1%) periods.
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e For the continuation and maintenance phase, there was no statistically significant
difference in rates between Waiver 2 (33.1%) and baseline (34.6%). However, there was
a statistically significant decrease (-3.2 pp) when compared with the Waiver 1 period.

Figure 1.6: Follow-up care for children prescribed ADHD medication: 2011-2018
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Source: HEDIS data from NJ Division of Medical Assistance and Health Services, 2011-2018; Analysis by Rutgers Center for State Health Policy.

Treatment of Chronic Conditions Measures: Table 1.4 shows quality measures related to
treatment of chronic conditions, such as diabetes and medication management.
e Annual Monitoring for Patients on Persistent Medications: Figure 1.7 shows quality
measures related to annual monitoring for members on angiotensin converting enzyme
(ACE) inhibitors or angiotensin receptor blockers (ARB), diuretics, and total rate. Due to
revisions in the numerator calculation for year 2014, the Waiver 2 pooled rate was not
compared to the baseline and year 2013 was not included in the Waiver 1 pooled
estimate. When compared to Waiver 1, there was a statistically significant improvement
in annual monitoring in Waiver 2 period for ACEs or ARBs (+1.9 pp), diuretics (+2.2 pp),
and total rate (+2.0 pp).

NJ FamilyCare Comprehensive Demonstration Draft Interim Evaluation Report 23



Figure 1.7: Annual monitoring for patients on persistent medications: 2012-2018
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Source: HEDIS data from NJ Division of Medical Assistance and Health Services, 2015-2018; Analysis by Rutgers Center for State Health Policy.

Comprehensive Diabetes Care: Figure 1.8 shows trends for quality measures Hemoglobin Alc
(HbA1c) testing, HbAlc poor control (>9.0%), and retinal eye exam. For HbAlc poor control, a
lower rate is better. The pooled rate for Waiver 2 period showed a statistically significant
improvement from both the baseline (HbAlc =+7.9 pp, HbAlc (>9.0%) = -9.4 pp, and eye exam =
+5.4 pp) and the Waiver 1 periods (HbAlc =+2.9 pp, HbAlc (>9.0%) = -4.3 pp, and eye exam =
+2.6 pp).
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Figure 1.8: Comprehensive diabetes care: 2011-2018
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Source: HEDIS data from NJ Division of Medical Assistance and Health Services, 2011-2018; Analysis by Rutgers Center for State Health Policy.
Note: For HEDIS measurement 2017, members in one health plan were excluded due to differing methodology in the calculation of HbAlc testing
and HbA1c Poor Control (>9.0%)

Measures of Consumer Satisfaction: Tables 1.5 and 1.6 show a variety of CAHPS® measures
related to perceptions of care quality among adults and children in Medicaid managed care plans.
The first three measures in the tables are composite measures which group together questions
on similar topics to simplify interpretation of the data and to enhance the reliability of results
(ACS Government Healthcare Solutions 2011). For example, the Getting Needed Care composite
is a combination of beneficiaries’ responses to questions on the ease of getting appointments
and the ease of getting the care, tests, and treatment needed under their health plan.

e Among adults (Table 1.5), all measures for the overall plan rate showed improvement in
the Waiver 2 period when compared to the baseline, but 2 of these 6 measures had not
improved since the Waiver 1 period. How Well Doctors Communicate composite showed
no change, and there was a decline in the Overall Rating of Personal Doctor.

e For children in Medicaid managed care plans (Table 1.6), the overall rates improved in
Waiver 2 from baseline for five of the six measures. There was no change in the How Well
Doctors Communicate composite. However, when compared to the Waiver 1 period, two
measures improved (Getting Care Quickly composite, Ease of Getting Appointments with
Specialists), two measures remained unchanged (Getting Needed Care composite,
Personal Doctor Informed about Other Providers), and two measures declined (How Well
Doctors Communicate composite, Overall Rating of Personal Doctor).
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Table 1.1: New Jersey Medicaid managed care population: HEDIS® measures of preventive care quality, 2011-2018

Measurement Year
(MY)

Baseline
(2011-
2012)
Pooled

Rate

Waiver
1
(2013-
2016)
Pooled
Rate

Waiver
2
(2017-
2018)
Pooled
Rate

Comparison Comparison
1 2
Waiver 2 Waiver 2
Relative to | Relative to
Baseline Waiver 1

%

%

Comparison
1
p value

Waiver 2
Performance
Relative to
Baseline

Comparison
2
p value

Waiver 2
Performance
Relative to
Waiver 1

Combination 12

Well-Child Visits in

Meningococcal 84.6% 86.0% 89.5% 4.9 3.5 <0.001 Improved <0.001 Improved
Tdap/Td 89.2% 91.9% 93.8% 4.6 1.9 <0.001 Improved <0.001 Improved
Vaccine 822% | 84.1% | 88.2% 6.0 4.1 <0.001 Improved <0.001 Improved

First 15 Months of Life 66.8% 66.5% 63.0% -3.8 -3.5 <0.001 Declined <0.001 Declined
(W15)

Well-Child Visits in the

3rd. 4th. S5th. and 6th 78.7% 78.6% 79.0% 0.3 0.4 0.0215 Improved 0.0001 Improved
Years of Life (W34)

Adolescent Well-Care 0 0 0 .
Visits (AWC) 60.1% 61.7% 61.1% 1.0 0.6 <0.001 Improved <0.001 Declined
Timeliness of Prenatal .

Care 83.7% 81.8% 81.7% -2.0 -0.2 <0.001 Declined 0.4367 Same
Postpartum Care 59.7% 58.4% 61.6% 1.9 3.2 <0.001 Improved <0.001 Improved

Cervical Cancer
Screening

64.5%

60.2%

61.0%

-3.5

0.8

<0.001

Declined

<0.001

12-24 months 97.4% 97.3% 96.9% -0.5 -0.4 <0.001 Declined <0.001 Declined
25 months - 6 years 91.2% 92.9% 93.0% 1.8 0.2 <0.001 Improved 0.0045 Improved
7-11 years 93.2% 94.9% 95.6% 24 0.7 <0.001 Improved <0.001 Improved
12-19 years 91.5% 92.6% 93.3% 1.8 0.7 <0.001 Improved <0.001 Improved

Improved

5 This metric was not reported in 2011

Notes: Comparisons in bold format indicate statistically significant changes

? Combination 1 indicates receipt of both component vaccinations (Meningococcal and Tdap/Td)
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Table 1.2: New Jersey Medicaid managed care population: CAHPS® measures of preventive care quality, 2011-2018

NJ FamilyCare Comprehensive Demonstration Draft Interim Evaluation Report

Amerigroup Aetna Horizon United Healthcare WellCare Overall Plan Average
New Jersey Baseline | Waiver | Waiver | Waiver 2 Baseline | Waiver | Waiver | Waiver 2 Baseline Waiver1 | Waiver | Waiver 2 Baseline Waiver1 | Waiver | Waiver2 |Baseline] Waiver1 | Waiver | Waiver2 Baseline |Waiver1 | Waiver | Waiver2
Medicaid Managed Average 1 2 Performance | Average 1 2 Performance| Average Average 2 Performance| Average Average 2 Performance Average 2 Performance | Average* | Average* 2 Performance
Care Population (2011- | Average | Average | Relative to: |(2011-2012)| Average | Average| Relative to:|(2011-2012)| (2013-2016) | Average | Relative to: |(2011-2012) |(2013-2016) ge | Relative to: ge|(2013-2016) ge| Relative to: [(2011-2012) | (2013- | Average | Relative to:
2012) (2013- | (2017- (2013- | (2017- (2017- (2017- (2011- (2017- 2016) (2017-
Received _ _ _ Baseline: Baseline: _ _ _
corerom | Adutts | 272 1376 =L gaseline n=269 |n=229| na | n=652  n=469 n=395| Baseline | n=661  n=426 n=443 | Baseline n=311 n=508| nja | 72282 n=1681 n=1905] g,cejine
Dental 30% 38%  40% | Waiverl n/a 33% 35% | Waiver1 32% 44% 48% | Waiver1 30% 41% 43% | waiver1 | n/a 36% 38% Waiver 1 30% 40% 41% Waiver 1
Office or Baseline: Baseline:
Clinicin n=646 n=452 n=492 n=277 |n=348| nja | n=743  n=513 n=385 | Baseline | n=768  n=480 n=537 | Baseline n=403 n=636| nm | "72676 n=1980 n=2336) g, o ine
Children
Past 6 i .
Waiver 1 Waiver 1
Months 64% 69% 61% n/a 36% 47% 63% 67% 68% | Waiver1 61% 67% 66% | Waiver1 | n/a 69% 71% 62% 65% 64% Waiver 1
*The overall baseline and Waiver 1 averages include data for Healthfirst plan that exited the marketin 2014.
Note: Shading scheme does notindicate statistically significant differences, only the direction of change (>1%) in point estimates from Waiver 2 to Baseline and Waiver 2 to Waiver 1 as follows:
Improved
No Change or Mixed Trend
Declined




Table 1.3: New Jersey Medicaid managed care population: HEDIS® measures of behavioral health care services quality,

2011-2018
Baseline Waiver | Waiver | Comparison | Comparison
(2011-2012) | 1(2013- | 2(2017- 1 2 c . Waiver 2 Waiver 2
- - omparison .
Measurement Pooled Rate 2016) 2018) Waiver 2 Waiver 2 1 Performance | Comparison 2 | Performance
Year (MY) Pooled | Pooled | Relativeto | Relative to value Relative to p value Relative to
Rate Rate Baseline Waiver 1 P Baseline Waiver 1
% %
Follow-up Care for Children Prescribed ADHD Medication (ADD)
Initiation Phase 31.8% 32.1% 33.2% 1.4 1.1 0.0247 Improved 0.0286 Improved
Continuation
and 34.6% 363% | 33.1% 15 3.2 0.3548 Same 0.0071 Declined
Maintenance
Phase?
Notes: Comparisons in bold format indicate statistically significant changes
2 This metric was not reported in 2011
Table 1.4: New Jersey Medicaid managed care population: HEDIS® measures of chronic conditions/ treatment quality,
2011-2018
Baseline Waiver | Waiver | Comparison | Comparison
(2011- 1 2 1 2 Compariso Waiver 2 Comparison Waiver 2
Measurement Year 2012) (2013- | (2017- Waiver 2 Waiver 2 np1 Performance pz Performance
(MY) Pooled 2016) 2018) | Relativeto | Relative to value Relative to value Relative to
Rate Pooled | Pooled Baseline Waiver 1 P Baseline P Waiver 1
Rate Rate % %
Annual Monitoring for Patients on Persistent Medications?
ACE Inhibitors or ARBs no. 88.3% | 90.2% no. 1.9 n/a n/a <0.001 Improved
comparison comparison
Diuretics no. 87.3% | 89.5% ne. 2.2 n/a n/a <0.001 Improved
comparison comparison
Total no. 87.9% | 89.9% no. 2.0 n/a n/a <0.001 Improved
comparison comparison
Comprehensive Diabetes Care (CDC)?
HbAlc Testing® 78.7% 83.7% 86.6% 7.9 29 <0.001 Improved <0.001 Improved
ZZAS; )'Zoor Control 45.5% 403% | 36.0% 9.4 43 <0.001 Improved <0.001 Improved
. (]
Eye Exam 54.2% 57.1% 59.7% 5.4 2.6 <0.001 Improved <0.001 Improved

Notes: Comparisons in bold format indicate statistically significant changes
2This metric was not reported in 2011 and numerator calculations were revised in 2014. Used 2014-2016 as Waiver 1 period and compared to Waiver 2. No baseline

comparison

b Trends from 2015 to 2018 may be related to ICD-9 to ICD-10 transitions
¢ Excluded members in one health plan due to differing methodology in the calculation of this measure in 2017. Only 2018 used as Waiver 2 period
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Table 1.5: New Jersey Medicaid managed care population: CAHPS® measures of consumer satisfaction with adult health care services

Amerigroup Aetna Horizon United Healthcare WellCare Overall Plan Average
NJ Medicaid Managed Care Baseline|Waiver 1| Waiver 2| Waiver2 | Baseline | Waiver 1|Waiver2| Waiver2 | Baseline | Waiver 1 |Waiver2| Waiver2 Baseline Waiver 1| Waiver2 [ Waiver2 |Baseline| Waiver1 |Waiver2| Waiver2 | Baseline | Waiver1| Waiver2 Waiver 2
P Jation: Ad IgS Average | Average | Average |Performance| Average | Average | Average | Performance| Average | Average | Average | Performance Average Average | Average |Performance| Average Average Average |Performance | Average* | Average* Average Performance
opulation: Adult Survey | 2611 | (2013- | (2017 | Relative to: | (2011- | (2013- | (2017- [ Relativeto: | (2011- | (2013 | (2027- | Relative to: | (2011-2012) | (2013- | (2017- | Relative to: | (2011- | (2013-2016) | (2017 |Relativeto: | (2011- | (2013 | (2017-2018) | Relative to:
2012) 2016) 2018) 2012) 2016) 2018) 2012) 2016) 2018) 2016) 2018) 2012) 2018) 2012) 2016)
Getting Needed Care . .
composite n=305 n=355 n=253 | Baseline | n/a  n=187 n=159 B“ne/'a'"e n=368 n=414 n=351| Baseline | n=383 =403 n=368 | Baseline | n/a  n=254  n=446 Ba;e/'a'”e n=1263 n=1581 n=1577 | Baseline
Always| 41%  51% = 54% 38% 46% 44% 51% 54% 44% 50% 52% 46% 55% 44% 50% 53%
Usually] 32% 29% 26% o 27% 28% el 32% 31% 27% e — 31% 30% 29% el 28% 26% o — 30% 29% 27% R
aiver aiver aiver aiver aiver aiver
Never/Sometimes| 27%  20%  20% 35% 26% 25% 18% 19% 25% 21% 19% 26% 19% 26% 20% 20%
Getting Care Quickly . .
composite n=438 n=296 n=249 | Baseline | n/a  n=181 n=170 Basne/'a'"e n=529 n=388 n=349 | Baseline | n=530 n=343 n=354 | Baseline | n/a n=250  n=439 Ba;e/'a'"e n=1802 n=1358 n=1560 | Baseline
Always| 51%  56%  57% 46% 56% 56% 59% 60% 55% 58% 59% 56% 61% 53% 57% 59%
Usually] 27% 23% 24% T 22% 23% TR, 25% 23% 19% T 25% 25% 24% kEra 20% 20% o — 26% 23% 22% R
i aiver i Ve aiver aiver
Never/Sometimes| 22%  21%  19% 33% 21% 20% 18% 21% 21% 17% 17% 24% 19% 22% 20% 19%
How Well Doctors
. . . B. li . . B li n
Communicate composite [ n=410 n=269 n=202 | Baseline | /g n=150 n=122 | | n=487 n=361 n=297 | Baseline | n=503  n=318 n=302 | Baseline [ nfg =217 n=384 | np.' |n=1695 n=1248 n=1307 | Baseline
Always| 66% 73% 71% 74% 71% 67% 74% 74% 66% 71% 72% 72% 72% 67% 73% 72%
Usually] 24%  19% 19% S 18% 20% S 21% 18% 16% T 24% 21% 19% - 20% 20% T 22% 19% 19% -
Never/Sometimes| 10% 8% 10% 7% 9% 13% 8% 10% 11% 8% 9% 9% 8% 11% 8% 9%
Overall Rating of . X
Personal Doctor n=494 n=313 n=259 | Baseline | n/a  n=181 n=158 B“n E/'a'”e n=558 n=415 n=371| Baseline | n=574  n=367 n=370 | Baseline | n/a  n=238  n=a40 | ® Sne/'a' "¢ |n=1960 n=1396 n=1597 | Baseline
Best Doctor (9-10 Rating)| 55% 66% 58% 58% 58% 57% 66% 61% 58% 66% 63% 63% 67% 58% 66% 62%
7-8 Rating| 27% 21% 28% T 22% 29% R 26% 22% 26% T 28% 20% 24% T 23% 22% T 26% 23% 25% R
i ive
Worst Doctor (0-6 Rating)] 19%  13% 14% 21% 14% 18% 12% 12% 15% 14% 13% 13% 12% 16% 11% 13%
Ease of Getting
Appointments with . Baseline . . Baseline .
Baseline Baseline Baseline Baseline
Specialists n=231 n=167 n=141 n/a n=94 n=75 n/a n=295 n=231 n=188 n=283 n=201 n=197 n/a n=119 n=257 n/a n=971 n=781 n=857
Always| 42%  49% = 55% 33% 48% 42% 48% 55% 42% 48% 51% 38% 55% 43% 47% 54%
Usually] 31%  28%  21% — 22% 26% T 32% 29% 24% ——— 30% 28% 27% - 30% 23% i 30% 29% 24% ——
Never/Sometimes| 28% 23% 24% 45% 26% 27% 23% 21% 28% 23% 22% 32% 21% 29% 25% 22%
Personal Doctor
Informed about Other . Baseline . . Baseline .
Baseline Baseline Baseline Baseline
Providers n=187 n=123 n=108 n/a n=80 n=59 n/a n=264 n=161 n=164 n=251 n=137 n=167 n/a n=108 n=220 n/a n=832 n=569 n=717
Always| 46% 53% 50% 46% 50% 49% 51% 53% 48% 48% 59% 48% 58% 48% 50% 55%
Usually] 30%  28% = 27% ) 26%  31% ) 26% 30% | 28% ) 30% 30% 24% ) 31% 26% ) 28%  29% 27% )
. Waiver 1 Waiver 1 Waiver 1 Waiver 1 Waiver 1 Waiver 1
Never/Sometimes| 25%  19%  22% 28% 20% 26% 19% 19% 23% 21% 17% 21% 16% 24% 21% 18%

Improved

No Change or Mixed Trend
Declined

*The overall baseline and waiver 1 averages include data for Healthfirst plan that exited the marketin 2014.
Note: Shading scheme does notindicate statistically significant differences, only the direction of change (>1%) in point estimates from Waiver 2 to Baseline and Waiver 2 to Waiver 1 as follows:
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Table 1.6: New Jersey Medicaid managed care population: CAHPS® measures of consumer satisfaction with child health care services

Amerigroup Aetna Horizon United Healthcare WellCare Overall Plan Average
New Jersey Medicaid Baseline Waiver1 |Waiver2 [Waiver2 Baseline |Waiver1 |Waiver2 [Waiver2 Baseline Waiver 1 Waiver2  |Waiver2 Baseline |Waiver1 Waiver 2 Waiver 2 Baseline Waiver 1 Waiver 2 Waiver 2 Baseline Waiver 1 Waiver2 |Waiver 2
Managed Care Population: Average Average Average Performance | Average |Average Average Performance|Average Average Average Performance |Average |Average Average Performance |Average Average Average Performance |Average* Average* Average Performance
Child Survey " |(2011-2012) |(2013-2016)(2017-2018) | Relative to: |(2011-  |(2013-2016) | (2017-2018)| Relative to: (2011-2012) |(2013-2016) |(2017-2018) | Relative to: |(2011-  [(2013-2016) |(2017-2018) [ Relative to: |(2011-2012) |(2013-2016) |(2017-2018) | Relative to: |(2011-2012) |(2013-2016) |(2017-2018)| Relative to:
2012) 2012)
Getting Needed Care
. n=219 n=316 n=384 . n/a n=213 n=272 | Baseline n=282 n=369 n=381 _ n=270 n=328 n=433 ) n/a n=315 n=503 Baseline n=945 n=1368  n=1972 )
composite Baseline n/a Baseline Baseline n/a Baseline
Always|  51% 57% 59% 53% 50% 49% 55% 55% 50% 55% 57% 50% 53% 50% 54% 55%
Usually]  29% 23% 23% . 24% 27% 31% 26% 26% X 27% 27% 27% . 25% 26% . 28% 25% 26% .
. Waiver 1 Waiver 1 Waiver 1 Waiver 1 Waiver 1
Never/Sometimes| 21% 20% 18% 22% 23% 22% 20% 20% 24% 19% 17% 25% 21% 23% 21% 19%
Getting Care Quickl,
g B a y n=684 n=408 n=396 . n/a n=224 n=293 Baseline n=813 n= n=406 . n=829 n=441 n=441 . n/a n=334 n=526 Baseline n=2769 n=1818 n=2061 .
composite Baseline n/a Baseline Baseline n/a Baseline
Always|  65% 67% 72% 67% 71% 65% 68% 66% 64% 67% 67% 62% 67% 63% 65% 68%
Usually]  16% 16% 15% . 15% 16% . 15% 16% 16% . 18% 17% 19% . 18% 19% . 17% 17% 17% .
. Waiver 1 Waiverl Waiver 1 Waiver 1 Waiver 1 Waiver 1
Never/Sometimes|  20% 17% 14% 17% 14% 20% 16% 18% 19% 16% 13% 20% 15% 21% 18% 15%
How Well Doctors n=512  n=364  n=359 : n/a n=183 = n=259 | paseline | n=592  n=418  n=357 | n=606 =300  n=397 n/a n=313  n=481 | paseline | n=2211  n=1551 n=1852 ,
Communicate composite Baseline n/a Baseline n/a Baseline
Always|  74% 77% 75% 75% 73% 73% 74% 73% 76% 78% 74% 74% 73% 75% 76% 74%
Usually]  19% 17% 16% . 18% 19% . 21% 18% 18% X 18% 16% 18% 19% 18% . 19% 18% 18% .
. Waiver 1 Waiver 1 Waiver 1 Waiver 1 Waiver 1
Never/Sometimes| 7% 6% 9% 7% 8% 8% 8% 9% 7% 7% 8% 7% 8% 7% 7% 8%
Overall Rating of Personal
g of n=579 n=405 n=430 . n/a n=211 n=301 Baseline n=663 n=466 n=423 . n=687 n=434 n=474 . n/a n=356 n=566 Baseline n=2384 n=1832  n=2193 .
Doctor Baseline n/a Baseline Baseline n/a Baseline
Best Doctor (9-10Rating)|]  70% 77% 74% 71% 70% 68% 74% 73% 72% 76% 73% 74% 74% 71% 75% 73%
7-8Rating| 22% 17% 20% . 19% 21% . 22% 19% 21% . 21% 19% 21% . 20% 19% . 22% 19% 20% .
R ENTIE Waiver 1 Waiver 1 Waiver 1 Waiver 1 Waiver 1
Worst Doctor (0-6 Rating) 8% 7% 6% 11% 9% 10% 7% 6% 8% 5% 5% 6% 6% 7% 6% 6%
Ease of Getting
Appointments with n=192 n=129 n=129 . n/a n=50 n=75 Baseline n=239 n=160 n=129 ) n=263 n=180 n=155 ) n/a n=86 n=146 Baseline n=822 n=586 n=634 )
Baseline Baseline Baseline Baseline
Specialists n/a n/a
Always|  45% 49% 56% 50% 41% 46% 48% 48% 48% 51% 55% 44% 47% 45% 48% 50%
Usually]  32% 23% 21% N 24% 29% . 30% 28% 28% X 26% 25% 23% . 22% 27% . 30% 25% 25% .
. Waiver 1 Waiver 1 Waiver 1 Waiver 1 Waiver1 Waiver 1
Never/Sometimes|  24% 28% 23% 26% 30% 24% 24% 24% 26% 24% 22% 34% 26% 26% 28% 24%
Personal Doctor Informed
) n=204 n=99 n=143 . n/a n=59 n=94 Baseline n=236 n=127 n=149 . n=237 n=118 n=172 . n/a n=98 n=175 Baseline n=816 n=470 n=731 .
about Other Providers Baseline n/a Baseline Baseline n/a Baseline
Always|  55% 52% 56% 56% 55% 49% 53% 55% 51% 54% 53% 55% 55% 51% 54% 55%
Usually]  29% 29% 22% . 31% 23% X 32% 25% 27% . 28% 25% 23% . 28% 25% . 31% 27% 24% X
) Waiver 1 Waiver 1 Waiver 1 Waiver 1 Waiver 1 Waiver 1
Never/Sometimes|  17% 19% 22% 14% 22% 19% 22% 18% 21% 21% 24% 18% 20% 20% 20% 21%

Improved

No Change or Mixed Trend
Declined

30

*The overall baseline and waiver 1 averages include data for Healthfirst plan that exited the market in 2014.

Note: Shading scheme does not indicate statistically significant differences, only the direction of change (>1%) in point estimates from Waiver 2 to Baseline and Waiver 2 to Waiver 1 as follows:
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Discussion

In this report, we analyzed HEDIS® and CAHPS® managed care performance data for the baseline
(2011-2012), the Waiver 1 demonstration period (2013-2016), and two years of the Waiver 2
demonstration period (2017-2018). We assessed differences between these three time periods
to evaluate the broad impact of the managed care expansion in long-term services and supports
on access to care, and the quality, efficiency, and coordination of care for Medicaid managed
care beneficiaries overall.’® The available data do not allow for risk adjustment and changes in
the managed care population over time could underlie observed differences. Results should be
interpreted with this caveat in mind. With some exceptions, the findings presented in this report
support the conclusion that overall quality of care for Medicaid managed care beneficiaries
improved for most HEDIS® and CAHPS® measures examined in the Waiver 2 period when
compared with the baseline and the Waiver 1 periods.

In the preventive care quality domain, immunization for adolescents improved from both the
baseline and the Waiver 1 periods. For well-care visits, there was nearly a four percentage point
drop in the rate of children who had well-child visits with a primary care physician in the first 15
months of life. Moreover, there was a small decrease in access to primary care practitioners for
children 12-24 months old. Access for all other age groups (up to 19 years) improved by about 2
percentage points over the demonstration period. Measures related to prenatal and postpartum
care, and cervical cancer screening showed a mixed trend. In terms of behavioral health care
quality, the number of children following-up with a visit to a practitioner within 30 days of their
first prescription of ADHD medication improved. However, the trend did not persist for the
continuation and maintenance phase of the ADHD medication, which significantly declined. The
largest improvement was seen for the Comprehensive Diabetes Care measures. The HbAlc
testing increased by 8 percentage points, HbAlc poor control (>9.0%) improved by decreasing
nine percentage points, and the number of people going for eye exam increased by five
percentage points during the Waiver 2 period when compared with baseline. Similar trends, but
of a smaller scale, were observed for diabetes care when the Waiver 2 period was compared with
the Waiver 1 estimates. The CAHPS® metric reflecting whether dental care was received showed
that small improvements in rates achieved during the Waiver 1 period were maintained in the
Waiver 2 period.

Consumer satisfaction with care showed improvement across health plans when Waiver 2 was
compared to the baseline period, and this was consistent across all measures for adults.
However, mixed results were seen when compared to the Waiver 1 period. Among children,

13 Evaluation of the impact of the managed care expansion on cost of care, which is part of Research Question 1, is
not evaluated in this chapter since HEDIS® and CAHPS® metrics do not address this domain.
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improvements in satisfaction were also evident, most consistently when Waiver 2 was compared
to baseline. The Waiver 2 to Waiver 1 comparison showed either no change or decline for
multiple measures.

While examining the findings presented in this chapter, it is important to remember that
available data thus far only covers a small portion of the Waiver 2 demonstration period. In
addition, estimates are descriptive and do not adjust for beneficiary characteristics. The change
in Medicaid coverage from fee-for-service to managed care during 2011-2012 for certain
eligibility groups and the statewide Medicaid expansion in 2014 brought individuals with
different demographic and health profiles into managed care. CAHPS® metrics are not reported
for the population of Medicaid managed care beneficiaries as a whole and the statistical
significance of changes in the overall plan average or within plans could not be assessed.
Nevertheless, examining unadjusted trends in the metrics presented in this report is an essential
part of monitoring progress toward the goals of the Division of Medical Assistance and Health
Services (DMAHS) Quality Strategy (DMAHS 2014 & DMAHS 2016) during the Waiver
demonstration period. The evidence from the metrics we examined in this report suggests that
quality of care has not been compromised for most managed care beneficiaries during the
demonstration period and overall consumer satisfaction in Medicaid has improved since the
pre-Waiver period. These findings could change as additional years of data for the Waiver 2
demonstration period are added in the final evaluation report.
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https://www.state.nj.us/humanservices/dmahs/home/NJCW_Renewal_App B _Quality_Acti
vities.pdf.

Appendix 1A: CAHPS® Adult and Child Survey Response Rates

CAHPS® Adult Survey

2011 17.0%
2012 11.6%
2013 13.7%
2014 15.8%
2015 24.4%
2016 24.3%
2017 22.7%
2018 23.7%
CAHPS® Child Survey

2011 19.1%
2012 14.1%
2013 14.5%
2014 15.9%
2015 24.8%
2016 22.9%
2017 21.9%
2018 26.2%
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Chapter 2: An Examination of MLTSS-related Measures
Reported by Managed Care Organizations, External
Quality Review, and State Government

Introduction and Background

To prepare for the transition in July 2014, when New Jersey brought four §1915(c) home and
community based services (HCBS) waivers into managed care with its comprehensive §1115
waiver,'* the state updated its Quality Strategy?®® to include 40 measures addressing several
aspects of managed long-term services and supports (MLTSS). This chapter will discuss some of
these measures, in addition to other relevant data that has been presented in a variety of reports
and settings. Three additional reports we authored (Farnham et al. 2015, 2017, & forthcoming)
provide more details about MLTSS implementation in New Jersey—in them we discuss
stakeholder feedback from providers, consumer advocates, managed care organizations (MCOs)
and state officials on MLTSS implementation. We have considered suggestions from stakeholders
with respect to the data we draw upon in our evaluation. This chapter focuses on describing data
and performance measures collected and reported by MCOs, an external quality review
organization, and state government relating to a post-implementation period spanning 2014
through 2020. Two earlier reports have similar chapters discussing MLTSS-related measures
(Chakravarty et al. 2017 & 2016) for the prior waiver. We opted not to try to separate effects
from the prior waiver (2012-2017) and the NJ FamilyCare Comprehensive Demonstration (2017-
2022) because the transition to MLTSS occurred midway through the first demonstration, and
many metrics were only available through 2018, making the periods on either side of 2017 very
short to attempt comparisons.

Description of MLTSS Quality Oversight and Member Appeal Mechanisms
MCOs are required to report regularly on a number of measures, and to report all claims and

encounter data to the state. There are monthly meetings of an MLTSS—MCO Quality Workgroup
with membership from each MCO as well as the Division of Medical Assistance and Health
Services (DMAHS), the Division of Aging Services (DoAS), and an external quality review
organization to discuss details around reporting and ensure comparability. In addition to these

14 See NJ Department of Human Services, Division of Medical Assistance and Health Services, “Comprehensive
Medicaid Waiver” web page with links to descriptive documents at
http://www.nj.gov/humanservices/dmahs/home/waiver.html.

15 See a copy of the Quality Strategy as updated June 12, 2014 at
http://www.nj.gov/humanservices/dmahs/home/MLTSS Quality Strategy-CMS.pdf.
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measurement-focused meetings, MCOs and state divisions have more frequent standing
meetings to discuss general operational issues. DMAHS maintains a hotline for consumers and
providers to report quality issues. An external quality review organization (EQRO) does annual
audits of MCO case files. New Jersey participates in the National Core Indicators — Aging and
Disabilities (NCI-AD)™ Survey, which involves face-to-face surveys of long-term care consumers.®
On a quarterly basis, the state reports quality measure data to CMS.7 It also reports regularly to
the Medical Assistance Advisory Committee'® and reported to the MLTSS Steering Committee
until its last meeting in March 2019.

MLTSS members looking to appeal an MCO decision may appeal directly to the MCO, call the
state quality hotline, request an independent review in some cases through New Jersey’s Division
of Banking and Insurance, or file a Medicaid fair hearing request.?°

MLTSS Measure Domains
The measures in the state’s Quality Strategy span six areas of focus: participant access (timeliness

of assessments and evidence of options counseling), participant-centered service planning and
delivery (examination of care plans along several dimensions), provider capacity (network
adequacy and credentialing timeliness), participant safeguards (critical incident reporting),
participant rights and responsibilities (complaints, grievances and appeals), and effectiveness of
MLTSS activities (hospital use, transitions between facilities and community settings, and follow-
up after hospitalization for mental illness). We present utilization information in Chapter 4.

MLTSS Measure Frequency

The frequency of measure calculation and reporting varies from monthly to annually. There is
also variation in the lag time needed to calculate measures due to claim filing windows that apply
to some measures.

MLTSS Measure Sources

16 See http://nci-ad.org/.

17 Many of these reports are posted here: https://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Waivers/Waivers _faceted.html?filterBy=New%20Jersey.

18 Agendas, Presentations and Meeting Minutes are posted here:
http://www.state.nj.us/humanservices/dmahs/boards/maac/.

19 See http://www.state.nj.us/dobi/division insurance/managedcare/ihcap.htm.

20 See http://www.state.nj.us/humanservices/dmahs/info/fads.html.
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Data to calculate the measures in the Quality Strategy comes from three sources: Managed Care
Organization (MCO) reports to the state, External Quality Review Organization (EQRO) review of
MCO files, and state government departments, based on the data that they collect.

In addition to measures included in the Quality Strategy, the state has calculated a variety of
other measures to describe LTSS-related programs and populations and included them in
presentations to the MLTSS Steering Committee?! or the Medical Assistance Advisory Council
(MAAC).?? These additional measures were calculated in response to stakeholder inquiries or as
part of state efforts to describe the program and affected populations.

Finally, other relevant data are included in the National Core Indicators — Aging and Disabilities
(NCI-AD)™ surveys.

Analytic Objective

This chapter will examine selected measures reported in the state’s reports to CMS, the MLTSS
Steering Committee, or the Medical Assistance Advisory Council (MAAC), reports from New
Jersey’s external quality review organization, and results on the NCI-AD™ surveys, and draw
implications where possible on what they reflect regarding the MLTSS implementation process.
Based on a review of all available data, we have selected those that seem to have the most
bearing on our research questions and evaluation hypotheses, listed below.

Research Question 1. What is the impact of the managed care expansion on access to care, the
quality, efficiency, and coordination of care, and the cost of care?

Hypothesis 1: The managed care expansion will improve access to care, the quality, efficiency,
and coordination of care, and the cost of care for the overall population in managed care.

Research Question 2. What is the impact of including long-term care services in the capitated
managed care benefit on access to care, quality of care, and mix of care settings employed?

Hypothesis 2: Expanding Medicaid managed care to include long-term care services and
supports will result in improved access to care and quality of care and reduced costs, and allow
more individuals to live in their communities instead of institutions.

21 See http://www.nj.gov/humanservices/dmahs/home/mltss committee.html for more information about the
MLTSS Steering Committee, including a description of members and recommendations made prior to MLTSS
implementation.

22 See http://www.state.nj.us/humanservices/dmahs/boards/maac/ for more information about the MAAC,
including agendas, minutes, and presentations.
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Table 2.1 describes the types of measures we examine and their sources.

Table 2.1: Secondary metric categories, sources, and descriptions

Metric category Metric CSHP’s Source | Description
Source
Long-term care NJ NJ FamilyCare | Based on the available numbers of HCBS,
population by setting | DMAHS, Dashboard; PACE, and Nursing Facility Residents, we
US Census | population have calculated the percent of the LTC
Bureau from US population every year from July 2014 to
Census Bureau | July 2020 in each setting.
Setting, former NJ DMAHS | MAAC/MLTSS Tracks the current status of waiver
waiver enrollees Steering enrollees who transitioned in July 2014 as
Committee of November 2015, March 2016, April
Presentations | 2017, August 2018, and September 2019
Age of NJ Medicaid NJ DMAHS | NJ FamilyCare | Shows the ages of participants in
LTC Enrollees Dashboard Medicaid LTC as of July 2014 and July
2020
Assessment NJ DMAHS e Number and timeliness of level of care
Timeliness 0cco,® reports to CMS assessments (required to receive
MCOs MLTSS services), monthly from January
2015 to October 2019
e Percent MCO assessments authorized
by OCCO 2015-2019
Critical incidents DoAS DMAHS e Number and timeliness (2015-2019) of
reports to CMS reported incidents that had or could
have adverse effects on members
External quality EQRO EQRO reports e Trends for 6 HCBS metrics and 5 NF
review information metrics
e Most recent compliance information
for 13 HCBS metrics and 17 NF metrics
Appeals, Grievances | MCOs, DMAHS e MCO appeals, grievances and
Complaints and DMAHS, reports to complaints 2015-2019
Service Reductions DOBI CMS, MLTSS e Types of appeals/grievances in 2019
Steering (Q1 & Q3)
Committee e Appeal outcomes in 2015 & 2016.
presentations, | e MCO service reduction reports in Q3,
DMAHS MAAC 2015
presentations, | e Faijr hearing dispositions for January-
DMAHS final

July 2016 and August-December 2016

23 NJ Department of Human Services, Division of Aging Services, Office of Community Choice Options.
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Metric category Metric CSHP’s Source | Description
Source
agency e Fair hearing outcomes 2014-2020, by
decisions, MCO
DOBI IHCAP e NJ DOBI, Independent Health Care
reports Appeals Program (IHCAP), Jan 2014 to
June 2018 (semiannual)
8 | Provider network MCO DMAHS e 2016 (2 Qs, 5 MCOs), 2017 (3 Qs, 3
adequacy reports to | reports to CMS MCOs), 2018 (2 Qs, 5 MCOs)
DMAHS
9 | Transitions between | MCOs, DMAHS e Transitions from NF to community and
nursing facility and MFP reports to CMS back to NF within 90 days
community program e Transitions from community to NF,
short-term and long-term
Annual reports, up to 5 years post MLTSS
10 | Quality of life and NCI-AD™ NCI-AD™ e Comparison of populations served and
care 77 outcome metrics in 2018-2019 for:
O NJ MLTSS-HCBS with MLTSS-HCBS in
4 other states
0 Comparison of NJ MLTSS-NF with
MLTSS-NF in Tennessee
e Comparison of populations in NJ
MLTSS-HCBS, MLTSS-NF (FFS for year
1), and Program of All-inclusive Care
for the Elderly (PACE) from 2016-2019
e Comparison of NJ MLTSS member
profiles and experiences by MCO from
2016-2019
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Results

Setting, All LTC Enrollees
New Jersey’ long-term care population as discussed here includes individuals enrolled in MLTSS,

those remaining in nursing homes on a fee-for-service basis (new nursing home entrants or those
who change in level of care are enrolled in MLTSS), and those enrolled in the Program of All-
inclusive Care for the Elderly (PACE),?* which is not part of MLTSS. MLTSS members may reside
in community housing, adult family care, nursing homes, assisted living residences, or
comprehensive personal care homes. The numbers and share of individuals in each setting from
2014 to 2020 is shown in Table 2.2. Those in assisted living residences and comprehensive
personal care homes are counted under “Assisted Living,” while those in community-based
housing, including adult family care, are included in “Other HCBS.” The numbers and share of the
New Jersey population receiving long-term care services in home and community-based settings
(not including Assisted Living or PACE) grew substantially from 2014 through 2020, increasing in
number by 3.7 times (from 8,539 to 31,420 individuals) and in share by 2.6 times (from 21% to
54%). The number of PACE enrollees grew by 38% over the period, but the share of the LTC
population enrolled in PACE remained the same at 2%. The number of LTC enrollees residing in
Assisted Living remained about the same at around 3,000 people, with the share decreasing from
7% to 5% from 2014 through 2020. The number of LTC enrollees residing in nursing homes also
remained relatively stable from 2014 to 2020, down from 2014 by 600-1,300 each year from
2015-2019 but fluctuating up and down each year until the COVID-19 pandemic, when the
number dropped by nearly 5,500 from the year before. The share of the LTC population residing
in nursing homes decreased substantially from 2014 to 2020, from 71% to 39%.

Table 2.2: NJ Medicaid LTC population by setting, number and percent of total by year, 2014
2020 (July)

Year '(\'F"F'SST;"L';’;“S‘; Assisted Living Other HCBS PACE rotal
Number | Percent | Number | Percent | Number | Percent | Number | Percent
2014 29,304 71% 2,863 7% 8,539 21% 827 2% | 41,533
2015 28,026 65% 3,068 7% | 10,876 25% 839 2% | 42,809
2016 28,736 59% 3,334 7% | 15,728 32% 926 2% | 48,724
2017 28,372 53% 3,070 6% | 20,686 39% 961 2% | 53,089
2018 28,734 50% 3,060 5% | 24,894 43% 1,069 2% | 57,757
2019 28,285 46% 3,080 5% | 28,408 47% 1,152 2% | 60,925
2020 22,808 39% 2,781 5% | 31,420 54% 1,140 2% | 58,149

Source: NJ FamilyCare Dashboard, accessed 4/19/21

24 The Program of All-inclusive Care for the Elderly (PACE) enrolls people initially in community settings, but will
provide nursing facility care if it becomes necessary. For more information, see
http://www.state.nj.us/humanservices/doas/services/pace/ .
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Figure 2.1 shows the numbers of enrollees in each setting by year on a per population basis, per
1,000 NJ residents 65 and up. On this per population basis, the number of residents in nursing
home settings declined steadily from 2014 to 2019, and the population in HCBS settings other
than Assisted Living grew steadily. The total number of enrollees also grew steadily from 2014
until 2019. In 2014, 32 out of 1,000 NJ residents 65 and over were enrolled in Medicaid LTC, with
22 in nursing home settings. By 2019, 41 out of 1,000 NJ residents 65 and over were enrolled in
Medicaid LTC, with 19 in nursing home settings. As of 2019, the number of enrollees, the share
of enrollees, and the number of enrollees per population in HCBS settings was greater than that
in nursing home settings.

Figure 2.1: NJ Medicaid LTC beneficiaries per 1,000 residents 65+, 2014-2019 (July)
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Source: Medicaid enrollees from NJ FamilyCare Dashboard, accessed 4/19/21; Population numbers from US Census Bureau,
American Community Survey 1 year estimates, Table S0103.

Setting, Former Waiver Enrollees

Among the group of people enrolled in the former §1915(c) waiver programs who transitioned
to managed care in July 2014, 32% were still receiving HCBS services through MLTSS as of
September 2019. About 8% were in nursing facilities, and the remaining 58% were no longer
enrolled in MLTSS or no longer enrolled in Medicaid. Many of the latter category have likely
passed away. This appears to indicate that people who begin receiving services in community
settings are largely able to remain there. Table 2.3 shows the change from November 2015 to
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September 2019 in the status of former waiver enrollees (on June 30, 2014 all of these enrollees
were receiving HCBS waiver services).

Table 2.3: Current status of former waiver enrollees

. Percent, Percent, Percent, Percent,
Current Service Percent, Percent,
November March . August September
Status July 2014 April 2017
2015 2016 2018 2019
MLTSS HCBS 100% 69% 65% 52% 40% 32%
MLTSS Nursing
. n/a 7% 8% 8.5% 9% 8%
Facility
No Longer Enrolled n/a 20% 25% 36% 49% 58%
Other (Non MLTSS
o n/a 4% 3% 3% 3% 3%
Medicaid)

Sources: MAAC Meeting Presentation 10/24/19 (slide 31), based on “DMAHS Shared Data Warehouse Monthly Eligibility
Universe, accessed September 2019”; MAAC Meeting Presentation 10/17/18 (slide 45), based on “DMAHS Shared Data
Warehouse Monthly Eligibility Universe, accessed 8/15/18; MAAC Meeting Presentation 4/13/17 (slide 37), based on “DMAHS
Shared Data Warehouse Monthly Eligibility Universe, accessed 4/7/17”; MAAC Meeting Presentation 4/20/16, based on “DMAHS
Shared Data Warehouse Monthly Eligibility Universe, accessed 3/11/16.”; MLTSS Presentation for Steering Committee December
2015 (slide 12), based on “DMAHS Shared Data Warehouse Monthly Eligibility Universe, accessed 11/16/15.”

Age of Medicaid LTC Enrollees

Table 2.4 shows the number of Medicaid LTC enrollees by age category in July 2014 and July 2020.
By 2020, about 90% of LTC enrollees were in MLTSS for every age group (in 2014, older age groups
were somewhat more likely to remain in fee-for-service). All age categories have grown in the
number of enrollees from 2014 to 2020, with the slowest growth in the 80 and over category and
the highest growth among ages 0-21 and 65-79.

Table 2.4: Age categories of NJ LTC recipients, percent MLTSS, and growth, 2014-2020

% of LTC % of LTC
Number of enrollees | Number of LTC | enrollees

Age LTC enrollees, | in MLTSS, | enrollees, July | in MLTSS, Growth in number of LTC
group July 2014 2014 2020 2020 enrollees 2014-2020
0-21 356 40% 740 87% 108%

22-54 3,268 40% 4,915 93% 50%

55-64 5,044 28% 8,611 87% 71%

65-79 11,513 29% 19,990 87% 74%

80+ 21,352 25% 23,893 90% 12%

Total 41,533 28% 58,149 89% 40%

Source: NJ FamilyCare Dashboard

Figure 2.2 shows the distribution across age groups for individuals enrolled in Medicaid LTC in
July of 2014 and 2020. About 75% of enrollees are ages 65 and older in both time periods, though
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the share has shifted away from the 80 and over category and toward those 65-79. Among those
under 65, the share has remained the same for those aged 0-21, decreased slightly for those aged
22-54, and increased slightly for those aged 55-64.

Figure 2.2: NJ LTC enrollees (MLTSS and fee-for-service), by age group
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Source: NJ FamilyCare Dashboard

Assessment Timeliness

Two of the Quality Strategy measures examine the timeliness of the assessment to determine
whether or not a long-term care applicant meets a nursing facility level of care. In order to enroll
into MLTSS, consumers must meet this level of care. This assessment is done by the Department
of Human Services, Division of Aging Services, Office of Community Choice Options (OCCO) for
consumers who are not already both on Medicaid and enrolled in managed care and by MCOs
for consumers who are enrolled with them through Medicaid. The consumers for whom MCOs
conduct the assessment will generally be enrolling in MLTSS. This is less true for OCCO, which
receives referrals for anyone applying for long-term care services through Medicaid as well as
anyone entering a nursing home for any reason (including rehab) who may become eligible for
Medicaid within 180 days. As of April 2016, OCCO was receiving an average of 5,800 referrals a
month—many of these referrals do not result in an assessment because the consumer is
discharged quickly or passes away before an assessment can be done.?>

25 This information as well as some other facts in this section were gathered by a telephone conversation with staff
from the Division of Aging Services in April of 2016.
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The assessment timeliness metric measures whether or not the assessment is completed within
30 days of the referral date (there is no measure of duration to assess the magnitude of delay
beyond 30 days). Table 2.5 shows the monthly assessment timeliness averages and ranges by
year for OCCO and the MCOs each year from 2015 through 2019 (data for 2019 was only available
for January-April and August-October).

Table 2.5: Monthly assessment timeliness average (% on time) and ranges by year, 2015-2019

0cco MCOs

Range of

monthly | Combined | Range of all- Range, monthly among
Year Average | averages | average MCO averages | individual MCOs
2015 66 57-76 82 64-98 0-100
2016 57 51-63 89 80-99 65-100
2017 63 55-68 92 78-95 40-100
2018 50 42-65 95 94-96 54-100
2019* 60 43-72 95 84-96 73-100
Total 59 90

*2019 includes Jan-April and Aug-Oct only; Source: DMAHS, MLTSS Performance Measure Reports.

The OCCO monthly average has ranged as low as 42% completed within 30 days to as high as 76%
from 2015 to the months for which data were available in 2019. The combined MCO average has
ranged from 64% to 99% during this time, but the individual MCOs averages ranged from 0-100%.
Figure 2.3 shows the averages and ranges by year for OCCO and the MCOs combined from 2015-
the months available in 2019. The colored bars show the averages and the error bars show the
ranges. While the combined MCO average is generally higher than the average for OCCO, the
ranges overlap in 2015, 2017 and 2018.
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Figure 2.3: Monthly assessment timeliness averages and ranges by year, OCCO and combined
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*2019 includes Jan-April and Aug-Oct only; Source: DMAHS, MLTSS Performance Measure Reports.

Individual MCOs are more variable than the combined average. Figure 2.4 shows the monthly
assessment timeliness and ranges for individual MCOs from 2015 to the months available in 2019.
The patterns over time are different for the individual MCOs—two have shown mostly steady
improvement in timeliness, and another has trended generally upward with some up and down.
One started and remained high, decreasing its variability in timeliness in the last two years.
Another started with high timeliness and low variability but has declined slightly over time, with
increased variability.
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Figure 2.4: Monthly assessment timeliness averages and ranges by year and MCO
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*2019 includes Jan-April and Aug-Oct only; Source: DMAHS, MLTSS Performance Measure Reports.

While high timeliness is desirable, it’s not clear what effect timeliness has on consumers. MCO
consumers already on Medicaid have personal care assistance and medical day available to them
through the state plan while they await MLTSS enrollment, so they may receive some services
while waiting. New Medicaid applicants have to pass both financial and clinical eligibility for
enrollment, with potential delays in financial determinations as necessary eligibility-related
documentation is located by applicants, and potentially a penalty period delaying eligibility if they
are found to have transferred financial assets during the 5 years preceding the application.

Figure 2.5 shows the average number of monthly assessments completed for each year from
2015 through 2019 for new applicants to MLTSS (data for 2019 was only available for January-
April and August-October). OCCO still exceeded the total MCO average each year, though the gap
narrowed a bit over time. In 2015, OCCO conducted almost twice as many assessments; in 2019
(for the 7 months available), OCCO conducted 16% more assessments than all MCOs. OCCO
sometimes has to conduct reassessments of MCO members if the MCO assessment does not
provide OCCO enough information to determine whether to authorize clinical eligibility. The
percentage of these has been at or below 5% of MCO submissions since fiscal 2016.
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Figure 2.5: Average monthly assessments completed for new MLTSS applicants, by year,
OCCO and MCOs combined
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*2019 includes Jan-April and Aug-Oct only; Source: DMAHS, MLTSS Performance Measure Reports.

Critical Incident Reporting

DoAS monitors critical incident reporting on MLTSS enrollees from the MCOs and reports
numbers and timeliness for each month. Anything less than 100% timeliness as defined in the
MCO contract requires a corrective action plan from the MCO. As shown in Figure 2.6, timeliness
has been high over the course of the program (94% or higher each year), and the number of

reports has generally grown along with enrollees. Though the same enrollee may generate
multiple reports, a rough estimate of the share of enrollees can be calculated based on a percent
of enrollees each year. Using July enrollee numbers, the number of critical incident reports has
ranged from 7% of enrollees in 2015 to 18% of enrollees in the 8 months for which data are
available in 2019, and the average number of reports per month has ranged from 103 in 2015 to
760 for the 8 months for which data are available in 2019. DoAS also looks at trends based on 30
categories of incidents covering various types of situations resulting in need for medical
treatment, various types of neglect/abuse/exploitation, adverse impacts to members’ living
situations, inability to contact the member, unexpected deaths, a variety of dangers to members
such as elopement (i.e., absent from residence without appropriate safety measures),
inappropriate provider conduct, and failure of backup plans, and an “other” category for
situations not adequately captured in the list. Generally, the most common critical incidents are
medical emergencies or falls that require medical treatment.
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Figure 2.6: Critical incident numbers and timeliness, 2015-2019
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*2019 includes Jan-April and Aug-Oct only; Source: DMAHS, MLTSS Performance Measure Reports (authors combined monthly
information into annual categories.

External Quality Review

Overview. An external quality review organization (EQRO) audits MCO records (based on a
random sample of about 100 from each of the participating MCOs), reports contract-related data
and calculates metrics based on several aspects of consumers’ care plans. Care management
audits of MLTSS HCBS recipients were done twice during the first year of MLTSS (with results
combined to get an annual average), and annually thereafter. Annual care management audits
of nursing facility MLTSS recipients began in 2016 and require at least 6 consecutive months of
residence in the nursing home (enrollees who transferred in or out during the period are
included, as long as they had at least 6 consecutive months of residence). Audits are completed
with a standardized audit tool and ongoing communication and coordination among the review
team to ensure interrater reliability. Audits involve MCO records only, with no interaction with
members or caregivers.

The 2014 and 2015 HCBS samples included people who transitioned from fee-for-service LTSS,

MLTSS members new to managed care and those who were previous Medicaid managed care
members (but had not enrolled in MLTSS). The 2016 sample included MLTSS members new to
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Medicaid managed care and those who were previous Medicaid managed care (but not in
MLTSS). In 2017, they added ongoing MLTSS enrollees as another group to audit. The 2020 audit
included a random selection of up to 10 TBI members.?® All audited files in all years had to be of
beneficiaries who were continuously enrolled with the MCO for the period of time audited plus
some time before to allow for file selection. Thus, members who switch MCOs or have a gap in
enrollment (for instance, if they were already in Medicaid but let their financial eligibility lapse)
will not be included among the audited files. The last report, covering July 2019 through February
2020, notes that a change in the audit tool meant that they did not believe the numbers were
strictly comparable from the previous period. We have noted that in our figures below, but the
variability didn’t look unusual in this last period, so we include it for the sake of completeness.

HCBS metrics. We include in this section the MCO HCBS metrics that have been investigated over
time for the MLTSS-HCBS population and that had denominators of 40 or higher in 2016 (that is,
40 or more files where the outcome was expected, whether or not the outcome was found).?’
Because the reported metrics are seen as important to ensure quality, MCOs are required to
submit a work plan to improve rates less than 85%.

The 2020 report includes values for several audit categories: assessment, outreach, face-to-face
visits, initial plan of care (including backup), ongoing care management, and gaps in care/critical
incidents. The report does not include detailed category definitions or the number of files
included in the calculations. Our earlier report (Chakravarty et al., 2017) presented a chart of the
frequency of face-to-face visits. Due to flexibilities granted during the pandemic, we are not sure
how comparable the information in the 2020 report is to the earlier information, so we have not
presented it here.

Timeliness of care plan completion. Care plans completed within 30 days of enrollment into
MLTSS/HCBS in 2015 and 2016 and within 45 days of enrollment thereafter are considered
timely. Figure 2.7 shows the percentage for each plan and the total over the period. While all
plans increased in their timeliness from 2015 to 2016, trajectories have been more mixed since
then. One plan has been at or above 85% for 4 of the 6 periods, another for 2 periods, 2 others
for 1 period, and one for none of the 5 periods for which it has been audited. In our last report
we were able to examine care plan completion within 30 days and establishment of services
within 30 days and we saw that there wasn’t a straightforward relationship there--3 MCOs were

26 Where fewer than 10 met inclusion criteria, all eligible enrollees were included.

27 In periods after 2016 this information was not available, but it seemed reasonable that it would be similar.
Measures with small denominators can be subject to high variability, making them unreliable. Measures of
annual/as necessary review of plans of care and plan of care amendments based on change in condition had about
30 in the denominator for all MCOs in 2016 and showed high variability by MCO, so we are not discussing these.
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more likely to show services established within 30 days than to complete care plans within 30
days, and the two MCOs exhibiting higher compliance with care plan completion were less likely
than two of the less compliant plans to show services established within 30 days (Chakravarty et
al., 2017).22 Some MLTSS-related services are state plan services (personal care assistance and
adult medical daycare). Individuals who are enrolled in managed care prior to MLTSS may be
getting these services already through their MCO. In addition, as we note in our report in
stakeholder feedback on MLTSS (Farnham, Chakravarty & Lloyd, 2017), new Medicaid enrollees
may enroll in state plan services on a fee-for-service basis prior to their MCO enrollment. If they
do so, that could facilitate the MCO initiating services. Finally, MLTSS enrollees in assisted living
or other community alternative residential settings who are new to Medicaid may be in their
place of service prior to MLTSS enrollment, which facilitates the MCO establishing services
quickly.

Figure 2.7: MCO care plan completion within 30 (2015, 2016) or 45 (2017-2020) days of MLTSS
enrollment, EQRO HCBS audits
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Sources: IPRO, MCO MLTSS Care Management Audits, 2015, Jan & June 2016; Core Medicaid and MLTSS Quality Technical Reports
(2017-2020).

Aligned with needs. This measure looks at the percentage of plans of care that were aligned with
assessment results of the NJ Choice® in type, scope, amount, frequency and duration. As shown

28 This information on timeliness of service establishment is not included in subsequent reports.
29 NJ Choice is an assessment tool used by OCCO and MCOs to determine whether a consumer meets a nursing
facility level of care. See
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in Figure 2.8 all MCOs were at 88% or higher for 4 of the 6 periods, though two different MCOs
dipped below by about 30 points, one in 2018 and another in 2019. Only files with both items
present are included in the measure. Our last report showed some variability by MCO in the
extent to which this was the case, with three MCOs having both items present 90% or more of
the time and two others less (Chakravarty et al., 2017). The more recent EQRO reports do not
have detailed information about exclusion for this reason, though comments in the reports
indicate this is sometimes an issue.

Figure 2.8: MCO plan of care aligned with NJ Choice, EQRO HCBS audits 2015-2020
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*Source notes that this period should not be compared directly with previous due to change in audit tool
Sources: IPRO, MCO MLTSS Care Management Audits, 2015, Jan & June 2016; Core Medicaid and MLTSS Quality Technical Reports
(2017-2020).

Person-centered principles. This measure examines whether plans of care were developed using
person-centered principles, which was determined by looking at the goals to see if they were
member specific and demonstrating member involvement in their development and
modification.® All MCOs have showed large differences over time in this measure, without a clear
linear trend, as shown in Figure 2.9. The largest average overall was in 2017, though none of the
MCOs met the 85% standard in that year. In 2015 one MCO met the standard, in 2019 2 MCOs

http://www.state.nj.us/humanservices/dmahs/home/NJ Level of Care and Assessment Training.pdf for more
details.

30 Based on “NJ EQRO HMO Care Management Audit, Review of Care Management Files—Home Community Based
Services (HCBS)” received from DMAHS personnel.
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met the standard (one of which had met it in 2015), and in 2020 one MCO met the standard. Only
one MCO met the standard in more than one year.

Figure 2.9: MCO plan of care developed using person-centered principles, EQRO HCBS audits
2015-2020
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Back-up plan. This measure documents the presence of a back-up plan (i.e., what happens if a
home care aide is out sick for services delivered in a private home . As implemented in the initial
audit, this was calculated for all files selected, rather than just those in an HCBS setting without
regular staffing, so changes from Year 1 to Year 2 partially reflect differential file selection. In the
Year 2 audit, there were 329 of 499 files selected (66%) for audit of this measure—for three of
the plans (Aetna, Amerigroup, and Horizon), about 70% of their cases were audited for this
measure; about 40% of United’s cases were included and for WellCare it was 86%. This may
indicate some differences in the types of members served by different MCOs, which may be
based somewhat on provider network relationships. Subsequent reports do not list the numbers
of files selected, so we don’t know if this difference continued. As shown in Figure 2.10, three of
the plans achieved the 85% minimum 4 or more times. One plan, though improving through its
first two audits into the 80% range, still has not achieved the minimum. The fifth plan started at
95% but declined after the first audit. The overall average has never reached the minimum
threshold.
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Figure 2.10: MCO plan of care has backup plan, EQRO HCBS audits 2015-2020
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*Source notes that this period should not be compared directly with previous due to change in audit tool
Sources: IPRO, MCO MLTSS Care Management Audits, 2015, Jan & June 2016; Core Medicaid and MLTSS Quality Technical Reports
(2017-2020).

Critical incident training. Beginning with year 2, the audit included information on whether it was
documented in the MCO file that the MLTSS member or authorized representative had received
information and education on identifying and reporting abuse, neglect, and/or exploitation at
least annually. As shown in Figure 2.11, 3 MCOs met the 85% standard in 2016, 2 in 2017, 5 in
2018, 4 in 2019 and 5 in 2020. So, overall MCOs have been consistently high or shown general
improvement for this measure.
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Figure 2.11: Cases with evidence of critical incident training, EQRO HCBS audits 2016-2020
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Sources: IPRO, MCO MLTSS Care Management Audits, June 2016; Core Medicaid and MLTSS Quality Technical Reports (2017-
2020).

MCO average differences from total. For the 5 measures just presented, we looked to see how
different each MCO was from the total average for the 5 periods for which a total average was
given and got an overall average difference for each MCO for the combined measures. An MCO
exactly at average would have a value of 0, with positive values if they were above average and
negative values if they were below. As shown in Figure 2.12, considering these 5 measures, one
MCO was above average in all periods, one began below average and rose above, two started
above average and declined, and one stayed below average, although it did show a general
trajectory of increase.
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Figure 2.12: MCO average difference from total average, 5 measures**, EQRO HCBS audits
2016-2020
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**The 5 measures are: 1) care plan completed within 30 (2016) or 45 (2017-2020) days; 2) care plan aligned with NJ Choice; 3)
care plan developed with person-centered principles; 4) care plan has back-up plan; 5) evidence of critical incident training.
Sources: calculated by authors from information in IPRO, Core Medicaid and MLTSS Quality Technical Reports (2017-2020).

Services delivered in type, scope, amount, frequency in duration as per care plan. The 2020 report
examines service delivery in 2017 and 2019. Services included were those delivered on a regular
basis and included the following 10: adult family care, assisted living services/programs, chore
services, community residential services, home delivered meals, medical day services,
medication dispensing device monthly monitoring, PCA/home based supportive care, PERS
monitoring, and private duty nursing. MCOs submitted plans of care, claims and black-out period
information for sampled cases of members enrolled in MLTSS HCBS for the period to the EQRO,
which compared a timeline of expected services listed in the plan of care with the claims record.
Partial weeks or months were excluded, as were black-out periods, which included those “during
which services were suspended due to member request or member absence from home due to
hospitalizations or non-custodial rehabilitation stays.” MCOs are not always informed of such
events. Claims for each week or month were examined separately, such than an overage in one
period would not offset a deficiency in another. To be judged compliant, at least 95% of the
expected service amount had to be shown delivered in the claims. For cases that did not meet
the standard, there is no information about what percentage of services was delivered. So, we
are not able to show the percentage of services actually delivered, but just the percent that met
the 95% standard. Unless every case that did not meet the 95% standard had nearly zero services
delivered, the percentage of services actually delivered would be higher than what is shown in
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this section. A sample of 110 cases was drawn for each MCO; the number of included cases
ranged from 72-97 in 2017 and 89-104 in 2019. Records could be excluded for a number of
reasons: no care plan submitted in the file, care plan submitted did not have the necessary
information to produce quantifiable expected services, and care plan documented only services
that were not evaluated (i.e., those other than the 10 mentioned above). The report notes that
“United and Aetna had the lowest final sample sizes due to the high number of cases with no
POC. United had 18 members with no POC submitted in the file, while Aetna had 17 cases with
no POC” (IPRO, 2020, p.47).

As shown in Figure 2.13, 32.4% of cases showed 95% or more of all services delivered in 2017 and
36.7% in 2019, with a range of 24.4%-37.4% in 2017 and 26.5%-46.1% in 2019. Four MCOs
improved in the measure and one declined (from the highest in 2017 to the lowest in 2019).
There is no further investigation or information noted about cases in which 95% or more of
services were not delivered in terms of any outcomes for the beneficiary. It is likely that the
average percentage of services actually delivered for the audited group is higher than the results
shown here.3!

Figure 2.13: Percent of MCO files in EQRO HCBS audits with at least 95% of 10 expected
services delivered for MLTSS enrollees, 2017 and 2019
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Source: IPRO, Core Medicaid and MLTSS Quality Technical Report (2020), “2020 MLTSS Performance Measure #13”

31 For example, if 37% of a hypothetical group got 95% of their services and the other 63% got 50% of their services
on average, the group as a whole would have received, on average, 67% of their services.
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Services include: adult family care, assisted living services/programs, chore services, community residential services, home
delivered meals, medical day services, medication dispensing device monthly monitoring, PCA/home based supportive care, PERS
monitoring, and private duty nursing.

Figure 2.14 shows just personal care assistance/home based supportive care (the most
frequently encountered service in the audits), where the patterns are somewhat different than
for all measures together. Compliance rates for this service were higher than for all services
together--37.3% in 2017 and 44.8% in 2019. The MCO that had declined on all measures
combined improved with respect to this service, though it was considerably below the overall
average in both years. Four MCOs improved with this service and one declined, but the one that
declined went from the highest in 2017 (and about 19% above the overall average) to 1.3% below
the average.

Figure 2.14: Percent of MCO files in EQRO HCBS audits with at least 95% of expected PCA
services delivered for MLTSS enrollees, 2017 and 2019
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Figure 2.15 charts the rates in 2017 and 2019 for the 5 services that had more than 10 cases
audited. The percent of audited cases that had a 95% or higher service delivery rate increased by
22% for home delivered meals, 8% for personal care assistance/home based supportive care
(PCA/HBSC), 5% for medical day and 3% for personal emergency response system (PERS)
monitoring. Assisted living services/programs saw a decline of 1%. Only for assisted living
programs and PERS monitoring did more than half the audited cases have a 95% or higher service
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delivery rate in both years. Home delivered meals reached 52% in 2019, with PCA/HBSC next at
45%.

Figure 2.15: Percent of MCO files in EQRO HCBS audits with at least 95% of expected PCA
services delivered for MLTSS enrollees, by service, 2017 and 2019
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Source: IPRO, Core Medicaid and MLTSS Quality Technical Report (2020), “2020 MLTSS Performance Measure #13”
AL: Assisted Living; PCA: Personal Care Assistance; HBSC: Home Based Supportive Care; PERS: Personal Emergency Response
System.

Table 2.6 shows the number of files audited for each service, the number and percent that
reached the 95% threshold, and the change from 2017 to 2019 for all plans combined for each
service audited. Adult family care, chore services and community residential services had 3 or
fewer cases in each year. Private duty nursing had 5 cases in 2017 and 10 in 2019.

Table 2.6: MCO files in EQRO service audits for MLTSS enrollees, all MCOs by service type,
2017 and 2019

2017 2019
Number Percent Number Percent
95% or 95% or 95% or 95% or | Change
Audited more more Audited more more 2017-
Services delivered | delivered delivered | delivered | 2019
Adult Family Care 0 0
Assisted Living 0 o
Services/Programs 85 66 77.6% >> 42 76.4% -1.2%
Chore Services 1 0 0.0% 0
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2017 2019
Number Percent Number Percent
95% or 95% or 95% or 95% or | Change
Audited more more Audited more more 2017-
Services delivered | delivered delivered | delivered | 2019
Community 2 1 50.0% 0
Residential Services
Home Delivered 0 0
Meals 135 40 29.6% 120 62 51.7% 29 1%
Medical Day 0 0
Services 93 24 25.8% 137 42 30.7% 4.9%
Medication
Dispensing Device 1 0 0.0% 3 1 33.3%
Monthly Monitoring 33.3%
PCA/Home Based o o
Supportive Care 244 91 37.3% 270 121 44.8% 7 5%
PERS Monitoring 207 132 63.8% 249 166 66.7% 2.9%
Private Duty Nursing 5 0 0.0% 10 3 30.0% 30.0%

Source: IPRO, Core Medicaid and MLTSS Quality Technical Report (2020), “2020 MLTSS Performance Measure #13”
PCA: Personal Care Assistance; PERS: Personal Emergency Response System.

NF Metrics. As noted earlier, annual care management audits of nursing facility MLTSS recipients
began in 2016 (though some metrics began in 2017) and require at least 6 consecutive months
of residence in the nursing home (enrollees who transferred in or out during the period are
included, as long as they had at least 6 consecutive months of residence). No nursing home audits
were done in 2020 because of the COVID-19 pandemic (IPRO, 2020). As with HCBS, audits involve
MCO records only, with no interaction with members or caregivers. Some metrics are similar to
the HCBS metrics, and some are unique to nursing homes. The NF audits show more metrics in
the report than the HCBS audits. The 2017 report lists 30 metrics (7 regarding the plan of care, 9
regarding NF/SCNF members transferred to HCBS, and 14 regarding HCBS members transferred
to an NF/SCNF). The last two categories have very small denominators. The 2018 report lists 32
metrics (22 regarding the plan of care, some of which were moved from the other categories), 8
regarding NF/SCNF members transferred to HCBS, and 2 regarding HCBS members transferred to
an NF/SCNF). The 2019 report lists 32 metrics (3 regarding the facility/MCO plan of care, 6 about
care plan development, 6 about transition planning, 5 about care plan reassessment and critical
incident reporting, 4 about communication for transitions to or from an NF/SCNF, and 8 about
NF/SCNF members transferred to HCBS). For our presentation here, we chose metrics that were
common across reports, were similar to HCBS metrics, and/or had denominators indicating that
they applied to most cases. There was no overall average calculated for NF metrics in the IPRO
reports, and we did not calculate one because we weren’t sure we could weight it correctly.
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Timeliness of care plan completion. Figure 2.16 shows the percent of care plans done within 45
days of enrollment by MCO for 2017 and 2018 for MLTSS nursing home enrollees. All were below
the 85% standard in 2017, but two increased above it in 2018. Compared with their values on the
HCBS metric as discussed earlier, one MCO was consistently lower in the nursing home setting
(Aetna), and two were consistently higher in the nursing home setting (United and WellCare).
The other two MCOs (Amerigroup and Horizon) were lower in the nursing home setting in 2017
but higher in 2018.

Figure 2.16: MCO care plan completion within 45 days of MLTSS enroliment, EQRO NF audits
2017 and 2018
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Sources: IPRO, Core Medicaid and MLTSS Quality Technical Reports (2017-2019).

Person-centered principles. This measure examines whether plans of care were developed using
person-centered principles, which was judged by whether care plan “POC documentation
reflected a member-centric approach demonstrating the involvement of the member and/or
representative in the development of his/her goals” (IPRO, 2019, p.58).%? Figure 2.17 shows the
percent of care plans developed with person-centered principles by MCO for 2017 and 2018 for
MLTSS nursing home enrollees. One MCO met the 85% standard in 2017 and 3 met it in 2018.
Two MCOs were consistently higher in the nursing home setting audits than the HCBS audits on
this measure (Aetna and Horizon). The other three were lower than HCBS in the nursing home
setting in 2017 but higher in 2018.

32 This is similar to the definition for HCBS noted earlier.
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Figure 2.17: MCO plan of care developed using person-centered principles, EQRO NF audits
2017 and 2018
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Sources: IPRO, Core Medicaid and MLTSS Quality Technical Reports (2017-2019).

Critical incident training. As noted earlier, this metric indicates whether it was documented in
the MCO file that the MLTSS member or authorized representative had received information and
education on identifying and reporting abuse, neglect, and/or exploitation at least annually.
Figure 2.18 shows the percent of audited files with evidence of training. None of the MCOs met
the 85% standard in 2017. Two met the standard in 2018 and two more were within 4 points of
the standard. All MCOs were either higher or the same on this metric in the nursing home setting
compared with their scores in the HCBS setting.
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Figure 2.18: Cases with evidence of critical incident training, EQRO NF audits 2017 and 2018
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Review of facility plan of care; timely onsite review of member placement/services. These metrics
apply only to nursing home settings. Figure 2.19 shows whether there is documentation that the
MCO care manager reviewed the facility plan of care for the enrollee. One MCO met the 85%
standard in 2018. In general, scores were lower in 2017 than in 2016, but rebounded in 2018,
with all MCOs improving their 2017 scores. Three MCOs increased their score between 2016 and
2018, one stayed about the same, and one decreased.
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Figure 2.19: Cases with evidence of MCO review of facility plan of care, EQRO NF audits 2016-
2018
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Figure 2.20 shows the extent to which audited cases had evidence of timely onsite review of
member placement and services (meaning within at least 180 days for non-pediatric SCNF/NF
members and 90 days for pediatric SCNF members). None of the MCOs met the 85% standard in
any of the periods. Two MCOs improved their results over the periods, one stayed about the
same, one declined by 3% and another declined by 21% over the periods.
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Figure 2.20: Cases with evidence of timely MCO onsite review of member placement and
services, EQRO NF audits 2016-2018
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Frequency of meeting audit standards, most recent EQRO report. The 2020 report examines the
extent to which MCOs met 14 HCBS standards, and the 2019 report lists 32 metrics for nursing
facilities. Audits of nursing facility enrollees were not done in 2020. Because the 2019 report only
includes 7 HCBS standards, we decided to use the 2020 report for HCBS. We excluded measures
with small denominators, leaving 13 HCBS measures (shown in Appendix Table A2.1) and 17

nursing facility measures (shown in Appendix Table A2.2). Figure 2.21 shows the percent of these
EQRO measures that met the 85% standard for each MCO. It also shows the weighted average
for New Jersey calculated by IPRO for HCBS (they did not calculate a New Jersey average for
nursing facilities). For HCBS measures, MCOs met the standard for between 31% and 85% of the
measures (or 4 and 11 of the 13 measures), with a state average of 31% (4 measures). Two MCOs
met standards on 4 HCBS measures (31%), 1 each met 5 (38%) and 8 measures (62%), and one
met 11 (85%). For nursing facility measures, MCOs met the standard for between 35% and 76%
of the measures (6 to 13 of the 17 measures).
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Figure 2.21: Percent of measures meeting 85% standard, EQRO audits of HCBS (2020) and NF

(2019)
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Table 2.7 summarizes the measures by how many MCOs met the 85% standard, starting with

measures met by all the MCOs and ending with the measures met by none of the MCOs. Of the
13 HCBS measures, four were met by all 5 MCOs and 9 were met by two or fewer MCOs. Of the
17 nursing facility measures, five measures were met by 4-5 MCOs, four measures by 3 MCOs,

and six by two or fewer MCOs. For more detail on the measures, see Appendix Tables A2.2 and

A2.3.

Table 2.7: Number of MCOs measures meeting 85% standard for each measure, EQRO audits
of HCBS (2020) and NF (2019)

MCOs
At HCBS measures NF measures
85%+
1) #9. Care plan reviewed annually within 30 days | 1) MLTSS plan of care includes information from
of the member’s anniversary and as necessary facility plan of care
2) #10. Care plan aligned with member needs | 2) Member identified for transfer to HCBS and
5 based on NJ Choice Assessment offered options, including transfer to the
3) #16. Member training on identifying/reporting community
critical incidents
4) Gaps in Care/Critical Incidents
1) Member had a NJ Choice Assessment
completed during the review period
4 2) NJ Choice Assessment completed for members
newly enrolled in managed care and newly
eligible for MLTSS during the review period
64 Rutgers Center for State Health Policy, February 2022




MCOs
At HCBS measures NF measures
85%+

3) NJ Choice Assessment completed for members
enrolled in MLTSS with the MCO prior to the
review period

1) Member Goals Include 5 Components

2) Plan of Care Addresses Formal and Informal
Services

3 3) Plan of Care Developed with Person-Centered
Principles

4) Member/representative participated in goal
development

1) #12. MLTSS HCBS Plans of Care that contain a | 1) Completion of Initial Plan of Care in 45 days

Back-up Plan 2) Agreement/Disagreement statements from the
2 2) Outreach plan(s) of care were reviewed with the member
3) Face-to-Face visits and/or representative at each visit

4) Initial Plan of Care (Including Back-up Plans)
1) #8. Initial Plan of Care established within 45 | 1) Member record contained copies of facility

days of enrollment into MLTSS/HCBS plans of care
1 2) #11. Plans of Care developed using “person- | 2) Documented review of facility plan of care
centered principles” 3) Care manager participation in at least one
3) Assessment facility interdisciplinary team (IDT) meeting
4) Ongoing Care Management during review period
1) #13. MLTSS HCBS delivered in accordance with | 1) Timely Onsite Review of Member Placement
0 the POC, including the type, scope, amount, and Services

frequency, and duration
Sources: IPRO, Core Medicaid and MLTSS Quality Technical Reports (2019, 2020)

Appeals, Grievances and Complaints
MCOs are required to report Appeals and Grievances related to MLTSS enrollees.3® An appeal is

a request for review of an action and may be initiated by the member or a provider acting on
their behalf, with their written permission. A grievance “means an expression of dissatisfaction
about any matter, a complaint, or a protest by an enrollee or provider as to the conduct by the
Contractor or any agent of the Contractor, or an act or failure to act by the Contractor or any
agent of the Contractor, or any other matter in which an enrollee or provider feels aggrieved by
the Contractor, that is communicated to the Contractor either verbally or in writing. Grievances
are to be resolved as required by the exigencies of the situation, but no later than 30 days after
receipt.”3* Prior to 2019, DMAHS separated complaints that could be resolved within 5 business
days from appeals and grievances, which were reported together. Beginning in 2019, reporting

33 See detailed definitions in Article 1 of the Managed Care Contract, 01/2021 Accepted, accessed March 11, 2021
from http://www.state.nj.us/humanservices/dmahs/info/resources/care/hmo-contract.pdf.

34 See Article 1, p. 15 of MCO contract: accessed March 11, 2021 from
http://www.state.nj.us/humanservices/dmahs/info/resources/care/hmo-contract.pdf
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was changed to a classification of appeals related to utilization management (i.e., denials by the
MCO) and non-utilization management grievances, and they were further classified into 36 types
of appeals and 43 types of grievances. Appeals and grievance policies, procedures and files are
subject to review by an external quality review organization.3>

It is important to note that there are nuances with this type of measure such that lower numbers
or rates do not necessarily reflect positive member experiences relative to other organizations
and higher numbers or rates may not always reflect relatively negative experiences. With respect
to MCO reporting of appeals and grievances they receive, members must be able to reach the
MCO, communicate their issue, and the MCO must then document and report the issue An MCO
with fewer reported issues may actually have fewer issues, or there may be communication
barriers such that they do not receive reports about issues that exist. In addition, some members
may be more likely to complain or to be able to complain, and this kind of reporting does not
adjust for these factors. A DMAHS investigation of the relationship of service reductions to
appeals or other measures in 2015 showed that a small number of reductions resulted in
appeals.3®

DMAHS looks at the timeliness of response3’ to appeals and grievances, which is generally quite
high. MCOs report appeals and grievances as a quarterly measure; we have calculated an
appeal/grievance rate for each MCO by quarter by looking at the number of appeals and
grievances relative to enrollment, and then averaged the quarterly rates over each year to get a
sense of how the MCOs have varied over time in their appeal/grievance volume relative to
membership. We believe that members can file more than one appeal/grievance, so this is not a
measure of how many unduplicated members filed appeals/grievances, but just the overall rate
of appeal/grievance filings relative to the MCOs membership. The rate has been below 1% over
time from 2015 to 2019. By 2018, all MCOs had more than 100 appeals/grievances/complaints
per year, with the highest at 739 (in 2015, one MCO had only one documented
appeal/grievance/complaint, and the highest number was 398). Figure 2.22 shows the annual
averages of quarterly rates for the 5 MCOs as well as the total MCO average. One MCO has been
consistently below the average and other consistently above by a small amount. Others have

35 See latest report at

https://www.nj.gov/humanservices/dmahs/news/Medicaid MLTSS Quality Report 2020.pdf (accessed May 3,
2021).

36 Of 50 reductions, 4 went to a first level appeal, 1 to a second level appeal, and 1 to a fair hearing (Chakravarty et
al., 2017).

37 Though the metric discussed here is timeliness, we wanted to define what a response means—the response may
be either to uphold the MCQ’s original position or to change it in favor of the member’s appeal/grievance. Our
2017 evaluation report noted DMAHS investigations of appeal outcomes in 2015 and 2016, which found that MCOs
upheld their decisions 92-100% of the time (Chakravarty et al. 2017).
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varied, one starting out above average but coming below and two others starting very low and
then increasing.

Figure 2.22: Annual averages of quarterly rates, MCO-reported appeals, grievances &
complaints (numbers relative to membership)

1.6%
1.4%
1.2%
1.0%
0.8%
0.6%
0.4%
0.2%

0.0%
2015 2016 2017 2018 2019*

MCO A MCO B Mco C MCOD ==@= MCOE All MCOs

*2019 is Jan-Mar and July-Sep only. Sources: DMAHS, MLTSS Quarterly Performance Measure Reports for number of
appeals/grievances/complaints (PM19); denominators from PM20 for 2015-Sep 2018 and NJFamilyCare Dashboard after that.

Types of appeals/grievances

Beginning in 2019, MCOs classified the types of appeals and grievances into 36 types of appeals
related to utilization management (i.e., denials by the MCO) and 43 types of grievances related
to non-utilization management issues. We have classified these appeal/grievance types by
subject, creating 6 categories: 1) Durable medical equipment (DME), vision or hearing service-
related (7 codes); 2) Acute service/provider related (19 codes); 3) LTSS service/provider related
(22 codes); 4) Dental service/provider related (3 codes); 5) Other service/provider related
(mental health, SUD, transportation, otherwise unclear if LTSS or acute) (20 codes); and 6)
MCO/administrative issues (8 codes). Appendix Table A2.3 has a detailed list of code
classifications and frequencies for 2019, showing the number of times each code was cited across
all MCOs. Figure 2.23 shows the percentage frequency for the types of appeals/grievances for all
MCOs (the colored bars in the figure) as well as the range of individual MCO frequencies (the
error bars in the figure) for the two reported quarters in 2019. In the later quarter, LTSS issues
were the most frequent as measured by both the overall average and the upper individual
range—that is, individual MCOs ranged from 15% to 48% of appeals/grievances in the LTSS
category; the average across MCOs was 28%. In the earlier quarter, MCO/administrative issues
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were the most frequent by both the overall average and the individual range). The largest
number of complaints under MCO/administrative issues were dissatisfaction with
marketing/member services/ member handbook (n=62), dissatisfaction with provider office
administration (n=50, which were generally complaints from members about Medicaid providers
billing them incorrectly or other issues) and reimbursement problems/unpaid claims (n=50,
generally providers complaining about the MCO not reimbursing them). Under LTSS, the most
frequent complaints had to do with either 1) personal care assistance (PCA, n=126)--through
denial by the MCO (n=87), difficulty accessing the service (n=16 regular, n=4 self-directed), or
dissatisfaction with the service (n=19); and 2) private duty nursing (PDN)—through denial by the
MCO (n=39), difficulty accessing (n=2), or dissatisfaction with (n=1). Problems with dental
services were also frequent, involving appealed denial of dental services by the MCO (n= 134),
difficulty obtaining referrals (n=2), and dissatisfaction with dental services (n=18).

Figure 2.23: Frequency (all MCOs, colored bars) and range (individual MCOs, error bars) of
appeal/grievance codes in Q1 and Q3 of 2019
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Note: only Q1 (Jan-Mar) and Q3 (July-Sep) are available. Source: DMAHS, MLTSS Quarterly Performance Measure Reports for
number and detailed categorization of appeals/grievances (PM19); authors have created summary categories above (see detail
in Appendix 2.1).

Fair Hearings
Another potential measure of member complaints is the extent to which members file Medicaid

fair hearing requests with the Department of Human Services. The outcomes of fair hearing
requests that proceed through to a final decision are posted on the Department of Human
Services web site. It is not possible to determine the extent to which these decisions relate to
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members enrolled in MLTSS and often it is not possible to tell the ultimate outcome (i.e., a
frequent result is that the MCO is told to do a new assessment, and the reader cannot tell
whether they ultimately approved the desired service).

Table 2.8 shows the number of final agency decisions by MCO for each year from 2014-2020, as
well as the number of cases that DMAHS transmitted to the Office of Administrative Law (OAL)
in 2016, along with information on the number of Medicaid enrollees and MLTSS enrollees. It is
possible that some individuals are represented more than once in the fair hearing data. In
addition, this table does not adjust for member factors that could affect the probability of filing
a fair hearing request—that is, a larger number of final agency decisions could mean that an MCO
is more likely to serve members that are more likely to file a fair hearing request as well as the
more straightforward interpretation that larger numbers mean more members with disputes. In
addition, MCOs inform their members of the right to file a request—while efforts are made by
the state to ensure standard minimum language used in disclosures, it is possible that more
vigorous efforts by an MCO to inform members could result in more fair hearing requests. In the
MAAC meeting in April of 2016, an advocate who files fair hearing requests on behalf of members
noted that she had felt pressure at times from MCOs to withdraw cases before a final outcome
would be posted—if there are differential efforts in this regard, that could affect the numbers as
well.38 For 2016, the share of cases sent to OAL is very similar to the share of final agency
decisions when broken out by MCO for 3 of the MCOs, which would appear to indicate that, for
2016, cases in each of these MCOs were about equally likely to proceed from a filing to a final
decision. DMAHS presented information about fair hearing dispositions at the October 2016 and
January 2017 MAAC meetings. From January through July of 2016, 592 of 3,069 fair hearing
requests (19%) involved an adverse decision by an MCO (MLTSS or any other Medicaid
program).3? For the MCO-related hearings that are filed, 5% to 10% of cases proceed to an initial
or final decision, 11% of the time complainants fail to appear (no reason why known), and 60%
are withdrawn (no reason why known). The remaining percentage (19-24%) was not explained,
and these cases were probably still pending.*® From August through December of 2016, 370 of
1,934 fair hearing requests (19%) were MCO-related. As of mid-January of 2017, 4% had resulted

38 See pdf page 28, internal page 97, lines 6-13 in
http://www.state.nj.us/humanservices/dmahs/boards/maac/MAAC Mtg Minutes 4 20 16.pdf (accessed May
21, 2021).

39 Most decisions that are appealed involve financial eligibility for Medicaid.

40 These data are based on notes taken by J Farnham at the MAAC meeting on October 19, 2016. The presentation
was verbal only by Carol Grant; some of 