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OVERVIEW

The Ohio Department of Medicaid (ODM) is requesting a five-year extension of its §1115
Substance Use Disorder (SUD) Demonstration. The current Demonstration is authorized for
October 1, 2019, through September 30, 2024. This renewal application requests authority for
Ohio to continue to operate the Demonstration as approved without changes.

On September 24, 2019, the Centers for Medicare and Medicaid Services (CMS) approved
Ohio’s SUD §1115 Demonstration to support a comprehensive continuum of care for
Medicaid-enrolled individuals with an opioid use disorder (OUD) or other SUD. This
Demonstration has allowed Ohio to enhance residential treatment services as a crucial
component in the continuum of SUD benefits by permitting receipt of federal funding for
treatment in Institutions for Mental Diseases (IMDs). The Demonstration also expands Ohio’s
efforts to increase support for individuals in the community and home — outside of
institutions — and improve access to a continuum of high-quality, evidence-based SUD
services based on clinical guidelines set by the American Society of Addiction Medicine
(ASAM).

During the initial five-year Demonstration period, ODM has sought to increase adherence to
and retention in treatment while at the same time reducing the use of emergency
departments (EDs) and inpatient hospital settings through improved access to other
continuum of care services. While preliminary findings of the impact of the Demonstration are
encouraging, many of the interventions central to the program are still in their early stages.
Additionally, the COVID-19 public health emergency (PHE) impacted implementation. Ohio
envisions this Demonstration extension as an opportunity to further implement and refine
program initiatives to fully realize its goals.

Demonstration Goals and Milestones
Ohio seeks to achieve the following goals through the Demonstration:

Increased rates of identification, initiation, and engagement in treatment.

Increased adherence to and retention in treatment for OUD and other SUDs.

Reductions in overdose deaths, particularly those due to opioids.

Reduced utilization of EDs and inpatient (IP) hospital settings for OUD and other SUD

treatment where the utilization is preventable or medically inappropriate through

improved access to other continuum of care services.

5. Fewer readmissions to the same or higher level of care (LOC) where readmissions are
preventable or medically inappropriate for OUD and other SUD.

6. Improved access to care for physical health conditions among beneficiaries with OUD

or other SUDs.

HwWwnN PR

The State has the following milestones to measure progress toward these goals:

1. Access to Critical LOCs for Opioid Use Disorder (OUD) and Other SUDs
2. Use of Evidence-based, SUD-specific Patient Placement Criteria
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3. Use of Nationally Recognized SUD-specific Program Standards to Set Provider
Qualifications for Residential Treatment Facilities

4. Sufficient Provider Capacity at Critical LOC including for medication assisted treatment
(MAT) for OUD

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

6. Improved Care Coordination and Transitions between LOCs

Progress Toward Demonstration Goals and Milestones

Ohio established a strategic approach to advance the Demonstration goals. As highlighted in
Table 1, ODM has completed the majority of actions outlined in the SUD Implementation Plan
required to meet the six Demonstration milestones. Additionally, work is continuing for those
activities for which required actions are ongoing. ODM will continue efforts to further advance

progress toward meeting the Demonstration goals during the extension term.

Table 1: Summary of Implementation Plan Actions Needed During Initial Demonstration Period
Milestone Summary of Implementation Activities Required Status
Milestone 1 | None Complete

Review Managed Care Plans’ policies for utilization review and
. . . Complete
prior authorization for compliance.
Revi lan deli f li .g., treat t
eview p ?n e |ve1-'y- or' program compliance (e.g., treatmen Complete
plan, provider qualifications, etc.).
Collect, review, and analyze utilization management (UM)
. . Complete
. information for CY2018.
Milestone 2 - -
Based upon review and analysis, develop changes to the
utilization management approach that reflects analysis and Complete
ensure compliance with ASAM and Mental Health Parity and P
Addiction Equity Act (MHPAEA).
I - I - -
Develop necessary guidance to plans and providers regarding Complete
the new UM process.
Update the State requirements to reflect residential
requirements for the types of services, hours of clinical care, Complete
and credentials of staff for each ASAM residential LOC.
Requllre the plans to comply with updated ASAM residential Complete
requirements.
Implement a standardized State on-site review process of
. residential provider qualifications against State requirements
I for ASAM including the types of services, hours of clinical care Complete
and credentials of staff for each ASAM residential LOC.
Implement a single statewide vendor to survey Ohio SUD
residential providers to assure they meet certain standards Complete
and manage provider enrollment on an on-going basis.
Requlre.th.e plans to c.ompl.y with S.tate processes for Complete
credentialing SUD residential providers.
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Milestone Summary of Implementation Activities Required Status
Educate abstinence-based residential providers on benefits of
MAT accessibility and begin cultural shift toward acceptance of | Complete
MAT as a complementary treatment.

Require SUD treatment providers to offer access and to

facilitate patient access to MAT while in residential settings. Complete
Require the FFS delivery system and the plans to monitor
access to MAT in residential settings including access to MAT Complete
counseling.
Create a comprehensive access assessment baseline of all SUD Complete
providers and all SUD LOC including MAT capacity.
ODM will create access standards for SUD LOC. Complete
Require MCPs to update their SUD network development and

Milestone 4 management pla.n to sPeciﬁcaIIy focus on SUD provider Complete
capacity by LOC, including MAT.
Add an indicator for providers accepting new patients to the Ongoing
plan quarterly network adequacy reports.
Require the plans to adopt access requirements to all ASAM Complete
LOC.
Continue to onboard new electronic health record (EHR) and .

Ongoing

pharmacy dispensing system vendors.

Explore the possibility of analysis to correlate long-term opioid
use directly to clinician prescribing patterns in conjunction Ongoing
with the ODM (Action item for the Board of Pharmacy).
Implement enhanced information within the Ohio Automated
Milestone 5 | Rx Reporting System (OARRS) including: OARRS flags for
individuals who are participating in one of Ohio’s drug court Ongoing
programs; non-fatal overdose deaths, and naltrexone
identification to identify individuals treated for SUD.
Implement an enforcement plan to minimize the risk of

inappropriate overprescribing consistent with prescribing Complete
guidelines.
Review data and conduct analysis of individuals with SUD. Ongoing
. Based upon data analysis develop care coordination model(s) .
|
Milestone 6 specific to identified populations. Ongoing
Implement care coordination for identified populations. Ongoing

Despite this significant progress, the COVID-19 PHE impacted implementation due to diversion
of resources required by the PHE and service interruption as providers adopted safety
measures. Further, the temporary maintenance of effort (MOE) provisions under the Families
First Coronavirus Response Act led to a significant increase in Medicaid enrollment. There
were also consistent increases in SUD and OUD diagnoses over the course of the
Demonstration, even during periods of enrollment declines. These trends represent an
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increased burden on Ohio Medicaid and on the SUD treatment infrastructure over much of
the duration of the Demonstration.

Table 2: Ohio Medicaid Enrollment, Non-Duals Ages 18-64 (2017-2022)

Quarter All Enrollees Enrollees with SUD Enrollees with OUD
2017 Q1 1,536,292 121,173 61,034
2018 Q1 1,464,901 124,585 63,445
2019 Q1 1,350,768 129,396 66,565
2020 Q1 1,326,858 137,475 72,139
2021 Q1 1,534,627 150,504 76,936
2022 Q1 1,668,529 155,028 79,667

Source: Ohio Medicaid administrative data, accessed September 2023.

Figure 1: Ohio Medicaid Enrollment, Non-Duals Ages 18-64 (2017-2022)
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Source: Ohio Medicaid administrative data, accessed September 2023.

Milestone 1. Access to Critical LOCs for Opioid Use Disorder (OUD) and Other SUDs
Prior to implementation of the Demonstration, Ohio had been engaged in ongoing efforts to
modernize the delivery of behavioral health services. Effective January 1, 2018, as part of this
Medicaid Behavioral Health Redesign, Ohio began coverage of all ASAM LOCs. This enabled
community behavioral health treatment providers the ability to expand the array of services
offered for mental health and SUD treatment, including new evidence-based practices.
Further, it aligned SUD outpatient and residential treatment benefits with ASAM LOC. For
example, the redesigned benefit package included new evidence-based services such as
Assertive Community Treatment (ACT) for individuals with complex treatment needs and
established a unique benefit package for opioid treatment programs. SUD treatment providers
were required to assess and provide services using ASAM criteria with the goal of increasing
utilization of community-based and non-hospital residential programs and limiting use of
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inpatient hospitalizations to situations in which there is a need for safety, stabilization, or
acute detoxification (ASAM LOC 4). With implementation of the Demonstration in 2019, Ohio
was able to build upon these efforts with new authority to reimburse for SUD treatment
services rendered in IMDs.

Over the course of the Demonstration to date, the number of enrollees utilizing services at all
ASAM LOCs has increased, except for ASAM Level 0.5, early intervention. ODM remains
committed to maintaining coverage of all ASAM LOCs during the Demonstration extension
period. Additionally, Ohio intends to explore opportunities to enhance access and utilization of
early intervention services.

Milestone 2. Use of ASAM Placement Criteria

During the initial Demonstration term, Ohio took steps to ensure providers utilized SUD
specific, multi-dimensional assessment tools so that patients received appropriate LOC that
reflected evidence-based clinical treatment guidelines. The Medicaid Behavioral Health
Provider Manual, managed care plan (MCP) agreement, and Ohio Administrative Code (OAC)
were modified to establish provider responsibilities for screening, assessment, and treatment
plan review. ODM conducted reviews of provider and MCP utilization management (UM)
processes and used findings to improve UM and prior authorization approaches, including a
standardized prior authorization form for all SUD residential and partial hospitalization
services. An External Medical Review process for MCP medical necessity denials was also
established. During the Demonstration extension term, ODM will be focused on
implementation of the Fourth Edition of the ASAM Criteria.

Milestone 3. Use of ASAM Program Standards for Residential Provider Qualifications
OhioMHAS provider certification rules (OAC rule 5122-29-09) in place prior to the
Demonstration required residential, withdrawal management, and inpatient SUD treatment
services to be provided in accordance with ASAM LOC 3 and associated sublevels. During the
initial Demonstration term, the State worked with key stakeholders to refine and update
provider qualification requirements based on ASAM criteria, including requiring residential
SUD treatment providers to facilitate patient access to MAT while in residential settings. These
revised certification standards became effective July 1, 2023. MCPs are also contractually
obligated to adhere to ASAM criteria for residential SUD treatment services.

Additionally, the State contracted with an independent entity to conduct residential SUD
treatment provider on-site reviews to assess alignment with the new certification criteria. The
contractor used information collected prior to and during the review as the basis for providing
feedback to each of the 87 providers reviewed regarding any potential gaps and
recommendations for coming into alignment with the new requirements. At the conclusion of
the provider reviews, the contractor offered formal training to providers as a whole to assist
them with preparing for the new OhioMHAS rule. Webinar topics were selected based on
areas of common feedback given to SUD residential providers during the individual reviews.
The webinars were facilitated by members of the contractor’s clinical team who also
participated in the individual site visits. The online training consisted of three 90-minute
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webinars that were recorded and delivered to ODM and OhioMHAS to share as future training
resources for all providers to facilitate awareness of the new requirements.

During the Demonstration extension term, ODM will continue to monitor access to MAT in
collaboration with OhioMHAS through their provider certification process and through review
of ODM claims data. Additionally, ODM will be working with OhioMHAS and stakeholders to
evaluate what changes may be required to align with implementation of the Fourth Edition of
the ASAM Criteria.

Milestone 4. Provider Capacity of SUD Treatment Including MAT

The overall number of SUD providers has increased. However, as the number of beneficiaries
with an SUD diagnosis has also increased, the ratio of providers to beneficiaries has remained
mostly constant since 2018. Access to medications for opioid use disorder (MOUD) providers
was increasing prior to Demonstration implementation with no substantial change in the trend
found to date. There has been an improved trend in the ratios for specific levels of care.

Figure 2: SUD Provider Availability Ratio Figure 3: MOUD Provider Availability Ratio
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Figure 4: SUD Provider Availability Ratio by Level of Care

Overall, utilization of MOUD has steadily increased, but at a slower pace since 2022. MOUD
utilization during residential treatment stays increased from around 50% in 2018 to over 60%

in 2022.

Figure 5: MOUD Usage Figure 6: Residential Treatment Stays with
MOUD

During the Demonstration extension term, ODM will continue to monitor adequacy of
provider availability across all levels of care. This will include monitoring MCP network
development and management plans and identifying opportunities to conduct more refined
analysis for access at the service location level and for special populations. ODM will explore
opportunities to expand access based on findings from this ongoing analysis.
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Milestone 5. Implementation of OUD Comprehensive Treatment and Prevention
Strategies

There has been a decrease in opioid prescribing over the course of the initial Demonstration
term.

Figure 7: Use of Opioids from Multiple Providers Figure 8: Use of Opioids at High Dosage

Additionally, there has been decreased utilization of ED and inpatient stays for SUD in recent
quarters.

Figure 9: Emergency Department Utilization for SUD Figure 10: Inpatient Discharges for SUD

Ohio first mandated use of the Ohio Automated Rx Reporting System (OARRS), the State’s
prescription drug monitoring program (PDMP) by prescribers in 2011. OARRS is a tool to track
the dispensing and furnishing of controlled prescription drugs. OARRS is designed to monitor
this information for suspected abuse or diversion (i.e., channeling drugs into illegal use), and
can give a prescriber or pharmacist critical information regarding a patient’s controlled
substance prescription history. This information can help prescribers and pharmacists identify
high-risk patients who would benefit from early interventions.

Ohio has continued integration of electronic health records (EHRs) and dispensing data with
OARRS during the initial Demonstration period. OARRS is highly integrated into both EHRs and
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Pharmacy Management Systems, with most healthcare providers in Ohio using integrated
systems for access. There are 1,371 entities that are integrated with OARRS, this includes 68
major health systems and outpatient clinics, 361 independent pharmacies, 12 pharmacy
chains, 885 physician offices, and one dentist office.

Additionally, non-PDMP based data was added to OARRS in 2021. A drug court indicator flag
was added as a strategy to bridge the information gap between the criminal justice system and
healthcare providers. The indicator flag appears on a patient’s OARRS report for active drug
court participants when a clinician queries OARRS. An opioid treatment indicator was also
added to indicate if a patient is a current participant in an opioid treatment program (OTP) and
is receiving controlled substance medications for the treatment of an OUD. These
enhancements serve as a mechanism to provide prescribers and pharmacists with information
to support clinical decisions and promote coordination of care.

Over the course of the Demonstration extension term, Ohio will continue efforts to onboard
new EHR and pharmacy dispensing system vendors. Additional OARRS enhancements will also
be explored. For example, prompts to encourage healthcare providers to provide an overdose
reversal medication to patients prescribed high dose opioid medication, have an SUD, or
history of a nonfatal overdose and indicators to identify patients who may have discontinued
MOUD. Efforts will also be undertaken to increase the percentage of OTP patients reported to
OARRS to facilitate coordination of care between healthcare providers.

Milestone 6. Improved Care Coordination and Transition Between LOCs

During the initial Demonstration term, Ohio implemented several initiatives focused on
improved care coordination. On July 1, 2022, the OhioRISE (Resilience through Integrated
Systems and Excellence) program was launched. This is a specialized managed care program
for youth through age 20 enrolled in Medicaid with complex behavioral health and
multisystem needs. A primary component of OhioRISE is comprehensive, community-driven,
care coordination across healthcare, behavioral health care, SUD care, education, families, and
other local entities to ensure individual care needs are met.

Additionally, on February 1, 2023, implementation of the Next Generation managed care plans
occurred which includes enhancements to the overall managed care coordination model. The
new four-tiered approach considers the individuals’ involvement with other systems and
providers to complement and support care coordination models at the practice level. When
individuals are not connected to local or practice level care coordinators, the MCP provides a
care coordinator, when needed. Further, in March 2023, Ohio was awarded a planning grant to
develop a proposal to participate in the Certified Community Behavioral Health Clinic (CCBHC)
demonstration program. These activities will continue over the course of the Demonstration
extension, permitting additional time to realize benefits of these enhanced care coordination
models.
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DESCRIPTION OF CURRENT PROGRAM

Ohio is seeking to maintain the existing delivery system, eligibility requirements, benefit
coverage, and cost sharing as established during the initial Demonstration period.

Delivery System
This Demonstration extension will not modify current fee-for-service and managed care
delivery system arrangements.

Eligibility
Under the Demonstration extension there is no change to Medicaid eligibility requirements.
Standards and methodologies for eligibility remain set forth under the State Plan.

Benefits

Ohio Medicaid enrollees will continue to have access to a comprehensive package of evidence-
based OUD/SUD treatment and withdrawal management services ranging from medically
supervised withdrawal management to on-going chronic care for these conditions in cost-
effective community-based settings. The State will continue to provide the benefits outlined in
Table 3 over the course of the Demonstration extension term.

Table 3: Demonstration Benefits

Benefit Medicaid Authority Expenditure Authority
State pl
Outpatient services @ ? Pan . Services provided to individuals in IMDs
(Individual services covered)
| i i I
nter‘nswe outpatient Statg p an . Services provided to individuals in IMDs
services (Individual services covered)
Partl_al hospitalization Statf-:- F)Ian . Services provided to individuals in IMDs
services (Individual services covered)
State plan
Inpatient services . p . Services provided to individuals in IMDs
(Individual services covered)
Resul:lentlal treatment Statfe F)Ian . Services provided to individuals in IMDs
services (Individual services covered)
Mf-:-dlcally . Statg Plan . Services provided to individuals in IMDs
Withdrawal Management (Individual services covered)
Medication-Assisted State plan . . o .
Treatment (MAT) (Individual services covered) Services provided to individuals in IMDs

Cost Sharing

This Demonstration extension will not modify current cost sharing arrangements. Cost-sharing

requirements under the Demonstration will not differ from the approved State Plan

requirements.
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WAIVER AND EXPENDITURE AUTHORITIES

Ohio requests extension of the following expenditure authority granted under the original
Demonstration:

Residential Treatment for Individuals with Substance Use Disorder (SUD). Expenditures
for otherwise covered services furnished to otherwise eligible individuals who are
primarily receiving treatment and withdrawal management services for SUD who are
short-term residents in facilities that meet the definition of an IMD.

QUALITY ASSURANCE

ODM has a robust oversight plan for continually monitoring quality of and access to care
provided under the Demonstration. This includes strategies such as an annual external quality
review (EQR) of MCPs, conducted in accordance with 42 CFR § 438.358, and oversight through
regular monitoring and reporting requirements.

As highlighted in the most recent EQR (SFY 2022), all five MCPs performed as follows on key
SUD-related metrics:

e Rates at or above the Quality Compass 75" percentile for Initiation and Engagement
of Alcohol and Other Drug (AOD) Abuse or Dependence Treatment, Initiation of AOD
Treatment, Total

e Rates at or above the Quality Compass 50" percentile for:

o Follow-Up After Emergency Department Visit for AOD Abuse or Dependence,
30-Day Follow-Up, Total

o Follow-Up After Emergency Department Visit for AOD Abuse or Dependence,
7-Day Follow-Up, Total

o Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence
Treatment, Engagement, Ages 13-17

o Use of Opioids from Multiple Providers — Multiple Pharmacies

Additionally, in SFY 2020, a focused study of MAT specialty provider access was conducted as
part of the EQR. Survey responses were used to assess access to providers and the validity of
MCP Provider Network (MCPN) data across three domains:

e Provider Access: Information on whether the provider was administering MAT
services, was still contracted with the specified MCP, and whether the provider was
accepting new patients.

e Appointment Availability: Information on the soonest-available appointment.

e MCPN Data Accuracy: The degree to which survey responses aligned with MCPN data
for providers’ telephone number, location, MCP contract status, and new patient
acceptance status.

Key findings included:
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e Overall, 83.76% of telephone numbers and 89.45% of addresses were validated

successfully.

e Although many offices indicated either the office was closed due to COVID-19 or that
wait times were difficult to measure, 87.08% of respondents indicated that the wait

times were fewer than or equal to 30 days. The average wait time across all MCPs was

22 days and the median was 11 days.

Additionally, contracts with the MCPs establish a series of requirements to permit ODM to
monitor the adequacy of each plan’s SUD provider network. This includes time and distance
standards for SUD residential and outpatient services as well as county-based minimum
requirements for the number of MAT providers. Table 4 outlines recent performance of the

MCPs on these measures.

Table 4: Percent Compliant with Network Adequacy Measures

Provider Type Q2 2023 Q3 2024 Q4 2024
SUD Residential 100% 100% 98.7%
SUD Outpatient 100% 100% 100%
MAT Providers 97.3% 97.6% 96.9%

FINANCIAL DATA & BUDGET NEUTRALITY

Milliman, Inc. (Milliman) was engaged by the State of Ohio, Department of Medicaid (ODM) to
develop the response to the Budget Neutrality portion of the Section 1115 Medicaid
Demonstration Waiver Extension Application (1115 Waiver) for substance use disorder (SUD)
residential services. Budget neutrality is a comparison of without waiver-expenditures (WOW)
to with-waiver expenditures (WW). CMS recommends two potential methodologies of
demonstrating budget neutrality:

1. Per Capita Method: Assessment of the per member per month (PMPM) cost of the
Demonstration; and,

2. Aggregate Method: Assessment of both the number of members and PMPM cost of
the Demonstration.

Budget neutrality for the 1115 Waiver will be demonstrated using the per capita method. The
budget neutrality projections were developed using CMS budget neutrality requirements. The
SUD residential budget neutrality worksheets prepared by Milliman are attached as
Attachment 1.

Milliman has relied upon certain data and information provided by ODM, including historical
claims, eligibility, and CMS Performance Management Database and Analytics (PMDA) System
reports, in the development of the estimates contained in the Budget Neutrality Worksheets.
Milliman has relied upon ODM for the accuracy of the data and accepted it without audit. To
the extent that the data provided is not accurate, the results of this analysis may need to be
modified to reflect revised information.
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Differences between projections and actual amounts depend on the extent to which future
experience conforms to the assumptions made for this analysis. It is certain that actual
experience will not conform exactly to the assumptions used in this analysis. Actual amounts
will differ from projected amounts to the extent that actual experience deviates from
expected experience. It should be emphasized that the values in the budget neutrality
worksheets are a projection of future costs based on a set of assumptions. Results will differ if
actual experience is different from the assumptions contained in this analysis.

DEMONSTRATION EVALUATION

The Ohio Colleges of Medicine Government Resource Center (GRC) serves as the independent
evaluator for the Demonstration. On November 9, 2020, CMS approved the State’s Evaluation
Design and GRC has completed the Interim Evaluation in accordance with the Demonstration
special terms and conditions (STCs). The Interim Evaluation is included as Attachment 2.

The Interim Evaluation utilizes a combination of quantitative and qualitative methods to assess
the effects of the Demonstration. Quantitative measures aligned with each of the hypotheses
outlined in Table 4 were constructed primarily from Medicaid claims and eligibility data. An
interrupted time series approach was used to assess changes in the level and trend of the
measures from a pre-implementation time period to a post-implementation time period.
Qualitative data collection and analysis complements the quantitative analysis, allowing for
more in-depth examinations of the mechanisms that impact the Demonstration goals and a
more comprehensive understanding of the lived experiences of individuals receiving
treatment.

Table 5: Evaluation Research Questions & Hypotheses

Research Questions Hypotheses

H1.a The Demonstration will increase the ratio of SUD
providers to beneficiaries enrolled in Medicaid and qualified
to deliver SUD services.

H1.b The Demonstration will increase the ratio of providers
to beneficiaries at each of the levels of care.

H1.c The Demonstration will increase the ratio of providers
to beneficiaries in geographic areas that are underserved at
baseline.

Q2 Does the Demonstration | H2.a The Demonstration will reduce the time between initial
increase utilization of SUD diagnosis and treatment.

treatment by enrollees with
SuUD?

Q1 Does the Demonstration
increase access to SUD
treatment services?

H2.b The Demonstration will increase the rate of MAT usage.

H3.a The Demonstration will increase the proportion of IP
stays which have a timely follow- up visit with a
corresponding primary diagnosis of SUD.

H3.b The Demonstration will increase the proportion of
residential treatment (RT) visits which have a timely follow-
up visit with a corresponding primary diagnosis of SUD.

Q3 Does the Demonstration
improve coordination and
management of care?
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Research Questions

Hypotheses

H3.c The Demonstration will increase the proportion of ED
visits which have a timely follow-up visit with a
corresponding primary diagnosis of SUD.

H3.d The Demonstration will decrease high-risk prescribing
practices (i.e., high dose, multiple prescribers and
pharmacies, concurrent use of benzodiazepines).

Q4 Does the Demonstration
reduce the utilization of ED
and IP hospital settings for
OUD and other SUD
treatment?

H4.a The Demonstration will decrease the rate of ED and IP
visits within the beneficiary population for SUD.

H4.b The Demonstration will decrease the rate of
readmissions to ED and IP settings.

Q5 Does the Demonstration
improve adherence to SUD
treatment?

H5.a The Demonstration will increase continuity of
pharmaceutical care.

Q6 Do beneficiaries
receiving SUD services
experience an improved
quality of care?

H6.a The Demonstration will increase the percentage of
beneficiaries with SUD who receive screening and care for
co-morbid conditions.

H6.b The Demonstration will increase early engagement in
SUD treatment.

Q7 Does the Demonstration
reduce rates of opioid-
related overdose deaths?

H7.a The Demonstration will decrease the rate of overdose
deaths, including those due to opioids.

Q8 How do costs related to
the Demonstration waiver
change throughout the pre-
and post-Demonstration
periods?

H8.a The Demonstration will decrease or have no effect on
total costs. The Demonstration will increase SUDIMD, SUD-
other, and non-SUD costs, but decrease IP non-ED
outpatient, ED outpatient, pharmacy, and long-term care
costs.

The preliminary findings of the Evaluation are encouraging. There was evidence of

improvement in many of the primary and secondary drivers and outcomes that were the focus

of the Demonstration. However, many of the interventions that are central to Ohio’s

Demonstration are still in the early stages of implementation. Additional time in the post-

implementation phase will permit a comprehensive assessment of cost, quality, and outcomes

associated with the Demonstration.

1. Access to SUD treatment providers

e The trend in the overall ratio of SUD providers to beneficiaries did not

substantially change during the post-intervention period, but there was an

improved trend in the ratio of providers to beneficiaries for specific levels of
care (LOC) 1, 2, and 3.
e In underserved areas, there was a significant immediate improvement in

access to SUD providers that was associated with the intervention, but also an
estimated downward trend in the post-intervention period.
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e Access to MOUD providers increased over time during both the
preintervention and post-intervention periods. There was no significant
change associated with the intervention.

2. Utilization of SUD treatment

e MOUD utilization increased steadily during the pre-implementation period
and continued to improve, though at a slower pace, in the post-
implementation period.

e  MAT/MOUD utilization during residential treatment stays showed a brief
decline at the start of the post-intervention period, followed by an estimated
trend of more rapid improvement than the post-intervention period.

e Initiation of SUD treatment for new episodes was on a slight downward trend
during the pre-intervention period. Additional time points are needed to
observe the impact of the Demonstration.

3. Coordination and management of care

e Measures related to timely follow-up care showed either no change in trend
relative to pre-intervention period or negative trends, though limited post-
implementation time points are available.

e Additional time for data collection will be needed to assess changes for
measures related to high-risk prescribing practices.

4. ED and inpatient utilization

e ED and inpatient utilization for SUD decreased significantly in the post-
implementation period. Additional time for data collection is needed to assess
changes in readmission rates.

5. Adherence of SUD treatment

e Post-intervention data are not yet available to observe potential changes in

continuity of care.
6. Improved quality of care

e Post-intervention data are not yet available to observe the impact of the
Demonstration on preventable ambulatory care and screening for Human
Immunodeficiency Virus/ Hepatitis C Virus/Hepatitis B Virus (HIV/HCV/HBC).

e Early engagement in SUD treatment was on a slight downward trend during
the pre-intervention period. Additional time points are needed to observe the
impact of the Demonstration.

7. Reduction in overdose deaths

e  While the interim findings are only available for the first four timepoints of the
post-intervention period, the results suggest that there was a significant
immediate decrease in the rate of overdose deaths and opioid overdose
deaths associated with the start of the post-intervention period, but that the
rates for the subsequent timepoints available for analysis show an increase at
a similar trajectory as the pre-intervention period.

8. Impact on cost of care
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e The interim findings suggest that there was a decrease in the trend of total
cost of care per member-month during the post-implementation period. In
particular, there was an estimated immediate decrease in total ED and IP costs
per member-month that aligned with the timing of the Demonstration.

e There was also an estimated decrease in the trend of ED and IP costs over
time in the post-implementation period suggesting that ED and IP costs
continued to decline post-intervention.

e The interim results showed an estimated decrease in the trend over time for
outpatient treatment costs in the post-intervention period and a decrease in
non-SUD treatment costs associated with the Demonstration.

Evaluation of the current Demonstration period (10/1/2019 — 9/30/2024) will be completed
according to the approved Evaluation Design. A new Evaluation Design will be created for the
extended Demonstration period (10/1/2024 —9/30/2029) and approved by CMS before
implementation.

PUBLIC NOTICE
Summary of Public Notices and Public Hearings

In accordance with 42 CFR 431.408 ODM completed the following activities associated with
the state public notice process for its SUD 1115 waiver extension application:

e The abbreviated public notice was posted on February 29, 2024, to the Register of Ohio.
The Register of Ohio is established under the Register of Ohio Act (Ohio Revised Code
sections 103.051 to 103.054 and 119.037 to 119.039) and other related Ohio statutes
enacted by Am. Sub. S.B. 11 of the 123rd General Assembly. This service provides public
notice and information about state agency rule-making proceedings, including notices of
public hearings required under the Ohio Administrative Procedure Act (Ohio Revised Code
Chapter 119.).

e Additionally, the public notice process, public input process, planned hearings, the
demonstration application, a link to the relevant Medicaid demonstration page on the
CMS Web site, and abbreviated public notices were posted to the ODM’s webpage
Substance Use Disorder 1115 Demonstration Extension (ohio.gov). The initial posting was
on February 1, 2024 then subsequently updated on February 14, 2024 and February 29,
2024 to add additional public hearings and extend the original comment period.

e Ohio’s 30 day public comment period dates and the ODM SUD 1115 mailbox
MCD SUD1115@medicaid.ohio.gov to submit stakeholder comments were shared via
each of the multiple communication methods. Ohio’s comment period began on February
1, 2024 and closed on March 30, 2024.

e Public hearings were held on the following dates:

o February 20, 2024, at the SUD 1115 Waiver Stakeholder Advisory Committee meeting;
both virtual and in-person attendance options
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o February 29, 2024, at the February meeting of ODM'’s Medical Care Advisory
Committee; both virtual and in-person attendance options

o March 6, 2024, and March 7, 2024 — Open public hearing with both virtual and in-
person attendance options

o Paper copies of the Draft Waiver Extension Application were available at all four public
hearings.

In-person attendance was offered for all public hearings at the ODM offices, 50 W. Town
Street, Columbus Ohio 43215.

In addition to the public notice activity described above, ODM used electronic mailing lists to
communicate information including the Abbreviated Public Notices, four public hearings, the
public comment period, the email address for ODM’s SUD 1115 mailbox and postal and street
addresses for comments. Information was shared via stakeholder newsletters, the ODM
“Behavioral Health Bulletin” Newsletter, and the Ohio Department of Mental Health and
Addiction Services’ “News Now” stakeholder newsletter. Mailing lists for both newsletters are
open to any interested party and are maintained by ODM and OhioMHAS.

Ohio has no federally recognized tribes, therefore, a separate public notice and input process
for tribes is not required.

Copies of the full and abbreviated public notices are available in Attachment 3.
Annual Post Award Forums

As required in 42 CFR 431.420(c), post award forums have been held to provide the
opportunity for the public to comment on the progress of the demonstration. Notification of
each forum was announced via an Ohio Medicaid behavioral health informational newsletter
which was sent to stakeholders, and also published on the Ohio Medicaid website at least 30
days prior to the occurrence of each forum.

The first forum occurred virtually on July 16, 2020, preceded by an announcement on June 11,
2020. Ohio staff provided a brief overview and status report of the demonstration and invited
stakeholders to offer input regarding Ohio’s SUD services and waiver implementation. Five
individuals offered testimony. Themes included:

e Anincreased focus was recommended on how residential providers can demonstrate
their qualifications to offer co-occurring enhanced capacity for the treatment of
individuals with dual diagnoses.

e A SUD provider organization in Dayton urged the continuation of Ohio’s SUD 1115
waiver beyond 2024 in order to allow SUD residential services in settings with greater
than 16 beds. The provider urged this to meet the residential treatment needs of
Medicaid enrollees with SUDs.

e A health care provider identified the need to coordinate the many activities under
Ohio’s SUD 1115 waiver with planned changes in procurement of Medicaid managed
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care plans as well as activities occurring in county Boards of Alcohol, Drug Addiction
and Mental Health.

The second forum occurred virtually on August 9, 2021, with an announcement on July 8,
2021. Ohio staff provided a brief overview and status report of the demonstration for the first
two years. During the public comment opportunity, one individual, a treatment provider,
offered comments which included thanks to the state for undertaking the SUD 1115 waiver
because it increased focus on the importance of SUD treatment.

The third forum occurred virtually on August 16, 2022, with an announcement on July 15,
2022. It included updates on recent activities related to the waiver as well as upcoming and
ongoing activities. Two individuals provided comments. One, who represented an addiction
treatment center, expressed support for renewal of the demonstration and spoke of a current
benefit of the demonstration. The other individual, who represented several health care
clients, asked about the timeline regarding ODM'’s decision to request a renewal of the
demonstration. ODM responded that any update regarding such a request would be provided
as soon as it is available.

The fourth, and latest forum, occurred virtually on August 15, 2023, with an announcement on
July 14, 2023. wo individuals had questions. One asked if Ohio Medicaid was considering
renewing the demonstration. ODM responded that work was ongoing to prepare materials for
an extension and that ODM would use the stakeholder process to provide updates and solicit
input throughout the process. The second commenter represented the Ohio Substance Use
Disorders Center of Excellence (SUD COE) and encouraged attendees to complete a survey
regarding training needs and requests of SUD treatment providers. As the issues posed during
the annual forum took the form of a question and request not specifically tied to the
Demonstration parameters, no changes to this extension application were made in response.

Stakeholder Advisory Committee

In addition to the required Annual Public Forums to solicit public input from stakeholders, the
Ohio Department of Medicaid has also utilized a Stakeholder Advisory Committee to serve as
an ongoing advisory body throughout the demonstration implementation. The Committee was
formed in December 2019 through collaborative recruitment by ODM and the Ohio
Department of Mental Health and Addiction Services (OhioMHAS). The Committee is made up
of individuals representing a variety of perspectives in Ohio’s substance use disorder
stakeholder community including:

e SUD treatment providers at every ASAM level of care, including hospitals;
e associations representing SUD providers; and
e consumer advocacy/recovery organizations.

This committee has contributed significant work and offered insightful advice regarding the
accomplishments of Ohio’s SUD 1115 waiver demonstration to date. ODM plans to continue
utilizing this advisory committee during the next five years.
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Public Comments and Feedback on Ohio’s Demonstration Request

In response to public notices and hearings, the ODM received feedback during the public
comment period. Overall, the comments were positive and supportive. ODM received
recognition for the work and accomplishments achieved in the current demonstration and
received suggestions for areas needing ongoing growth or progress. The following is a
summary of the public comments by general topic area.

Areas of Support

Commenters acknowledged the progress made during the initial demonstration period.
Individuals were pleased to have the opportunity to participate in Ohio’s Stakeholder Advisory
Committee, noting it was a ‘tremendously collaborative workgroup”. Other comments
acknowledged the increase in provider capacity, supported continued waiver activities, and
described from a personal perspective the wish for the waiver to continue after personal
experiences related to SUD.

Areas for Ongoing Growth or Progress

ODM received several suggestions to expand the waiver to include Medicaid coverage for
inmates during the 90 days prior to leaving prisons, jails, and detention facilities. Commenters
noted that this is an opportunity under 1115 authority that was not available in 2019 when
Ohio submitted the initial SUD 1115 waiver application. In response to this feedback, ODM
acknowledges that this criminal justice 1115 opportunity exists and is supported by several
Ohio organizations. ODM is examining and considering this opportunity but will not be
requesting as a part of the current SUD 1115 extension application.

ODM received a request to add home delivered meals as a service available under the SUD
1115 waiver. ODM does not plan to include home delivered meals as a service within the SUD
1115 waiver extension. ODM will continue to provide coverage for medically necessary
nutrition services through the Medicaid state plan and home and community-based waiver
services. Additionally, Ohio’s Managed Care Entities (MCEs) provide support to assist with
member needs related to social determinants of health.

ODM received a request to require Joint Commission accreditation for CCBHCs. Ohio is
currently developing its CCHBC model and will consider this recommendation as part of that
work which is being conducted outside of this SUD 1115 demonstration authority.

ODM was applauded for the inclusion of HIV screening as a post-intervention impact
measurement in the demonstration evaluation criteria. The commenter noted that, “HIV
testing is an often-overlooked part of substance use disorder (SUD) treatment efforts, and HIV
diagnoses among people with SUD may be missed without routine HIV testing.” The
commenter encouraged ODM to maintain this measurement during the waiver extension
period, and to consider adding an activity to increase access to HIV pre-exposure prophylaxis
(PrEP) counseling in accordance with CDC guidelines. ODM is reviewing the available data to
determine if more detail can be offered in future monitoring reports.
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Provider capacity

Several comments were received related to provider capacity. One stated that Ohio has
experienced a diminished treatment capacity for adolescent care and treatment, particularly
at residential ASAM level 3.5, over the last few years. ODM plans to examine this specifically as
part of the next statewide SUD treatment capacity assessment. This commenter also
encouraged ODM to attempt to achieve waiver goals as early as possible in the five-year
timeframe. Another commenter expressed concerns about a potential lack of continuity of
SUD services. He shared anecdotes of Ohio entities utilizing open beds in nursing facilities to
offer SUD medication assisted treatment without continuity of care after discharge. The
commenter suggested that ODM review Medicaid data to determine if those activities are
occurring and to ensure that Medicaid enrollees treated in institutional settings are
transitioned to the least restrictive environment for outpatient, community-based treatment.
Finally, a commenter, who is a member of ODM’s SUD 1115 Stakeholder Advisory Committee,
noted that one of the best parts of the waiver demonstration was the annual statewide SUD
treatment capacity assessment which has shown continuous growth in Ohio’s SUD treatment
capacity since 2019. She noted, though, that in spite of the continuous growth, Ohio still has
geographic areas without enough SUD treatment capacity to meet the demand.

ODM has already completed on-site reviews of all SUD residential treatment facilities during
the current demonstration, will continue to analyze the results of the annual treatment
capacity assessment and, if needed, identify strategies to increase treatment capacity and
address gaps.

Budget neutrality

During one of its public hearings, ODM received a question about how budget neutrality fared
during the current demonstration. Information about Ohio’s budget neutrality experience is
described in this application.

Utilization management

During the public hearing held at ODM’s Medical Care Advisory Committee (MCAC) meeting, a
discussion occurred regarding prior authorization and utilization management. One person
asked about the circumstances in which an individual might be denied services and the
external medical review process, and another asked if the prior authorization reviews were
retrospective or if they apply to initiating medications for opioid use disorder (MOUD).

ODM staff explained the PA process, including the opportunity for appeals and external
medical review. Additionally, ODM staff explained that there is no prior authorization
requirement for MOUD. During the demonstration period, Ohio formed a subcommittee of
the (SUD 1115) Stakeholder Advisory Committee dedicated solely to utilization management.
Prior authorization and utilization management will continue to be a focus of ongoing work in
the waiver demonstration extension period.
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Outcomes

ODM received a comment asking, that while ODM saw many areas of improvement during the
initial demonstration period, why has there been no reduction in the Ohio’s overdose death
rate.

ODM staff noted that although much has been done to impact the opioid epidemic in Ohio,
there are factors outside the purview of the SUD 1115 waiver that contribute to the rate of
opiate overdoses. Of note were the impact of fentanyl-laced drugs and pharmaceuticals, and
the illegal drug activity. Ohio based agencies dedicated to investigation and law enforcement
will continue to work on those areas of concern.

Finally, ODM received a question about percentage increases in access and continuity of
treatment cited associated with Milestone 6 — Improved Care Coordination and Transitions
between LOCs. The commenter noted that the percent increases would be more meaningful if
expressed in terms of the actual raw numbers rather than just the percentages. ODM staff
responded that the full detail regarding all evaluation measures were detailed in the online
SUD 1115 Midpoint Assessment - November 2022 and SUD 1115 Interim Evaluation Report -
September 2023.
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ATTACHMENT 1 - BUDGET NEUTRALITY

The 1115 Waiver SUD residential services budget neutrality worksheets are below. The rest of
this section documents the supporting data and methodology included in the worksheets
using guidance provided by CMS.

I.  Without- and With-Waiver Projections for Historical Medicaid Populations
A. Historic Data

We have provided actual historical data in two separate Medicaid eligibility groups
(MEGs):

e SUD Residential Services MEG 1: Managed Care — Incudes eligible recipients who
are enrolled in the Medicaid Managed Care (MMC), MyCare Ohio (MyCare),
and/or OhioRISE programs.

e SUD Residential Services MEG 2: Fee For Service (FFS) — Includes all non-dual and
dual eligible recipients who are not enrolled in any of the MMC, MyCare, and
OhioRISE programs.

These MEGs correspond to those that were incorporated in the previous demonstration
period, and the Historical Data worksheet within Appendix A reflects the reported Waiver
member months and expenditures as of the demonstration year (DY) 05 quarter 4 PMDA
workbook, submitted by ODM to CMS.

This historical data includes member months for all Medicaid eligible beneficiaries
receiving SUD treatment in residential settings, or members aged 21-64 receiving SUD
treatment in an Institution for Mental Disease (IMD). This historical data included
member months where a beneficiary received SUD residential treatment at any point in
the month, regardless of the length of stay. For each of these member months, we have
reflected all (both SUD and non-SUD) of their corresponding Medicaid eligible
expenditures within the month. This includes the capitation payments attributed to the
beneficiaries enrolled in managed care and residing in an SUD residential treatment
facility for any length of stay in the month, along with any FFS and Single Pharmacy
Benefit Manager (SPBM) claims that were incurred outside of managed care. For the FFS
MEG, it solely reflects the FFS and SPBM claims for these beneficiaries not enrolled in
managed care.

B. Adjusted DY 06

The previous demonstration period began October 1, 2019 and is set to end on
September 30, 2024. Following an amendment to the original budget neutrality
projections, the original 5-year demonstration approach was split into 6 demonstration
years (DYs). As a result, we have labeled the first demonstration year under the new
demonstration period as DY 07. Key time periods in workbook are included below:

e Historical Data Period: October 1, 2019 through September 2023 (DY 01 — DY 05)

e Adjusted DY 06 Base Year: October 1, 2023 through September 30, 2024 (DY 06)
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e Demonstration Period: October 2024 through September 2029 (DY 07 — DY 11)

In the sections below, we have outlined the methodology utilized to develop the
Adjusted DY 06 Base Year estimates that are used as the starting point for projections
attributable to the new demonstration period. The Trend Rate 1 column on the WOW
worksheet reflects the percentage impact of these adjustments.

i. Managed Care MEG - Eligible Member Months

When analyzing the managed care MEG experience as reported for DY 05, eligible
member months appeared to be materially understated likely due to lack of claims
runout compared to prior DYs. As a result, we relied on the combination of DY 03 and
DY 04 (October 2021 through September 2022, combined) as the basis for attributing
eligible member months to the Adjusted DY 06 Base Year.

ii. Managed Care MEG — PMPM Cost

The PMPM cost underlying the managed care MEG is made up of two components:
the associated capitation payments and the FFS/SPBM claims cost outside of
managed care for the eligible member months.

To estimate the capitation portion of the Managed Care MEG PMPM cost, we applied
calendar year (CY) 2024 MMC, MyCare, and OhioRISE capitation rates to the
distribution of member months identified in DY 03 and DY 04 to arrive at the
estimated CY 2024 capitation payments PMPM for the managed care MEG. We then
trended the CY 2024 capitation PMPM back from the midpoint of CY 2024 (July 1,
2024) to the midpoint of the Adjusted DY 06 Base Year (April 1, 2024) using the
annualized president’s budget trend rate of 4.5% to arrive at the estimated PMPM
attributable to capitation payments.

The CY 2024 capitation rates included multiple material adjustments for program
changes that have occurred or anticipated to occur relative to the time periods
included in the Historic Data worksheet. Descriptions of key adjustments are included
below:

Implementation of the Single Pharmacy Benefit Manager

Effective October 1, 2022, ODM began utilizing the SPBM for pharmacy
services for members enrolled in the MMC program. Pharmacy services
covered under the SPBM include:

e Retail pharmacy, identified in the encounter data as claim types P &
Q

e Professional claims dispensed via pharmacy providers, identified in
the encounter data as billing provider type 70, except for the
following:

o Medical and surgical supplies,
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o Equipment, excluding the limited DME benefit items listed in
the Appendix to OAC 5160-9-02,

o Home health / home infusion services,

o Durable medical equipment, and;

o Nursing services.

Services covered via the SPBM are no longer covered under the MMC
capitation rates. Note that Medicaid pharmacy services for MyCare members
will continue to be covered under the capitation rates.

With the SPBM having been implemented on October 1, 2022, the associated
pharmacy claims covered under the SPBM transitioned from the capitation
portion of the managed care PMPM cost to the FFS/SPBM portion. As a result,
pharmacy cost for the Managed Care MEG now reflects SUD residential
members’ actual claim costs rather than the portion of the population-
composite capitation rates that was attributable to pharmacy services.

Population Acuity

As a result of the COVID-19 pandemic, the federal government declared a
public health emergency (PHE). One component of the PHE was the
continuous Medicaid eligibility requirement, which materially decreased
member movement out of the MMC program. With the PHE ending effective
May 11, 2023, member dis-enrollment has now increased materially. A
population acuity adjustment was applied in the development of the CY 2024
MMC capitation rates to reflect the acuity level of the population estimated
to be enrolled in CY 2024 compared to the base period of July 1, 2021 through
June 30, 2022. We assumed additional cost impact for incremental acuity
changes anticipated between CY 2024 and the next demonstration period.

Fee Schedule Changes

Since the end of DY 05, ODM has implemented or is expected to implement
material changes to various fee schedules, including both facility and non-
facility services. The CY 2024 capitation rates used as part of developing the
Adjusted DY 06 Base Year reflect the estimated impact of the new fee
schedules.

For additional information regarding CY 2024 capitation rate development,
please refer to the Medicaid Managed Care, MyCare Ohio, and OhioRISE
Provider Agreement summaries.

Many of the items impacting projected capitation amounts in the Adjusted DY 06 Base
Year also impact projected FFS cost, such as fee schedule changes and claims trend
anticipated to occur. To estimate the FFS/SPBM portion of the Managed Care MEG for
the Adjusted DY 06 Base Year, we reviewed and considered emerging FFS claims
experience for managed care members.
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The total estimated DY 06 PMPM cost for the managed care MEG was developed by
adding the capitation PMPM cost and the trended FFS/SPBM PMPM cost.

iii. Fee-for-Service MEG — Eligible Member Months

Effective February 1, 2023, three managed care organizations (MCOs) began newly
operating in the MMC program as part of ODM’s Next Generation of managed care. In
advance of the start of the Next Gen program, from February 2022 through January
2023, ODM assigned newly enrolled members to FFS rather than MMC as they would
have been previously. These members were then assigned to the new MCOs upon go-
live in February 2023.

As a result of this program change, DY 03, DY 04, and DY 05 FFS MEG eligible member
months emerged higher than we would expect for DY 06 and into the new
demonstration period. We relied on DY 02 (October 2020 through September 2021)
as the basis for attributing eligible member months to the FFS MEG for the Adjusted
DY 06 Base Year.

iv. Fee-for-Service MEG — PMPM Cost

As discussed in Section .B.ii., we anticipate material PMPM cost increases between
DY 05 and the next demonstration period due to fee schedule changes implemented
by ODM. In addition to the increased members in FFS due to new MCOs, the reported
expenditures in DY 05 are likely understated due to lack of claims run-out relative to
prior DYs. Therefore, we estimated Adjusted DY 06 Base Year PMPM cost for the FFS
MEG based on a review of DY 02 claims experience and with consideration of trend
and fee schedule changes anticipated to occur. The Trend Rate 1 column reflects the
impact of projected PMPM cost changes relative to DY 05 reported values.

Table 1 below contains a summary of the observed and projected member months and
PMPM cost for DY 05 through DY 11.

TABLE 1 - 1115 BUDGET NEUTRALITY PROJECTIONS BY MEG

ADJUSTED DY

MEG DY 05 06 BASE DY 07 DY 08 DY 09 DY 10
Managed Care
Member Months 39,718 61,027 62,858 64,744 66,686 68,686
PMPM Cost $882.60 $1,264.95 $1,321.87 $1,381.36 $1,44352 $1,508.48
Expenditures $ 35,055,300 $ 77,196,125 $83,090,049 $89433974  $96262,258  $ 103,611,881
FFS
Member Months 4,290 4,419 3,200 3,296 3,395 3,497
PMPM Cost $4,289.36 $4,482.38 $6,283.59 $ 6,566.35 $6,861.84 $7,170.62
Expenditures $ 18,401,354 $ 19,806,297 $20,108,815  $21644,123  $23296,652  $25,075352
Total Expenditures $ 53,456,654 $ 97,002,422 $103,198,864  $111,078,097  $119,558910  $128,687,233
c. Without-Waiver Projections
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70,747
$1,576.36
$ 111,522,648

3,602
$7,493.30
$ 26,989,855

$ 138,512,503



We believe the historical PMPM cost trend rates displayed in the Historic Data worksheet
are not appropriate as a basis for determining future trend assumptions due to the impact
of aforementioned program changes such as the implementation of the SPBM, fee
schedule changes, and the assignment of new members to FFS in 2022-2023. Based on
discussions with ODM regarding potential ramp-up in SUD facility treatment under the
behavioral health redesign and new SUD facility providers coming online to provide SUD
treatment, we are assuming a 3.0% annual caseload trend over the five-year
demonstration for each MEG. In addition, we used a projected annualized PMPM cost
trend reflecting the estimated President’s budget trend for each MEG (4.5% for Managed
Care and FFS).

D. With-Waiver Projections

Based on CMS guidance regarding the hypothetical nature of this Waiver, the WOW and
WW scenarios were set equal.

E. Disproportionate Share Hospital (DSH) Expenditure Offset
Not applicable.
F. Summary of Budget Neutrality

Attachment 2 includes the SUD residential 1115 Waiver budget neutrality workbook,
which includes the following applicable worksheets:

e Historic Data
e WOW

e WW

e Summary

G. Additional Information to Demonstrate Budget Neutrality

We do not believe there is any other information necessary for CMS to complete its
analysis of the budget neutrality submission.

H. Financial Analysis of Changes

We do not anticipate a material financial impact related to changes in this Waiver
extension relative to the previous demonstration. Program changes expected to impact
projected cost relative to historical periods are outlined earlier in this section.
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5 YEARS OF HISTORIC DATA

SPECIFY TIME PERIOD AND ELIGIBILITY GROUP DEPICTED:

Managed Care MEG DY 01 DY 02 DY 03 DY 04 DY 05 4-YEARS
TOTAL EXPENDITURES $ 43,081,330 | $ 44,303,830 [$ 35,684,382 | 12,784,641 |$% 35,055,300 | $ 170,909,483
ELIGIBLE MEMBER MONTHS 55,732 59,783 46,183 14,844 39,718
PMPM COST $ 773.011$ 741.08 | $ 772671 % 861.27 | $ 882.60
TREND RATES % CHANGE ANNUALIZED
TOTAL EXPENDITURE 2.84% -19.46% -64.17% 174.20% -6.64%
ELIGIBLE MEMBER MONTHS 7.27% -22.75% -67.86% 167.57% -10.68%
PMPM COST -4.13% 4.26% 11.47% 2.48% 4.52%
FFS MEG DY 01 DY 02 DY 03 DY 04 DY 05 4-YEARS
TOTAL EXPENDITURES $ 11,989,670 | $ 13,199,940 [$ 15,973,490 | $§ 11,734,363 | $ 18,401,354 [ $ 71,298,817
ELIGIBLE MEMBER MONTHS 3,324 3,107 3,598 2,325 4,290
PMPM COST $ 3,607.00 | $ 4,248.45 | $ 4,439.55 [ $ 5,047.04 | $ 4,289.36
TREND RATES % CHANGE ANNUALIZED
TOTAL EXPENDITURE 10.09% 21.01% -26.54% 56.82% 15.35%
ELIGIBLE MEMBER MONTHS -6.53% 15.80% -35.38% 84.52% 8.88%
PMPM COST 17.78% 4.50% 13.68% -15.01% 5.95%
DEMONSTRATION WITHOUT WAIVER (WOW) BUDGET PROJECTION: COVERAGE COSTS FOR POPULATIONS
ELIGIBILITY ADJUSTED
TREND MONTHS | BASE YEAR| TREND |DEMONSTRATION YEARS (DY) TOTAL
GROUP RATE 1 | OF AGING DY 06 RATE 2 DY 07 DY 08 DY 09 DY 10 DY 11 wow
Managed Care MEG
Pop Type: Medicaid
Eligible Member Months 53.7% 12 61,027 3.0% 62,858 64,744 66,686 68,686 70,747
PMPM Cost 43.3% 12[$  1,264.95 4.5%| $ 1,321.87 | $ 1,381.35|% 144351 |$ 150847 |% 1,576.35
Total Expenditure $ 83,089,853 | $ 89,433,495 [ $ 96,261,692 | $ 103,611,413 | $ 111,522,063 | $483,918,517
FFS MEG
Pop Type: Medicaid
Eligible Member Months -27.6% 12 3,107 3.0% 3,200 3,296 3,395 3,497 3,602
PMPM Cost 40.2% 12[$ 6,013.01 45%|$  6,283.60 | $ 6,566.36 [$ 6,861.85|$ 7,170.63 | $ 7,493.31
Total Expenditure $ 20,108,840 | $ 21,644,143 | $ 23,296,686 | $ 25,075,377 | $ 26,989,888 | $117,114,933
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DEMONSTRATION WITH WAIVER (WW) BUDGET PROJECTION: COVERAGE COSTS FOR POPULATIONS

DEMONSTRATION YEARS (DY) TOTAL WW
DEMO
ELIGIBILITY GROUP DY 05 TREND RATE| DY 06 DY 07 DY 08 DY 09 DY 10
Managed Care MEG
Pop Type: Medicaid
Eligible Member Months 61,027 62,858 64,744 66,686 68,686 70,747
PMPM Cost $ 1,264.95 4.5%| $ 1,321.87 | § 1,381.35| § 1,443.51 | $ 1,508.47 | $ 1,576.35
Total Expenditure $ 83,089,853 [$ 89,433,495 | $ 96,261,692 | $ 103,611,413 | $ 111,522,063 [ $ 483,918,517
FFS MEG
Pop Type: Medicaid
Eligible Member Months 3,107 3,200 3,296 3,395 3,497 3,602
PMPM Cost $ 6,013.01 4.5%( $ 6,283.60 | $ 6,566.36 | $ 6,861.85 | $ 7,170.63 [ $ 7,493.31
Total Expenditure $ 20,108,840 | $ 21,644,143 | § 23,296,686 | $ 25,075,377 | $ 26,989,888 | $ 117,114,933
Budget Neutrality Summary
Without-Waiver Total Expenditures
DEMONSTRATION YEARS (DY)
Medicaid Populations DY 06 DY 07 DY 08 DY 09 DY 10 TOTAL
Managed Care MEG $ 83,089,853 [$ 89,433495|$% 96,261,692 | $§ 103,611,413 | $ 111,522,063 | $ 483,918,517
FFS MEG $ 20,108,840 [ $§ 21,644,143 |$ 23,296,686 | $ 25075377 | $ 26,989,888 | $ 117,114,933
DSH Allotment Diverted - - - - - -
TOTAL $ 103,198,693 | $ 111,077,638 | $ 119,558,378 [ $ 128,686,790 | $ 138,511,951 [ $ 601,033,450
With-Waiver Total Expenditures
DEMONSTRATION YEARS (DY)
Medicaid Populations DY 06 DY 07 DY 08 DY 09 DY 10 TOTAL
Managed Care MEG $ 83,089,853 % 89433495|% 96,261,692 | $ 103,611,413 [ § 111,522,063 | $ 483,918,517
FFS MEG $ 20,108,840 [ $§ 21,644,143 | $ 23,296,686 | $ 25075377 | $ 26,989,888 | $ 117,114,933
TOTAL |'$ 103,198,693 $ 111,077,638 $ 119,558,378 $ 128,686,790 $ 138,511,951 $ 601,033,450
[VARIANCE [s - [s B - 18 - |8 - s -
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ATTACHMENT 2 — INTERIM EVALUATION

Ohio’s interim evaluation is on the following pages.
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B. Executive Summary

Background

On September 24, 2019, the Ohio Department of Medicaid received approval for
Ohio’s Substance Use Disorder (SUD) Section 1115 Demonstration Waiver to address
unprecedented increases in drug overdose deaths and substance use disorders
(5UD) among Ohio Medicaid enrollees. Through the Demonstration, Ohio was able
to pursue a series of programmatic changes over a period of five years (October 1,
2019 through September 30, 2024) to address the following milestones: (1) Access
to critical LOCs for QUD and other SUDs; (2) Use of ASAM placement criteria; (3) Use
of ASAM program standards for residential provider qualifications; (4) Provider
capacity of SUD treatment including MAT; (3) Implementation of OUD
comprehensive treatment and prevention strategies; and (6) Improved care
coordination and transition between LOCs.

ODM worked with an independent evaluator to evaluate whether Ohio’s
Demonstration would achieve 6 goals that were established for the demonstration
by CMS. The evaluation was designed to clarify the relationships between the key
provisions of Ohio's demonstration and the CMS goals.

CMS Goals for SUD 1115 Demonstration
. Increased rates of identification, initiation, and engagement in treatment.

. Increased adherence to and retention in treatment for OUD and other SUDs.
. Reductions in overdose deaths, particularly those due to opioids.

o pa =

. Reduced utilization of emergency departments (ED's) and inpatient (IP)
hospital settings for OUD and other SUD treatment where the utilization is
preventable or medically inappropriate through improved access to other
continuum of care services.

5. Fewer readmissions to the same or higher LOC where readmissions is

preventable or medically inappropriate for OUD and other SUD.
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6. Improved access to care for physical health conditions among beneficiaries
with OUD or other SUDs.

A driver diagram was developed to depict the hypothesized relationships between
the desired outcomes of the demonstration and the factors that are expected to
drive improvement (see Figure 1). Within the framework of the driver diagram, CM5
Goal 3, reduction of overdose deaths, was viewed as the primary purpose of Ohio’s
demonstration, while other CMS goals were viewed as drivers of reduction in
overdose death.

Figure 1: Primary Purpose and Drivers of Ohio’s 5UD 1115 Waiver
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CMS Goals 1, 2, 4, 5, and 6 were subsumed in three categories of primary drivers.
Primary Driver 1, reduction in hospital-based SUD service use and treatment
readmissions, aligned with CM5 Goals 4 and 5. Primary Driver 2, increased
adherence to and retention in treatment, corresponded to CMS Goal 2. Primary
Driver 3 combined CM5 Goal 1, initiation and engagement in treatment, and CM5
Goal 6, access to physical health care, under the umbrella of health care quality.

In this model three secondary drivers represented the immediate outcomes of
specific programmatic changes in Ohio’s implementation plan. Each secondary
driver was expected to exert influence on all three primary drivers, and in turn, the
primary drivers were expected to impact drug overdose deaths. Research questions
and hypotheses were developed to assess these relationships.
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Research Questions

Hypotheses

Q1 Does the
demonstration
increase access to SUD
treatment services?

H1.a The demonstration will increase the ratio of SUD
providers to beneficiaries enrolled in Medicaid and
qualified to deliver SUD services.

H1.b The demonstration will increase the ratio of
providers to beneficiaries at each of the levels of care.

H1.c The demonstration will increase the ratio of
providers to beneficiaries in geographic areas that are
underserved at baseline.

Q2 Does the
demonstration

H2.a The demonstration will reduce the time between
initial diagnosis and treatment.

increase utilization of
SUD treatment by
enrollees with SUD?

HZ2.b The demonstration will increase the rate of MAT
usage.

03 Does the
demonstration
improve coordination
and management of
care?

H3.a The demonstration will increase the proportion of
IP stays which have a timely follow- up visit with a
corresponding primary diagnosis of SUD.

H3.b The demonstration will increase the proportion of
RT visits which have a timely follow-up visit with a
corresponding primary diagnosis of SUD.

H3.c The demonstration will increase the proportion of
ED visits which have a timely follow-up visit with a
corresponding primary diagnosis of SUD.
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H3.d The demonstration will decrease high-risk
prescribing practices (i.e., high dose, multiple
prescribers and pharmacies, concurrent use of
benzodiazepines).

Q4 Does the
demonstration reduce
the utilization of ED
and IP hospital
settings for OUD and
other SUD treatment?

H4.a The demonstration will decrease the rate of ED
and |P visits within the beneficiary population for SUD.

H4.b The demonstration will decrease the rate of
readmissions to ED and IP settings.

Q5 Does the
demonstration
improve adherence to
SUD treatment?

H5.a The demonstration will increase continuity of
pharmaceutical care.

Q6 Do beneficiaries
receiving SUD services
experience an
improved quality of
care?

H6.a The demonstration will increase the percentage
of beneficiaries with SUD who receive screening and
care for co-morbid conditions.

H6.b The demonstration will increase early
engagement in SUD treatment.

Q7 Does the
demonstration reduce
rates of opioid-related
overdose deaths?

H7.a The demonstration will decrease the rate of
overdose deaths, including those due to opioids.

(8 How do costs
related to the
demonstration waiver
change throughout

HE.a The demonstration will decrease or have no effect
on total costs. The demonstration will increase SUD-
IMD, SUD-other, and Non-SUD costs, but decrease IP,
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the pre- and post- non-ED outpatient, ED outpatient, pharmacy and long-
demonstration term care costs.
periods?

This interim report describes the evaluation methods and preliminary results
associated with the key components of Ohio's demonstration that have been
implemented to date.

Methods

The evaluation uses a combination of quantitative and qualitative methods to
assess the effects of the demonstration. Quantitative measures aligned with each
of the hypotheses are constructed primarily from Medicaid claims and eligibility
data and computed for each quarter stretching back to 2017 or 2018 depending on
the measure. An interrupted time series approach is used to assess changes in the
level and trend of the measures from a pre-implementation time peried to a post-
implementation time period. The post-implementation time period is defined as
starting at Q4 2021 and was chosen at the time of developing an evaluation design
based on when waiver activities were planned to be completed.

Qualitative data collection and analysis complements the quantitative analysis,
allowing for more in-depth examinations of the mechanisms that impact the waiver
goals and a more comprehensive understanding of the lived experiences of
individuals receiving treatment. The first of two qualitative data collections during
the demonstration were conducted as a part of the Mid-Point Assessment
(submitted to CMS5 in December 2022) consisting of semi-structured interviews with
key informants such as representatives from state agencies, SUD treatment
providers, treatment and recovery advocates, and representatives from managed
care organization as well as focus groups with individuals actively receiving SUD
treatment. A second data collection is planned for September-Movember 2024,
which is about five years into (and nearing the end of) the demaonstration. This will
include a second round of interviews with key stakeholders and focus groups with
individuals in treatment to understand how changes in processes and services
unfolded during the demonstration from a variety of perspectives.
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Limitations

A limitation of the study design is a lack of consistent pre-implementation rends in
several measures due to the effects of the COVID-19 pandemic. It is likely that in
several cases, the pandemic changed the trend of the measure and as a result
makes it difficult to actribute changes in the trend of the measure directly to the
demonstration versus the pandemic (or the pandemic ending). A related limitation
is the delayed implementation of many waiver activities. The time point chosen (Q4
2021) to examine change from the pre-implementation to post-implementation
period was based on the planned dates of waiver activities. Since some planned
waiver activities were delayed, it raises the question of whether a later date should
be used for the start of the post-implementation period in some, or all, of the
analysis. As part of the summative report, the evaluation team plans to explore
utilizing a later start date as part of a sensitivity analysis to better understand how
the date chosen affects the results.

Another limitation is the lack of available data for post-implementation time points
at the time this report was written. Several factors including a change in Ohio's
vendor that processes the claims data and long measurement periods for some
measures makes it such that there were few or only one quarter of data available
for the designated post-implementation period, limiting the conclusions that can be
made about changes in the measures at this point. In response, evaluators draw
limited conclusions from the causal inference portion of the analysis. Additional
data points and time for the effects of waiver activities to take place will allow for
more robust conclusions about the causal impact of the waiver to be drawn in the
summative report.

Preliminary Results and Conclusions

The preliminary findings of the evaluation are encouraging; however, many of the
interventions that are central to Ohio's demonstration are still in early stages of
implementation. Additional time in the post-implementation phase will permita
comprehensive assessment of cost, quality, and outcomes associated with the
demaonstration.
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There was evidence of improvement in many of the primary and secondary drivers
and cutcomes that were the focus of the demonstration.

1. Access to SUD treatment providers.

The trend in the overall ratio of SUD providers to beneficiaries did not
substantially change during the post-intervention period, but there was an
improved trend in the ratio of providers to beneficiaries for specific levels of
care (LOC) 1,2, and 3.

In underserved areas, there was a significant immediate improvement in
access to SUD providers that was associated with the intervention, but also

an estimated downward trend in the post-intervention period.

Access to MOUD providers increased over time during both the pre-
intervention and post-intervention periods. There was no significant change
associated with the intervention.

2. Udlization of SUD treatment.

MOUD utilization increased steadily during the pre-implementation period
and continued to improve, though at a slower pace, in the post-
implementation period.

MAT/MOUD wutilization during residential treatment stays showed a brief
decline at the start of the post-intervention period, followed by an estimated

trend of more rapid improvement than the post-intervention period.

Initiation of SUD treatment for new episodes was on a slight downward trend
during the pre-intervention period. Additional time points are needed to
observe the impact of the demonstration.

3. Coordination and management of care
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* Measures related to timely follow-up care showed either no change in rend
relative to pre-intervention period or negative trends, though limited post-
implementation time points are available.

» Additional time for data collection will be needed to assess changes for

measures related to high-risk prescribing practices.
4. Utilization of ED and IP

= ED and IP utilization for SUD decreased significantly in the post-
implementation period. Additional time for data collection is needed to

assess changes in readmission rates.
5. Adherence of SUD treatment.

* Post-intervention data are not yet available to observe potential changes in
continuity of care.

6. Improved quality of care

» Post-intervention data are not yet available to observe the impact of the
demonstration on preventable ambulatory care and screening for
HIV/HCOWHBC.

= Early engagement in SUD treatment was on a slight downward trend during
the pre-intervention period. Additional time points are needed to observe

the impact of the demonstration.

7. The primary purpose of Ohic's demonstration was to reduce the overdose death

rate, including overdose deaths due to opioids.

» While the interim findings are only available for the first four timepoints of
the post-intervention period, the results suggest that there was a significant
immediate decrease in the rate of overdose deaths and opioid overdose
deaths associated with the start of the post-intervention period, but that the
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rates are continuing to increase at a similar trajectory as the pre-intervention
period.

8. A key consideration for this evaluation was the impact on cost of care.

* The interim findings suggest that there was a decrease in the trend of total
cost of care per member-month during the post-implementation period. In
particular, there was an estimated immediate decrease in total ED and IP
costs per member-month that aligned with the timing of the demonstration.

= There was also an estimated decrease in the trend of ED and IP costs over
time in the post-implementation period suggesting that ED and IP costs
continued to decline post-intervention.

= The interim results showed an estimated decrease in the trend over time for
outpatient treatment costs in the post-intervention period and a decrease in
non-5UD treatment costs associated with the demonstration.

C. General Background Information about the Demonstration

The goal of this SUD 1115 demonstration was to provide Chio with flexibility and
tools to address a growing SUD crisis within the state, including substance misuse,
SUD, and opicid overdose deaths and other negative outcomes. During the years
prior to the waiver, there were unprecedented increases in the number of
individuals with SUD and, concurrently, the number of overdose deaths. By 2018,
approximately 9% of the Medicaid non-dually eligible adult population (18-64) had a
primary diagnosis of SUD", while drug overdose deaths among Ohioans had
increased from 1,914 in 2012 to 4,854 in 2017.2

The Ohio Department of Medicaid pursued an 5UD 1115 demonstration waiver to
address these trends and enhance access to evidence-based treatment and

! Ohio Medicaid Administrative Data. Prevalence of primary or secondary SUD diagnosis among non-
igible adults 18-64 years of age.
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prevention of SUD. Through the waiver, the state obtained the authority to provide
high-quality, clinically appropriate reatment to beneficiaries with an 5UD diagnosis
while they were short-term residents in residential and inpatient treatment settings
that qualify as IMDs. The waiver supported efforts to increase access to care for
individuals in community and home-based settings and improve access to a
continuum of evidence-based SUD treatment at varied levels of intensity.

Ohio’s Substance Use Disorder (SUD) Section 1115 Demonstration Waiver was approved
by the Centers for Medicare and Medicaid Services (CM5) from October 1, 20189,
through September 30, 2024, The period covered by this evaluation includes a
baseline period prior to the start of the demonstration to assess the impact of
waiver-related changes. The evaluation period begins on January 1, 2018,% and ends
on September 30, 2024. In this interim report, results are generally reported
through September 30, 2022, Further details about data availability, relevant
changes to billing codes, and specific time periods of analysis by measure, are
discussed in section E.3 and E.6.1.4.

The demonstration was expected to impact services for all Medicaid enrollees of

any age with a S5UD. Ohioans who are not enrolled in Medicaid were also likely to

benefit from Medicaid-focused interventions that enhanced the behavioral health
systern capacity to deliver evidence-based prevention and treatment.

C.1 History of the waiver's implementation

In the years prior to Chio's SUD 1115 Waiver, the state implemented broad policy
changes to modernize its Medicaid behavioral health benefit for individuals with
mental health and substance use disorders. These changes, identified as Chio
Medicaid Behavioral Health Redesign (BHR), went into effect in January 2018 and
set the stage for improvements in access to evidence based behavioral health
treatment and continuity of care that were established under the SUD 1115 waiver.

* A handful of measures which were not expected to be impacted by the overhaul of Ohic's
behavicral health system on January 1, 2018 (which included significant changes in Medicaid
behavicral health benefits and billing codes) are calculated starting on January 1, 2017. For most
other measures, January 1, 2018, was the earliest point that certain relevant Medicaid claims codes
were used.
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BHR enabled community behavioral health treatment providers to expand the
array of services offered for mental health and S5UD treatment, offer new evidence-
based practices, and aligned SUD outpatient and residential treatment benefits
with ASAM levels of care. For example, the redesigned benefit package included
new evidence based BH services such as Assertive Community Treatment (ACT) for
individuals with complex treatment needs and established a unique benefit
package for opioid treatment programs. SUD treatment providers were required to
assess and provide services using ASAM criteria with the goal of increasing
utilization of community-based and non-hospital residential programs and limiting
use of inpatient hospitalizations to situations in which there is a need for safety,
stabilization, or acute detoxification (ASAM LOC 4). As of July 1, 2018, the Medicaid
behavioral health benefit was integrated into Medicaid managed care. In 2022, 92%
of individuals 18-64 with SUD were enrolled in a Medicaid managed care plan.

The 5UD 1115 demonstration waiver gives Ohio the opportunity to continue
progress with additional flexibility and tools to counter the state’s elevated levels of
SUD, including OUD. Through this demonstration, Chio was able to complete a
series of programmatic changes that aligned with the program milestones and
goals that were established by CMS.

CMS Milestones:
1. Access to critical LOCs for OUD and other 5UDs.
2. Use of ASAM placement criteria.
3. Use of ASAM program standards for residential provider qualifications.
4. Provider capacity of SUD treatment including MAT.
5. Implementation of OUD comprehensive treatment and prevention
strategies.
. Improved care coordination and transition between LOCs.

=]

CMS Goals:
1. Increased rates of identification, initiation, and engagement in reatment.
2. Increased adherence to and retention in treatment for OUD and other SUDs.
3. Reductions in overdose deaths, particularly those due to opioids.
4. Reduced utilization of emergency deparmments (EDs) and inpatient (IP)
hospital settings for OUD and other SUD treatment where the utilization is
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preventable or medically inappropriate through improved access to other
continuum of care services.

5. Fewer readmissions to the same or higher LOC where readmissions is
preventable or medically inappropriate for OUD and other SUD.

6. Improved access to care for physical health conditions among beneficiaries
with OUD er other SUDs.

Under the Demonstration, Ohio took steps to ensure providers utilized SUD-
specific, multi-dimensional assessment tools so that patients received appropriate
levels of care (LOC) that reflected evidence-based clinical treatment guidelines. The
Medicaid Behavioral Health Provider Manual, managed care provider agreement,
and/or Ohio Administrative Code (OAC) were modified to establish provider
responsibilities for screening, assessment, and treatment plan review.* ODM
conducted reviews of provider and plan utilization management (UM) processes
and used findings to improve UM and prior authorization approaches, including a
standardized prior authorization form for all SUD residential and partial
hospitalization services.

Ohio revised regulations, policies, and managed care contracts to align services
with national standards and evidence-based practices. Service definitions, eligibility
criteria, program requirements and provider qualifications in the Medicaid provider
manual were updated to align with ASAM guidance. Residential program standards
were updated to include more detail about the types of services, hours of clinical
care, and credentials of staff in residential treatment settings. A single statewide
vendor was selected to conduct an on-site review process of residential treatment
providers to assure they met standards and to manage provider enrollment on an
on-going basis. Residential treatment providers were also required to offer or
facilitate patient access to MAT.

To address geographic variation in provider capacity, ODM evaluated the
distribution and anticipated penetration rates among treatment providers and

4 This included, for example, an amendment to Ohio’s managed care provider agreement on July 1,
2020, to include the use of ASAM criteria in approvals of inpatient SUD treatment admissions.
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used the results to update MCP access standards for Behavioral Health State Plan
services including all ASAM LOC and MAT. The new access standards require MCPs
to ensure that all members have access to all Medicaid-covered BH services and
monitor provider appointment access, time, and distance standards by ASAM LOC.
MCPs must also monitor compliance with federal provider panel access standards
set forth in 42 CFR 438.206.

Ohio continues to make system improvements to provide more coordinated and
comprehensive treatment of Medicaid beneficiaries with 5UD. ODM and OhioMHAS
worked with MCPs and providers to develop and implement care coordination
models that are tailored to individuals' needs including a tiered care coordination
strategy and data-driven attribution methodologies. In order to improve care
coordination and promote integration of behavioral and physical health care,
funding was provided for 80 SUD providers to upgrade their electronic health
record systems to enable utilization of Ohio’s Health Information Exchanges (HIE).
Other data-driven strategies to improve care coordination are still underway, such
as enhancements to the state's PDMP that will allow providers to identify
individuals that are at increased risk of negative outcomes, including individuals
participating in drug court programs and those who have experienced a non-fatal
drug overdose.

C.1.1 Status of waiver activities

Several action items were delayed beyond their target completion dates, which has
impacted and limited the conclusions that can be drawn from the evaluation in the
interim report. Table 1 details the planned and actual implementation dates for
waiver activities specified Ohio’s approved implementation plan.®
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Table 1: Status of Ohio SUD 1115 Waiver Implementation Activities and Timeline

Associated Planned Date for

Action ltem 5 %
Milestone  Implementation

Actual Date of
Implementation

Review plan policies for utilization review and prior

authorization for compliance. = e A
Review plan delivery lfor progrlam c-ompllance (e.g., 3 by October 2021 20142021
treatment plan, provider qualifications, etc.).
Collect, review, and analyze utilization management
information for CY2018. z by October 207 s
Based upon review and analysis, develop changes to the
utilization management approach that reflect analysis and 2 by October 2021 7021
ensure compliance with ASAM and MHPAE.
Develop necessary guidance to plans and providers
S e e, 2 by QOctober 2021 o
Update the State requirements to reflect residential
requirements for the types of services, hours of clinical
care and credentials of staff for each ASAM residential = byiiJctober. 2023 N0
LOC.
Ret!uire -thE plurrs to comply with updated ASAM 3 by October 2021 20142018
residential requirements.
Implement a standardized State on-site review process of
residential provider qualifications against State 2 by October 2021 711,2023
requirements for ASAM, including the types of services,
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hours of dinical care and credentials of staff for each
ASAM residental LOC.

Require the plans to comply with state processes for

credentialling SUD residential providers. 3 I Ocnncs Nzt

10/1/2022

Require SUD treatment providers to offer access and to
facilitate patient access to MAT while in residential 3 by Ocrober 2021 712023
setti

Create a comprehensive access assessment baseline of all

SUD providers and all SUD LOC, including MAT capacity. 4 by Octobier 2120 9/1/2020
Add an indicator for providers accepting new patients to
the plan quarterly network adequacy reports 4 by October 2021 TBD
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Continue to onboard new EHR and pharmacy dispensing

m vendars. 5 by October 2021 Open

Implement enhanced information within the Ohio
Automated Rx Reporting System (OARRS) including:

OARRS flags for individuals who are participating in one of 5 Over the duration T vt
Ohio's drug court programs; non-fatal overdose, and of the waiver pe
naltrexone identification to identify individuals treated for

SuUD.

Support behavioral and physical health integration Hone = qdd:::nal
through care coordination and data exchange through B sfied iln e or 911,201
increased use of Ohio's Health Information Exchanges F protocol
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(HIE) among inpatient and residential treatment

providers.®

Review data and conduct analysis of individuals with SUD. 6 by October 2021 Open

Based upon data analysis, develop care coordination 7

model(s) specific to identified populations. o I e P Opsn

Implement care coordination for identified populations. 6 by October 2021 Open’
None - additional

Impien'!en.t additional optional 5UD residential notification 6 activity not 8/1/2022

of admission form

specified in waiver
protocol

The items in this table were pulled from Ohic’s approved implementation plan, with two additional items added in and noted.

€ Approximately B0 behavioral health providers were awarded funds to expand their HIE connectivity.

7 On July 1, 2022, the OhioRISE (Resilience through Integrated Systems and excellence) program was launched. Itis a specialized managed
«care program for youth enrolled in Medicaid with complex behavioral health and multisystem needs. A primary component of OhioRISE is
comprehensive, community-driven, care coordination across healthcare, BH care, SUD care, education, families, and other local entities to
ensure individual care needs are met. OhioRISE covers children up to age 20, and therefore impacted a portion of the population of
interest (individuals 18 years or older) for the interim evaluation. Additionally, as a part of the Next Generation Managed Care, Ohio has
made enhancements to the overall managed care coordination medel. The new four-tiered approach considers the individuals
involvement with other systems and providers to complement and support care coordination models at the practice level. When
individuals are not connected to local or practice level care o i the MCP provides a care coordinator, when needed. This work is
ongoing.
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Several important action items related wo Milestone 3 were delayed including the
implementation of new residential treatment program requirements to assure
access (e.g., hours of service) and quality (e.g., staff credentials). Of note, the
proposed requirement for residential treatment providers to facilitate access
MAT was delayed from its original target date of October 2021 to July 2023, Action
iterms for Milestone 5 related to the use of EHR and pharmacy data systems to
establish comprehensive reatment and prevention strategies are still underway.
For example, enhancements to the state’s PDMP that were planned to help
providers identify individuals who have a heightened risk of overdose (e.g.,
individuals with a prior overdose) are targeted for completion by the end of the
demonstration. Finally, there was short delay (< 1 year) in the implementation of
several care coordination strategies associated with Milestone 6 that were expected
to improve transitions between levels of care.

Many of these delays occurred in response to the COVID-19 pandemic, which we
discuss in the next section.

C.2 Impact of COVID-19 on waiver implementation and SUD
care

The COVID-19 PHE has impacted some facets of the SUD 1115 Waiver
implementation and changed many aspects of SUD care for much of 2020, 2021,
and into 2022. As described in the previous section, the diversion in resources
required by the PHE delayed some demonstration activities by several months or
lenger. In addition, many behavioral health services were temporarily interrupted
as providers implemented safety measures, purchased PPE, redesigned office
workflows and office hours to enable sodial distancing and transitions to telehealth
services were possible. Starting in Q2 of 2020, there was a substantial drop in
provider availability ratios (see Table 31, Table 35, Table 37) and in timely follow-up
care (see Table 42, Table 43, Table 44). However, access to MOUD was largely
maintained during the pandemic (Table 33, Table 40, Table 41).

Another important factor affecting the demonstration was a temporary
maintenance of effort (MOE) restriction under the Families First Coronavirus
Response Act that limited ODM's ability to disenroll Medicaid recipients beginning
in March 2020. This policy led to a substantial increase in Medicaid enrollment,
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including the population of non-dual Medicaid enrollees ages 19-64 with SUD who
were the focus of this evaluation between 2020 and 2022, As shown in Table 2 and
Figure 2 below, Medicaid enrollment for non-dual adults ages 18-64 increased by
approximately 340,000 beneficiaries (about 26%) from the first quarter of 2020 to
the first quarter of 2022, There was also an increase in the number of non-dual
adults ages 18-64 with a SUD diagnosis during the MOE, from 137,475 to 155,028
(13% increase), and those with an OUD diagnosis, from 72,139 to 79,667 {10%
increase), between Q1 2020 and Q1 2022.

Much of the increase in SUD is related to factors other than Medicaid enroliment.
Table 2 shows that there has been a consistent increase in enrollees with SUD and
0OUD since 2017, even during periods when Medicaid enrollment declined (2017-
2020). These trends represent an increased burden on Ohio Medicaid and on the
SUD weatment infrastructure over much of the duration of the demonstration
period thus far.

Table 2: Ohio Medicaid Enrollment, Non-Duals Ages 18-64 (2017-2022)

Quarter All Enrollees Enrollees with SUD  Enrollees with OUD

2m7 1,536,292 121,173 61,034
2meq 1,464,901 124,585 63,445
2019 1,350,768 129,396 66,565
20201 1,326,858 137,475 72139
2021 1 1,534,627 150,504 76,936
2022 Q1 1,668,529 155,028 79,667

Source: Ohio Medicaid administrative data, accessed September 2023,
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Figure 2: Ohio Medicaid Enrollment, Non-Duals Ages 18-64 (2017-2022)
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C.2.1 Ohio’s response in the public health emergency

While several demonstration action items were delayed and in-person services
were temporarily interrupted during the COVID-19 pandemic, several policy

changes were enacted to maintain access to behavioral health care during the PHE.

On March 19,2020, Governor DeWine issued an Executive Order requiring
emergency enactment of administrative rules to expand telemedicine. The
emergency rules implemented the following:

* Allowed asynchronous forms of communication, such as telephone and
email.

s Removed the requirement for an initial face-to-face visit so that new patients
could also be treated with telemedicine.

= Expanded the types of services that could be provided through telemedicine,
such as peer support, SUD case management, crisis intervention, and
assertive community treatment.
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* Allowed practitioners to provide services remotely to individuals who were
staying in a residential facility.

s Allowed individuals in residential facilities who needed to be in guarantine to
receive counseling services remotely from their rooms.

At the same time, federal requirements for opioid treatment programs (OTPs) were
relaxed to allow at-home delivery of methadone in some circumstances. As a result
of this prompt state and federal response to the PHE, most services were only
briefly interrupted during the pandemic.

C.2.2 Impact on the interim evaluation

The primary impact of the COVID-19 pandemic on the interim evaluation is that it is
limiting in the conclusions that can draw from the data at present. The delays in
implementation resulted in some key waiver-related changes to policies and rules
ocourring after our latest available data (see section E.3 for more discussion about
data availability). Other activities occurred within the time frame of available data
for the interim evaluation, but late enough that there is not yet sufficient post-trend
data to be able to reliably interpret the preliminary trends or ITS findings (e.g. for
many measures there are only three post-trend data peints). Additonally, in cases
where waiver activities have occurred later than the pre-set Q4 2021 post-
implementation period start, there is some question as to the appropriateness of
interpreting this time point in the IT5 models as a relevant point for evaluating
change. Finally, in the best-case scenario where waiver activities occurred on
schedule and there is sufficient pre- and post-trend Medicaid claims data to
determine a causal effect, evaluators sill caution against extrapolating from these
time points because SUD care was occurring amid a global pandemic for much of
the demonstration period. As healthcare utilization begins to return to pre-
pandemic patterns (in addition to some new aspects of utilization, such as through
expanded telehealth access), we are likely to get better insight into how the waiver
will impact outcomes in Ohio in the coming years.

Evaluators believe the present limitations of the interim evaluation analyses, which
are primarily attributable to insufficient time points in the evaluation period, after
all waiver-related changes will have taken place, provide support for Ohio's
application for extension of the 1115 waiver. In section E.7 we discuss plans for
analyses in the summative report that will address many of the limitations of the
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interim analyses, as well as how an extension to the waiver would create an
opportunity for more robust analysis of waiver activities that occurred later in the
demonstration.

D.Evaluation Goals, Questions, and Hypotheses

M5 established six goals for the 5UD 1115 Waiver, as discussed in section C.1.
Goal #3 - reduction of drug overdose deaths - was identified as the
demonstration's chief purpose. In order to evaluate Ohio's SUD demonstration
waiver, we developed the driver diagram shown in Figure 3 to visually represent the
expected primary and secondary drivers that contribute to reducing overdose
deaths either directly or indirectly. It also depicts the milestone-driven
programmatic changes that will impact the secondary drivers. The demonstration's
purpose and three primary drivers align with the six CM5-specified goals, and the
three secondary drivers align with the six milestones defined by CM5.
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Figure 3: Evaluation Driver Diagram
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The logic of the driver diagram suggests that a reduction in drug overdose deaths
(goal 3) will be achieved most directy by:

1. Reducing the need for preventable hospital-based care (goal 4) and
readmissions (goal 5

2. Improving treatment adherence (goal 2), including continuity of
pharmacotherapy; and

3. Improving the quality of care through evidence-based treatment
engagement (goal 1), and the integration of behavioral health and primary
care (goal 6).

Three secondary drivers will indirectly influence drug overdose deaths through
their impact on each of the primary drivers. These secondary drivers are:
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1. Improving access to care by ensuring sufficient provider capacity at each
level of care and particularly in underserved geographic areas; (milestone 1,
milestone 4)

2. Improving service utilization, with a focus on the rate of medication
assisted treatment {(MAT) and tme to MAT (milestone 3, milestone 6); and

3. Improving care coordination and management, including emergency
department (ED), inpatient (IP}, and residential treatment (RT) follow up, and
reduction of high-risk prescribing practices (milestone 2, milestone 5,
milestone 6)

Finally, the three secondary drivers represent the immediate outcomes of specific
programmatic changes that Ohio implemented in response to the SUD 1115
Waiver. These programmatic changes, which were identified within the framework
of CMS's six milestones, were hypothesized o impact the secondary drivers in the
following ways:

1. Access to care will be improved through programmatic elements focused on
coverage for all critical levels of care (LOC) (milestone 1), developing
provider networks and certification of new provider types, and
incorporating access standards in managed care contracts (milestone 4);

2. Service utilization will be improved through new residential treatment (RT)
program standards that require access to MAT in RT settings (milestone 3),
and new care coordination approaches to assure patients are engaged in
appropriate LOCs (milestone 6); and

3. Care coordination and oversight will be achieved through use of evidence-
based patient placement criteria and utilization management approach to
assure that services meet the appropriate level of need (milestone 2),
expanded access and use of Ohio's prescription drug management
program (PDMP) to prevent high-risk prescribing (milestone 5), as well as
coordination of services to improve transitions between LOCs (milestone
6).

The evaluation design was developed to follow the logic of this driver diagram. We
identified eight research questions to assess the causal impact of programmatic
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changes on secondary drivers, the indirect impact of the demonstration waiver on
drug overdose deaths, the primary drivers of these deaths, and the costs
associated with SUD care. Each research question and hypothesis aligns with and
supports key objectives of Title XIX and XXI or the Social Security Act by supporting
efficient and effective administration of Ohio's Medicaid and Children's Health
Insurance Programs. The research questions and hypotheses are designed to
assess whether Ohio’s demonstration advances the quality of care for SUD by
improving access to evidence-based weatment while maintaining budget neutrality.

We specify the research questions, their associated hypotheses, and the goals and
milestones they were derived from in the next section.

D.1 Questions and Hypotheses

The following questions and hypotheses were examined and tested as part of the
evaluation:

Q1 Does the demonstration increase access to SUD treatment services?
Derived from: Secondary Driver #1

H1.a The demonstration will increase the ratio of SUD providers to
beneficiaries enrolled in Medicaid and qualified to deliver SUD services.

H1.b The demonstration will increase the ratio of providers to beneficiaries at
each of the levels of care.

H1.c The demonstration will increase the ratio of providers to beneficiaries in
geographic areas that are underserved at baseline.

Q2 Does the demonstration increase utilization of SUD treatment by enrollees
with SUD?
Derived from: Secondary Driver #2

HZ.a The demonstration will reduce the time between initial diagnosis and
treatment.

H2.b The demonstration will increase the rate of MAT usage.
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Q3 Does the demonstration improve coordination and management of care?
Derived from: Secondary Driver #3

H3.a The demonstration will increase the proportion of IP stays which have a
timely follow-up visit with a corresponding primary diagnosis of SUD.

H3.b The demonstration will increase the proportion of RT visits which have a
timely follow-up visit with a corresponding primary diagnosis of SUD.

H3.c The demonstration will increase the proportion of ED visits which have a
timely follow-up visit with a corresponding primary diagnosis of 5UD.

H3.d The demonstration will decrease high-risk prescribing practices (i.e.,
high dose, multiple prescribers and pharmacies, concurrent use of
benzodiazepines).

Q4 Does the demonstration reduce the utilization of ED and IP hospital
settings for OUD and other SUD treatment?
Derived from: Primary Driver #1, Goal 4, Goal 5

H4.a The demonstration will decrease the rate of ED and P visits within the
beneficiary population for SUD.

H4.b The demonstration will decrease the rate of readmissions to ED and IP

settings.

Q5 Does the demonstration improve adherence to SUD treatment?
Derived from: Primary Driver #2, Goal 2

H5.a The demonstration will increase continuity of pharmaceutical care.

Q6 Do beneficiaries receiving SUD services experience an improved quality of
care?
Derived from: Primary Driver #3, Goal 1, Goal 6

Hé.a The demonstration will increase the percentage of beneficiaries with
SUD who receive screening and care for co-morbid conditions.

Hé.b The demonstration will increase early engagementin 5UD treatment.
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Q7 Does the demonstration reduce rates of opicid-related overdose deaths?
Derived from: Goal 3

H7.a The demonstration will decrease the rate of overdose deaths, including
those due to opioids.

Q8 How do costs related to the demonstration waiver change throughout the
pre- and post- demonstration periods?

H&.a The demonstration will decrease or have no effect on total costs. The
demonstration will increase SUD-IMD, SUD-other, and Non-SUD costs, but
decrease IP, non-ED outpatient, ED outpatient, pharmacy and long-term care
COStS.

E. Methodology

E.1 Evaluation Design

This section describes the analytic methods strategy that was used for the
evaluation, including both quantitative and qualitative methods. Summaries of the
quantitative and qualitative methods are described below.

E.1.1 Quantitative Methods

Quantitative measures are derived from Ohio Medicaid administrative data
(claims/encounters, eligibility, and provider information). The use of Medicaid
administrative data allows measures to not only be tracked prospectively but also
calculated historically to estimate trends. The primary causal analysis method for
the evaluation is an interrupted time series (ITS). Medicaid administrative data are
ideal for this method because measures can be constructed over repeated time
periods and calculated historically, in many cases, allowing pre-intervention trends
to be properly estimated.
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After careful consideration, Ohio was not able to identify a feasible in- state or out-
of-state comparison population to provide a counterfactual (that is, what might
have happened had the waiver program not been implemented) for causal
inference. Ohios interventions are state- and system- wide, and therefore apply to
all Medicaid beneficiaries, making in-state comparisons within the Medicaid
program infeasible. Also, there was no readily available source of service data from
persons who are not enrolled in Medicaid in Ohio. Consequently, there are no
opportunities to gather data from a comparison group of Ohio Medicaid enrollees
not subject to interventions, or a comparison group of Chioans who are not
enrolled in Medicaid.

During the development of the evaluation design, several national data sources
were considered to provide a state-level comparison group. However, because
many states already have an 1115 SUD Waiver demonstration or have applied for a
waiver to CMS5, there were few remaining states to serve as candidates for a valid
counterfactual comparison to Ohio. Analysis of summary measures for the states
with similar characteristics to Ohio indicated that states without a waiver had a
much lower opioid-involved overdose death rate, making them a poor
counterfactual comparison to Ohio's experience with the opioid crisis.

Since Ohio had limited options for a valid comparison group, the evaluation utilizes
statistical methods that compare the outcomes across time. These methods
compare pre- and post- intervention outcomes in a time series controlling for pre-
intervention trends. The majority of the proposed evaluation outcomes are derived
from Medicaid administrative data and are ideal candidates for a time series
modelling approach because they can be calculated over repeated intervals and
gathered retrospectively for a period prior to implementation of the demonstration
interventions.

An unanticipated complication of the IT5 methed strategy at the time of the design
was created was the COVID-19 pandemic which abruptly changed some healthcare
patterns. Given the timing of the pandemic relative to the proposed pre-
intervention time period, it is necessary to interpret the findings within that context.
The timing of the COVID-19 pandemic makes it difficult to be able to definitively
attribute the changes observed in the data to the demonstration versus being an
effect of the pandemic. Refer to section C.2.2 for more details.

37| Page

69| Page



E.1.2 Qualitative Methods

The quantitative findings of the evaluation are complemented by qualitative data
collection and analysis that allows for more in-depth examination of the
mechanisms that impact the waiver goals and a more comprehensive
understanding of the lived experiences of individuals receiving treatment. The first
of two qualitative data collections during the demonstration were conducted as a
part of the Mid-Point Assessment (submitted to CM5 in December 2022). First,
twenty-three semi-structured interviews of 37 key informants were conducted on
Zoom between October and December 2020, with 5 follow-up interviews in May
2022. This inc