
NEW HAMPSHIRE STATE OF CARE: 
LOCAL, INTEGRATED, AND ACCOUNTABLE

ALL PARTNER LEARNING COLLABORATIVE
August 20, 2019



2

INTRODUCTION

• Catherine Snider

• Myers and Stauffer, Senior Manager
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LEARNING COLLABORATIVE GOAL

This learning collaborative is designed to share with 
IDNs and network partners implementation actions 
that sustain core DSRIP levers that achieve patient-
centered, high-value care; 

specifically actions to adopt alternative payment 
models (APMs), enable data-informed treatment, 
and provide local care management support. 
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LEARNING COLLABORATIVE 
OBJECTIVES

As a result of attending this learning collaborative, participants will be able to

• Share the current status and plans for local care management and APMs.

• Understand managed care organizations’ plans for the utilization of shared 
care planning, event notification systems, alternative payment models, and 
care management as it relates to a patient use case. 

• Identify opportunities for collaboration and coordination in partnership with 
managed care organizations.

• Identify common terminology for and understanding of patient risk and 
vulnerability, and identify key targeted subpopulations.
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AGENDA FOR TODAY
1. Introduction. (10 minutes)
2. State Speakers. (60 minutes) –

o Henry Lipman, Medicaid director, NH DHHS
o Ann Landry, Associate Commissioner of Population Health, NH DHHS
Discuss APMs, Data and IT solutions, Local care management 

3. Break. (15 minutes) 
4. MCOs will present their response to a patient/ family case  (65 minutes)

o Introduction to case (5 minutes)
o Amerihealth Caritas (20 minutes)
o New Hampshire Healthy Families (20 minutes)
o Well Sense (20 minutes)

5. Discussion - Discuss terminology for and understanding of patient risk and vulnerability, 
identify key targeted subpopulations/ priority populations, and best practices for MCO 
engagement and collaboration. (25 minutes)

6. Closing and Next Steps (5 minutes)
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Be the Change
Using Social 

Determinants of 
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Performance 
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and Quality 
Outcomes

Sustainability

Building the 
Public Will to 

Advance 
Population 

Health 

Enhanced 
Care 

Coordination

NH State of Care: 
Local, Integrated, 
and Accountable

LEARNING COLLABORATIVE CONNECTIONS

B1

B1

B1

B1

B1 B1
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“…we can’t meet all the needs today, but it doesn’t mean 
the needs shouldn’t be identified. 

It doesn’t mean that we shouldn’t continue to engage, 
support and encourage, and let people know that there is 
hope. 

There is hope for solutions, and that as long as we 
continue to engage, and support, and keep people on 
track, that eventually, at some point in time - we would like 
it to be today – that we will be able to help them to get 
those needs met.”

Kelly Capuchino
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• Individual visits Primary Care Provider (PCP) with  a history of depression,  limited physical mobility, obesity, and is a 
candidate for hip surgery.

• Key barriers for this individual: Ambivalence toward MH care &  difficulty getting to appointments

• PCP prescribed anti-depressant, but felt a higher level of mental health (MH) care was needed. After  discussion with 
individual, referral was made  to the Mental Health Center of Great Manchester (MHCGM) Intensive Transition Team 
(ITT).  

• The ITT provides real-time MH triage recommendations and accepts referrals from PCP offices  for timely access 
to care as part of the B1 project.

• The PCP nurse care coordinator and the ITT case manager discuss best  care management approach for this 
person. Information exchange and case review are ongoing post-referral to ensure integrated care.

• A home visit was made by the ITT  case manager. The Comprehensive Core Standardized Assessment (CCSA) 
identified risk areas such as transportation, financial, medical, depression, tobacco use, isolation and ADL risks. 

• Together they  identified a number of short term goals:
• hip replacement surgery
• re-connecting with family and friends to strengthen  supports system
• Connecting with a dietician and developing a weight loss plan before surgery

• The individual  remained engaged with the therapist, and allowed the psychiatric APRN to take over the medication 
management with transportation to appointments provided by ITT case manager. 

• The individual has had successful surgery and reports being happier and less anxious/depressed, has reconnected with 
several family members and has lost weight and continues to see the therapist.  

DSRIP SPOTLIGHT- NETWORK4HEALTH
PCP/MH COLLABORATION & JOINT WORKFLOWS 
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Delivery System 
Reform Goals

Medicaid Care 
Management Contract

Goals
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INTRODUCTION 

• Henry Lipman, 
Medicaid director, NH DHHS

• Ann Landry, 
Associate Commissioner of Population Health, 
NH DHHS
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DHHS Priority & MCM Initiative Alignment Graphic 
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4.14.12.3 STATE PRIORITIES IN RSA 126-AA:

4.14.12.3.1 The MCO’s APM Implementation Plan shall address the following priorities:

4.14.12.3.1.1.       Opportunities to decrease unnecessary service utilization, 
particularly as related to use of the ED, especially for Members with behavioral health 
needs and among low-income children;

4.14.12.3.1.2.       Opportunities to reduce preventable admissions and thirty (30)-day 
hospital readmission for all causes;

4.14.12.3.1.3.       Opportunities to improve the timeliness of prenatal care and other 
efforts that support the reduction of NAS births;

4.14.12.3.1.4.       Opportunities to better integrate physical and behavioral health, 
particularly efforts to increase the timeliness of follow-up after a mental illness or 
Substance Use Disorder admission; and efforts aligned to support and collaborate with 
IDNs to advance the goals of the Building Capacity for Transformation waiver;
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4.14.12.3 STATE PRIORITIES IN RSA 126-AA 
(CONTINUED):

4.14.12.3.1.5. Opportunities to better manage pharmacy utilization,
including through Participating Provider incentive arrangements focused on
efforts such as increasing generic prescribing and efforts aligned to the MCO’s
Medication Management program aimed at reducing polypharmacy, as described
in Section 4.2.5 (Medication Management);

4.14.12.3.1.6. Opportunities to enhance access to and the effectiveness of
Substance Use Disorder treatment (further addressed in Section 4.11.6.5
(Payment to Substance Use Disorder Providers) of this Agreement); and

4.14.12.3.1.7. Opportunities to address social determinants of health (further
addressed in Section 4.10.10 (Coordination and Integration with Social Services
and Community Care) of this Agreement), and in particular to address “ED
boarding,” in which Members that would be best treated in the community remain
in the ED.
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APM DOCUMENTS PROVIDED TO THE MCOS

• Medicaid APM Strategy Guidance Document

• APM Implementation Plan Template

• Quarterly APM Reporting Update 

• APM LAN Metrics: The Health Care Payment Learning and Action 
Network's (LAN) goal is to bring together private payers, providers, employers, 
state partners, consumer groups, individual consumers, and other stakeholders 
to accelerate the transition to alternative payment models.  New Hampshire 
DHHS has adopted this national HCP-LAN Assessment Metric as a 
reporting tool.(https://hcp-lan.org/workproducts/National-Data-Collection-Metrics.pdf)
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APM TRANSPARENCY ELEMENTS
• Section 4.14 APMs

• 4.14.6 (.1-.4) Compliance 42 CFR 438.6(c)(1)(i) or (ii), 

• 4.14.7 50% of payments: Requirement within the first twelve (12) 
months of the Agreement, subject to exceptions for new entrants.

• 4.14.8 Qualifying APMs (Meet the requirements of the HCP-LAN 
APM framework Category 2C, 3A, 3B, 4A-C, & subsequent 
revisions; see next slide)

• 4.14.9 MCO APM Plan

• 4.14.10  APM Transparency and Reporting (slides 16-17)
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4.14.10: APM TRANSPARENCY AND 
REPORTING

• Attribution

• Benchmarks, Cost Targets, Attachment Points Risk 
Adjustment

• Quality Benchmarks

• Reporting
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4.14.10: APM TRANSPARENCY AND REPORTING 
(CONTINUED)

4.14.10.1.1.1.       The methodology for determining Member attribution, and sharing
information on Member attribution with Providers participating in the corresponding
APM; 

4.14.10.1.1.2.       The mechanisms used to determine cost benchmarks and Provider
performance, including cost target calculations, the attachment points for cost targets,
and risk adjustment methodology;

4.14.10.1.1.3.       The approach to determining quality benchmarks and evaluating
Provider performance, including advance communication of the specific measures that
shall be used to determine quality performance, the methodology for calculating and
assessing Provider performance, and any quality gating criteria that may be included in
the APM design; and

4.14.10.1.1.4.       The frequency at which the MCO shall regularly report cost and
quality data related to APM performance to Providers, and the information that shall be
included in each report. 
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ALTERNATIVE PAYMENT MODELS FOR 
SUBSTANCE USE DISORDER 
TREATMENT

4.14.12.4.1 As is further described in Section 4.11.6.5 
(Payment to Substance Use Disorder Providers), the MCO 
shall include in its APM Implementation Plan:

4.14.12.4.1.1. At least one (1) APM that promotes the 
coordinated and cost-effective delivery of high-quality 
care to infants born with NAS; and

4.14.12.4.1.2. At least one (1) APM that promotes 
greater use of Medication-Assisted Treatment. 
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STATE OF NEW HAMPSHIRE 
DEPARTMENT OF HEALTH AND HUMAN SERVICES

UPDATE:  LOCAL CARE MANAGEMENT
IDN LEARNING COLLABORATIVE

August 20, 2019
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DHHS VISION & EXPECTATIONS FOR LOCAL CARE 
MANAGEMENT
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CARE COORDINATION GOALS & LOCAL CARE MANAGEMENT DEFINITION

Care Coordination & Care 
Management Goals
• 4.10.1.7.1 Improve care of Members;
• 4.10.1.7.2 Improve health outcomes;
• 4.10.1.7.3   Reduce inpatient hospitalizations 

including readmissions;
• 4.10.1.7.4   Improve Continuity of Care;
• 4.10.1.7.5 Improve transition planning; 
• 4.10.1.7.6 Improve medication management;
• 4.10.1.7.7 Reduce utilization of unnecessary 

Emergency Services;
• 4.10.1.7.8 Reduce unmet resource needs 

(related to social determinants of 
health);  

• 4.10.1.7.9 Decrease total costs of care; and 
• 4.10.1.7.10 Increase Member satisfaction with 

their health care experience.

Local Care Management Definition
•2.1.59
“Local Care Management” means 

the MCO engages in real-time, 
high-touch, or a supportive in-
person Member engagement 
strategy used for building 
relationships with Members that 
includes consistent follow-up with 
Providers and Members to assure 
that selected Members are 
making progress with their care 
plans.
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LOCAL CARE MANAGEMENT VISION & EXPECTATIONS
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DRAFT ROLES AND RESPONSIBILITIES – LOCAL CARE MANAGEMENT
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HIGHLIGHT OF PROGRESS TO DATE
• April: DHHS led a combined meeting with MCOs and IDNs

• May: DHHS led individual meetings with MCO group and IDN group; 
led a second combined meeting with MCOs and IDNs

• June: IDNs met collectively with each of the MCOs

• July/August:  DHHS led individual meetings with IDNs and MCOs; 
discussions between individual IDNs and MCOs continued

• August:  DHHS solicited support from actuarial consultant to inform 
how delegation of LCME activities can occur while still maintaining 
MCO NCQA status; and to help inform the valuation of respective 
LCM roles

• September:  Targeted timeline for proposed business model for LCM 
activities from consultant



26

TARGETED IMPLEMENTATION TIMELINE
ID Activity Timeline
1 LCMEs and MCOs develop and secure an agreement outlining the roles and responsibilities

of each organization; and later LCME parties enter into final agreements with the MCO(s), as
appropriate

June -September
2019

2 MCOs shall submit to DHHS a Local Care Management Plan as part of readiness. The Plan
shall include:
• Local care management structure
• List of prospective LCME partner organizations, including description of geographical

coverage areas
• Status of contracting (e.g., Reached agreement, Pending agreement, Contract

secured, No progress made) (If discussions are at an impasse, explain.)
A bi-monthly progress report (see attached MCO Demonstration of Local Care Management
Progress for Readiness) will be submitted by the MCO to DHHS effective August 23, 2019
and each reporting period thereafter until Go Live March 10, 2020

August 23, 2019

3 Successful LCME/MCO agreements are submitted to DHHS for review as demonstration of
good faith contract negotiations (see Exhibit A, Section 4.10.8.4.1)

November 1, 2019

4 Contracts executed between the MCOs and LCMEs including reimbursement provisions and
any start up allowances (see Exhibit A, Section 4.10.8.4)

December 31, 2019

5 Assess each MCOs LCME network adequacy in advance of go-live January 17, 2020

6 Readiness Review February 3-10, 2020

7 Care Management activities activated within the LCME service delivery system March 10, 2020

8 Care Management activities fully activated within LCME service delivery system July 1, 2020

This date will be 
modified to 

accommodate 
continued 

planning needs
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PROPOSED CERTIFICATION
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PROPOSED LOCAL CARE MANAGEMENT ENTITY CERTIFICATION PROCESS

• Demonstration of a MCO network of qualified care management providers (e.g., direct or 
subcontracted), including an infrastructure to support related functions (e.g., job descriptions, education 
and training based on the needs and risk level of the assigned population (see Exhibit A, Section 4.10.1, 
4.10.6, 4.10.7, 4.10.8);

• Demonstration of existing contractual relationship with DHHS;

• Enrollment as a NH Medicaid provider (organizations may be required to reenroll with NH Medicaid as a 
LCME provider type);

• Approval of an established a model of care that addresses each of the functional areas in the table 
above;

• Identification of a geographical service area as agreed upon and contracted with one or more Medicaid 
MCOs;

• Availability of information technology to support:
• Care management functions
• Transmission of patient rosters by the MCOs
• Data reporting and sharing

• Demonstrated financial stability and capacity to act as the primary fiscal agent for LCME partner 
agencies
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REQUIRED CONTRACT ELEMENTS
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REQUIRED CONTRACT ELEMENTS
• Responsibilities of MCO and LCME

• Information Technology Components

• Contract Length

• Payment Terms

• Contract Monitoring

• Termination
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NEXT STEPS
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NEXT STEPS

• Continue iterative discussions with IDNs and MCOs

• Share review of proposed value proposition from consultant

• Refine business model and criteria

• Finalize certification process
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APPENDIX:  PROPOSED LOCAL CARE 
MANAGEMENT FUNCTIONS & CRITERIA
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PROPOSED LOCAL CARE MANAGEMENT FUNCTIONS & CRITERIA
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PROPOSED LOCAL CARE MANAGEMENT FUNCTIONS & CRITERIA
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PROPOSED LOCAL CARE MANAGEMENT FUNCTIONS & CRITERIA
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BREAK
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PATIENT/ FAMILY CASE
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PATIENT/ FAMILY CASE
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PANEL INTRODUCTION 

Amerihealth Caritas 
 Robert P Hockmuth MD, Medical Director
 Christopher Mulcahy, MLADC

New Hampshire Healthy Families
 Joann Muldoon BSN, RN, CCM, Director of 

Care Management

Well Sense
 Kevin Wheeler, MD, Medical Director



Approach to Health Improvement
Robert P Hockmuth MD

Christopher Mulcahy, MLADC



What does the health of the population look 
like? What is our role  with each segment?

AmeriHealth Caritas New Hampshire 42

• Keep them that way!
• Encourage preventionHealthy

• Keep the member healthy and mitigate risk.
Healthy/At Risk

At Risk
•Identify and prioritize actions to mitigate, stabilize, slow progression and assure smooth 
management of comorbidities.

•Improve Health Status
•Assist the member to navigate the health care delivery system.
•Utilize Local Care Management Entities.( LCMEs)

Sick
Catastrophically Ill

•Hospice/ Palliative Care.
•Focus on comfort and quality of life.
•Meeting Member wishes

End of Life



Factors contributing to Health/Wellbeing

AmeriHealth Caritas New Hampshire 43

Genetics

Race/Ethnicity

Gender

Conditions and Diseases of Childhood and 
Adulthood

Lifestyle Choices/Behavior

Smoking

Alcohol/Drug Use

High Risk Behaviors

Physical Activity/Diet

Prevention

Dental Care

Social Determinants of 
Health

Education

Literacy

Income

Social Supports

Food Stability

Housing

Geography



Advantages to Local and Non-Local Care

Local Care
• Local resources known well
• Geography is clear
• Knowledge of local social 

conditions and influences
• Local economy is preserved and 

enhanced
• Higher satisfaction overall by 

having  local availability

Non-Local Care
• Expertise beyond local 

capabilities
• Knowledge from experience in 

other regions
• Access to technologies not 

available locally
• Higher satisfaction overall by 

availability
• Traditional model of Care 

Delivery



So what makes our system work best?

• Understanding the population we serve is number one.

• Using state of the art tools and methods to identify the segments of the population 
where we can have an impact to the individual level. 

• Local teams then reach out to those individuals in a variety of ways and assess their 
needs  further. 

• Once needs are identified a plan is agreed upon and put in place to help that member. 

• Plan is fully developed and integrated with Medical, Behavioral, SUD, Dental, Pharmacy, 
and social  determinants tailored to the member.

• Our team is from the region and still very much a part of these communities. Our goal is 
to utilize local resources and coordinate care with locally contracted programs and 
providers.



InterventionsGoalsCare TeamAssess 

Case Example

Identify GoalsCare Team

EngageIdentify GoalsCare TeamAssess 

Notification from 
the ER

Call from Mother
Call from Provider

Identify-address 
urgent needs

• Comprehensive 
Assessment 
(completed 
over time)

• Caregiver 
Strain Index 
(identify 
support needs 
for family)

High-risk/High-
need
• Co-occurring 

MH/SUD 
conditions –
poorly 
controlled

• Unstable 
support system

Community 
Health Navigator 
meets member in 
person – locates 

member by:

• Contact family
• Contact 

friends
• In-person 

interaction

CHN Tools:
• (Motivational 

Interviewing
• Person-

centered 
Thinking )

• Rapid 
Response 
team

Directed by the 
member –
potentially 
including:

• Primary Care 
Practitioner

• CMHC 
provider

• Peer Support 
Specialist

• ACNH CHN and 
CM

• Family
• Friends

Directed by the 
member:

• Living situation
• Medication
• Prioritize 

issues and 
solutions

• Coordinate 
follow up

• Address family 
and engage in 
plan and 
Mothers’ 
issues and 
needs

Member directed

• Peer Support
• Wrap around 

level of care
• Follow up 

intervals and 
checking in



8/21/2019

Approach to Care 
Delivery and 
Coordination
NH DSRIP Learning Collaborative
Joann Muldoon BSN, RN, CCM



8/21/2019

The 
Member 
needs 

intervention

The 
Member’s 
family is 
affected

A Member 
is 

struggling

Scenario



8/21/2019

• Collective Medical ADT feeds
• Member/Family/Provider Referrals
• HRAS completion
• Predictive Modeling
• Psychiatric Medication Utilization Review
• Utilization data

Identification



8/21/2019

• Comprehensive Assessment
• Medication Reconciliation
• Columbia Suicide Risk Scale
• PHQ-9
• CAGE/AID
• Caregiver Strain Assessment
• Claims Review/ Care Gap Analysis

Assessment



8/21/2019

• Member-driven
• Attainable, Specific, Realistic
• Shared with PCP through mail and on 

provider portal
• Updated regularly to reflect progress

Care Planning



8/21/2019

• Peer Supports
• CMHCs
• PCP
• Community Connector Tool
• Local Care Managers
• JPPO/DCYF
• Community Based Organization- YMCA, 

Faith Based, Support Groups, NAMI

Community Resources
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Well Sense Presentation, New Hampshire Department of Health & Human Services Learning Collaborative, August 20, 2019

Well Sense Health Plan
MCO Approach to Care Delivery and Coordination

Kevin Wheeler, MD
Medical Director

August 20, 2019
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Well Sense Presentation, New Hampshire Department of Health & Human Services Learning Collaborative, August 20, 2019

Well Sense is committed to integrated care delivery

Member Health:
• Identification/risk 

stratification
• Connection to 

providers
• Integrated physical, 

behavioral, and 
social care 
coordination with 
providers, family, and 
caretakers

• Medication 
management

• Management of 
Social Determinants 
of Health/Community 
resources

• Use of APMs to drive 
quality

Population Health:
• Relationships 

with LCMEs/IDNs
• DSRIP tools
• Data sharing 
• ED boarding
• Referral to 

Doorways
• 10-year plan

Health of the 
member

Health of the population

Local Care 
Management

Data sharing APMs
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Integrated care delivery begins with Member Health (1/2)

Member 
ID/Risk 

Stratification 
(a.)

Connection 
to Providers 

(b.)

Integrated 
care 

coordination 
(d.)

• WS and Beacon Health Strategies (Beacon) will make best efforts to contact every Member discharged from an ED 
after a BH-related encounter

• Care Management (CM) will be offered to any highest-risk or priority population Member

• Members experiencing a BH-related crisis will be encouraged to establish care with a Community Mental Health 
Center (CMHC)

• Beacon TACs will provide assistance to CMHC and WS CM, and data sharing takes place via case rounds, clinical 
case discussions with CMHC and at WS

• A risk score is generated from a broad set of Medicaid data, including medical, Behavioral Health (BH), and 
pharmacy information pulled from eligibility files and claims data, with comorbidity accounted for

• Priority populations are identified according to terms in the MCO Contract (Use Case: SMI, SUD, rising risk, 
homelessness, comorbid disorders)

• Well Sense Health Plan (WS) Member Registry will combine risk core, Priority Populations, Health Needs 
Assessment (HNA), and direct referrals into Care Management from PCP, Members, family or caretakers, 
Community Resource, SUD provider, DHHS, or any other Care Management entity

• Care coordination for a member experiencing a BH crisis would involve both Well Sense and Beacon Care 
Managers

• Risk stratification generates referral to Beacon for BH assessment and treatment planning

• Beacon Technical Assistance Clinicians (TACs) then share data and provide ongoing assistance for Members 
assigned to a local Community Mental Health Center (CMHC)

• Capitated arrangement with CMHC (APM) funds the TAC model
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Well Sense Presentation, New Hampshire Department of Health & Human Services Learning Collaborative, August 20, 2019

Integrated care delivery begins with Member Health (2/2)

Social 
Determinant

s of 
Health/Com

munity 
Resources  

(f.)

Medication 
Management 

(e.)

APMs to 
drive quality 

(j.)

• Medication Assessment  will be performed by Pharmacy or CM professionals for Members with polypharmacy

• Psychiatric consultation is available for any prescriber, including ED physicians

• Beacon offers psychiatric consultation to PCPs for any Member under the age of 19 who is on psychotropic 
medications prescribed by the PCP

• Beacon and WS will work with Providers to create a crisis and treatment plan for any Member experiencing non-
compliance with psychotropic medications

• CANS/ANSA is performed at CMHCs to assess for Social Determinants of Health (SDoH)

• SDoH are incorporated into risk assessment algorithm at WS

• WS will employ a Housing Coordinator along with Families in Transition (FIT)

• We anticipate collaborative work with IDNs to facilitate relationships between Members, Providers, and Community 
Resources and programs

• Quality Incentive programs are designed to reward high-quality Providers in both medical and BH spaces

• CMHCs can earn performance incentives on top of capitated payments

• Capitated payments are used to fund TAC program (CM) with CMHCs

• We anticipate using enhanced reimbursement for Providers who increase access to Medication Assisted Treatment
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Population Health collaborations are essential to 
providing coordinated, high-quality care (1/2)

LCME/IDN 
Relationship

s (g.)

DSRIP Tools 
(h.)

Data sharing 
(i.)

• We expect that real-time ADT feeds will facilitate appropriate follow up and CM referral for all Members undergoing 
care transitions who are experiencing a BH-related crisis

• Care Plans will be shared among WS, Beacon, CMHCs, and other Providers for members engaged in CM

• With appropriate Release of Information (ROI), integrated care plans will be shared with IDN leads/providers

• We look forward to following State guidance in developing LCM partnerships that will support Members in the 
community and meet the State goal of 50% of high-risk or high-need WS CM population being managed locally

• We intend to a designate a WS CM resource to each CMHC, and we will work with the CMHC to develop fully-
delegated LCM locally

• WS will continue dialogues with IDNs regarding current capabilities, opportunities for partnership, and 
opportunities to fill gaps in care coordination (without duplicated services)

• Through the PQM model, clinical and qualitative data is shared with CMHCs and other identified providers to 
highlight opportunities for improved clinical intervention

• Weekly case rounds held with Beacon and CMHCs

• One-page guidance documents are being constructed to educate providers on when to refer Members for physical 
or BH care to promote integration
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Population Health collaborations are essential to 
providing coordinated, high-quality care (2/2)

ED Boarding 
(c.)

Referral to 
Doorways 

(k.)

10-year 
Mental 

Health Plan 
(l.)

• Beacon is contracted with 8 of the 9 Doorways

• SUD coordinator is working with each Doorway to identify opportunities for partnership and collaboration

• WS promotes awareness of the Doorway model and programs throughout the state by educating Members and 
Providers

• WS provides contact information to Members and family for acute referral to a Doorway when indicated

• WS continues to work with DHHS, our peer MCOs, and our Provider partners in finding a common solution

• We are committed to following State/DHHS evolving guidelines around supporting additional clinical resources in 
the State’s EDs in collaboration with our provider partners

• Current state: Daily calls are made to every ED in the state, and multiple services are offered to any Member 
awaiting psychiatric admission, including a 1:1 on an inpatient ward, Beacon management, WS CM, collaboration 
with New Hampshire Hospital, psychiatric consultation, coordination with local CMHC if appropriate, coordination 
with NHH liaison, alternative placement options including out of network,  and engagement with peer supports

• Promotion of integration ensures member is receiving whole person care across a coordinated continuum of care

• Education is provided to Provider partners around assessing for BH/SUD needs and treatment referrals, suicide 
prevention, and the Zero Suicide Plan

• WS looks forward to facilitating enhanced IDN and CMHC relationships through use of APMs

• WS will continue to facilitate member referral to peer support organizations
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DISCUSSION

KEEP & SUSTAIN

DISCUSS & REASSESS
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CLOSING AND NEXT STEPS

• Survey at: https://www.surveymonkey.com/r/8Y2QT8B

• Meeting Materials at 
https://cpasnh.mslc.com/lc-all-partner-statewide-
meeting

https://www.surveymonkey.com/r/8Y2QT8B
https://cpasnh.mslc.com/lc-all-partner-statewide-meeting
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