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Meeting:  MSLC B1 Integration Learning Collaborative Meeting 
Location: NH Department of Health and Human Services, Concord NH 
Date:   August 2, 2019  
Time:   9:00 AM – 11:00 AM 
 
Action Items B1 Topics: 
 

# Description Owner Status 

1.  The Doorways are working with Department of 
Corrections on Medically Assisted Treatment (MAT) 
induction. More information on this initiative will be 
provided to the IDNs. 

B. Sandberg Pending 

2.  Shared Care Plan IDN report will be verified with 
Collective Medical.  

L. Diggins/D. 
Kimball 

Pending 

3.  A crosswalk comparting the CCSA domains and the 
MCO HRA will be shared during the next meeting. 

K. Capuchino Pending 

4.  Request MCOs to share their HRA with the IDNs. K. Capuchino Pending 

5.  Format specifications will be provided for submission 
of materials to the CPAS Training Repository site. 

V. Brown Pending 

 
I. Introduction  
 
V. Brown opened the meeting and welcomed guests from the Doorway. She reviewed the 
meeting goals, agenda items, and introduced J. Costello from Southern NH Medical Center, 
IDN3 to give the Spotlight for the month. 

II. Comparison of Program Goals DSRIP/State Opioid Response Grant (SOR) 
 

A. V. Brown gave an overview of the common goals between the two projects including 
building greater Behavioral Health (BH) and SUD capacity, expanding access to 
treatment, improving care transitions, and developing a network of community 
partners. 

B. V. Brown compared components of both programs including client assessment and 
evaluation, care coordination, referral system, access to MAT. 

C. V. Brown explained both projects have overlap with provider partners, stakeholders 
and processes, as well as assessment and navigation roles, facilitated referrals, care 
coordination and a relationship with community partners. 

D. V. Brown reviewed DSRIP projects that address SUD. 
    
 

III. Doorway Presentation and Panel Discussion 
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A. B. Sandberg introduced the NH SOR team and gave an overview of the Doorway model 
and other SOR services. He shared the locations of the 9 Hub Regions throughout the 
State. 

B. B. Sandberg explained to the Hub and Spoke model and the role of 2-1-1 which is a 
24/7 information and referral system.  

C. B. Sandberg stated that they have developed a website that is ready to go live 
thedoorway.nh.gov. 

D. B. Sandberg explained the other SOR funded services including mobile crisis, MAT, 
recovery housing, peer recovery support services and workforce readiness and 
vocational training. 

E. B. Sandberg stated that the Doorway Campaign launched on July 10th and it is a 
statewide multi-component communication. 

F. SOR progress was discussed from January 1, 2019 through June 2019 which includes  
executing 42 contracts with multiple vendors to date. 

G. B. Sandberg explained that the Doorway model is a centralized and integrated system 
and they receive referrals from many different origins.  

H. K. Capuchino stated that she liked the slide with the Doorway access and number but 
DSRIP is not expanding new patients but building structure for change and creating 
education and technology to support the change. 
Q: P. Janelle asked if any part of the SOR Grant contemplated working with 
Department of Corrections. IDN4 and IDN6 have done a lot of work with Rockingham 
County and IDN3 and IDN4 with Hillsborough County Department of Corrections. 
R: B. Sandberg stated they are already doing work with Department of Correction on 
MAT induction. He stated he would share this information with the group. ACTION 
ITEM 
Q: P. Janelle asked if it was with Corrections on the State or County Level.  
R: B. Sandberg responded that it was at the State level but he would look into working 
with the County. 
Q: J. Sharkar asked if the Doorways only work with patients that have opioid misuse. 
R: B. Sandberg responded that it is a specific opioid grant but others are not turned 
away.  

I. V. Brown introduced the panelists M. Belanger from IDN1 and Dartmouth Hitchcock – 
Lebanon and P. Fifield, Wentworth Douglas Hospital.  

J. P. Fifield explained his work with both IDN6 and the Doorway and described both 
successes and challenges they face. He stated that he likes the centralized resources 
and connecting individuals with services. He used the example of a plinko game. Where 
the ball is the patient and without these services the patient could land anywhere 
without knowing where to go for help. 

K. P. Fifield stated that they have a memorandum of understanding (MOU) with Strafford 
County Corrections.  He stated they also treat anyone but the funding is very specific to 
opioid addiction. 

L. P. Fifield explained that they are allowed to provide phones, clothes, and blankets and 
they connect clients to health insurance. 

M. P. Fifield stated that another big success is being able to connect with the other 
Doorways regarding appropriate referrals. 

N. P. Fifield identified some of the challenges they are facing at the Doorway. He stated 
that the biggest challenge is knowing who owns the client. It is important to 
communicate in a closed loop manner and follow the client throughout the process of 
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recovery. Helping with housing needs and family dynamics is also critical. 43% of 
clients they see are homeless. 
Q: B. Gunn asked what extent the individual is connected to primary care. 
R: P. Fifield stated that the two FQHCs have the ability to handle this. He explained that 
the first question to the client is “who is your primary care physician?”  Most of the time 
they do not know. We then try to connect them to primary care. 
Q: L. Hodder asked if P. Fifield to discuss the 2-1-1 connection. 
R: P. Fifield explained that 2-1-1 is a centralized phone service where any client can 
call 2-1-1 which then connects them with the Doorway. The 2-1-1 representative 
gathers information and connects live to the Doorway. The Doorway then connects to 
the coordinator. 2-1-1 calls after hours go to Dartmouth-Hitchcock.  
Q: J. Sharkar asked if P. Fifield could explain how technology is used to share 
information between Doorways. How is that communicated if the Government 
Performance and Results Act (GPRA is done by another Doorway? 
R: P. Fifield stated that realistically there is care management technology out there but 
they must be careful with 42 CFR Part 2.  They do have MOUs with other individual’s 
organizations.  
Q: K. Capuchino asked how the Doorways are getting the GPRA from other Doorways. 
R: P. Fifield stated that they are still figuring it out. 
R: A. Daniels clarified that the SAMSHA GRPA is a SAMSHA data collection tool and 
they are the only ones that need to receive that data. If there is already an intake 
completed on a patient and have permission from SAMSHA, a follow-up GPRA can be 
done. It is not a matter of sharing GPRA. It can be duplicated.  
R: L. Hodder clarified that in terms of the IDNs and their work with the Shared Care 
Plans, there is not the same obligation with care coordination but they certainly 
supported referrals and the need to stay in touch and have warm handoffs. There is no 
real technology support.  
R: M. Belanger stated that his role at IDN1 and Dartmouth Hitchcock is of a boundary 
crosser. They intentionally connected their IDN and Doorway early on to make sure 
they can use what they already learned. There is a lot of overlap with the Doorway and 
the IDN. There are many people that wear two hats and have dual roles. Most spokes 
are most likely partners with DSRIP.  The ability to speak together is important.  

O. M. Belanger stated that his role is to point out where the IDN and Doorway might work 
together. This is a loose collaboration. There is a coming together point for 
sustainability but it is past 2020. He compared the IDN to long distance runners and 
the Doorways as sprinters. He asked what can we done together that does not kill the 
momentum of the Doorway.   

P. M. Belanger explained first that both programs have screening in common. Because of 
all the screening so much more is known about a patient. The second is the pathways 
to referrals. The Doorways will work with organizations that are there to help. They are 
looking at the pathways community hub model to formalize it in a standard way. It also 
solves some of the duplication problems like we have too many case management 
functions without knowledge of each other. 

Q. M. Belanger stated that shared technology has already been raised and there is a 
team from both programs working together already. The IDNs laid out a great 
framework for quality reporting, direct secure messaging, shared care plan and event 
notification. The Doorways are specifically charged with lying down a foundation for a 
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resource directory and then we have a middle ground around referrals. This is an 
immediate opportunity to think about how to do this in synch.  

R. M. Belanger shared that the last point he wants to discuss is sustainability. He 
explained that there needs to be an eye on the end of funding with a bundled payment 
in sight. He stated that they are starting to see discrete services within referral 
pathways will allow for more concrete discussion with the IDNs. 

S. W. Kennerson shared the engagement New Hampshire Healthy Families (NHHF) that 
has had with the Doorways. NHHF will we help operationally and give support for the 
Doorways to get credentialed. She stated that they meet monthly with the Doorways 
and are working on tracking clients and engaging with providers. She explained that 
NHHF is discussing case management and the referral circle and closing the loop.  
R: K. Capuchino stated that DHHS thinks about the funding ending but they do not 
think about the initiatives ending. She explained that DHHS is looking at ways be able 
to funds these initiatives in the future. She stated that they are even thinking of 
additional things like Local Care Management. It is not the Departments perspective or 
intent that these initiatives end in 2 years. 
R: B. Gunn stated that this is a good message for the partners to hear so the IDNs can 
reinforce them.  
R: L. Hodder congratulated the DSRIP and SOR teams for their hard work and she 
wanted to acknowledge that. 
 

IV. Data Subcommittee Report - July 
 
A. L. Diggins explained the new meeting structure and the meeting purpose. 
B. She stated that the subcommittee met for the first time and this report out is the result 

of the meeting outcomes. Next meeting is August 16th. First meeting was very 
productive.  

C. L. Diggins reviewed the data timeline to include extending data submission for Assess 
03 to DHHS by MAeHC to October 15th allowing IDNs to submit any additional data to 
MAeHC until August 15th. 

D. L. Diggings stated that all IDN’s agreed they are prepared to submit data for all 
measures.  

E. L. Diggins stated that all of the IDNs spoke up about different problems related to 
specific measures. This included the potential risk with Comprehensive Core 
Standardized Assessment (CCSA) collection as the new MCO contract requires that a 
Health Risk Assessment (HRA) is completed for members which may overlap with the 
CCSA which is a requirement of DSRIP.  The concern is that the HRA may impact IDN 
partner’s ability to complete the CCSA without duplicating efforts between the provider 
and the patient. This may be an issue with the no gap CCSA reporting. 

F. L. Diggins explained that suggestions were submitted to DHHS for the purpose of 
considering some change to the no gap performance measures, re-institution of gap 
reports to support the correlation of data reporting to SAR and potential for scaling 
performance measures at the IDN level.  

G. L. Diggins explained that IDN6 is concerned with Mass General coming in and adding 
more Emergency Departments (EDs).   The concept right now is for referrals to go to 
the EDs for business purposes.  

H. L. Diggins stated that the group discussed finding ways that an IDN can have some 
sort of gap analysis of their data, the performance of their data, and the reasons why 
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performance could be affected to try and support some areas where there is a barrier.  
The group discussed the potential of scaling performance measures, or dropping the 
lowest grade instead of excluding measures. The group will continue this discussion. 
Q: C. Snider asked if the scaling included the target. 
R: L. Diggins responded that it does and includes the potential for modifications to 
targets that have already met for 2020. 

I. L. Diggins once again stated there is concern related to the September start date of 
the HRA screening the MCO contract requires.  The tool has not been shared yet so it 
is unclear if there is overlap between the HRA and the CCSA.   
R: A. Turner stated that there are also costs associated with this duplication. There is 
potential for MCOs to provide funding for some of these assessments. If this is going 
to happen then this will impact the CCSA.  

J. L. Diggins explained that one of the efforts of the data team is to go back and look at 
the measures and look at gaps and how that will impact funding.  
Q: K. Capuchino remarked that that the question related to HRA is not a data question. 
She asked if the team could consider where the opportunity is to discuss this issue.  
R: L. Diggins stated that the goal of this session is to help other people to understand 
the topics that come up related to data. 
Q: L. Diggins asked if there is a need to do a formal proposal coming out of these data 
meetings to bring to the IDN leads.  
R: K. Capuchino responded that this is not needed. But this topic should be 
considered for the agenda of the next B1 meeting. ACTION ITEM 
Q: C. Snider asked if there is enough information about the HRA to compare the two.  
R: K. Capuchino stated they have a crosswalk between HRA and CCSA. 
R: W. Kennerson stated that they have to abide by National Committee for Quality 
Assurance (NCQA) requirements. 
R: C. Snider asked if this could be framed to identify if the HRA is sufficient to replace 
the CCSA. 
R: K. Capuchino stated that they did this exercise and that and we can discuss this at 
the next meeting. ACTION ITEM. She stated that the CCSA is domain oriented and 
there should be no conflict with the HRA. She explained that her concern is that the 
HRA is for new patients. She is also questioning whether the HRA process touches 
upon the CCSA process. If the HRA is opening those domain areas or setting them 
aside then there is an opportunity. The HRA is conducted yearly. HRA is a screening 
tool and the CCSA is comprehensive. 
Q: A. Turner requested a copy of the HRA so the content is understood, as well as 
understanding how the MCOs are operationalizing it and what that means. 
R: K. Capuchino stated that a request must be made to each MCO for their HRA and 
workflows ACTION ITEM.  

K. L. Diggins stated that there is a high positive risk level on the CCSA and it is expected 
that similar results would be reflected with the HRA results with a follow-up of a longer 
assessment to come back through. It will be important to understand how these results 
will impact that portion of the CCSA and the way providers use multiple tools.  There is 
also the possibility to use the HRA as a substitute for the CCSA and lastly what is the 
workflow for providers to get the feedback from the HRA because IDN4 workflows 
incorporate the results of the CCSA determining risk and then follow-up and other 
things. So if risk is being identified in another area it needs to be includes in supported 
integrated healthcare. 
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Q: C. Snider asked how the information from the CCSA is fed to the medical providers. 
R: L. Diggins responded that IDN4 has based workflows around the CCSA  
R: K. Capuchino suggested that this be the topic for the September B1 meeting. 
ACTION ITEM.  

L. L. Diggins stated that a decision has been made by the subcommittee regarding 
Closed Loop Referrals and that they are requesting a Statement of Work and quote for 
a 7 IDN common system from two vendors, Unite Us and Open Beds. 

M. L. Diggins reviewed Collective Medical Event Notification and Shared Care Plan 
implementation table. There was discussion regarding the accuracy of the report. This 
will be discussed further with D. Kimball from CM. ACTION ITEM. 

N. J. Baldaro reviewed the MAeHC Data Aggregator Report. She reviewed current 
production statistics which as of July 2019 was at 87 as well as, participating provider 
organization status. 

O. J. Baldaro stated that upcoming submission dates for 6 month measure will be due to 
MAeHC by August 15, 2019. 
 

V.  CPAS Training Repository 
 

V.  Brown gave an overview of the CPAS Training Repository and explained that it is public 
facing. She stated that this is not a calendar of trainings but a place for IDNs to centralize 
training materials and eliminate duplication.  More information will follow regarding submission 
specifications for materials to be uploaded to the site. ACTION ITEM. 
 

VI. Future B1 LC Meeting Topic 
 

It was decided by meeting participants that the topic for September 2019 meeting will be Health 
Risk Assessment vs Compressive Core Standardized Assessments and the impact they have 
on each other. 

VII. Technical Assistance Update 
 

V. Brown reviewed recent TA and stated that TA requests should be sent to the IA. 
 

VIII. Next Steps 
 

Next meeting is September 6, 2019 from 9-11AM. 

 
 
 
 


