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Executive Summary

The New Mexico Human Services Department’s (HSD’s) Section 1115 Demonstration Waiver renewal
application, Centennial Care 2.0, was approved by the Centers for Medicare & Medicaid Services (CMS) on
December 14, 2018, effective from January 1, 2019, through December 31, 2023.* The waiver allowed HSD to
continue the goals and objectives of the original waiver, Centennial Care, working to further improve
administrative simplification, care coordination, member engagement, and benefit and delivery system payment
reforms. In addition, Centennial Care 2.0 was designed to support four new aims:

s Aim One: Continue the use of appropriate services by members to enhance member access to services
and quality of care.

e Aim Two: Manage the pace at which costs are increasing while sustaining or improving guality, services,
and eligibility.

e Aim Three: Streamline processes and modernize the Centennial Care health delivery system through use
of data, technology, and person-centered care.

e Aim Four: Improve quality of care and outcomes for Medicaid beneficiaries with, a substance use
disorder (SUD).

Pursuant to the Special Terms and Conditions (STCs) of the Section 1115:Demonpstration Waiver, HSD
contracted with Health Services Advisory Group, Inc. (HSAG), as‘an independent evaluator to conduct a
comprehensive evaluation of Centennial Care 2.0.2.The goal of this evaluation is to provide CMS and HSD with
an independent evaluation that ensures compliance with the Section 1115/Demonstration Waiver requirements;
assist in both State and federal decision making about the efficacy of the‘Demonstration; and enable HSD to
further develop clinically appropriate, fiscally responsible, and effective Medicaid demonstration programs. This
is the Interim Evaluation Report for the Centennial Care 2.0 Section 1115 Demonstration Waiver. This report
evaluates the first three years of the,Demonstration Waiver, January 1, 2019, through December 31, 2021. After
the conclusion of thed/Demonstration Waiver in 2023, a Summative Evaluation Report will include analysis of the
full five-year Demonstration period.

Results

Of the four aims associated with the Demonstration Waiver, Aim One and Aim Two are supported by the results
of the analyses."Aim Three is generally supported by the analyses; however, no conclusions could be drawn for
two of the three associated hypotheses./The results for Aim Four are mixed. Table 1 provides results for each
measure, hypothesis,and aim. Note, #esults of “NS/FS” are given for measure that neither support nor fail to
support the hypothesis. This finding may arise through two primary reasons:

1. Results were not statistically significant, or
2. Results were mixed in terms of their support

! State of New Mexico Human Services Department. Application for Renewal of Section 1115 Demonstration Waiver Centennial Care
Program: Centennial Care 2.0. Available at https://www.hsd.state.nm.us/wp-content/uploads/Centennial-Care-2_0-Waiver-
Application-NM-Dec-2017-1.pdf. Accessed on July 8, 2022.

2 Centers for Medicare & Medicaid Services. Special Terms and Conditions Centennial Care 2.0 Medicaid 1115 Demonstration.
Human Services Department. 2020. 11W-00285/6. Available at: https://www.medicaid.gov/Medicaid-CHIP-Program-
Information/By-Topics/Waivers/1115/downloads/nm/nm-centennial-care-ca.pdf. Accessed on July 8, 2022.
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Table 1—Summary of Results by Measure, Hypothesis, and Aim

Measure Measure Supports
Measure Name PP

Number Hypothesis

Aim One: Continue the use of appropriate services by members to enhance member access to services and quality of care

Hypothesis 1: Continuing to expand access to Long-Term Support Services and Supports (LTSS) and maintaining the progress
achieved through rebalancing efforts to serve more members in their homes and communities will maintain the number of
members accessing Community Benefit (CB) services.

1 Number of Centennial Care members enrolled and receiving CB servicés Yes

Hypothesis 2: Promoting participation in a health home (HH) will result in increased member engagement with a health home
and increase access to an integrated physical and behavioral health care community.

2 Number/Percentage of Centennial Care members enrolled in a health home Yes

Number/Percentage of Health Home members with at least one (1) elaim for physical

3 health (PH) service in the calendar year

Yes

Hypothesis 3: Enhanced care coordination supports integrated care interventions, which lead to higher levels of access to
preventive/ambulatory health services.

4a Adults' access to preventive/ambulatory health services (AAP)* NS/FS
5a Children and adolescents' access to primary care practitioners (CAP) ! No
6 Well-child visits in the third, fourth, fifth, and sixth years of life (W34) NS/FS
4b Adults' access to preventive/ambulatory health services (AAP)= HH population Yes
5b Children and adolescents' access to primary care practitioners (CAP) — HH population Yes
Hypothesis 4: Engagement in a health home and care coordination support integrative care interventions, which improve quality
of care.
7 Diabetes screening for membgrs with schizophrenia or bipolar disorder who are using NS/FS
antipsychotic medications (SSD) — HH,population
3 Anti-depressant medication management,(AMM) Effective Acute Phase Treatment — NS/FS
HH population
Anti-depressant medication management (AMM) Effective Continuation Phase
9 . NS/FS
Treatment — HH population
10 7-day follow up after hospitalization for méntal iliness (FUH) — HH population Yes
11 30-day follow up after hospitalization for mental illness (FUH) — HH population NS/FS

Hypothesis 5: Expanding member access to preventive care through the Centennial Home Visiting (CHV) pilot program and
providing incentives through Centennial Rewards (CR) will encourage members to engage in preventive care services.

12 Percentage of CC members participating in CR Consistent?

Percentageiof CR participating members with an annual preventive/ambulatory

13 .
service

NS/FS

14 Percent of CR users responding positively on satisfaction survey to question regarding 3
if the program helped to improve their health and make healthy choices

15 Live births weighing less than 2,500 grams (low birth weight) No
Aim Two: Manage the pace at which costs are increasing while sustaining or improving quality, services, and eligibility

Hypothesis 1: Incentivizing hospitals to improve health of members and quality of services and increasing the number of
providers with value-based purchasing (VBP) contracts will manage costs while sustaining or improving quality.

16 Number of provider groups with VBP contracts Consistent
17 Number/percentage of providers meeting quality threshold —
18 Percentage of total payments that are for providers in VBP arrangements Yes
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Measure Measure Supports
Measure Name .
Number Hypothesis

Percentage of qualified Domain 1 safety net care pool (SNCP) Hospital Quality
19 Incentive measures that have maintained or improved their reported performance NS/FS
rates over the previous year

20 Cost per member trend Yes
21 Cost per user trend No

Aim Three: Streamline processes and modernize the Centennial Care health delivery system through use of data, technology,
and person-centered care

Hypothesis 1: The Demonstration will relieve administrative burden by implementing a continuous Nursing Facility Level of Care
(NFLOC) approval with specific criteria for members whose condition is not expected to change over time.

22 Number of continuous NFLOC approvals Consistent

Hypothesis 2: The use of technology and continuous quality improvement (CQl) processes align with increased access to services
and member satisfaction.

23 Number of telemedicine providers Consistent
24 Number of members receiving telemedicine services Consistent
25 Member rating of health care Yes

26 Member rating of health plan NS/FS
27 Member rating of personal doctor NS/FS
Hypothesis 3: Implementation of electronic visit verification (EVV) is associated with increased accuracy in reporting services
rendered.

28 Number of submitted claims through EVV Consistent
29 Percentage of paid or unpaid hours retrieved due to false reporting —

Aim Four: Improved quality of care and outcomes for Medicaid beneficiaries with SUD

Hypothesis 1: The Demonstration will increase the number of providers that provide SUD screening, which will result in an
increase in the number of individuals screened and the percentage of individuals who initiate treatment for alcohol and other
drug (AOD) abuse and dependence treatment.

30 Number of providers who provide SUD screening Yes
31 Number of individuals screened for SUD Yes

Percentage of individuals with @ SUD diagnosis who received any SUD service during

No
the measurement year

32

33 Initiation of AOD Abuse or/Dependence Treatment (IET) No

Hypothesis 2: The Demonstration will increase peer support services which will result in more individuals engaging in and
retained in AOD dependence treatment.

34 Percentage of individuals with a SUD diagnosis who received peer support Yes
35 Engagement of AOD Abuse or Dependence Treatment (IET) Yes
36 Average Length of Stay (ALOS) Yes
37 Continuity of Pharmacotherapy for opioid use disorder (OUD) Yes

Hypothesis 3: The Demonstration will improve access to a comprehensive continuum of SUD care which will result in decreased
utilization of emergency department (ED) and inpatient hospitalization and SUD inpatient readmissions.

38 Continuum of services available NS/FS
39 Number of providers and capacity for ambulatory SUD services Yes
40 Percentage of ED visits of individuals with SUD diagnoses NS/FS
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Measure Measure Supports
Measure Name .
Number Hypothesis
41 Percentage of Inpatient admissions for SUD-related treatment NS/FS
42 Percentage of Inpatient admissions of individuals with a SUD for withdrawal No
management
43 7- and 30-day inpatient and residential SUD readmission rates Yes
Total and per member per month (PMPM) cost (medical, behavioral, and pharmacy) 4
44 . . . N/A
for members with a SUD diagnosis
Total and PMPM cost (medical, behavioral, and pharmacy) for members with a SUD
45 . . N/A
diagnosis by SUD source of care
46 Total and PMPM cost for SUD services for members with a SUD diagnosis N/A
47 Total and PMPM cost for SUD services by type of care (inpatient [IP])outpatient [OP], NJA

prescription [RX], etc.)

Hypothesis 4: The Demonstration will increase the number of individuals with fully delegated care coordination which includes
screening for co- morbid conditions, which will result in increased utilization of physical health services.

48 Percentage of individuals diagnosed with a SUD receiving care coordination No

Percentage of individuals with a SUD receiving preventive/ambulatory health services

(AAP) Yes

49

Hypothesis 5: The Demonstration will Increase use of naloxone, medication assisted treatment (MAT), and enhanced monitoring
and reporting of opioid prescriptions through the prescription monitoring program, which will result in fewer overdose deaths
due to opioid use.

50 Number of naloxone training and kit distributions No
51 Number of managed care organization (MCO) network MAT.proViders No
52 Percentage of individuals diagnosed with a SUD with MAT claims No
53 Number of policy.and procédure manual,references Yes
54 Ratefof deaths due to overdose No

1To concisely evaluate'the Health Home Program, results for Measures 4b and 5b (health home-specific measures) are presented after Measure 6.
2Consistent = Thedmeasure does not directly address the hypothesis, but provides contextual information on the hypothesis.

3— = |nsufficient data to draw a conclusion.

4N/A = Theé measure is not directly connected to the hypothesis, but provides critical program information.

*The following abbreviations are used in the measure descriptions—ALOS: Average Length of Stay; AOD: alcohol and other drugs; CB: Community Benefit; CC:
Centennial Care; CR:Centennial Rewards; ED: emergency department; EVV: electronic visit verification; HH: health home; IP: inpatient; NCQA: National Committee for
Quality Assurance; NFLOC: nursing facility level of care; MAT: medication assisted treatment; MCO: managed care organization; OP: outpatient; OUD: opioid use
disorder; PH: physical health; PMPM: per member per month; RX: prescription; SNCP: safety net care pool; SUD: substance use disorder; VBP: value-based purchasing

Conclusions

Analysis suggests that at this point in the Demonstration, the State is meeting Aim One and Aim Two. Aim Three
is being met to the extent that conclusions could be drawn from the available data. The coronavirus disease 2019
(COVID-19) public health emergency (PHE) has impacted several measures in Aim Three, particularly those
related to telemedicine services, which increased substantially as a result of the PHE. As additional data become
available, it is expected that a more nuanced picture around Aim Three can be drawn. HSAG will work with the
State to explore additional data sources or additional measures that will ensure a more complete picture of Aim
Three performance for the Summative Evaluation Report. As of this Interim Report, the results for Aim Four are
mixed. However, several aspects of Aim Four have been substantially impacted by the COVID-19 PHE. HSAG
believes that as additional data become available and the impacts of the PHE diminish, the performance of the
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program should be separable from PHE impacts, allowing for a more refined analysis of the diagnosis and
treatment of SUD elements of Centennial Care 2.0.

Peer support services represent the most notable success emerging from the interim evaluation analyses. The
number of individuals with a SUD diagnosis increased during Centennial Care 2.0 and all peer support services
performance measures have shown improvement against declines for individuals not enrolled in per support
services. The peer support services performance improvements continued against the backdrop of the COVID-19
PHE, which appears to have substantially impacted other elements of Aim Four, to improve the quality of care
and outcomes for Medicaid beneficiaries with SUDs.

Health homes were moderately successful, although the PHE clearly had an impact. Health home enroliment
continued to grow at a moderate rate; however, the results of only four of the 11 outcome/utilization measures (3,
4b, 5b, and 10) support the associated hypotheses and aims. The results of the analyses suggestithat the RHE may
have had a substantial impact on the performance of health homes. Measures 4a, 5a, and 6 all showed
improvement in 2019, followed by sharp declines beginning in 2020. While statistical methods were applied to
control for the impacts of the COVID-19 PHE, it is probable that due todhe scale'ef the PHE, standard statistical
methods are insufficient. Other health home measures were generally mixed but were, not statistically significant.

The financial analyses suggest the cost of care has been below oraround the estimated costsshad the Centennial
Care 2.0 not been implemented (the counterfactual) until eardy calendar year (CY) 2021, at which time costs
began to increase substantially. If the CY 2021 trend continues, costs of care are likely'to exceed the estimated
counterfactual cost of care. It is possible that the increases in costs/0f care in,CY/ 2021 resulted from the release of
pent-up demand and increased Medicaid enrollment during the PHE. Data for subsequent years to be included in
the Summative Evaluation Report should providgfadditional insight into the extent of the PHE impact on costs of
care.

Telehealth services greatly expanded due to the COVID-19 PHE; however, it is worth noting that the number of
telemedicine providers and the number of members, receiving telemedicine services both increased in 2019, prior
to the COVID-19 PHE.

Several of the measures for which-analysis,results failed torsupport their associated hypotheses showed some
degree of imprevement in 2019 before declining in 2020, including:

e Percentage of individuals with a\SUD diagnosis who received any SUD service during the measurement
year.

o Percentage of individuals diagnosed with a SUD receiving care coordination

¢ Number‘af nalexone training and kit distributions

o Number of MCO network MAT providers

However, there were other SUD-<related measures that were analyzed where the 2019 results did not show
improvement from previous years:

o Percentage of Inpatient admissions of individuals with a SUD for withdrawal management (2019 rates
trended upward [lower rates are better], with the PHE period trending slightly higher than the 2019 trend)

e Percentage of individuals diagnosed with a SUD with MAT claims (2019 was lower than the estimated
counterfactual, with a further decrease beginning in 2020)

e Overdose Proportionate Mortality, which is a part of Measure 54 and looks at the difference between the
statewide and Medicaid overdose mortality rates (the difference between the statewide and Medicaid rate
remained stable across all years)
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o Overdose Cause-Specific Death Rates per 100k Individuals, which is a part of Measure 54 (the rate

increased in 2020, but the difference between the statewide and Medicaid rate widened starting in 2020)

While the analysis results generally suggest that the Centennial Rewards program encourages members to engage
in preventive care services, the measures for the program lack a valid comparison group or sufficient historical
data to reliably assess the impact of the program. HSAG will work with HSD and Finity to develop more
informative and robust measures for the evaluation of the program for the Summative Evaluation Report.
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1. Background

Section 1115 of the Social Security Act allows states the flexibility to design and test their own methods for
providing and funding healthcare services that differ from services required by federal statute but meet the
objectives of the federal Medicaid program and Children’s Health Insurance Program (CHIP). Thus, Section 1115
Demonstration Waivers allow states flexibility in how to operate and fund their healthcare. The Centers for
Medicare & Medicaid Services (CMS) has designed a national evaluation strategy to ensure demonstrations meet
program objectives while also comparing to other states’ Section 1115 Medicaid waivers,

CMS approved the New Mexico Human Services Department’s (HSD?s) Section 1115 Demonstration Waiver
renewal application, Centennial Care 2.0, on December 14, 2018. Centennial Care 2.0 is effective from January 1,
2019, through December 31, 2023.%* The demonstration was amended emFebruary 7, 2020, anthtwo additional
amendments, submitted on March 1, 2021, and December 30, 2021, are-awaiting approval from CMS.This
section outlines the history, guidance, and application of Centennial Care 2.0 ineluding goals of the
demonstration, timelines for evaluation, and demographics of the beneficiaries, both in total and program specific
in accordance with the special terms and conditions (STCs).!?

Historical Background of New Mexico’s Section,1115 Waiver

New Mexico’s Medicaid program, administered through/HSD, provides healthcare to the State’s eligible
population. HSD’s overall mission is to transform lives, with the Aintent of providing high quality services to
improve the security and promote the independenCe of its citizens. Over the course of New Mexico’s Medicaid
program, new populations have been incorporated-and covered, such as HIP, and new delivery methods have
been tested through the advent of different types of federal waivers.

Originally, New Mexico’s Medicaid program @perated entirely on a fee-for-service (FFS) model. Starting on July
1, 1997, HSD implemented the Salud!, program as part of a mandate to implement a managed care program. A
proposal was submitted undera Section 2915(b) waiver to provide medical and social services under managed
care for approximately 65 percent of.the New Mexico'Medicaid population with the goal of improving quality and
access to careawhile making cost-effective use of State,and federal funds. Furthermore, CHIP, and other Medicaid
safety net programs for children were all combined into a single program called New Mexikids.*

Prior 16 Centennial Care, New Mexico’s Medicaid program was administered under a number of home and
community-based services (HCBS) Section 1915(b) and 1915(c) waivers in addition to Salud! and New Mexikids.
Each waiver targeted adifferent population including beneficiaries with acquired immune-deficiency syndrome
(AIDS), autism, intellectual and developmental disabilities (IDD), and those deemed medically fragile. The
number of waivers created an,intense administrative burden, siloed care for beneficiaries within certain population
groups, and consumed an‘ever-growing portion of the State budget, leading HSD to apply for a Section 1115
Demonstration Waiver on April 25, 2012.

1 State of New Mexico Human Services Department. Application for Renewal of Section 1115 Demonstration Waiver Centennial Care
Program: Centennial Care 2.0. Available at https://www.hsd.state.nm.us/wp-content/uploads/Centennial-Care-2_0-Waiver-
Application-NM-Dec-2017-1.pdf. Accessed on Jan 4, 2022.

-2 Centers for Medicare & Medicaid Services. Special Terms and Conditions Centennial Care 2.0 Medicaid 1115 Demonstration.
Human Services Department. 2020. 11W-00285/6. Available at: https://www.medicaid.gov/Medicaid-CHIP-Program-
Information/By-Topics/Waivers/1115/downloads/nm/nm-centennial-care-ca.pdf. Accessed on Jan 4, 2022.

-3 HSD Medical Assistance Division. New Mexico Medicaid Managed Care Program Quality Strategy. Available at:
https://www.hsd.state.nm.us/wp-content/uploads/2017-nm-quality-strategy-final-1.pdf. Accessed on Dec 29, 2021.
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In January 2013, New Mexico elected to expand Medicaid effective January 2014 under the Affordable Care Act
(ACA), providing coverage to adults ages 19-64 up to 138 percent of the federal poverty level (FPL) resulting in
an enrollment surge of nearly 600 percent for low-income adults. Additionally, CHIP enrollment saw a large
increase of 85 percent since early 2014.* Overall, the expansion helped increase the total number of beneficiaries
to 831,398 as of February 2019.*°

On January 1, 2014, HSD started providing care via a Section 1115 Demonstration Waiver commonly referred to
as Centennial Care. The goals of Centennial Care are as follows:

e Ensure that Medicaid beneficiaries in the program receive the right amount of care, delivered at the right
time, and in the right setting.

s Ensure that the care and services being provided are evaluated in terms of their quality. and not solely by
quantity.

» Slow the growth rate of costs or “bend the cost curve” over timewithout inappropriate reductions in
benefits, eligibility, or provider rates.

s Streamline and modernize the Medicaid program in the State.
In addition to its goals, Centennial Care operated following four.guiding principles:

e Developing a comprehensive service delivery system that provides the full array of benefits and services
offered through the State’s Medicaid program.

e Encouraging more personal responsibility so that recipients become more active participants in their own
health and more efficient users of the healthcare system!

s Increasing the emphasis on payment reforms that pay-for-performance rather than for the quantity of
services delivered.

s Simplifying administration of the/program,for the State, for providers and for recipients where possible.

Prior to the implementation of Centennial Care, New Mexico’s Medicaid program was administratively complex,
running under 12 separate waiversand an EFS program, and’contracting with seven separate managed care
organizations (MCOs). Six MCOs provided physical or long-term support services and supports (LTSS) while
behavioral health care was provided through the statewide behavioral health MCO; members would have to
manage their individual care through multiple MCOs. The program was also taking up a growing portion of the
State bddget, increasing from 12 percent to 16 percent from 2012 to 2013.%® With the creation of Centennial Care,
HSD streamlined its,administration and folded most previous waivers under one Section 1115 Demonstration
Waiver, with a few exceptions. HSD also reduced the number of contracted MCOs, from seven to four.
Additionally, each'MCO began providing comprehensive integrated managed care. CMS approved Centennial
Care for renewal on December 14, 2018, as Centennial Care 2.0, and became effective starting January 1, 2019,
through December 31, 2023.

-4 State of New Mexico Human Services Department. Centennial Care 1115 Waiver Renewal Subcommittee Issue Brief: Member
Engagement & Personal Responsibility, January 2017. Available at: https://www.medicaid.gov/Medicaid-CHIP-Program-
Information/By-Topics/Waivers/1115/downloads/nm/nm-centennial-care-pa.pdf. Accessed on Jan 5, 2022.

5 State of New Mexico Human Services Department Medical Assistance Division. Medicaid 1115 Demonstration and Substance Use
Disorder Waiver Evaluation Design Plan. Available at: https://www.medicaid.gov/medicaid/section-1115-
demonstrations/download/nm-centennial-care-apprvd-eval-des-04022020.pdf. Accessed on Jan 4, 2022.

-6 State of New Mexico Human Services Department. Application for Renewal of Section 1115 Demonstration Waiver Centennial Care
Program: Centennial Care 2.0. Available at https://www.hsd.state.nm.us/wp-content/uploads/Centennial-Care-2_0-Waiver-
Application-NM-Dec-2017-1.pdf. Accessed on Jan 4, 2022.
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On March 13, 2020, the President of the United States invoked Section 501(b) of the Robert T. Stafford Disaster
Relief and Emergency Assistance Act, 42 U.S.C. 5121-5207 (the “Stafford Act”) and declared coronavirus
disease 2019 (COVID-19) a federal emergency. Following the President’s declaration, the Secretary of the U.S.
Department of Health and Human Services declared COVID-19 to be a national public health emergency (PHE)
and invoked his right, pursuant to Section 1135 of the Social Security Act, to modify and waive certain Medicare
and Medicaid federal requirements.

Accordingly, HSD was granted, via an Appendix K contract, the temporary ability to do the following: >

e Provide services in alternative settings including those licensed for other purposes.
s Expand services, including telehealth options.

e Allow provider enrollment, re-enrollment with modified risk screening elements'such as suspending
fingerprint checks or modifying training requirements to all HCBSiservice providers.

s Permit payment for services rendered by family caregivers or legally responsible individuals.

e Modify incident reporting requirements, medication management or otherparticipant safeguards to ensure
individual health and welfare, and to account for emergency circumstances.

e Continue all care coordination activities using telephonic.visits, or, if the capacity,exists for the member
and MCO, virtual visits.

e Include retainer payments for approved personal care services.

s Allow for payment for services for the purpose of supporting waiver participants by allowing personal
care services in an acute care hospital or shert-terminstitutional stay when necessary supports are not
available in that setting during this emergency.

s Suspend the Nursing Facility Level0f Care (NFLOC) redetermination for the duration of the COVID-19
PHE.

Demonstration'Background

On December 44, 2018, CMS approved HSD’s request to renew New Mexico’s Section 1115 Demonstration
Waiver under the name Centennial Care 2.0 for a fivesyear period from January 1, 2019, through December 31,
2023. The'waiver allowed HSD to continue the goals and objectives of Centennial Care with the intent of
furthering progress in several areas that saw considerable improvement in the original demonstration. These areas
include administration simplification, care coordination, benefit and delivery system payment reforms, and
member engagement. Additionally, Centennial Care 2.0 will work to support four new aims:

e Aim One: Continue,the use.of appropriate services by members to enhance member access to services
and quality of care.

« Aim Two: Managethe pace at which costs are increasing while sustaining or improving quality, services,
and eligibility.

s Aim Three: Streamline processes and modernize the Centennial Care health delivery system through use
of data, technology, and person-centered care.

-7 Comeaux, N. Emergency Preparedness and Response Appendix K. October 9, 2020. Available at:
https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/nm-centennial-care-appendix-k-appvl-Itr-
10092020.pdf. Accessed on Jan 5, 2022.
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e Aim Four: Improve quality of care and outcomes for Medicaid beneficiaries with a substance use
disorder (SUD).

Figure 1-1 displays a timeline of the key demonstration milestones for Centennial Care 2.0.

Figure 1-1—Centennial Care 2.0 Timeline of Key Demonstration Events

Centennial Care and Centennial Care 2.0
Medicaid Expansion Begin Concludes

January 2014 January 2019 December 2023 June 2025

l l

Centennial Care Renewed Evaluation Concludes
as Centennial Care 2.0

Administration Simplification

Prior to Centennial Care, New Mexico’s Medicaid programawas fragmented, functioning under 12 waivers with
seven MCOs administering different benefit packages for/defined populations, leadingto an administratively
complex system. The number of federal waivers was reduced and combinedinto the Centennial Care 1115
Demonstration Waiver, and the number of MCOs was reduced with each providing a full array of services in an
integrated model of care. Centennial Care 2.0 aimed to continue simplifying the program and increase efficiency
while reducing administrative and healthcare costs. Changes included phasing out retroactive eligibility coverage
due to a low utilization rate from beneficiariesyspeeding up transitions off Medicaid when a beneficiary receives
increased earnings, and restricting eligibility of the family planningprogram to ensure only beneficiaries needing
the program are utilizing it

Care Coordination

Care Coordination for high needs members was a focal point of Centennial Care. MCOs were required to conduct
a Health Risk’Assessment (HRA) with all newly enrolled members and members, not already engaged in Care
Coordination, who had a change in condition that required a higher level of care. The HSD standardized HRA
confirmed whether the member requires @ Comprehensive Needs Assessment (CNA) and targeted care
coordination services. Care Coordination provided members with a central point of contact for resources and
services to improve. member health outcomes. HSD directed MCOs to focus particular attention on high needs
groups such as members diagnosed with a traumatic brain injury or a developmental disability, justice involved
members, Native American members, and children in state custody. HSD directed MCOs to increase their
Transition of Care (TOC) services for members transitioning from an inpatient or nursing facility and may be in
need of Community Benefits

Additionally, HSD directed MCOs to transition more members to delegated Care Coordination through either a
Full Delegation Model or Shared Functions Model. The Full Delegation Model required the presence of a value-
based purchasing (VBP) arrangement in which providers were paid based on the health outcomes of their patients
and the quality of services rendered. In the Shared Functions Model, the MCO retained some Care Coordination
functions and allowed other Care Coordination activities to be conducted by a partner. The Shared Functions
Model has been especially beneficial for use with Paramedicine programs in conducting HRAs with hard-to-reach
members.
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Centennial Care saw the creation of health homes, a system that provides care coordination to children and adults
with chronic behavioral health conditions, administered through CareLink NM. Health homes provide physical
and behavioral health services, long-term care, housing assistance, transportation support, and other social needs
services.® First implemented on April 1, 2016, in two pilot counties (Curry and San Juan), the program was
expanded in April 2018 and again in July 2018. Currently, there are seven Health Homes operating across 10
counties, including two health homes in Bernalillo County (Albuquerque) and two in Sandoval County.

In addition to implementing and expanding health homes as a care coordination model, which was a primary
focus of both Centennial Care and Centennial Care 2.0, Centennial Care 2.0:@alSo expandedpatient-centered
medical homes (PCMHS) to create a focus on integrated patient-centered care driven bysproviders. MCOs
engaged with PCMH providers to provide care through delegated arrangements.

In addition, HSD improved transitions of care for individuals released from incarCeration or detention facilities;
children returning home post-foster care placement; and those discharged frem a Crisis Triage Center (CTC), a
residential or institutional facility, an inpatient stay, or a nursing facility. HSDand the MCOs were responsible for
creating VBP initiatives to support successful transitions. Lastly, Centennial‘Carey2.0 encouraged partnerships
between MCOs and community agencies to expand successful programs that target high need populations. Such
partnerships include, but are not limited to Project Extension for Community Healthcare, Outcames (ECHO),
wellness centers, paramedicine agencies, community health workers; and leveraging use of the Emergency
Department Information Exchange.'”®

Benefit and Delivery System

One of the greatest successes of Centennial Carg/came from changing how member benefits are managed. Before
the demonstration, a beneficiary would receive physical health services through a physical health care or LTSS
MCO and behavioral health care through the statewide behavioral health MCO, creating fragmented care. By
changing the benefits and delivery systemy; beneficiaries were able t0 receive integrated health care through a
single MCO. Additionally;Centennial Care focused'en both increasing access to community-based services for
LTSS beneficiaries, who previously required a waiver slot to receive such services and increasing funding to keep
LTSS beneficiaries in their homes, rather than in institutional settings.

Due to the large number of beneficiaries in both self-directed community benefits (SDCB) and agency-based
community benefits (ABCB), HSD aimed to align services between these two groups as part of Centennial Care
2.0. With'the goal of providing care to beneficiaries at the right time in the right place, HSD sought to provide
items'that encourage successful self-management for the SDCB group and allowed one-time start-up goods for
beneficiaries who transition from ABCBto SDCB. To contain costs, HSD established limits on costs for certain
services, such as non-medical transportation and specialized therapies, for beneficiaries in the SDCB model with
the goal of ensuring the sustainability’ of services.

HSD collaborated with the New Mexico Department of Health (DOH) and New Mexico Children, Youth, and
Families Department (CYFD) to increase the services provided for pre-natal care, post-partum care, and early
childhood development threugh the Centennial Home Visiting (CHV) Pilot Program. The CHV Pilot Program
aligned with two home visiting delivery models, the Nurse Family Partnership (NFP) and the Parents as Teachers
(PAT) programs. During prenatal home visits to pregnant mothers the CHV Pilot Program offered monitoring for

-8 CareLink NM. CareLink NM HEALTH HOMES 2021 Policy Manual. https://www.hsd.state.nm.us/wp-content/uploads/CLNM-
POLICY-MANUAL-FINAL-081121.pdf. Accessed on Mar 25, 2022.

-9 State of New Mexico Human Services Department. Application for Renewal of Section 1115 Demonstration Waiver Centennial Care
Program: Centennial Care 2.0. Available at https://www.hsd.state.nm.us/wp-content/uploads/Centennial-Care-2_0-Waiver-
Application-NM-Dec-2017-1.pdf. Accessed on Jan 4, 2022.
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high blood pressure, diet and nutritional education, stress management, and depression screening, among several
other services. Postpartum home visits were provided to Medicaid-eligible mothers within 60 days postpartum,
offering additional services such as breastfeeding support and education, maternal-infant education and safety
assessments, and assistance establishing primary care and a primary provider for the mother and infant through
two different program models. For infants in the NFP program, breast feeding support and education and child
development screenings at major developmental milestones were offered until 2 years of age. These services were
offered until 5 years of age or entry into kindergarten for infants in the PAT program.

To address the unique needs of members with a serious mental illness (SMl)diagnasis, HSD' created housing
support services to assist SMI beneficiaries in finding, acquiring, and maintaining a stable living situation with the
goal of allowing SMI beneficiaries the opportunity to participate in their own treatment plan.

HSD also expanded the SUD continuum of care in the renewal demonstration. Opportunities for. expansion
involved extending Screening, Brief Intervention, and Referral to Treatment(SBIRT) to primary care, community
health centers, and urgent care facilities across New Mexico. SBIRT helped tovidentify beneficiaries who could
benefit from SUD services and placed them in the right care setting. Beneficiariesirequiring an advanced level of
care at American Society of Addiction Medicine (ASAM) Level Three were able to receive residential treatment
with expanded services. Centennial Care 2.0 allowed increased stays in institutions for mental/disease (IMD) from
15 to 30 days for beneficiaries with a SUD diagnosis with a transition to community-based SUD treatment in
place afterwards. Furthermore, non-SUD beneficiaries wergfgranted acecess to IMD services for 30 days, as long
as the services provided are more cost-effective than careprovided ina non-1MD setting.'*°

Payment Reforms

In 2015, HSD began implementing payment reforms as a methad to achiéve the goal of paying for quality of
services provided rather than the quantity of services provided. Qne such reform was VBP. Through VBP
arrangements, MCOs were expected to expand pay for value strategies within their provider network using VBP
models, where MCOs mustsspendha.specified percentage of all provider payments through VBP arrangements.
The goal of VBP wasto expand payment reform ta achieve improved quality and better health outcomes for
members. There were three levels'of VBP payment arrangements. Level one is at the lower end of the risk
continuum anddcorrelates to incentives/withholds, level two refers to shared savings and bundled payments, and
level three refers to partial- or full-risk capitation payments at the higher end of the risk continuum. As of January
1, 2017, MCOs were required to contribute at least 16 percent of provider payments to the VBP levels; a
minimdm of 5 percent had to be designated to level one, 8 percent to level two, and 3 percent to level three. >

Centennial Care 2.0 increased risk-based provider payments and required MCOs to continue increasing the
percentage of provider payments that must be contributed to VBP levels two and three. Additionally, MCOs had
to improve provider’s.readiness to pafticipate in the higher risk payment arrangements while focusing specifically
on increasing VBP payments to behavioral health, LTSS, and smaller-volume providers.

Beyond provider payments, VBP was used to drive other key program goals, such as key care coordination goals,
physical and behavioral health integration, transitions of care improvements, and reducing avoidable emergency
department (ED) utilization. Payment reforms also altered safety net care pools (SNCPs) by incrementally
changing the percentage of funds that go to additional hospital funding. At the beginning of the demonstration,

110 State of New Mexico Human Services Department. Application for Renewal of Section 1115 Demonstration Waiver Centennial Care
Program: Centennial Care 2.0. Available at https://www.hsd.state.nm.us/wp-content/uploads/Centennial-Care-2_0-Waiver-
Application-NM-Dec-2017-1.pdf. Accessed on: Jan 4, 2022.

11 Centennial Care Value-Based Purchasing Brief. Available at https://www.hsd.state.nm.us/wp-content/uploads/Value-Based-
Purchasing-Issue-Brief-Jan-13-2017.pdf. Accessed on: Mar 31, 2022.
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more funding was designated for uncompensated care (UC) while a smaller percentage went to hospital quality
improvement incentive (HQII). In CY 2020, the proportion of funding going to HQII was equal to UC funding
and in CY 2021 HQII funding surpassed the proportion of funding designated to UC. **2

Member Engagement

Under Centennial Care, HSD focused on increasing member engagement to encourage beneficiaries to be
responsible for their own health. As a result, the Centennial Rewards incentive program was created. Beneficiaries
receive reward points for completing pre-determined healthy behaviors and‘can redeem the points for a qualifying
gift. Centennial Care 2.0 aimed to continue to improve member engagement by growing the Centennial Rewards
Program.

Amendments

On February 7, 2020, CMS approved HSD’s request to amend the Section 1115 Demonstration \Waiver to
increase the number of Community Benefit (CB) slots by 1,500 and expand the CHV Pilot Program. The CHV
program utilized home visiting delivery models to improve the health of pregnant women and their children. In
the amendment, HSD requested removing restrictions on the number of counties and number’of individuals that
may participate in the pilot program. All changes were effective immediately upon approval. Additionally, the
increased number of CB slots and expanded CHV program will allow the,program to reach more members than
originally planned.**3

HSD submitted a second waiver amendment on Mareh 1,°2021, with the goal of maintaining beneficiary access to
behavioral health services in appropriate settings and ensuring individuals receive care in appropriate facilities by
seeking a waiver of the IMD exclusion for all, Medicaid beneficiaries.tof€nsure beneficiaries can receive
behavioral health services in the most appropriate setting for their needs. The amendment also requested
establishment of high-fidelity wraparound (HFW) services for high intensive needs children with the intent of
providing services to achieve betterhealth outcomes and the development of a graduate medical education
program to increasethe number.of primary care specialties insthe State, including general psychiatry, family
medicine, general'pediatrics, and general medicine. Lastly, the amendment requested coverage of the COVID-19
vaccine to benéficiaries with limited benefit plan coverage once funding from the Coronavirus Aid, Relief, and
Economic Security (CARES) Act discontinues.** As‘f this interim report, this amendment has yet to be
approved by CMS.

On November.5, 2021, HSD received partial approval for its Section 9817 American Rescue Plan Act (ARPA)
HCBS Spending Plan from CMS.*™ In response, HSD submitted its third waiver amendment on December 30,

112 State of New Mexico Human Services Department. Application for Renewal of Section 1115 Demonstration Waiver Centennial Care
Program: Centennial Care/2.0. Available at https://www.hsd.state.nm.us/wp-content/uploads/Centennial-Care-2_0-Waiver-
Application-NM-Dec-2017-1.pdf. Accessed on: Jan 4, 2022.

113 Centers for Medicare & Medicaid Services. CMS Approval Letter. February 7, 2020. Available at:
https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/nm-centennial-care-cms-amendment-appvl-
02072020.pdf. Accessed on Feb 16, 2022.

114 State of New Mexico Human Services Department. Centennial Care 2.0 1115 Waiver Amendment #2 Request. March 1, 2021.
Available at: https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/nm-centennial-care-pa3.pdf. Accessed on
Feb 16, 2022.

115 Centers for Medicare & Medicaid Services. “CMS Partial Approval 11.5.2021” Available at: https://www.hsd.state.nm.us/wp-
content/uploads/NM-9817-partial-approval-11-05-2021.pdf. Accessed on: June 7, 2022.
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2021.1® The amendment was designed to effectuate the initiatives outlined in the HCBS Spending Plan. The
amendment sought to increase the number of CB allocation slots by 1,000 beginning in Demonstration Year (DY)
9 for members who have been determined to meet a NFLOC and do not meet standard Medicaid financial
eligibility. 1" Additionally, the amendment sought to raise the service limits on Community Transition Services
from $3,500 to $4,000 every 5 years beginning in DY 9 and continuing through the end of the demonstration
period. Finally, the amendment requested to increase the Environmental Modification service limit from $5,000 to
$6,000 per person every 5 years, also beginning in DY 9 and continuing through the end of the current
demonstration period.

Demographics
The waiver is intended to target four New Mexico Medicaid beneficiary population groupsincluding:

s Temporary assistance for needy families (TANF) and related group.
e Supplemental security income (SSI) Medicaid Only group.

s SSI Dual Eligible group.

e Medicaid Expansion groups.

The TANF and related group consists of families living indNew Mexico with dependent children under the age of
18 that are under a set income.**® Populations covered under the TANF and related groups for Centennial Care
2.0 include newborns, infants, and children; CHIP beneficiaries; pregnant women; low-income parents or
caretakers; and beneficiaries with breast or cervical'€ancer.

The SSI Medicaid and SSI Dual Eligible populations consist ofi beneficiaries who are either aged, blind, or
disabled or working disabled. Beneficiaries'whe are additionally.eligible for Medicare will fall into the SSI Dual
Eligible population while beneficiaries whoare only eligible for Medicaid are in the SSI Medicaid group.

The Medicaid Expansion groups consist of individual beneficiaries between the ages of 19-64, and whose poverty
status is limited to 433 percent of'the Federal Poverty Levels(FPL), corresponding to the ACA of 2014.

The Maintenance of Effort (MOE) subpopulation consists of individuals entering Medicaid because of the
COVID-19 PHE and their eligibility is preséntly maintained under CMS MOE requirements.

Table -1 illustrates the evolution of Medicaid enrollment in New Mexico from 2013 through 2021, across
various milestones. Medicaid enrollment/in January 2013 represented TANF, SSI, and SSI Dual Eligible
populations, together accounting for 578,000 beneficiaries. The following year, the Medicaid Expansion group
began entering the Centennial Care Program, initially reaching 638,442 beneficiaries in January 2014. Over the
next 6-year period (2014-2020) theverall Medicaid population increased at an average annual rate of 4.5
percent, reaching 829,830 by January 2020. Subsequently, Medicaid enrollment expanded from the COVID-19
PHE and related MOE requirements, reaching 911,572 by January 2021.

116 Human Services Department. “Pending Application — HCBS Amendment” Available at:

https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/nm-centennial-care-pa4.pdf. Accessed on: June 7,
2022.

After the amendment was approved, HSD elected not to increase the number of CB allocation slots.

Human Services Department. “Temporary Assistance for Needy Families.” Available at:
https://www.hsd.state.nm.us/lookingforassistance/temporary_assistance_for_needy families/. Accessed on: April 1, 2022.
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Table 1-1—Total Medicaid Enrollment, 2013-2021

2014 2020 2021

638,442

2015

766,510

2016 2017

842,710 898,976

2018

857,309

2019

832,571

BACKGROUND

829,830 911,572

Figure 1-2 demonstrates Centennial Care and Centennial Care 2.0 enrollment from 2013 to 2021. Centennial Care
members make up the majority of total Medicaid enrollment. Overall Centennial Care enrollment increased with
the ACA expansion and start of the Centennial Care Program in 2014 and again as a result of the COVID-19

PHE.

Number of Beneficiaries

Figure 1-2—Managed Care Enroliment, 2013-2021

New Mexico Medicaid managed care enrollment increased following Medicaid Expansion in 2014 and as a result of the
CQOVID-19 public health emergency (PHE)
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Figure 1-3 shews that at least two-thirds of beneficiaries were enrolled for a full 12 months in each year
(excluding2014) and increased to 86 percent by 2021~ Less than 20 percent of beneficiaries had fewer than six
months.of Medicaid enrollment in each year.
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Figure 1-3—Percentage of Members Enrolled for Full or Partial Year

The percentage of beneficiaries enrolled for a full year (12 months) increased from 67 percent in 2018 prior to
CC 2.0, to 86% by 2021,
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Table A-1 contains specific values for the change in age and gender distribution between 2013 and 2021.

Figure 1-4 illustrates the changes in age and gender distribution between pre-Medicaid expansion in 2013 and
current enrollment following Medicaid expansion and increases due to the COVID-19 PHE. Unsurprisingly, prior
to Medicaid expansion, there were few adult malés enrolled in Medicaid while'the majority of enrolled
beneficiaries (approximately two-thirds) were children. The Centennial Care 2.0 population as of 2021 has
relatively more adults, accounting for 58 percent of total enroliment. Table A-1 contains specific values for the
change in age and gender distribution between 2013 and 2021.

Figure 1-4—Change in Age and Gender Distribution Among Beneficiaries
2013 2021

90 Male Female Male Female

L A

20,000 10,000 0 10,000 20,000 20,000 10,000 0 10,000 20,000
Number of Beneficiaries Number of Beneficiaries

Evaluation Activities

In response to the STCs, HSD has contracted with an independent evaluator, Health Services Advisory Group,
Inc. (HSAG), to conduct comprehensive evaluations (i.e., interim and summative) of Centennial Care 2.0, New
Mexico’s Medicaid Section 1115 Demonstration Waiver. **° The purpose of this evaluation is to provide CMS

119 The evaluation for Centennial Care was conducted by Deloitte.
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and HSD with an independent evaluation of Centennial Care 2.0, ensure compliance with Medicaid Section 1115
requirements, and provide recommendations to improve program efficacy along the way.

e Evaluation Design Plan*—The plan for how to accomplish the evaluation explaining how it is expected
to achieve the goals of the waiver along with specifying hypotheses, evaluation questions, associated
measures, and analytic methods. The evaluation design plan for Centennial Care 2.0 was developed by
Mercer and approved by CMS on April 2, 2020.

e Interim Evaluation Report—The report will include the goals of the evaluation, the hypotheses related to
the demonstration, and the methodology of the evaluation. The report will providefinterpretations of the
findings, assessments of the outcomes, explanations on the limitations of the design, data, and analyses,
and recommendations to the State from January 1, 2019, to December 31, 2021. -2

s« Summative Evaluation Report—The report will follow the same structuréas the interim,report for the
entirety of the demonstration period (January 1, 2019, to December:34, 2023).

Figure 1-5 displays the timeline of the evaluation activities.

Figure 1-5—Timeline of Evaluation Activities

New Mexico’s Section 1115 Interim Report Summative Evaluation Due
Waiver Begins Submitted to CMS to CMS

January 2019 January 2020 December 2022 December 2023

l l

Evaluation Design Plan New Mexico’s Section 1115
Submitted to CMS Waiver Concludes

120 The CMS-approved Evaluation Design Plan is available in Appendix B of the Interim Evaluation Report.

121 Centers for Medicare & Medicaid Services. Special Terms and Conditions Centennial Care 2.0 Medicaid 1115 Demonstration.
Human Services Department. 2020. 11W-00285/6. Available at: https://www.medicaid.gov/Medicaid-CHIP-Program-
Information/By-Topics/Waivers/1115/downloads/nm/nm-centennial-care-ca.pdf. Accessed on: Jan 4, 2022.
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2. Evaluation Questions and Hypotheses

The primary purpose of the interim evaluation is to determine whether the Centennial Care 2.0 Demonstration
Waiver is achieving the four aims outlined in the Background section above. Section 2 provides the program’s
logic models, hypotheses, and research questions, which focus on evaluating the impact of these goals.

Demonstration Goals

The Centennial Care 2.0 demonstration supports improvements to achieve four primary aims:

3. Continue the use of appropriate services by members andto enhance‘member-access to services and
quality of care.

4. Manage the pace at which costs are increasing while sustaining or improving quality, services, and
eligibility.

5. Streamline processes and modernize the Centennial Care health delivery system through use of data,
technology, and person-centered care,

6. Improve quality of care and outcomes for Medicaid beneficiaries with a substance use disorder
(SUD).

To accomplish these aims, the demonstration includes key activities and interventions to maintain current levels
of improved performance and health outcomes forsCentennial Care 2.0 members.

Hypotheses and Research Questions

Fourteen hypotheses, testedsby45research questions, were identified to comprehensively evaluate the aims of the
Demonstration Waivert Hypotheses were developed based on the potential for improvement, the ability to
measure performarnce, and the use‘of comparison groups tosisolate the effects of the demonstration and
interventions. The hypotheses and research guestions are presented below with the program aims they were
designed to_evaluate.

Aim_ One: Cohtinue the Use of Appropriate Services by Members to Enhance Member
Access to Services and Quality of Care

Logic Model

Centennial Care 2.0 seeks to ensure that Medicaid members in the program receive the right amount of care,
delivered at the right time, in the right setting. Additionally, the demonstration seeks to ensure that the care and
services being provided are measured in terms of their quality rather than quantity alone.

A logic model was developed which relates interventions, initiatives, healthcare concepts, and program goals.
Evaluation hypotheses and research questions for each aim were derived from and organized based on the logic
model. Figure 2-1 displays the logic model for Aim One.
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EVALUATION QUESTIONS AND HYPOTHESES

Figure 2-1—Aim One Logic Model

Primary Drivers

LTSS
~©®

Aim One

Continue the use of
appropriate services
by members to
enhance member
access to services and
quality of care

Behavioral Health/
Physical Health Integration

\

Ambulatory and
Preventive Services

/" Continue to expand h
access to LTSS to serve more

CSecondary Drivers) ( Interventions )
Availability of
Community-based Services members in their homes
\_ and communities )
) (
\_

( Refine care coordination )
Enhance Care
Coordination Expectations

Continue to promote \
participation in HH
for eligible members )

Member engagement
with HH

to better meet the needs

of high-cost,
\_ high-need members Y,
Incent!ves for mt.ambers Fo ( Expand CR )
Engage in Preventive Services

Visiting project

Expanded preventive
access for pregnant and
postpartum members

Pilot Centennial Home )

The impact of the COVID-19 pandemic on the interventions described will be assessed where possible.

Note: CR: Centennial Rewards, HH: Health Home, LTSS: long-term services and supports

Hypotheses and Research Questions

The hypotheses and associated research questions for,Aim One are presented in Table 2-1.

Table 2-1—Aim One Hypotheses'and Research Questions

Hypothesis 1: Continuing to expand access to Long-Term
Support Services and Supports (LTSS) and maintaining the
progress achieved through rebalancing efforts to serve more
members in their home and communities will maintain the
number of members accessing Community Benefit (CB) services.

Hypothesis 2: Promoting participation in a health home will
result in increased member engagement with the health home
and increase access to integrated\physical and behavioral health
care in the community.

Hypothesis 3: Enhanced care coordination supports integrated
care interventions, which lead to higher levels of access to
preventive/ambulatory health services

Hypothesis 4: Engagement in a health home and care
coordination support Integrative care interventions, which
improve quality of care.

Q1: Has the number of members accessing CB services been
maintained year-over-year?

Q1: Is there an increase in the number/percentage of members
enrolled in a health home?

Q2: Is the proportion of members engaged in a health home
receiving any physical health (PH) services higher than those not
engaged in a health home?

Q1: Is there an increase in Centennial Care members who have at
least one claim for preventive/ambulatory care in a year?

Q2: Does engagement in a Health Home result in beneficiaries
receiving more ambulatory/ preventive health services?

Q1: To what extent is health home engagement associated with
improved disease management?

Q2: Does health home engagement result in increased follow up
after hospitalization for mental illness?
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Q1: Has the percentage of Centennial Care members participating
in CR increased?

Q2: Are CR incentive redeeming members likely to receive more
preventive/ambulatory services on an annual basis than those
who have not redeemed incentives in the 12-month period

Hypothesis 5: Expanding member access to preventive care following the initial redemption?

through the Centennial Home Visiting (CHV) Pilot Program and
providing incentives through Centennial Rewards (CR) will
encourage members to engage in preventive care services??

Q3: Does use of CR encourage members to improve their health
and make healthy choices?

Q4: Is the percentage of babies born with low birth weight (<
2,500 grams) to mothers participating in the CHV Pilot Program
lower than the percentage of low-birth-weight babies born to
Medicaid mothers who do not participate in the CHV Pilot
Program?

Aim Two: Manage the Pace at Which Costs Are Increasing While Sustaining or
Improving Quality, Services, and Eligibility

Logic Model

Centennial Care 2.0 aims to slow the growth rate of costs opf*bend the cost curve” over time without
inappropriate reductions in quality, benefits, eligibility, or'provider rates.

A logic model was developed which relates interventions, initiatiyes, healthcare concepts, and program goals.
Evaluation hypotheses and research questions for€ach aim'were'derived fromand organized based on the logic
model. Figure 2-2 illustrates the logic model for; Aim Two.

Figure2-2—Aim Two Logic Model

Primary Drivers CSecondary Drivers) ( Interventions )
— N

Incentives to Hospitals to Use the HQII to set N

Aim TWO Improve Health of Members performance levels
and Quality of Services and identify improvements)

Manage the pace .H.ospital and Prov'ider
atwhich costs:are Efficiency and Effectiveness Increase the number of ~\
increasing while Utilization of VBP providers with a VBP contract
sustaining or for Providers with quality and health

improving quality, improvement benchmarkSJ

services and eligibility

\,

The impact of the COVID-19 pandemic on the interventions described will be assessed where possible.

Note: HQIl: hospital quality improvement incentive, VBP: value-based purchasing

1 The hypothesis has been revised slightly from that in the CMS-approved Evaluation Design. The original hypothesis was misleading

as it suggested that both programs provide incentives for preventive care. Only CR provides preventive care incentives.
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Hypotheses and Research Questions

Table 2-2 presents the hypotheses and research questions corresponding with Aim Two.

Table 2-2—Aim Two Hypotheses and Research Questions

Q1: Has the number of providers with VBP contracts increased?

Q2: Has the number of providers participating in VBP
arrangements, who meet quality metric targets increased?

Hypothesis 1: Incentivizing hospitals to improve health of GER [T (i BTt e VD S s [T e

members and quality of services and increasing the number of A ]
providers with value-based purchasing (VBP) contracts will Q4: Has reported performance of Domain 1 measures in the
manage costs while sustaining or improving quality. Safety Net Care Pool (SNCP) Hospital Quality Improvement
Program been maintained or improved?

Q5: Do cost trends align with expected reimbursement and

benefit changes?
Care Healt! Delivery

Aim Three: Streamline Processes and Modernize the Cént
System Through Use of Data, Technology, and Person-Center

Logic Model

The Demonstration Waiver targets the streamlining and i icaid program in the State of
New Mexico as an area for improvement.

A logic model was developed which relates inte iti 8 concepts, and program goals.
Evaluation hypotheses and research questions f i om and organized based on the logic
model. Figure 2-3 presents the logic model i

Aim Three Logic Model
g g

( Primary Drivers ) (Secondary Drivers) ( Interventions )

Leverage Technology to

Implement a continuous

8 i ; Increase Accessibility of
P | At'imm.lftra'twe Necessary Services and NFLOC approvl syste'nj fo.r
| ‘ F| Simplification members whose condition is
F | =] —\ Improve the Approvals/ not expected to change
. - - Authorizations Process
4
H Utilization of Technology Expand telemedicine
AI m Th ree ( to Expand Access ] ( providers and services
i Use of Industry Best
Streamline pr‘ocesses Practices and Technology e
and modernize the to Increase Access and Collect member )
Centennial Care health Member Satisfaction Use Member Experience satisfaction data and
delivery system Data in CQl use to inform needed
through use of data, \_ _ Programchanges )
technology, and
erson-centered care
P Reliable and Streamlined (Implement and expand EVV )
Reporting Process, Claims Automate Claims Tracking to track when and where
Accuracy, Use of Data for and Trending HCBS services or Home
Quality Improvement \_ Health care is received )
The impact of the COVID-19 pandemic on the interventions described will be assessed where possible.
Note: CQl: continuous quality improvement, EVV: electronic visit verification, HCBS: home- and community-based services,
NFLOC: nursing facility level of care
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Hypotheses and Research Questions

EVALUATION QUESTIONS AND HYPOTHESES

The hypotheses and research questions for Aim Three are displayed in Table 2-3—Aim Three Hypotheses and

Research Questions.

Table 2-3—Aim Three Hypotheses and Research Questions

Hypothesis 1: The Demonstration will relieve administrative
burden by implementing a continuous Nursing Facility Level of
Care (NFLOC) approval with specific criteria for members whose
condition is not expected to change over time.

Hypothesis 2: The use of technology and continuous quality
improvement (CQl) processes align with increased access to
services and member satisfaction.

Hypothesis 3: Implementation of electronic visit verification
(EVV) is associated with increased accuracy in reporting services
rendered.

Q1: Has the number of continuous NFLOC approvals increased
during the Demonstration?

Q1: Has the number of telemedicine providers increased during
Centennial Care 2.0?

Q2: Has the number of unduplicated members with a
telemedicine visit increased during Centennial Care 2.0?

Q3: Has member satisfaction increased during Centennial Care
2.0?
Q1: Has the number of claims submitted through EVV increased?

Q2: Has the proportion of paid or unpaid hours retrieved due to
false reporting decreased?

Aim Four: Improved Quality of Care and Outcomes for. Medicaid Beneficiaries With a

Substance Use Disorder

Logic Model

Centennial Care 2.0 seeks to ensure members have access to high quality, evidence-based opioid use disorder
(OUD) and other SUD treatment servicess These services range from medically supervised withdrawal
management to ongoing.chronic care,for these conditions in cost-effective settings.

A logic model wasfdeveloped which relates interventions,initiatives, healthcare concepts, and program goals.
Evaluation hypotheses and research questions for eachaim were derived from and organized based on the logic

model. Figuré 2-4 displays Aim Four’s logic model.
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Figure 2-4—Aim Four Logic Model

C Primary Drivers ) (Secondary Drivers) C Interventions )

( Increase Rates of
Identification, and Initiation
in Treatment
L

N\ (" Increase the number )
of physical health and

behavioral health providers

\_ who screen for SUD )

/" Increase the number of )
peer support specialists and
recovery services provided
\_ to individuals with SUD P

Initiation, Engagement, and
Retention in Treatment
( Increase Engagement,

Adherence to and Retention
in Treatment
. J

N\

r V “ ( Expand continuum of
SUD services available for
: Increase Beneficiary Access to critical levels of \_ individuals with SUD )
Access to Appropriate LOC care for OUD and SUD
Increase the number of
i ambulatory SUD providers
Aim Four

Improve Access to Care for
Physical Health Conditions

Improve quality of

Increase the number 3

care and outcomes for = el
i R Physical Health and Among Beneficiaries : =
Medicaid beneficiaries @ehavioral Health IntegratioD o with SUD Through & provnders'offejrnng
with SUD Increased Participation in \_ CARE GRlinatior )
Health Homes
\ V. (Expand naloxone training,N

distribution, and monitoring
through the Prescription
Monitoring Program and
related initiatives

Improved Access
to naloxone
L J

Opioid Specific
Interventions
Increase the Number J (Expand training of providerD

of Individuals with OUD
Receiving MAT

and prescribers in the
delivery of MAT )

.

The impact of the COVID-19 pandemic on the interventions described will be assessed where possible.

Note: LOC: level of care, MAT: medication-assisted treatment, OUD: opioid use disorder, SUD: substance use disorder

Table 2-4 present earch questions associated with Aim Four.

4—Aim Four Hypotheses and Research Questions

Q1: Did the number of behavioral health and physical health

Hypothesis 1: The Demonstration will increase the number of providers who screen beneficiaries for SUD increase?
providers that provide SUD screening, which will result in an Q2: Did the number of individuals screened for SUD increase?
increase in the number of individuals screened and the Q3: Has the percentage of individuals with a SUD who received

percentage of individuals who initiate treatment for alcohol and | any SUD related service increased?

other drug (AOD) dependence treatment. Q4: Did the percentage of individuals who initiated AOD abuse

and dependence treatment increase?
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Hypothesis 2: The Demonstration will increase peer support
services which will result in more individuals engaging in and
retained in AOD dependence treatment.

Hypothesis 3: The Demonstration will improve access to a
comprehensive continuum of SUD care which will result in
decreased utilization of emergency department (ED) and

inpatient hospitalization and SUD inpatient readmissions.

Hypothesis 4: The Demonstration will Increase the number of
individuals with fully delegated care coordination/which
includes screening for co-morbid conditions, which will result in
increased utilization for physical health conditions.

Hypothesis 5: The Demonstration will increase use of naloxone,
medication assisted treatment (MAT) and enhanced monitoring
and reporting of opioid prescriptions through the prescription
monitoring program, which will result in fewer overdose deaths
due to opioid use.

Q1: Has the percentage of individuals with a SUD diagnosis who
received peer support services increased?

Q2: Does receiving peer support increase the percentage of
individuals engaged in AOD abuse and dependence treatment?
Q3: Does receiving peer support increase the treatment tenure
for individuals receiving AOD abuse and dependence treatment?
Q4: Does receiving peer support increase the treatment tenure
for medication assisted treatment (MAT) for OUD?

Q1: Has the continuum of services available for individuals with a
SUD expanded in terms of which services are available?

Q2: Has capacity for ambulatory SUD services increased?

Q3: Has the utilization of EDs by individuals with a SUD
decreased?

Q4: Has the utilization of inpatient hospital settings for SUD-
related treatment decreased?

Q5: Has the utilization of inpatient hospital settings for
withdrawal management decreased?

Q6: Have inpatient SUD readmissions decreased for individuals
with SUD diagnoses?

Q7: Have increasing trends in total cost of care been slowed for
individuals with SUD diagnoses?

Q8: Have SUD costs for individuals with SUD diagnoses changed
proportionally as expected with increased identification and
engagement in treatment?

Q1: Has the percéntage of individuals diagnosed with a SUD
receiving care coordination increased?

Q2: Has the'number of individuals with a SUD receiving
preventive health care increased?

Q1: Has there been an expansion of naloxone distribution and
training?

Q2: Has the number of providers using MAT services increased?
Q3: Has the number of individuals with a SUD receiving MAT
increased?

Q4: Is there evidence of enhanced policies and practices related
to the prescription monitoring program, real time prescription
monitoring program updates, member/provider lock-in programs
and limits/edits at pharmacy points-of-sale?

Q5: Is there a decrease in the number of deaths due to overdose?
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3. Methodology

The primary goal of an impact assessment in policy and program evaluation is to establish a causal relationship
between the introduction of a policy or program and related outcomes. To accomplish this, a comparison of
outcomes between the intervention group and a valid counterfactual—the intervention group had its members not
been exposed to the intervention—must be made. The gold standard for experimental design is a randomized
controlled trial which would be implemented by first identifying an intervention population, and then randomly
assigning individuals to the intervention and the rest to a control group, which would'serve‘as the counterfactual.
However, random assignment is rarely feasible in practice, particularly as it relates to healthcare policies.

As such, a variety of quasi-experimental or observational methodologies have been/developed, for evaluating the
effect of policies on outcomes. The research questions presented in the previous@ection will be addressed through
at least one of these methodologies. The selected methodology largely depends on data availabilitysfactors
relating to (1) data to measure the outcomes, (2) data for a valid comparison group, and (3) data eollection during
the time periods of interest—typically defined as one or two years priorto implementation and annually
thereafter. Table 3-1 illustrates a list of analytic approaches that will be used as part of the evaluation and whether
the approach requires data gathered at the baseline (i.e., pre-implementation), requires aeomparison group; or
allows for causal inference to be drawn. It also notes key requifements unique to a particular approach.

Table 3-1—Analytic Approaches

Allows
Causal Notes
Inference

Baseline Comparison

Analytic Approach

Data Group

Trends in outcomes should be
Difference in Differences v v v similar between comparison and
intervention groups at baseline
Requires sufficient data points
Interrupted Time Series v v prior to and following
implementation

Requires multiple baseline data

Trend Analysis v .
points

Relies on descriptive
Descriptive Time Series Analysis interpretation; does not involve
statistical testing

Evaluation Designh Summary

The evaluation design ofithe 1215 Demonstration Waiver utilized a mixed-methods evaluation design.
Quantitative methods included descriptive statistics showing change over time in both counts and rates for
specific metrics, interrupted/time series (ITS) analysis or difference-in-differences (DiD) to assess whether the
waiver interventions effected changes across specific outcome measures. Where possible, comparison groups
were used to demonstrate that effects were likely due to the Demonstration Waiver. For some measures related to
the Health Home Program, Centennial Home Visiting (CHV) Pilot Program, peer support services, and
Centennial Rewards, a comparison group was possible. In many cases, however, a valid comparison group could
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not be used because data were unavailable for a comparable population not targeted by the intervention.®* This
occurred for interventions that were implemented for all members throughout the State simultaneously.
Beneficiary surveys, administered by the managed care organizations (MCOs) as part of their Consumer
Assessment of Healthcare Providers and Systems (CAHPS®)*2 surveys, were used to assess beneficiaries’ rating
of their personal doctor, health plan, and overall health care.

Target and Comparison Populations

The target populations for the hypotheses in Aim One through Aim Four were managed care Centennial Care 2.0
members, subgroups of managed care members receiving the Demonstration interventions, and providers serving
Centennial Care members.

Within Aims One through Three, the specific member subgroups studied include:

e Long-term care members.
s Long-term services and support (LTSS) members enrolled in the"Community Benefit (CB) Program.
e Members enrolled in health homes.

s Members receiving fully delegated care coordination frammvalue-based purchasing'(\VVBP) contracted
providers.

s Members engaged in the Centennial Rewards pragram.
e Members enrolled in the Centennial Home Visiting (CHYV) Pilot Program.

Provider subgroups studied in the evaluation include safety net care pool (SNCP) hospital quality improvement
incentive (HQII) hospitals, and providers with VVBP contracts.

Within Aim Four, specific member subgroups studied were Centennial Care members with a substance use
disorder (SUD) diagnosis, andsmembers with a SUD,diagnosis who received medication-assisted treatment
(MAT). Providers serving members with a SUD diagnosis were also studied.

The evaluation design did not include a randomized treatment and a control group. That is, there was not a group
of managed care members who were eligible for the waiver interventions and who received them based on
random assignment. Certain waiver programs (e.g., Health Homes, CHV Pilot) did allow for comparisons
betweenfgroups: These groups were based on member self-selection or specific outreach criteria, not
randemization. Where possible, adjustments were made to account for differences between the intervention and
comparison groups.

Evaluation Period

The time periods covered in this report are presented in Table 3-2.

31 Because the Centennial Care 2.0 demonstration targeted most managed care beneficiaries in the State, no in-state
comparison could be used. An out-of-state comparison group could be constructed ideally using Transformed Medicaid
Statistical Information System (T-MSIS) Analytic Files (TAF) data. However, due to the two-to-three-year lag, with
only preliminary data for 2020 available as of this writing, the T-MSIS data is expected to be feasible for only the
summative evaluation report. Depending on access fees and the restrictions around using the T-MSIS data, the
independent evaluator will determine the most cost-effective and feasible approach for developing an out-of-state
comparison group.

32 CAHPS® is a registered trademark of the Agency for Healthcare Research and Quality (AHRQ)
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Table 3-2—Time Periods

Baseline Period Interim Report Evaluation Period

January 1, 2018 — December 31, 2018 January 1, 2019 — December 31, 2021

Evaluation Measures

The evaluation measures were based on data sources that provided valid and reliable,data which were readily
available throughout the Demonstration and evaluation activities. HealthServices Advisofy Group, Inc. (HSAG),
reviewed the quality and completeness of each data source to determing if the data used were complete and
accurate. The New Mexico Human Services Department (HSD) used a comprehensive standardized reporting
framework based on recommendations from the Centers for Medicare|& Medicaitt Services (CMS) State Toolkit
for Validating Medicaid Managed Care Encounter Data for the Centennial Care Program quarterly,and for annual
MCO reports. As often as possible, measures in the evaluation were selected frem nationally recognized measure
stewards for which there are strict data collection processes and auditedsresults. Table 3-3 displays which measure
steward was used for each measure. Information from additional data sources, such as the Department of Health,
Office of the Medical Investigator, hospital associations, and pharmacy boards, was assessed for completeness
and accuracy and was based on State knowledge of the provider€@mmunity and experience in New Mexico.

Table 3-3—Measure Stewards

Measure Measure Name Steward
Number
1 Number of Centennial Care members enrolled and receiving CB services —
2 Number/Percentage of Centenfiial Care members enrolled'inashealth home -
3 Number/Percentage of health home members with at least one (1) claim for physical _
health (PH) service in the calendar year
National
\ . 4 Committee for
4a Adults' access to preventive/ambulatory health sérvices (AAP) .
Quality Assurance
(NCQA)
5a Children and adolescents' access to primary care practitioners (CAP) NCQA
6 Well-child visits in the third, fourth, fifth, and sixth years of life (W34) NCQA
Adults' access to preventive/ambulatory health services (AAP) — Health Home (HH)
4b Y NCQA
population
5b Childremand adolescents' access to primary care practitioners (CAP) — HH population® NCQA
7 Diabetes screening for members with schizophrenia or bipolar disorder who are using NCQA
antipsychotic medications (SSD) — HH population
Anti-depressant medication management (AMM) Effective Acute Phase Treatment —
8 ] NCQA
HH population
Anti-depressant medication management (AMM) Effective Continuation Phase
9 . NCQA
Treatment — HH population
10 7-day follow up after hospitalization for mental illness (FUH) — HH population NCQA
11 30-day follow up after hospitalization for mental illness (FUH) — HH population NCQA
12 Percentage of Centennial Care (CC) members participating in Centennial Rewards (CR)  —
13 Percentage of CR participating members with an annual preventive/ambulatory _

service
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Measure
Number

14

15

16
17
18

19

20
21
22
23
24
25
26
27
28
29
30
31

32

33
34
35
36

37

38
39
40
41

42

43

HEALTH SERVICES
ADVISORY GROUP

Measure Name

Steward

Percent of CR users responding positively on satisfaction survey to question regarding
if the program helped to improve their health and make healthy choices

Live births weighing less than 2,500 grams (low birth weight)

METHODOLOGY

Centers for
Disease Control

(cDe)

Total number of providers with VBP contracts -

Number/percentage of providers meeting quality threshold —

Percentage of total payments that are for providers in VBP arrangements b

Percentage of qualified Domain 1 SNCP Hospital Quality Incentive measures that have
maintained or improved their reported performance rates over the previous year

Cost per member trend

Cost per user trend

Number of continuous nursing facility level of care (NFLOC) approvals —

Number of telemedicine providers

Number of members receiving telemedicine services —

Member rating of health care
Member rating of health plan

Member rating of personal doctor

NCQA
NCQA
NCQA

Number of submitted claims through electronic visit verification{EVV) —

Percent of paid or unpaid hours retrieved due to false reporting —

Number of providers who provide SUD'screening —

Number of individuals screened for SUD CMS

Percentage of individuals with a SUD diagnosis Who received any SUD service during

the measurement year

Initiation of alcohol or other drug (AOD) Abuse or Dependence Treatment (IET) NCQA

Percentage of individuals with @ SUD diagnosis who received peer support —

Engagement of AOD Abuse or Dependence Treatment (IET)
Average Length of Stay (ALOS)

Continuity of Pharmacotherapy for opioid use disorder (OUD)

Continuum jof services available

and Prevention

NCQA (modified)

University of
Southern

California (USC)

(NQF #3175)

Number of providers and capacity for ambulatory SUD services —

Percentage of emergency department (ED) visits of individuals with SUD diagnoses —

Percentage of Inpatient admissions for SUD-related treatment —

Percentage of Inpatient admissions of individuals with a SUD for withdrawal

management

7- and 30-day inpatient and residential SUD readmission rates =

Centennial Care 2.0 - Interim Evaluation Report

State of New Mexico
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Measure Measure Name Steward
Number
aa Total and per member per month (PMPM) cost (medical, behavioral, and pharmacy)
for members with a SUD diagnosis
45 Total and PMPM cost (medical, behavioral, and pharmacy) for members with a SUD .
diagnosis by SUD source of care
46 Total and PMPM cost for SUD services for members with a SUD diagnosis —
47 Total and PMPM cost for SUD services by type of care (inpatient [IP], outpatient [OP], _
prescription [RX], etc.)
48 Percentage of individuals diagnosed with a SUD receiving care/coordination -
Centers for
Percentage of individuals with a SUD receiving preventive/ambulatory health services Med!ca!d & .
49 (AAP) Medicaid Services
(CMS) (modified
NCQA)
50 Number of naloxone training and kit distributions —
51 Number of MCO network MAT providers —
52 Percentage of individuals diagnosed with a SUD with MAT claims —
53 Number of policy and procedure manual references —
54 Rate of deaths due to overdose —

INote: To concisely evaluate the Health Home Program, results for measures 4b and 5b (health home-specific measures) are presented after Measure 6.

*The following abbreviations are used in the measure descriptions—ALOS: Average Length of Stay; AOD: alcoholand other drugs; CB: Community Benefit; CC:
Centennial Care; CDC: Centers for Disease Control and Prevention; MS: Centers for Medicare & Medicaid Services; CR: Centennial Rewards; ED: emergency
department; EVV: electronic visit verification; HH: health home; IP: inpatient; NCQA: National Committeefor Quality Assurance; NFLOC: nursing facility level of
care; NQF: National Quality Forum; MAT: medication assisted treatment; MCO: managed care organization; OP: outpatient; OUD: opioid use disorder; PH:
physical health; PMPM: per member per month; RX: prescription; SNCP: safety net care pool; SUD: substance use disorder; USC: University of Southern California;
VBP: value-based purchasing. Measures with no steward, indicated by a dash (“—*), are customized measures specific to the evaluation.

Data Sources

Multiple datasources were used to evaluate the 14 hypotheses for the evaluation. Data collected included
administrative claims/encounter data, MCO reports, MCO CAHPS reports, data submitted by Finity, birth registry
data, VBP reports, and CMS 64 files supplied by the State. Unredacted capitation rate certification files provided
by HSD and budget neutrality workbooks publicly available on Medicaid.gov were utilized for the cost-
effectiveness review.»Administrative data sources included information extracted from the Medicaid Management
Information System (MMIS). MMIS was used to collect, manage, and maintain Medicaid recipient files (e.g.,
eligibility, enroliment, and:demographics) and managed care encounter data.

Administrative

Administrative data extracted from the MMIS were used to calculate most measures presented in this Interim
Evaluation Report. These data included administrative claims/encounter data, beneficiary eligibility, enrollment,
and demographic data. Provider data were also used as necessary to identify provider type and beneficiary
attribution.

Use of managed care encounters was limited to final, paid status claims/encounters. Interim transaction and
voided records were excluded from all evaluations because these types of records introduce a level of uncertainty
(from matching adjustments and third-party liabilities to the index claims) that can impact reported rates and cost
calculations.
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Form CMS 64s provided by HSD were used as part of the cost-effectiveness review and contain statements of
expenditures for which states are entitled to federal reimbursement under Title XIX.

Analytic Methods

Multiple analytic techniques were used, depending on the type of data for the measure and the availability of data.

Descriptive, content analysis was used to present data related to process evaluationgneasures gathered from
document reviews. The data were summarized to describe the activities undertaken, including highlighting
specific successes and challenges.

Descriptive statistics, including frequency distributions and time series (presentation of rates over time), were
used for quantitative process measures to describe the output of specific waiver@ctivities. Thesexanalysis
techniques were also used for some short-term outcome measures in cases where the role of the measure was to
describe changes in the population, but not to show specific effects of thecDemonstration Waiver:

Difference-in-Differences

A DiD analysis was performed for measures in which a suitable comparison group could be identified (e.g., all
health home measures using claims/encounter data and peer support measures). This approach compared the
changes in outcome rates between the baseline period and the evaluation period, flacross the intervention and
comparison groups. For the DiD analysis to be valid, the comparison group must accurately represent the change
in outcomes that would have been experienced bysthe,intervention group inthe absence of the program. DiD
analysis was conducted with member-level rates, using a logistic regression model for measures with binary
outcomes.

The general form of the DiD model used was:
Yie = Boot B1 * T + Py xpost + Pz + (post xT) + ¢

Where Y is the gutcome for group i'inyeart, T is a binary indicator of the intervention group, post is a binary
indicator for the evaluation period, and g Is an error term. The coefficient 4 identifies the average difference
between the groups during the baseline period prior to the implementation of the waiver. The time period dummy
coefficient 2 captures the change in average outcome between the baseline and evaluation time periods for the
non-intervention group. The coefficient on the interaction term f; represents the DiD estimate of interest in this
evaluation. In'other words, it is the difference in the average outcome between the baseline and evaluation time
periods for the intervention group, compared to the difference in average outcome between the baseline and
evaluation time period for the non-intérvention group.

The DiD approach was used where possible, as it controls for any factors external to the program that are applied
equally to both groups, such as the coronavirus disease 2019 (COVID-19) public health emergency (PHE).
However, the method is still'susceptible to external factors that may have differentially impacted one group and
not the other.

While a suitable out-of-state comparison group was not available for the entire New Mexico Centennial Care 2.0
Demonstration, two programs, Health Home and Peer Support Services, were available to smaller member
subgroups, and thus allowed for an in-state comparison group.
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Health Home

To construct the most appropriate comparison group for the health home population, a logistic regression model
was used to predict the probability that each member would participate in the program, conditional on their
observed baseline characteristics (i.e., the propensity score). These characteristics included sex, age, race, county
of residence, an indicator for having a serious mental illness (SMI) or serious emotional disturbance (SED)
diagnosis at any point during the baseline year,** a Chronic Illness and Disability Payment System (CDPS) risk
score, and indicators for disease conditions related to participation in the Health Home Program. Each health
home-enrolled member was matched to a non-health home member based en'the propensity score and county of
residence (see Appendix A for matching details).

Peer Support

The DiD analysis was used for Measures 35, 36, and 37, related to assessing, the impact of peer support services
on alcohol and other drug (AOD) dependence treatment (Aim 4, Hypothesis 2). Although the CMS approved
evaluation design plan did not specify a comparison group, it was possible ta create an in-state comparison group
and utilize the DiD approach—a potentially strong evaluation design.**To control for potential differences in
health profiles between members receiving peer support services and those not receiving peer support services,
HSAG controlled for members’ weighted CDPS risk score in thesanalysis.

Interrupted Time Series

The ITS design included annual or quarterly observations of each‘measure over time, beginning at least one year
prior to the Demonstration implementation. The gounterfactual for the analysis'was the trend, as it would have
happened, without being “interrupted” by the Demonstration. Specific outcome measures were collected for
multiple time periods both before and after the,first demonstration period, waiver renewal, and related
interventions. The measurements collected after the Demonstration‘are then compared to the projected outcome to
evaluate the impact the demenstration had on the outcome. The generic ITS model is:

Yi'=Po + Pitime, + Bypost, # Pstime X post, + U,

where Y is theoutcome of interest forthe time period t, time represents a linear time trend, post is a dummy
variable to indicate the time periods post-implementation, and time X post is the interaction term between time
and post«The eoefficient, fo, identifies the starting level of outcome Y, f1 is the slope of the outcome between the
measurements before the program, - is the change in the outcome at a various point in time, and fsis the change
in the slope for the measurements after the program.

For measures calculated guarterly, indicator variables were added to the ITS model specified above for each
quarter of the year to'adjust for seasanality in the trend. Adjustment for the COVID-19 public health emergency
(PHE) was conducted by:creating@n indicator variable for quarter 2 (Q2) of 2021 to represent the initial wave of
COVID-19 PHE—related shutdowns and stay-at-home orders, and a separate indicator variable for Q3 of 2020
through the end of Q1 of 2021 to reflect subsequent New Mexico-specific public health orders.®® For measures
calculated annually, an indicator variable for 2020 was included in the model to adjust for the COVID-19 PHE.

33 SMI/SED diagnosis codes were obtained from the New Mexico Managed Care Policy Manual. Available at:

https://www.hsd.state.nm.us/wp-content/uploads/2020/12/Centennial-Care-Managed-Care-Policy-M.pdf. Accessed on: Jul 5, 2022.

Contrear, K, Bradley K, and Chao, S, “Best Practices in Causal Inference for Evaluations of Section 1115 Eligibility and Coverage

Demonstrations,” Mathematica Policy Research White Paper, June 2018.

%5 New Mexico Department of Health. Public Health Orders and Executive Orders. Available at: https://cv.nmhealth.org/public-health-
orders-and-executive-orders/. Accessed on: June 21, 2022.

34
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Comparative interrupted time series (CITS) was used to assess Measure 13: Percentage of Centennial Rewards
Participating Members with an Annual Preventive/Ambulatory Service. This was estimated using linear
regression modeling of the following comparative ITS equation:

Yt == ﬁo + ﬁlT + ﬁth + ﬁSTXt + B4Z + ‘BSZT + ﬁ()ZXt + ﬁ7ZXtT +¢&

Where Y is the measure rate, T is time, X is study phase (pre- or post-interruption), XT is time after interruption, Z
is treatment or control, ZT is time for treatment, ZX is study phase for treatment, and ZXT is time after interruption
for treatment.

Trend Analysis

For measures where an ITS analysis was not available, a regression model incorporating both the linear grend in
the baseline period and dummy variables for the evaluation period years was used for trend analysis. In/this
model, observed rates during the evaluation period were compared against the projected rates if'the baseline trend
had continued. Logistic regression was utilized to evaluate measures with binary eutcomes.

The general form of the model is:

In(Y) = Bo + B, TIME+ Z 8.5,

Where B, is the intercept representing the natural log of the rate atthe first baseline year; g, is the average annual
change in the logged rate during the baseline period, as a function of TIME; and )’ 8,5, represents the impact of a
series of dummy variables representing each eval@ation year t. The coefficients for these dummy variables
represent the difference in the logged rate from the last year of the baseline period to the year represented by the
dummy variable. TIME is the piecewise trendparameter for the baseline period defined as a linear trend in the
baseline period and is held constant in the&valuation period by setting it equal to the value of the last year of the
baseline period.

A series of hypothesis tests of the linear combination of coefficients were performed to determine if the
evaluation periodirates were significantly different from the projected evaluation period rates based on the TIME
coefficient and the intercept.

Descriptive Fime Series

Measures in which there are insufficient data points for a robust ITS analysis and no viable comparison group for
DiD testing will be assessed through a descriptive analysis of trends in the data.

Financial Analysis Trend and Cost Development

The goal of the financial analysis of Centennial Care 2.0 is to compare the costs to the State for the programs
covered under the 1115 Demonstration Waiver against the estimated expected costs had the 1115 Demonstration
Waiver not been implemented. The program cost effectiveness evaluation is designed to assess the impact on
costs and trends (i.e., year-over-year percentage changes) of the shift to managed care throughout the course of
the waiver. To accomplish this, costs and trends are developed two ways, normalized and un-normalized.

Un-normalized and normalized claim/encounter costs and trends are calculated and analyzed at two levels. Level
one analysis reviews the per member per month (PMPM) cost and trend by year and compares the average annual
trend from the baseline period, the average normalized annual trend from the baseline period, and the expected
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average annual trend. The second level of analysis for un-normalized and normalized claims/encounters is
completed on a per utilizing member per month (PUMPM) basis. A utilizing member month is any month in a
calendar year during which a member incurred a claim or encounter. Level two analysis reviews the PUMPM cost
and trend by year and compares the average annual trend from the baseline period, the average normalized annual
trend from the baseline period, and the expected average annual trend.

Un-normalized claim trends and costs represent the cost from the Centennial Care MCO reported utilization data.
The information presented is aggregated for all Medicaid populations. Un-normalized data analysis does not
account for known demographic differences from one Demonstration year toithe next. When'completing an
evaluation by comparing year to year changes of the un-normalized costs, program impacts and results may be
biased due to the demographic changes in the underlying population. 1n an un-normalized analysis, cost changes
are not adjusted to account for changes in the underlying population.

Normalization is the term used to describe the process of adjusting cost datasfor the known quantifiable/changes
that impact utilization and cost such as demographic changes, risk, and inflation. Normalization-analysis was
employed with the goal of removing all known and quantifiable variation'by-analysis period, leading to a more
accurate comparison between time periods. Below are the high-level steps of the normalization process. Detailed
descriptions of each step are outlined further below.

1. Calculate the risk-adjusted PMPM for the analysis cohort:

2. Calculate the age-band/gender factor for the analysis cohort.
3. Calculate the area factor for the analysis cohort:
4

Apply risk, age-band/gender, and areasfactors-to paid claims t@ calculate the normalized PMPMs for
the analysis cohort.

To account for demographic differences throughout the Demonstration, all claims/encounters were normalized for
condition-based risk score, combined age/and gender variation, and variation in cost by geographic area. HSAG
employed the CDPS modelwversion,6.5to develap person-level condition-based risk scores. CDPS is a diagnostic-
based risk adjustmentimodel widely used to adjust capitated payments for health plans that enroll Medicaid
beneficiaries. CDPS Uses International Classification‘of Diseases (ICD) codes to assign CDPS categories that
indicate illnessdurden related to major body, systems (e.g., Cardiovascular) or types of chronic disease (e.g.,
Diabetes). Within each major category is a hierarchy reflecting both the clinical severity of the condition and its
expecteddeffect.on future costs. Each of the hierarchical CDPS categories are assigned a CDPS weight. CDPS
weights are additive across major categories. The condition risk score output from CDPS was applied to the
member-level'claims, by dividing the condition risk score into the claims PMPM to develop a risk-adjusted
PMPM.

R, = A
t — Ct

Where R represents the risk-adjusted member level individual claim cost, t is time, M is actual member-level

expenditure, and C is the condition based CDPS risk score for the enrollee.

The risk adjusted PMPM was then used to develop the combined age/gender factors utilizing the largest populated
county, Bernalillo, to remove any bias in the claims cost due to variance by geographic area. Category of service
level risk-adjusted PMPM costs are calculated at an age-band and gender grouping level as well as at the total

level for the entire population.
Ay = Z Ry /Dy
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Where A represents the annual risk-adjusted claim cost PMPM for an age-band/gender grouping, X; R is risk-
adjusted member-level individual claim cost and D represents corresponding eligible member months for the
represented age-band/gender grouping. The risk-adjusted individual claim level expenditures and corresponding
eligible members for a selected age-band/gender grouping are summed across each year. The annual risk-adjusted
member-level PMPM claims were developed to calculate age-band/gender ratios, also referred to as age-
band/gender factors, between each stratification comparing the risk adjusted, age-band/gender grouping PMPM to
the total population-level annual risk-adjusted member level claim cost PMPM. For example, if female members
ages 2024 have an annual risk-adjusted claims cost PMPM of $105 and the entire population has an annual risk-
adjusted claims cost PMPM of $100, then the age-band/gender factor would be 1.05 for the female 2024 cohort.

Age-band/gender factors are calculated based on the annual risk-adjusted member-level elaim cost PMPM. The
factors are calculated for each year in the Demonstration by dividing the,age-band/gender grouping risk-adjusted
claim cost PMPM by the overall annual risk-adjusted population level'claim cost PMPM. The annual age-
band/gender factors are as follows.

AB, = A, /A7

Where AB represents the annual age-band/gender factor and age-band/gender grouping, X is the age-band/gender
grouping, Ax is risk-adjusted member-level individual claim costgand AT represents the annUal risk-adjusted
claim cost PMPM for the entire population. The calculated factors arexeviewed over multiple time periods, and
final factors are developed to ensure highest statistical R24or a given age-band/gender grouping. A single set of
age-band/gender factors are developed ensuring that changes in age factors are applied consistently across all
areas and years.

Once consistent age factors are developed, they are applied to the member-level annual risk-adjusted claim cost
PMPM for members in each age-band/gender.grouping by dividingithescalculated age-band/gender factor into the
corresponding claims PMPM to develop an age-band /gender and risk adjusted PMPM. At this point the age-
band/gender and risk-adjusted PMPM represents @PMPM that has been netted of any impact of age, gender, and
risk. This allows for a focts on the variation of cost in,order to develop an adjustment factor by geographic region
as outlined below.

G, = Z R, /AB,

Where @ represents the annual risk and age-band/gender factors adjusted claim cost PMPM for a geographic area,
X is the geographie,area, R is risk-adjusted member-level individual claim cost, and AB represents the annual age-
band/gender age factor for an age-band/gender. The risk-adjusted individual claim level expenditures and
corresponding eligible members for a selected age-band/gender grouping are summed across each year. The
annual risk and age-band/gender factors adjusted claim PMPM output is developed to calculate relativities
between geographic regions and the overall annual risk-adjusted member-level claim cost PMPM. The annual
geographic factor is calculated as:

GE, = Gy/Gr

Where GF represents the annual geographic factor, X is the geographic grouping, Gy is risk and age-band/gender
factors adjusted claim cost and Gr represents the annual risk and age-band/gender factors adjusted PMPM for the
entire population. The calculated factors are reviewed over multiple time periods and final factors are developed
to ensure highest statistical R? for a geographic grouping. A single set of geographic factors are developed
ensuring that changes in geographic stratification of the enrolled population are applied consistently across all
years.
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The resulting PMPM is then used to develop the normalized claims cost PMPM and the normalized claims trends.
Normalized claims PMPM are calculated by dividing the risk-adjusted claim cost PMPM for an age-band/gender
and geographic grouping by the calculated geographic factor for a given geographic stratification and the selected
inflation rate, given by the formula below.

Ne = > Gy /(GEi))/Ds

Where N represents the normalized claims PMPM for a given geographic and age-band/gender, t represents the
annual review period, G represents the annual risk and age-band/gender factors adjusted claim cost PMPM for a
geographic area, X is the geographic area, GF represents the annual geagraphic factar, i represents the inflation
rate, and D represents the corresponding eligible member months for the represented age-band/gender and
geographic grouping.

The resulting normalized claims PMPM is then used to develop the normalized claims trend. Normalized claims
trends are calculated as the ratio of the normalized claims PMPM between two periods.

NT; = N¢/N¢—q

Where NT represents the normalized claims trend for a given geegraphic and age-band/gender, N represents the
normalized claims PMPM for a given geographic and age-band/gender, and t represents the annual review period.

Costs and trends were calculated and reviewed seven ways:

s Actual Total Cost represents the total expenditure for each review; period.
e Actual PMPM represents the per member per month cgst over the review period.

Y =2Xt/zzt

Where Y represents the.claims PMPM- cost)t represents the annual review period, X represents the actual
total cost for the' population ontime period under review, and Z represents the total enrolled population for
the analysis‘cohort.

e Expected PMPM represents the expected per member per month cost over the review period. It is
calculated by multiplying the ratio of the age-band/gender factor between the review period and the year
prior, the ratio of the area factor between the review period and the year prior, and the inflation rate for

the review period.
t — /-1 ABt—1 GFt_l Ct_l L wneret =

E; =Y, wheret =0

Where E represents the expected PMPM cost, t represents the review period, AB represents the annual
age-band/gender age factor for an age-band/gender, GF represents the annual geographic factor, i
represents the inflation rate, and Y represents the claims PMPM cost.

e Expected Total Cost represents the expected total expenditure for each review period. It is calculated by
taking the total enrolled population for the analysis cohort and multiplying by the expected claims
PMPM.

EC, = E,Z,
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Where EC represents the expected total expenditure for each review period, t represents the review
period, E represents the expected PMPM cost, and Z represents the total enrolled population for the
analysis cohort.

e Average Annual Trend represents the average annual growth in cost of care between the baseline and
each year. The annualized trend is then adjusted to smooth the individual annual trends to determine the
average across the represented time period.

L, = <£)(%) _ 1

Yo

Where L represents the average annual trend, t represents the review peried, Y: represents the claims
PMPM cost for the review period at time t, and Y, represents the claims PMPM cost for the baseline year.

e Average Annual Normalized Trend represents the average annual growth in cost of care adjusted for
known variances between the baseline and each year. The normalized annual trend is then adjusted to
smooth the individual annual trends to determine the average across the represented time period.

_ (&)(%) 4

Where M represents the average annual normalized trend; t represents the review period, N; represents the
normalized claims PMPM for a given geographic and age-band/gender for the review period at time t, and
No represents the normalized claims PMPMfor a given geographic and age-band/gender for the baseline
year.

s Expected Average Annual Trend/represents the average annual growth in cost of care for the expected
cost between the baselinesand each year. The expected annualized trend is then adjusted to smooth the
individual annual trends to determine the‘average acrass the represented time period.

[ 4 (E)G) _q

t EO

Where K represents the expected/average annual trend, t represents the review period, E: represents the
expected claims PMPM cost for/the review period at time t, and Eo represents the expected claims PMPM
cost for the baseline year.
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4. Methodological Limitations

The following sections details the methodological limitations of the Interim Evaluation Report for the Centennial
Care 2.0 Demonstration Waiver.

Evaluation Design

In this Interim Evaluation Report, Health Services Advisory Group, Inc.{HSAG), presents baseline and
evaluation period rates for performance measures and other metrics that align with the primary objectives of the
Demonstration Waiver. A particular strength of this evaluation is the use of varied data‘sources to address a wide
breadth of metrics spanning access to services and quality of care; modernization'of the health delivery system
through data, technology, and person-centered care; and specific attention to,Medicaid beneficiaries with a
substance use disorder (SUD). The metrics included in the evaluation were selected because of their relevance to
the processes and outcomes intended to be impacted by the Centennial €are 2.0 Program. Additionally, many of
the performance measures in this report are based on standardized, well-validated metrics from recognized
measure stewards. The quantitative analyses presented in this report are intended to assess thesChange in measure
rates and beneficiary survey responses associated with the intreductien of the Centennial Care 2.0 Program. The
Interim Evaluation Report is therefore based on data and analyses-that provide a strong foundation for the final
Summative Evaluation Report.

Three key limitations exist for the data, measures, and methods used for this Interim Evaluation Report. First,
with the exception of the Health Home Program,members receiving peer support, and the Centennial Home
Visiting (CHV) Pilot Program, no in-state comparison population exists since the Demonstration Waiver was
implemented for all members throughout the State simultaneously, and all members who would be eligible for the
waiver interventions received them. A comparison group of similarlysituated Medicaid beneficiaries who have
not received the programmingsehanges delivered by,Centennial Care 2.0 will be critical for obtaining a proper
counterfactual comparison in the Summative Evaluation Report. The comparison group will serve as the basis for
understanding what may have happened to.the healthcare'and health outcomes of Centennial Care 2.0
beneficiaries if the program being evaluated\was not put in place. It is possible that Transformed Medicaid
Statistical Information System (T-MSIS) data from the’Centers for Medicare & Medicaid Services (CMS), while
unavailable for this report, may become available for use in forming a counterfactual comparison group for
Centennial Care 2.0 by the time the Summative Evaluation Report is written. Additionally, at the time of the
Interim Evaluation Report, data could not be obtained from another state with similar population characteristics
and Medicaid policiesiand procedures in‘place. Therefore, the counterfactual comparison used in this report is the
comparison of measure rates across the'baseline and evaluation periods of the Demonstration. The results indicate
whether the measure rates increased«r decreased, and whether the results represented statistically significant
changes in performance.

A second key limitation of the results presented in this Interim Evaluation Report is the impact of the global
coronavirus disease 2019 (€OVID-19) public health emergency (PHE). The COVID-19 PHE impacted the
healthcare industry and the entire population on a global scale, requiring substantial changes to the processes used
in the delivery of healthcare. In New Mexico, as in other locations, healthcare utilization was significantly
reduced in 2020 and is likely to have impacted the results shown in this Interim Evaluation Report. Where
possible, adjustments for the impact of the COVID-19 PHE were made in the analyses. For measures analyzed
using interrupted time series (ITS), knowledge on state-specific case counts, shutdowns, and stay-at-home orders
was incorporated into the model to account for the effect of COVID-19 through controlling for affected quarters
or years in regression analyses. For measures wherein a difference-in-differences (DiD) approach was possible
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and a proper comparison group could be identified, the relative change over time in outcomes between groups is
the estimate of interest, and thus stronger inferences about program impacts may be drawn as the COVID-19
effect is assumed to apply equally to both groups. For many other measures, however, the specifications for
calculating rates require lengthy look back periods, or annual assessments of beneficiaries that would not allow
such adjustments to be made. Because of this limitation, for some measures, the 2020 rates confound the impact
of the COVID-19 PHE with any program impacts, and the analysis cannot disentangle the two sources of change.

Lastly, for programs wherein a comparison group was identified, it is possible that there were differences
unaccounted for between the groups, resulting in biased results. Unlike in adtruérandemized'controlled trial,
members voluntarily choose to participate in the Health Home Program orreceive peer support services, thus they
may be systematically different from those who were eligible but elected not to participatesin meaningful ways
not captured by administrative data. The use of a matched comparison population for the.comparison group
should, in theory, mitigate any bias caused by the lack of randomization; however, no methad can completely
remove the effect of self-selection bias.

Furthermore, it is possible that there were remaining unobserved differencesbetween the matched groups that
created a “regression to the mean” (RTM) effect. This statistical phenomenon oceursywhen matching selects units
that are extreme relative to their respective group means in order to achieve balance in the mat¢hed sample.** For
this to happen, otherwise “healthy” members would have to beamatehed during a time period of unusually high
utilization and/or prevalence of comorbidities, and then “regress™ back'to their mean from prior to the period used
for matching. This may result in biased conclusions.

However, since the measures used to evaluate the Health Home programare reported as rates consisting of
numerator and denominator criteria, the probability of numerator events must-be affected by RTM for it to bias
conclusions. If outcome measures included costs or service utilization, then it is expected that RTM would bias
results because the comparison group would “regress” back to their means during the evaluation year. In those
cases, it would be plausible that the comparison group at baseline had higher costs and utilization since they
would have been matched during a high utilization period under the assumption of RTM. However, due to the
nature of the measures included in this study, it is expected that any bias from RTM will be minimal.

For example, Measure 11, 30-day Follow Up After Hospitalization for Mental Iliness (FUH), demonstrates a
decline in the denominator among the non-health home group between baseline and each evaluation year. This
suggests there is a possibility of RTM due to fewer hospitalizations for mental illness among the comparison
group in the evaluation year. However, since the measure is reported as a rate, in order for RTM to bias results,
the probability of the numerator event must change between the baseline and evaluation years. That is, the
likelihood of receiving a follow-up visit must change due to RTM. Although this effect is unclear, the probability
of the numerator event to change for this measure or any other measure included in the evaluation of the Health
Home Program is expectedito be negligible.

Data Sources

The data used in the Interim Evaluation Report include administrative data, Medicaid enrollment data,
demographic data, claims and encounter data, as well as additional data sources such as managed care
organization (MCO) reports, Department of Health, Office of the Medical Investigator, hospital associations, and

41 Daw JR, Hatfield LA. Matching and Regression to the Mean in Difference-in-Differences Analysis. Health Serv Res. 2018
Dec;53(6):4138-4156. doi: 10.1111/1475-6773.12993. Epub 2018 Jun 29. PMID: 29957834; PMCID: PMC6232412.
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pharmacy boards. The variety of data sources for this evaluation is a major strength as it allows the State to
uniquely answer research questions that might not otherwise be possible with administrative data.

While using numerous data sources in this Interim Evaluation Report is a desirable strength, each source has
weaknesses as well which are important to understand within the context of the evaluation. For example, the
claims/encounter data used to calculate performance metrics are generated as part of the billing process for
Medicaid and, as a result, may not be as complete or sensitive for identifying specific healthcare processes and
outcomes as may be expected from a thorough review of a patient’s medical chart.* This weakness may be
mitigated in part if the lack of sensitivity in the claims/encounter data remainsrelatively stable over time and if
the measures calculated from these data follow trends consistent with the underlying processes and outcomes of
interest. The additional data sources had their own unique challenges. For example, the MEO report data files
varied in terms of data elements reported from year to year; this may have been dueto changes in the reporting
template, making it unclear whether the data provided were reflecting a true change to the measure or merely an
artifact of reporting. These data were provided to HSAG as reported by each'MCO, and thus could notde
confirmed or independently validated.

Methods

The methodology used in the Interim Evaluation Report comprises a mix of ITS, DiD, trend analyses, and
descriptive analyses. Excluding descriptive analyses, the résults give the reader an understanding of whether the
measures exhibited statistically significant changes after/Centennial Care 2.0,was implemented.

When data are available for multiple time points daring the baseline period and evaluation period, an ITS design
offers a robust quasi-experimental approach for gvaluating treatment effects. The strength of a single group ITS
lies in its adjustment of underlying trends inthe baseline period as Wwell‘as the ability to control for confounding
factors such as seasonality. However, without a valid comparison‘group, the internal validity of a single group
ITS analysis is threatened, as other policies orinterventions may affect the outcome simultaneous with Centennial
Care 2.0, resulting in biased conclusions about the impact of the Demonstration.*? Where possible, a comparison
population was used‘in‘the 1TS analysis to, control for concurrént changes. Furthermore, in time series analyses,
repeated observations of the outcome taken\both before and after the intervention allows for the construction of an
estimated counterfactual trend during the evaluation period. The counterfactual is based on a projection of the
underlyingetrend in the baseline period into the evaluation period. Power in ITS depends on the number and
distribution of data points before and after the intervention, among other factors; when there are few data points
during either the baseline or evaluation period, the results should be interpreted with caution.**** It is possible
that too few data points may have impacted the analysis; in particular, annual measures analyzed using ITS
included four data‘points,during the baseline period and three data points during the evaluation period and may
not allow for accurate representations’of trends in the data.

For the Health Home program population and the population of members receiving peer support services, the use
of a DiD approach was taken and a proper comparison group was identified. The results from this analysis allow

42 Becker Friedman Institute. Testing the Validity of the Single Interrupted Time Series Design. Available at:
https://bfi.uchicago.edu/wp-content/uploads/BFI_WP_201997.pdf. Accessed on July 5, 2022.

43 Hategeka C, Ruton H, Karamouzian M, et al. Use of interrupted time series methods in the evaluation of health system quality
improvement interventions: a methodological systematic review. BMJ Glob Health. 2020 Oct;5(10):e003567. doi: 10.1136/bmjgh-
2020-003567. PMID: 33055094; PMCID: PMC7559052.

44 Bernal JL, Cummins S, Gasparrini A. Interrupted time series regression for the evaluation of public health interventions: a tutorial.
Int J Epidemiol. 2017 Feb 1;46(1):348-355. doi: 10.1093/ije/dyw098. Erratum in: Int J Epidemiol. 2020 Aug 1;49(4):1414. PMID:
27283160; PMCID: PMC5407170.
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the reader to draw stronger conclusions about program impacts because the members participating in a health
home or receiving peer support services are compared to similar members who did not participate in a health
home or receive peer support services. However, a fundamental assumption of the DiD analysis is that the trends
between the intervention and comparison group are parallel prior to implementation of the program. By
identifying baseline trends in the outcomes, the parallel trends assumption can be directly tested and controlled for
if not satisfied. To be included in the DiD analysis, the same group of members are followed from the baseline
period to the evaluation period. The baseline period should be close in time to the start of Centennial Care 2.0 in
January 2019 to maximize the number of members enrolled during both periods. Choosing a baseline period far
removed from the start of Centennial Care 2.0 would result in a greater number of members who were not
enrolled in Medicaid during both time periods due to the relatively highfrate of enrollment and disenrollment
patterns among the Medicaid population. These members would consequently be excluded from the DiD analysis.
Due to ramp-up effects of the first year of health home implementation, as well as,the county-by-county,phased
nature of program roll-out, the first year of the Health Home Program would not provide an‘accurate measurement
of its performance from which to base an evaluation. As a result, measures based on administrative data are
evaluated based on a single year of baseline data. With only one pre-interventiomdata point, the parallel trends
assumption cannot be tested. To the extent the health home and non-health home groeups had different pre-
intervention trends, the results would be biased.

Another limitation of the methods used in this report is associated with the trend analysis comparing performance
measure rates in each evaluation year to the projected rate obtained from,the baseline trend. While this analysis
takes advantage of the multiple baseline years to obtain a'trend projection into the evaluation period, the
comparison may become less meaningful for measures wherein the baseline trend exhibited very large increases
or decreases, and when a baseline measure rate issi€arly zero. The comparison in this analysis is based on an
assumption that the baseline trend would continue during the evaluation period if the Demonstration program was
not implemented. For measures with steep baseline trends, this‘assumption is unlikely to hold, making the
resulting comparison less informative. Additionally, when measure rates are nearly zero, then small absolute
changes in the rate represent large relative changesibecause the measure rate is low. For these measures,
projections in the evaluation period rise more quickly:than may otherwise be expected, and the comparison of
observed to projected rates becomes lessinformative.

In contrast, for’Some measures, only a'descriptive comparison of measure rates during the baseline period to rates
during the evaluation period was possible, and thus highlights a primary limitation in the inability to draw causal
inferences. A descriptive analysis does not provide a sufficiently strong comparison group to definitively
conclude whethenthe Centennial Care 2.0 Demonstration caused changes in the measure rates, as it does not
attempt to isolate the,impact of the Demaonstration on measured outcomes. Other factors outside of the
Demonstration may have contributed to/changes in measure rates, such as the COVID-19 PHE, changes in coding
and reporting practices in the claims/encounter data, and changes in prescribing practices for opioids. The
forthcoming Summative EvaluationfReport will seek to establish a causal link between the implementation of the
Demonstration and changes in odtcomes.

A final limitation of the methodology is associated with its ability to speak to why specific measures may have
improved, worsened, or remain unchanged. The statistical analysis performed in this Interim Evaluation Report
characterizes the direction, magnitude, and statistical significance of measure rate changes. As this evaluation did
not include any qualitative components such as interviews with stakeholders or MCOs, the ability to explain why
specific measures changed in the ways that they did is limited. Therefore, the causes of changes in specific
measure rates, or the lack thereof, cannot be identified.
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The following section details measure results by research question and related hypotheses for the Centennial Care
2.0 Demonstration Waiver. This interim report provides results from the baseline period and first two years of the
evaluation period. Details on the measure definitions and specifications can be found in Appendix C.

Results Summary

Findings for each measure are summarized generally by two criteria:

1. The measure directly addresses the hypothesis.

2. The measure does not directly address the hypothesis, and ‘instead{provides descriptive,or contextual
information.

Depending on the analytic approach utilized, measures that directly address the hypothesis can provide sufficient
evidence to support the hypothesis or fail to support the hypothesis. If available data and/or the analytic approach
used cannot draw these conclusions, a measure may neither support nor fail to support the;hypothesis.

Measures that do not directly address the hypothesis but provide contextual information related to the hypothesis
may be deemed consistent with the hypothesis or inconsigtent with the hypothesis. Although the measure cannot
provide direct evidence relating to the veracity of the hypothesis, the results may be in alignment with the
hypothesis (i.e., consistent with the hypothesis) ormnet be‘in‘alignment with the hypothesis (i.e., inconsistent with
the hypothesis).

Measures for which there are currently not gnough data to draw'a conclusion are classified as N/A.

Aim One: Continue_themisesof appropridte services by members to enhance member
access to servicés'and quality of care

Hypothesis 1: Continuing to expand access to Long-Term Support Services and Supports (LTSS) and
maintaining the progress achieved through rebalancing efforts to serve more members in their homes and
communities will maintain the number of members accessing Community Benefit (CB) services.

Research Question 1: Has the number of members accessing CB services been maintained year-over-year?

Number of Centennial Care MemberséEnrolled and Receiving CB Services (Measure 1)

Measure 1 assesses whether the number of members accessing CB services has been maintained. Table 5-1 shows
the number of CB members remained fairly steady after increases in 2014 and 2015.

Table 5-1—Number of Centennial Care Members Enrolled and Receiving CB Services (Measure 1)

Year Number of CB Members Change From Previous Percent Cha|.1ge From

Year Previous Year
2013 3,363 = =
2014 25,556 22,193 659.9%
2015 29,735 4,179 16.4%
2016 31,038 1,303 4.4%
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Number of CB Members Change From Previous Percent Cha|'1ge From

Year Previous Year

2017 30,984 -54 -0.2%
2018 29,251 -1,733 -5.6%
2019 29,712 461 1.6%
2020 30,338 626 2.1%
2021 31,139 801 2.6%

The average change from the previous year from 2016 onward was lessdhan 1 percent, with a notable decrease in
2018. However, this decrease was partially offset by increases in most/years between 2016'and 2021, supporting
the hypothesis that the number of beneficiaries accessing CB services has been maintained, following an increase
shortly after the introduction of Centennial Care in 2014.

Measure 1 Conclusion: Supports the hypothesis

Hypothesis 2: Promoting participation in a health home will result in increased member engagement with a
health home and increase access to integrated physical and behavioral healthcare in the community.

Research Question 1: Is there an increase in the number/percentage of. members enrolled in a health home?

Percentage of Centennial Care Members Enrolled in a Health Home (Measure'2)

Measure 2 presents the number and percentage of Centennial Care members-enrolled in a health home to
determine if increased promotion in health home participation led'to an increase in the percentage of Centennial
Care members who are enrolled in a health home. To assess this measure, the percentage of Centennial Care
members enrolled in managed care who are enrolled in a health home was calculated. Overall, the percentage rose
from 0.36 percent in April 2049,t0.0.52 percent in December 2021. Most of the increase occurred in 2019 when
the percentage rose fram 0.36 percentin April 2019 t0:0.49 percent in December 2019. Starting in January 2020,
the percentage remained steady between 0.48 percent and0:52 percent through December 2021. No health home
enrollment datadwere available for January 2019—-March 2019, May 2019, and April 2020—May 2020. Figure 5-1
shows the menthly percentage of Centennial Care members enrolled in managed care who are enrolled in a health
home. Table A-2 in Appendix A contains the number of Centennial Care members enrolled in a health home.
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Figure 5-1—Percentage of Centennial Care Members Enrolled in a Health Home, 2019-2021 (Measure 2)
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Measure 2 Conclusion: Supports the hypothesis

Research Question 2: Is the proportion of mempers engaged in a health’home receiving any physical health
(PH) services higher than those not engaged in a health home?

Number/Percentage of Health Home Members with at Least One (1) Claim for PH Service in the Calendar Year
(Measure 3)

Measure 3 is evaluated througha difference-in-difference (DiP) analysis. For each evaluation year (2019-2021)
the health home_intervention group was matched with'non-health home members and baseline rates from 2017
(prior to expansion of the Health Home Program) were/used to compare against rates in the evaluation year. Due
to changing‘populations across evaluation years, the number of members included in the baseline period will vary
slightly,

Table 5-2 shows that during the 2017 baseline period, approximately 96 percent of health home and non-health
home members had a claim (or encounter) for a PH service. During each evaluation year, the rate increased to
nearly 100 percent'among,health homg‘members while it dropped to approximately 91 to 92 percent among non-
health home members; depending on'the year. This suggests that enrollment in a health home contributed to a
statistically significant increasesin member utilization of PH services. Members in the health home group were
matched to members in the non-health home group using a propensity score model which included member
demographics, predominant/ecounty of residence during the evaluation year, and morbidities present at baseline
(see Propensity Score-Based Matching Methodology for more information in Appendix A).
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Table 5-2—Number/Percentage of Health Home Members With at Least One Claim for PH Service in the Calendar Year
(Measure 3)

Regression Adjusted Rates

Evaluation Time Period? Health Home
vear Change? Impact
Baseline Evaluation Year (p-Value)
96.2% 99.9%
2019 fealth Home N=2,227 N=2,227 37p-p. 7.9p.p.
Non-Health Home ot 92.4% 4.2 (<0.001)
N=2,227 N=2,227 PP
96.1% 99.8%
Health H 3.60.0.
5020 ea ome N:2,908 N:2,908 p-p 92pp
Non-Health Home 96.3% 90.7% 6 (<0.001)
N=2,908 N=2,908 OP-P-
96.2% 99.5%
Health H 3.3p.p.
oot ea ome N=3,165 N=3,165 p-p 8.7p.p.
Non-Health Home G 90.7% 54 (<0.001)
N=3,165 N=3,165 “4P-P-

INote: N represents the denominator count.
2p.p.=percentage point

Measure 3 Conclusion: Supports the hypothesis

Hypothesis 3: Enhanced care coordination supports integrated care interventions, which lead to higher levels
of access to preventive/ambulatory health services.

Research Question 1: Is there an increase jn Centennial Care members who have at least one claim for
preventive/ambulatory care in a year?

Adults’ Access to Prevéntive/Ambulatory Health Services (AAP) (Measure 4a)

To determine thefimpact that Centennial Care 2.0 had'on the percentage of members receiving
preventive/ambulatory care, Health Services Advisory Group, Inc. (HSAG) conducted an interrupted time series
(ITS) analysis, controlling for seasonality and the peak coronavirus disease 2019 (COVID-19) public health
emergenCy (PHE)-affected year (2020) on the following measures.>*

e The percentage of members 20 years and older who had an ambulatory or preventive care visit

e The percentage of members 12/months—19 years of age who had a visit with a primary care practitioner
(PCP), stratified by,the following age groups:

— 1224 months

— 25 months—6 years
— 7-11years

— 12-19 years

s The percentage of members 3—6 years of age who had one or more well-child visits with a PCP during the
measurement year

51 Model projections were calculated using all coefficients from the ITS regression except for the post-intervention indicator and the
post-intervention time trend.
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Table A-3 contains additional regression results.

Figure 5-2 through Figure 5-7 provide a comparison between the observed rates to the estimated counterfactual
(in the absence of Centennial Care 2.0) rates from the ITS analysis. The dashed gray line represents the estimated
counterfactual rate. The black line illustrates the national median, where available.

Figure 5-2 shows an overall downward trend in preventive visits throughout the baseline and evaluation periods,
falling from a high of 78.5 percent in 2015 to 73.8 percent in 2021. The national median also exhibited a slight
downward trend during the same period before falling in 2020 due to the COVAD-19,PHE. Fhe rate among New
Mexico members remained consistently below the national median throughout the baseline and evaluation
periods. Statistical testing results presented in Table 5-3 show that the decrease in the annual trend of 1.1
percentage points following Centennial Care 2.0 was not statistically significant. Similarly, the level change in
2019 at time of implementation was not statistically significant. Table/A=3 contains additional regression results.

Figure 5-2—Adults’ Access to Preventive/Ambulatory Health Services (AAP)—Centennial Care Population Observed Rates
Compared to ITS Model Projections (Measure 4a)
84%
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Table 5-3—Adults’ Access to Preventive/Ambulatory Health Services (AAP)—Centennial Care Population Primary ITS
Model Results! (Measure 4a)

Variable Estimate? p-Value
Intercept 77.7% <0.001***
Pre- Centennial Care (CC) 2.0 annual trend -0.6p.p. 0.307
Level change at implementation 3.0p.p. 0.236
Change ina@nnual trend -1.1p.p. 0.323

*p< 0.1, **p < 0.05, ***p<0.001
INote: Full model results are presented in Appendix A.
2p.p. = percentage point

Measure 4a Conclusion: Neither supports nor fails to support the hypothesis
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Children and Adolescents’ Access to Primary Care Practitioners (CAP) (Measure 5a)

Due to differing measure specifications by age, results are reported by four separate age groups for children and
adolescents’ access to PCPs (CAP).

12-24 months

Figure 5-3 and Table 5-4 show that the rate of child primary care visits (ages 12-24 months) in the pre-Centennial
Care 2.0 period steadily increased by 0.7 percent per year. However, the observed rates following Centennial Care
2.0 implementation in 2019 remained high in 2019 before falling in 2020.and 2021. Althodgh no national data
were available for 2020 and beyond due to the measure being retired, this decline is likely. driven by the COVID-
19 PHE. Even after controlling for the initial impacts of COVID-19 in'2020, the trend following Centennial Care
2.0 decreased by 2.3 percentage points per year, which is statistically significant.at the 0.05 level. Since the
COVID-19 PHE was officially still in effect beyond 2020 it is possible the ebsérved decline‘in 2021 was partially
driven by the PHE. Although every attempt was made to control for the impacts of the COVID-19 PHE, the
precipitous and sustained drop in 2020 suggests that the PHE, rather than‘Centennial Care 2.0, hada'significant
and lasting impact on the access to care for children 12—-24 months of age. Table A-4 in Appendix A contains
additional regression results for children 12-24 months.

Figure 5-3—Children and Adolescents’ Access to Primary Care Practitioners (CAP)—Centennial Care Population, Observed
Rates Compared to ITS Model Projections, 12-24 Months (Measure 5a)
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Table 5-4—Children and Adolescents’ Access to Primary Care Practitioners (CAP)—Centennial Care Population, Primary
ITS Model Results', 12-24 Months (Measure 5a)

Variable Estimate? p-Value
Intercept 94.8% <0.001***
Pre-Centennial Care (CC) 2.0 annual trend 0.7p.p. 0.111

Level change at implementation 1.9p.p. 0.184
Change in annual trend -2.3p.p. 0.034%**

*p< 0.1, **p < 0.05, ***p<0.001
!Note: Full model results are presented in Appendix A.
p.p.=percentage point
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25 months-6 years

Similar to the rate of primary care visits among children 12—-24 months, Figure 5-4 and Table 5-5 show that the
rate among children ages 25 months to 6 years increased on average by 0.6 percentage points during the pre-
Centennial Care 2.0 period. Although no national data were available for 2020 and beyond due to the measure
being retired, the sharp decline starting in 2020 was almost certainly driven by the COVID-19 PHE. Even after
controlling for the initial impacts of COVID-19 in 2020, the trend following Centennial Care 2.0 decreased by 3.9
percentage points per year, which is statistically significant at the 0.1 level. Since the COVID-19 PHE was
officially still in effect beyond 2020 it is possible the observed decline in 2021 was partially driven by the PHE.
Although every attempt was made to control for the impacts of the COVID-19"PHE] thefprecipitous drop in 2020
with only a small recovery in 2021 suggests that the PHE, rather than Centennial Care 2.0,;had a significant and
lingering impact on the access to care for children 25 months to 6 years of age. Table A-5 contains additional
regression results for children aged 25 months — six years.

Figure 5-4—Children and Adolescents’ Access to Primary Care Practitioners (CAP)—Centennial Care Population, Observed
Rate Compared to ITS Model Projections, 25 Months<6 Years (Measure 5a)
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Table 5-5—Children and Adolescents’ Access to Primary Care Practitioners (CAP)—CC Population, Primary ITS Model
Results?, 25 Months—6 Years (Measure 5a)

Variable Estimate? p-Value
Intercept 85.6% <0.001***
Pre-CC 2.0 annual trend 0.6p.p. 0.433
Level change at implementation 5.1p.p. 0.154
Change in annual trend -3.9p.p. 0.066*

*p< 0.1, **p < 0.05, *4*p<0.001
'Note: Full model results are presented in Appendix A.
%p.p.=percentage point

7-11 years

Figure 5-5 and Table 5-6 show the rate of children’s primary care visits among those ages 7—11 years had dropped
for one year but began increasing until it had reached the national median during the pre-Centennial Care 2.0
period. The rate continued to increase into 2019 upon implementation of Centennial Care 2.0. However, the rate

—Draft Copy for Review—
Centennial Care 2.0 - Interim Evaluation Report Page 5-7
State of New Mexico NMWaiverEval_InterimRpt_D2



’_\ RESULTS
HS AG 55
b

fell in 2020 and fell further in 2021, likely due to the COVID-19 PHE, with a decrease in the trend of 2.5
percentage points per year. Although every attempt was made to control for the impacts of the COVID-19 PHE,
the decrease that began in 2020 and continued into 2021 suggests that the PHE, rather than Centennial Care 2.0,
had a significant and lingering impact on the access to care for children 7 to 11 years of age. Table A-6 contains
additional regression results for children aged seven to 11 years.

Figure 5-5—Children and Adolescents’ Access to Primary Care Practitioners (CAP)—Centennial Care Population, Observed
Rate Compared to ITS Model Projections, 7-11 Years (Measure 5a)
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Table 5-6—Children and Adolescents’ Access to Primary Care Practitioners (CAP)—Centennial Care Population, Primary
ITS Model Results?, 7-11 Years (Measure 5a)

Variable Estimate? p-Value
Intercept 90.0% <0.001***
Pre-CC 2.0 annual trend 0.0p.p. 0.985
Level change at implementation 3.8p.p. 0.159
Change in annual trend -2.5p.p. 0.093*

*p< 0.1, ¥*p < 0.05, ***p<0.001
'Note: Full model results are presented in Appendix A.
?p.p.=percentage point

12-19 years

Similar to the rate of primary care visits among children ages 7—11 years, the rate among children and adolescents
ages 12-19 years exhibited similar rates and trends, with a decrease in the trend of 2.3 percentage points per year
in the post-Centennial Carg 2.0 period relative to the pre-Centennial Care 2.0 trend as demonstrated in Figure 5-6
and Table 5-7. Although every attempt was made to control for the impacts of the COVID-19 PHE, the
precipitous drop that began in 2020 and continued into 2021 suggests that the PHE, rather than Centennial Care
2.0, had a significant and lingering impact on the access to care for children 12 to 19 years of age. Table A-7
contains additional regression results for children aged 12 to 19 years.
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Figure 5-6—Children and Adolescents’ Access to Primary Care Practitioners (CAP)—Centennial Care Population, Observed
Rate Compared to ITS Model Projections, 12-19 Years (Measure 5a)
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Table 5-7—Children and Adolescents’ Access to Primary Care Practitioners (CAP)—Centennial Caré Population, Primary
ITS Model Results?, 12-19 Years (Measure 5a)

Variable Estimate? p-Value
Intercept 89.8% B <0.001***
Pre-CC 2.0 annual trend -0.1p.p. 0.811
Level change at implementation 3.4p.p. 0.141
Change in annual trend -2.3p.p. 0.074*

*p< 0.1, **p < 0.05, ***p<0.001
'Note: Full model results.are presented in Appendix A.
2p.p.=percentage point

Measure 5a Conclusion: Does not support the hypothesis.

Well-ChildA/isits in the Third, Fourth, Fifth, and SixtH Years of Life (W34) (Measure 6)

Figure/5-7-and Table 5-8 show that the rate of well child visits for children ages 3 to 6 remained below the
national median throughout the baseline period, prior to implementation of Centennial Care 2.0. Table 5-8 shows
that after controlling for. the initial impacts of COVID-19 in 2020, there was no significant change in either the
level or the trend ofithe rate followingdmplementation of Centennial Care 2.0. The rate increased to 61.9 percent
in 2019 before declining to 52.3 percent in 2020 and 59.4 percent in 2021. The observed rates in 2019 and 2020
were also higher than the‘projected rates, but the change in the level at implementation was not statistically
significant. The drop in the rate during 2020 was likely the result of the COVID-19 PHE. The impact of the PHE
may have held the rate down'in 2021, however, insufficient data are available at this time to disentangle PHE
impacts from the impact of Centennial Care 2.0. Table A-8 contains additional regression results for well-child
visits.
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Figure 5-7—Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34), Observed Rates Compared to ITS
Model Projections (Measure 6)
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Table 5-8—Well-Child Visits in the Third, Fourth, Fifth, and Sixth Years of Life (W34), Primary ITS Model Results!
(Measure 6)

Variable Estimate? p-Value
Intercept 59.1% B <0.001***
Pre-CC 2.0 annual trend 0.0p.p- 0.959
Level change at implementation 3.9p.p. 0.250
Change in annualitrend -1.3p.p. 0.375

*p< 0.1, **p < 0.05, ¥***p<0.001
!Note: Flllmodel results are presentedin Appendix A.
%p.pépercentage point

Measure 6 Conclusion: Neither supports nor fails to support the hypothesis.

Researth Question 2: Does engagementjin @ health home result in beneficiaries receiving more
ambulatory/preventive health services?

Adults’ Access to Preventive/Ambulatory Health Services (AAP)—Health Home Population (Measure 4b)

To assess the impact of the Health Home Program on rates of ambulatory/preventive health service visits, DiD
analysis was used to evaluate the following measures:

e Adults' access to preventive/ambulatory health services (AAP)
e Children and adolescents' access to primary care practitioners (CAP)

Measures 4b and 5b were evaluated through a DiD analysis. For each evaluation year (2019-2021) the health
home intervention group was matched with non-health home members, and baseline rates from 2017 (prior to
expansion of the Health Home Program) were used to compare against rates in the evaluation year. Due to
changing populations across evaluation years, the number of members included in the baseline period will vary
slightly.
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Rates of adults’ access to preventive ambulatory health services increased significantly for those participating in a
health home compared to the change in the non-health home group over the same time period. The change in rates
among health home members was approximately 10 percent greater than expected given the change among non-
health home members in each evaluation year. Overall, the rate increases ranged from 3.3 percentage points to 5.0
percentage points in the evaluation years for the health home group while the rate decreases ranged from 4.0
percentage points to 6.9 percentage points for the non-health home group (Table 5-9).

Table 5-9—Adults’ Access to Preventive/Ambulatory Health Services (AAP)—Health Home Population (Measure 4b)

Regression Adjusted Rates

Evaluation Year  Group Time Period? , Health Home
Change Impact
Baseline Evaluation (p-Value)
90.0% 94.9%
Health H 5.0p.p.
2019 ea ome N=1,463 N=1,420 p-p 9.0p.p.
Non-Health Home 90.9% EIDE 4.0 (<0.001)
N=1,492 N=1,292 A2k
88.3% 91.6%
Health H 3pD.
2020 eatth fome N=1,784 N=1,787 3-3pp 10.2p.p.
Non-Health Home 89.8% 82.9% 6.9 (<0.001)
N=1,769 N=1,732 =P
89.3% 93.3%
Health H 9p.p.
| ealth Home N=1,774 N=1,878 SR 10.8p.p.
Non-Health Home B 82.7% 6.9 (<0.001)
N=1,737 N=1,858 ~7P-p-

!Note: N represents the denominator count.
2p.p.=percentage point

Measure 4b Conclusion: Supports the hypothesis.

Children and Adolescents’ Access to'Primary Care Practitioners (CAP)—Health Home Population (Measure 5b)

Table 5-10 shows'the rate of children and adolescents*access to PCPs increased among health home members
compared to the change for the non-health home members between the baseline period and each evaluation year.
These differences were significant for the 2020 and 2021 evaluation years. Health home participation impacted
the rate by 1.3 percentage points in 2019, but that impact increased to 6.7 percentage points and 6.1 percentage
points’in 2020 and,2021, respectively. While the rate increases ranged from 1.2 percentage points to 2.8
percentage points between each baseline/and evaluation year for the health home group, the decline in the rate of
children and adolescents' access to PCPs declined for the non-health home ranged from 0.1 percentage points to
4.6 percentage points eachwyear.

Table 5-10—Children and Adolescents’ Access to Primary Care Practitioners (CAP)—Health Home Population (Measure

5b)
Regression Adjusted Rates
Evaluation Year Time Period? 2 Health Home
Change Impact
Baseline Evaluation (p-Value)
95.4% 96.5%

Health H 1.2p.p.
215 ealth Home N=710 N=636 2 1.3p.p.
Non-Health Home SRR SER 0.1 (0.380)

N=686 N=564 e
2020 Health Home 95.0% 97.9% 2.8p.p. 6.7p.p.
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Regression Adjusted Rates
Health Home

Evaluation Year Time Period? 2

Change Impact
Baseline Evaluation (p-Value)
N=1,047 N=944 (<0.001)
94.9% 91.0%
Non-Health Home N=1053 N=900 -3.9p.p.
95.5% 97.0%
Health H 1.5p.p.
2021 ealth Home N=1,301 N=1,115 >P-P 6.1p.p.
Non-Health Home CER o 4.6 RO
N=1,324 N=1,056 A

'Note: N represents the denominator count. Although CAP was retired in HEDIS MY 2020, all CAP rates are generated using the HEDIS 2020
(MY 2019) specifications.
%p.p.=percentage point

Measure 5b Conclusion: Supports the hypothesis.

Hypothesis 4: Engagement in a health home and care coordination support integrative care interventions,
which improve quality of care.

To assess the impact of the Health Home Program on quality of care, DiD analysis was used to evaluate the
following measures:

s Diabetes screening for members with schizophrenia or bipolar disorder'who are using antipsychotic
medications (SSD)

e Anti-depressant medication management (AMM) Effective Acute Phase Treatment

e Anti-depressant medication management (AMM) Effective Continuation Phase Treatment
e 7-day follow up after hospitalization for mental illness (FUH)

e 30-day followsup after hospitalization formental iliness (FUH)

Measures 7 through 11 were evaluated through a DiD analysis. For each evaluation year (2019-2021) the health
home intervention group was matched with non-health/home members and baseline rates from 2017 (prior to
expansionof the Health Home Program) were used to compare against rates in the evaluation year. Due to
changing populations across evaluation years, the number of members included in the baseline period will vary
slightly.

Research Question 1: Te what extent is'health home engagement associated with improved disease
management?

Diabetes Screening for Members'with Schizophrenia or Bipolar Disorder Who Are Using Antipsychotic
Medications (SSD)—Health Home Population (Measure 7)

No statistically significantdifferences in the change in rates were observed between the health home and non-
health home groups related to diabetes screening for members with schizophrenia or bipolar disorder who are
using antipsychotic medications. In 2019, rates for the health home group declined by 3.3 percent and increased
by 3.0 percent for the non-health home group. Diabetes screening rates for members with schizophrenia or bipolar
disorder who are using antipsychotic medications declined from baseline to 2020 for both the health home and
non-health home group by 7.4 percentage points and 7.9 percentage points, respectively. Healthcare Effectiveness
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Data and Information Set (HEDIS)®>? benchmarks saw a similar decline of 5 percentage points from 2019 to
2020, indicating a possible COVID-19 impact. Rates remained steady between the baseline and evaluation
periods for the 2021 health home and non-health home groups (Table 5-11).

Table 5-11—Diabetes Screening for Members with Schizophrenia or Bipolar Disorder Who Are Using Antipsychotic
Medications (SSD) (Measure 7)

Regression Adjusted Rates

Evaluation Year Time Period? 2 Health Home Impact
; . Change
Baseline Evaluation (p-Value)
79.8% 76.6%
Health H 3.3p.0.
2019 ea ome —248 N=299 p.-p 5
Non-Health Home 79.9% 82.9% 30 (0.306)
N=164 N=111 -0p-p.
81.4% 73.9%
Health H 7 4p..
2020 coth rome =279 N=345 p-p 0.4p.p.
Non-Health Home 83.5% 75.7% 79 (0.876)
N=158 N=111 =P-P-
80.7% 81.7%
Health H 1.00.0.
2021 ealth Hlome =270 N=388 Op-p 1.8p.p.
Non-Health Home 82.7% 81.9% 08 (0.754)
N=168 N=105 -6p.p.

INote: N represents the denominator count.
%p.p.=percentage point

Measure 7 Conclusion: Neither supports nor fails to support the hypothesis.

Anti-Depressant Medication Management/{(AMM) Effective Acute Phase Treatment—Health Home Population
(Measure 8)

The change in the percentage from baseline of health-home members who remained on an antidepressant
medication for at least 84 days was not statistically different from the non-health home group for any of the
evaluation years«Table 5-12 show that while rates in 2019 declined for both groups, the health home group rate
fell by 0.7 percentage points comparedto 6.8 percentage points for the non-health home group. In 2020, the
change in rates among health home members was approximately 6.5 percentage points less than expected given
the change among non-health home members. The health home group saw a 10.4 percentage point increase from
baseline to 2021 while the non-health home group saw an increase of 8.5 percentage points.

Table 5-12—Anti-Depressant Medication Management (AMM) Effective Acute Phase Treatment (Measure 8)

Regression Adjusted Rates

Health Home

. . _—
Evaluation Year Group Time Period Change? T
Baseline Evaluation (p-Value)
41.4% 40.6%
Health H -0.7p.p.
2015 ealth Home N=133 N=197 - 6.1p.p.
Non-Health Home 45.2% 38.4% 6.8 (0-498)
N=146 N=73 el
41.0% 42.5%
Health H 1.4p.p. -6.5p.p.
2020 ealth ome N=173 N=259 P-p (Zi'i f)
Non-Health Home 41.6% 49.5% 7.9p.p. ’

52 HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA).
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Regression Adjusted Rates

Health Home

. . o
Evaluation Year Group Time Period Change? TR
EETTE Evaluation (p-Value)
N=178 N=103
41.2% 51.6%
Health Home N=170 N=219 10.4p.p. 1.9p.p.
2021
Non-Health Home N A% 8.5 (@)
N=166 N=97 =k

!Note: N represents the denominator count.
%p.p.=percentage point

Measure 8 Conclusion: Neither supports nor fails to support the hypothesis.

Anti-Depressant Medication Management (AMM) Effective Continuation Phase Treatment'= Health(Home
Population (Measure 9)

Similar to Measure 8, Table 5-13 shows that the change in the percentage of health home members who remained
on an antidepressant medication for at least 180 days was not statistically differentfrom,the neh-health home
group for any of the evaluation years. Directionality of the rateschange was inconsistent across evaluation years
for both groups. The health home group had a decrease in the change inyrate in 2019 of 2.2 percentage points from
the baseline year before having increases in the change infrates of 1.2 percentage points and 3.4 percentage points
in 2020 and 2021 from the baseline, respectively. The non-health home'group,decreased by 8.9 percentage points
and 4.9 percentage points from the baseline in 2019,and 2020, respectively. Rates increased from the baseline by
6.2 percentage points for the non-health home group in 2021.

Table 5-13—Anti-Depressant Medication Management (AMM) Effective Continuation Phase Treatment (Measure 9)

Regression Adjusted Rates

Health Home

. : )
Evaluation Year Time Period Change? —
Baseline Evaluation (p-Value)
24.1% 21.8%
Health H -2.2p.p.
2019 ealth Home N=133 N=197 P-p 6.7p.p.
Non-Health Home 29.5% 20.5% 8.9 (0.416)
N=146 N=73 -ZP-p-
24.3% 25.5%
Health H 1.2p.p.
02 ea ome N=173 N=259 p.p 61pp
Non-Health Home 29.2% 24.3% 49 (0.382)
N=178 N=103 -2P-p-
27.6% 31.1%
Health H 3.4p.p.
2021 ea ome N=170 N=219 p-p -28pp
Non-Health Home 2T 30.9% 6.2 (0.685)
N=166 -97 -£p-p.

INote: N represents the denominator count.
%p.p.=percentage point
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Measure 9 Conclusion: Neither supports nor fails to support the hypothesis.

Research Question 2: Does health home engagement result in increased follow up after hospitalizations for
mental illness?

7-Day Follow Up After Hospitalization for Mental lliness (FUH)—Health Home Population (Measure 10)

The rates of 7-day follow up after hospitalizations for mental illness either decreased or remained steady for each
evaluation period. Overall, the change in rates among the health home group.was higher than the change in rates
in the non-health home group. The change in rates among health home mémbers was 4.1 percentage points, 3.0
percentage points, and 4.4 percentage points higher than expected giventhe change among non-health home
members in 2019, 2020, and 2021, respectively; however, these changes were not statistically, significant.
Although the health home impact is not statistically significant, the impaet is positive in all evaluation years and
thus weakly supports the hypothesis (Table 5-14).

Table 5-14—7-Day Follow Up After Hospitalizations for Mental lliness)(FUH) (Measure 10)

Regression Adjusted Rates

Health Home

. : -
Evaluation Year Group Time Period Change? ——
Baseline Evaluation (p-Value)
41.4% 41.1%
Health H -0.3p.p.
2019 ea ome =210 =384 p-p 4.1p.p.
Non-Health Home S2AE 27.7% a4 (0.587)
N=165 N=65 4P-p-
44.2% 39.7%
Health H -45p.0.
5020 ea ome N=258 N=408 p-p 30pp
Non-Health Home 27.7% 20.3% - (0.525)
N=191 N=79 ~=P-p-
41.6% 42.4%
Fealth Home N=245 N=484 0-7p-p- 4.4p.p.
2021
Non-Health Home S0 33.8% 37 (0.581)
N=184 N=65 T

'Note: N represents the denominator count.
%p.p.=percentage point

Measure 10 Conclusion: Weakly supports the hypothesis.

30-Day Follow-Up After Hospitalization for Mental lliness (FUH)—Health Home Population (Measure 11)

Similar to Measure 10Q, Table 5-15 shows the change in the percentage of health home members with follow up
within 30 days after hospitalization for mental illness was not statistically different from the non-health home
group for any of the evaluation years. Only the non-health home group in 2019 had an increase in the rate from
baseline; all other time periods evaluated for both groups decreased in the rate of 30-day follow-up after
hospitalization for mental jlIness. In 2019, the change in rate was 7.1 percent lower for the health home group and
in 2020 and 2021, the change in rate was 5.6 percent and 3.0 percent higher than the non-health home group.
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Table 5-15—30-Day Follow Up After Hospitalization for Mental lliness (FUH) (Measure 11)
Regression Adjusted Rates

Health Home

. _—
Evaluation Year Time Period Change? ——
Baseline Evaluation (p-Value)
67.6% 63.5%
Health H 4 1p.p.
2019 eatth rome N=210 N=384 p-p 71pp.
Non-Health Home DEE 60.0% 30 (0.381)
N=165 N=65 0p.p.
69.8% 64.5%
Health H 530,51
702 ealth Home N=258 N=408 5.3p.p 5.6p.p.
Non-Health Home 47.6% 367% 109 (0.517)
N=191 N=79 -7P-Pe
69.4% 65.9%
Health H 3500,
2021 ceth rome N=245 N=484 P-p 3.0p.p.
Non-Health Home B 53.8% 6.5 (0.753)
N=184 N=65 =P-P-

!Note: N represents the denominator count.
%p.p.=percentage point

Measure 11 Conclusion: Neither supports nor fails to support the hypothesis.

Hypothesis 5: Expanding member access to preventive care through the Centennial Home Visiting (CHV) Pilot
Program and providing incentives through CR will encourage members to engage in preventive care services.

Research Question 1: Has the percentage of Centennial Care membersiparticipating in CR increased?

Centennial Rewards (CR) is a rewards program in which all Centennial Care members are enrolled. Participants
earn points that can be used to purchase itemsby completing healthy activities, such as a prenatal care visit, flu
shot, or HbAlc test. Tosparticipate, members must be engaged through multimedia communications and complete
at least one healthysreward activity. To redeem rewards, members must complete a registration process including
a health scan; about 30 percent of program participants redeem their rewards. The program was designed to
control redemption costs by using gamification and Finity's "Register-to-Redeem" methodology similar to
traditionaldoyalty programs (e.g., airline;and credit card points programs.) The program is administered by Finity
Communications, Inc.

Percentage of‘Centénnial Care Members Participating in Centennial Rewards (CR) (Measure 12)

One goal of the Demonstration is to provide incentives to members to engage in preventive services by expanding
CR participation. Figure 5-8:displays the percentage of Centennial Care members who participated in the CR
program (i.e., members who were engaged through multimedia communications and completed at least one
healthy reward activity) between 2014 and 2020. Overall, the CR participation rate nearly doubled during this
period, increasing from 39.0'percent in 2014 to 72.7 percent in 2020. In addition, since the implementation of
Centennial Care 2.0 in 2019, the CR participation rate increased each year, from a baseline rate of 67.8 percent in
2018 to 72.7 percent in 2020. While the CR participation rate increased substantially from 2014 to 2020, there is
still room for participation to increase as better contact information becomes available and new reward activities
for all members are added to the program.
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Figure 5-8—Percentage of Centennial Care Members Participating in Centennial Rewards (CR) (Measure 12) 53
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Measure 12 Conclusion: Consistent with hypothesis.

Research Question 2: Are CR incentive-redeeming members likely to receive’more preventive/ambulatory
services on an annual basis than those who havé not redeemed incentivesin‘the 12-month period following
the initial redemption?

Percentage of CR Participating Members with'an Annual Preventive/Ambulatory Service (Measure 13)

Figure 5-9 and Table 5-16.displaysthe percentage of CR participating members who were engaged in the program
and completed a second preventive/ambulatory visit in‘the 12 months following an initial preventive/ambulatory
visit between 2014%and 2020. Two groups are shownfor comparison: members who redeemed CR incentives and
members who_did not redeem CR incentives. An interrupted time series analysis was conducted to test whether
the rates changed following the implementation of Centennial Care 2.0 in 2019.

Table 5-16~Percentage of Members With a Second Preventive/Ambulatory Visit, 2014-2020 (Measure 13)5*

Difference Between

Year Redeemed Incentives Did Not Redeem Incentives M a
ember Groups
2014 72.1% 41.8% 30.3p.p.
2015 71.4% 43.6% 27.8p.p.
2016 67.4% 40.4% 27.0p.p.
2017 68.1% 41.3% 26.8p.p.
2018 71.5% 42.8% 28.6p.p.
2019 67.6% 42.5% 25.2p.p.
2020 68.9% 48.4% 20.6p.p.

p.p.=percentage points.

Figure 5-9—Preventive/Ambulatory Service Usage by Centennial Rewards Incentive Redemption, 2014-2020

58 Rates were provided by Finity Communications, Inc. and have not been independently verified or validated by HSAG.
>4 Ibid.
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Overall, CR incentive-redeeming members were consistentlysmore likely to seek preventive/ambulatory services
than members who did not redeem incentives; between 2024 and 2020, the difference between
preventive/ambulatory service usage for members who redeemed incentives,versus members who did not was 27
percentage points on average. However, since the implementation’of Centennial Care 2.0, this gap has narrowed
from 30.3 percentage points in 2014 to 20.6 percentage points in'2020. In addition, following the implementation
of Centennial Care 2.0 in 2019, the rate of preventive/ambulatory service/usage decreased by 4 percentage points
for incentive-redeeming members (from 71 Sypercent in 2018 ta 67.6spercent in 2019) while it increased by 6
percentage points for non-redeeming members (from 42.8 percentiin 2018 to 48.4 percent in 2020). Rates in 2020
were impacted by disruptions in access to care caused by the COVID-19 PHE.

Table 5-17—Estimated Difference in Interruption Effect on Treatment and Comparison Groups

Difference in

Average Rate Average Rate a Difference in
2014-2018 2019-2020 Level Change® | elchanget  SloPe Change Sl
Change
Red o 70.1% 68.3% 1.1p.p. 1.7p.p.
Incentives
Bid not -1.6p.p. -4.2p.p.
=0.698 =0.334
Redeem 42.0% 45 4% 0.5p.p. (P ) 5.9p.p. (p )
Incentives

'p.p.=percentage points.

The ITS model indicates that, while the immediate effect of the interruption on the incentive redeeming group
was a 1.1 percentage point decrease in the level and the long-term effect was a 1.7 percentage point increase in the
slope, the differences between the incentive-redeeming group and non-redeeming group level change and slope
change were not significantly different (Table 5-17). However, these results may not solely reflect the impact of
Centennial Care 2.0 implementation, as rates in 2019 and 2020 were likely impacted by disruptions in access to
care caused by the COVID-19 PHE.

Measure 13 Conclusion: Neither supports nor fails to support the hypothesis.
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Research Question 3: Does use of CR encourage members to improve their health and make healthy choices?

Percent of CR Users Responding Positively on Satisfaction Survey to Question Regarding if the Program Helped
to Improve Their Health and Make Healthy Choices (Measure 14)

Table 5-18 shows the percentage of CR user satisfaction survey respondents who answered yes to the questions,
Has the program helped you improve your health? and Do the rewards encourage you to make healthy choices?
Between 2018 and 2020, the percentage of respondents answering yes to these questions remained consistently
high at above 90 percent. Because there are limited pre-Centennial Care 2.0.data and,no comparison group, the
results presented are descriptive in nature and no causal conclusions candie drawn.

Table 5-18—Percentage of Positive Satisfaction Survey Responses of Centennial Rewards Users, 2018-2020°"° (Measure

14)
Survey Question 2018 2019 2020
Has the program helped you improve your health? 93.9% 93.7% 93.8%
Do the rewards encourage you to make healthy choices? 96.8% 96.6% 96.6%

Measure 14 Conclusion: Insufficient data to draw a conclusion.

Research Question 4: Is the percentage of babies born with low birth weight (< 2,500 grams) to mothers
participating in the Centennial Home Visiting (CHV) Pilot Program lowenthan the percentage of low-birth-
weight babies born to Medicaid mothers who do not participate in the CHVPilot Program?

Live Births Weighing Less Than 2,500 Grams (Low Birth Weight) (Measure 15)

The Centennial Home Visiting (CHV) Pilot/Program was implementedto improve maternal and infant health
outcomes. HSAG assessed data provided by the New Mexico Human Services Department (HSD) regarding
deliveries among CHV and non-CHV pragram participants.

Table 5-19 shows thefrate of low birthweight babies ameng CHV and non-CHV participating mothers.>® Since
the CHV Pilot Pragram began in 2019, rates for the CHV group were unavailable in 2018. Statistical analysis was
conducted through logistic regression ‘comparing the rate of low birthweight deliveries between CHV and non-
CHYV members for each year controlling for members? Chronic llIness and Disability Payment System (CDPS)
risk scores.

The regression adjusted rate of low-birth weight babies among non-CHV members in 2018 was 4.6 percent but
this rate increased to over 6 percent by 2020. Although there were few CHV members in each year, the regression
adjusted rate of low birthwveight deliveries was nearly triple the non-CHV group in 2019, which was statistically
significant at the 0.05level in 2019.4The regression adjusted rates among the CHV group declined considerably
throughout the study period, falling from 15.5 percent in 2019 to 4.9 percent in 2021, which was 1.6 percentage
points lower than the non-CHV group.

55
5-6

Rates were provided by Finity Communications, Inc. and have not been independently verified or validated by HSAG

To control for differences in age and risk profile between the CHV and non-CHYV group, statistical testing was conducted using
logistic regression controlling for weighted risk score. Reported rates are derived from the model and therefore adjusted for mother’s
weighted risk score.
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Table 5-19—Comparison of Low Birth Weight Deliveries Between CHV and Non-CHV Members

CHV Members Non-CHV

Year Nt Adjusted Rate Nt Adjusted Rate p-Value
2018 -- = 13,967 4.6% =
2019 36 15.5% 14,014 5.7% 0.009**
2020 69 9.6% 13,556 6.4% 0.226
2021 72 4.9% 13,102 6.5% 0.553

*p< 0.1, **p < 0.05, ***p<0.001
!N represents the denominator count.

Measure 15 Conclusion: Does not support the hypothesis but trending favorably.

Aim Two: Manage the pace at which costs are increasing While sustaining-or
improving quality, services, and eligibility

Hypothesis 1: Incentivizing hospitals to improve health of members and quality of services and increasing the
number of providers with value-based purchasing (VBP) contracts will manage costs while sustaining or
improving quality.

Research Question 1: Has the number of providers with VBP contracts incredsed?

Total Number of Providers with VBP Contracts{Measure 16)

Measure 16 addresses Hypothesis 1 by assessing the number of\providers with \VBP contracts in the year prior to
and the years following the Centennial Care 2.0 implementation. Although this measure does not directly address
the hypothesis that costs willsbesmanaged or qualityawill be improved, this serves as a process measure to evaluate
whether more providers have VBP contracts (under the,implicit assumption that VBP contracts will manage costs
or improve quality): For this reason, this measure cannot pravide sufficient evidence regarding its support for the
hypothesis.

Table 5-20d@nd Figure 5-10 display the total number of Centennial Care provider groups with VBP contracts
between2018 and 2021 for each managed care organization (MCO) and aggregated program wide. During this
period, the number,of provider groups with VBP contracts increased for individual MCOs and Centennial Care as
a whole. In 2018, prior to the implementation of Centennial Care 2.0, a total of 145 provider groups had VBP
contracts, which increased by 170 percent to 392 provider groups in 2021. The largest annual increase in program
wide VBP provider groups)/3 percent, occurred between 2018 and 2019.

Table 5-20—Number of Provider Groups With VBP Contracts, 2018-2021 (Measure 16)

MCO 2018 2019 2020 2021
Blue Cross Blue Shield (BCBS) 15 33 90 98
Molina Healthcare of New Mexico, Inc. (MHC) 72 - - -
Presbyterian Health Plan (PHP) 16 159 228 225
UnitedHealthcare of New Mexico, Inc. (UHC) 42 - - -
Western Sky Community Care (WSCC) - 59 63 69
Program-Wide 145 251 381 392

Note: -- is displayed for years in which an MCO was not contracted with Centennial Care.
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Figure 5-10—Number of Provider Groups With VBP Contracts, 2018-2021

Blue bars represent years 2019-2021, after the implementation of Centennial Care 2.0.
Gray bars represent baseline values in 2018, prior to the implementation of Centennial Care 2.0.
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Measure 16 Conclusion: Consistent with the hypothesis.

Research Question 2: Has the number of providers participating in' VIBP arrangements, who meet quality
metric targets, increased?

Number/Percentage of Providers Meeting Quality Threshold (Measure 17)

Measure 17 assesses the percentage of providers with VBP contractssmeeting quality metric targets. Table 5-21
display the percentage of providers with VVBP contracts who reported quality metrics and met at least one quality
metric target between 2019 and 2021 fore£ach'MCO, and aggregated program wide. Overall, the percentage of
provider groups meeting'quality metric targets increased from 84.6 percent in 2019 to 85.7 percent in 2021. While
the majority of provider groups met at least one quality metric target in all three years, provider groups across the
Centennial CarefProgram met approximately 50 percent of quality metric targets on average (Table 5-22).

Note that thé denominator for Measure 17 was originally intended to be all Centennial Care providers with VBP
contractst However, because not all Centennial Care 2.0-contracted VBP provider groups reported quality metrics,
the denominator has been altered to be the total number of VBP provider groups who reported quality metrics in
order to more accurately reflect the rate of providers meeting quality metrics. Because there were no data related
to meeting quality. targets prior to Centennial Care 2.0, results presented are descriptive in nature and no causal
conclusions can be drawn.
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RESULTS

Table 5-21—Percentage of Provider Groups With VBP Contracts Who Met the Quality Threshold, 2019-2021

Number of Provider
Groups Meeting at Least
One Quality Metric

Target

Total Number of Provider

Groups Reporting Quality
Metrics

Percentage

2019
BCBS 2020
2021
2019
PHP 2020
2021
2019
WSCC 2020
2021
2019
Program-Wide 2020
2021

21
23
27

101

101

101
21
29
34

143

153

162

24
27
29
117
124
112
28
38
48
169
189
189

87.5%
85.2%
93.1%
86.3%
81.5%
90.2%
75.0%
76.3%
70.8%
84.6%
81.0%
85.7%

Note: Only metrics with 10 or more attributed members are included.

Table 5-22—Average Percentage of Quality Metric,Targets Met by Provider Groups, 2019-2021

Average Percentage of

Interquartile Range

BCBS

PHP

WSCC

Program-Wide

2019
2020
2021
2019
2020
2021
2019
2020
2021
2019
2020
2021

Quality Metric Targets Met

34.5%
33.0%
43.9%
65.4%
43.5%
47.3%
38.0%
43.5%
35.6%
56.5%
42.0%
43.8%

38.8%
33.3%
16.7%
50.0%
36.8%
38.1%
58.9%
70.0%
60.0%
75.0%
40.0%
38.6%

Note: Only metrics with 10 ormore attributed members are included.

Measure 17 Conclusion: Insufficient data to draw a conclusion.

Research Question 3: Has the amount paid in VBP arrangements increased?

Percentage of Total Payments That Are for Providers in VBP Arrangements (Measure 18)

Table 5-23 shows the amount paid in VBP arrangements between 2017 and 2021 as a total dollar amount and a
percentage of total healthcare expenditures, while Figure 5-11 shows the percentage paid in VBP arrangements as
a percentage of total healthcare expenditures during the same period. Overall, the percentage of expenditures

Centennial Care 2.0 - Interim Evaluation Report
State of New Mexico
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attributed to VVBP arrangements increased, from about 27 percent prior to the implementation of Centennial Care
2.0 to 62 percent in 2021. BCBS and PHP increased their VBP payments as a percentage of total expenditures
during this period by 18 percent and 58 percent, respectively. WSCC's VBP payments declined from 36 percent of
total expenditures in 2019 to 31 percent in 2021. While the largest increase in program-wide VBP payments
occurred when Centennial Care 2.0 was implemented in 2019 (an increase from 27 percent of total expenditures

in 2018 to 48 percent in 2019), VBP payments continued to increase in 2020 and 2021.

Table 5-23—Amount Paid in VBP Arrangements and Percentage of Total Healthcare Expenditures, 2017-2021 (Measure

18)
MCO 2017 2018 2019 2020 2021
BCBS $142,867,926 $155,099,593 $359,402,770 $498,356,927 $555,148,255
(21.7%) (21.7%) (25.9%) (33.7%) (39.6%)
MHC $154,810,895 $155,412,079 _ __ __
(15.1%) (15.8%)
PHP $247,460,730 $288,290,867 $1,033,496,822 $1,347,642,959 $1,287,303,731
(32.5%) (36.6%) (71.8%) (84.8%) (90.6%)
UHC $243,629,551 $150,381,151 _ . __
(61.5%) (57.1%)
WSCC B B $91,490,320 $107,256,516 $102,222,053
(35.5%) (33.2%) (30.5%)
. $788,769,102 $749,183,690 $1,484,389,913 $1,953,256,402 $1,944,674,039
Program-Wide
(27.8%) (27.2%) (48.1%) (57.6%) (61.6%)

*Note: -- is displayed for years in which an MCO was not contracted with Centennial Care.

Figure 5-11—Percentage of Total Healthcare Expenditures Paid in VBP Arrangements, 2017-2021

The blue dinefrepresents the total for. alldVICOs.
Gray lines represent each individuaBMEO (only MCOs tRaBEoniracted through 2021 are displayed).
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Measure 18 Conclusion: Supports the hypothesis.

Research Question 4: Has reported performance of Domain 1 measures in the Safety Net Care Pool (SNCP)
Hospital Quality Improvement Program been maintained or improved?

Percentage of Qualified Domain 1 SNCP Hospital Quality Incentive Measures That Have Maintained or
Improved Their Reported Performance Rates Over the Previous Year (Measure 19)

HSAG assessed the percentage of quality incentive measures that improved year-over-year.sData for 2017 through
2020 were supplied, covering two years prior to Centennial Care 2.0 andd4wo years following implementation.
Figure 5-12 below shows that the percentage generally increased following the implementation of Centennial
Care 2.0 relative to the baseline rates in 2017 and 2018. Because there was no comparisen group, results
presented are descriptive in nature and neither support nor fail to support the hypothesis.

Figure 5-12—Percentage of Qualified Domain 1 SNCP Hospital Quality Incentive Measures That Have Maintained or
Improved Their Reported Performance Rates Over the Previous Year (Measure 19)

Approximately three-quarters of quality incentive measures
improved in 2020, compared to fewer than two-thirds improving

in 2018.
76%
80%

69%
70% P 63% :V

60%

8 50%

8
€ 40%

b
9 30%
20%
10%
0%
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Measure 19 Conclusion: Neither supports nor fails to support the hypothesis.
Do cost trends align with expected reimbursement and benefit changes?

The goal of the financial analysis ofCentennial Care 2.0 is to compare the costs to the State for the programs
covered under the 1115 Demonstration Waiver against the estimated expected costs had the 1115 Demonstration
Waiver not been implemented. Expected expenditures were estimated based on changes in member
demographics, population health condition-based risk score, and the medical cost price index (CPI).>">® Total
actual expenditure costs for providing care to members covered by the 1115 Demonstration Waiver were
compared to the estimated expected expenditures which are calculated by applying annual demographic and

57 U.S. Bureau of Labor Statistics. CHRONIC ILLNESS AND DISABILITY PAYMENT SYSTEM (CDPS) Information and
Overview. Available at https://www.bls.gov/cpi/tables/supplemental-files/home.htm. CDPS information available at:
https://hwsph.ucsd.edu/research/programs-groups/cdps.html#Using-CDPS-Risk-Scores. Accessed on: Jun 9, 2022.

58 UC San Diego. Chronic lliness and Disability Payment System (CDPS). Available at: https://hwsph.ucsd.edu/research/programs-
groups/cdps.html#Using-CDPS-Risk-Scores. Accessed on July 13, 2022.
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inflation factors to the baseline costs for 2013. (See the Financial Analysis Trend and Cost Development
Methodology section for additional details on adjustment factor development.) Note that the cost analyses do not
refer to nor attempt to replicate the formal Budget Neutrality test required under the Section 1115 Demonstration
Waiver program, which sets a fixed target under which waiver expenditures must fall that was set at the time the
waiver was approved.

Claims cost are calculated and analyzed at two levels:

s Per member per month (PMPM) basis by dividing the total expenditures byithe totahenrolled members
for a given time period.

s Per utilizing member per month (PUMPM) basis which is calculated by dividing the total expenditures by
the total members who utilized services during the review period.

Each of these measures is based on expenditures unadjusted for year-to-yeardemographic changes. Costs are
reviewed on a PMPM or PUMPM basis to ensure comparability as the total number of members.change over
time.

Both unadjusted and adjusted expenditures and expenditure trends were reviewed. Adjustment involved
normalizing expenditures to account for known changes such as.demographics, health condition-based risk, and
inflation. By making these adjustments, all known and quantifiable variations in each analysis period are
removed, leading to a more accurate comparison across time periods.

Costs are normalized by dividing the unadjusted cost PMPM by the calculated,area, age/gender, and health
condition risk factors. Estimated counterfactual costs)(estimated gxpenditures had the Demonstration Waiver not
been implemented) were calculated by applying/each normalization factor as well as including the annual medical
CPI percentage from the U.S. Bureau of Laber Statistics.

To get a better understanding of how costs changed over time, several trend measures were developed.

« Cumulative Unadjusted Trend from the Baseline: Represents the total annual growth in the cost of
care since 2013. The growth rate is calculated byseemparing the annual PMPM for each year of the
Demonstration to the 2013 baseline: For example, assume expenditures increased from $100.00 in 2013
to $104.00 in 2014, a trend increase of 4 percent; then to $106.08 from 2014 to 2015, a trend increase of 2
pefcent; then fell to $105.02 from 2015 and 2016, a trend decrease of 1 percent. The annual changes are
multiplied together to determine the total cumulative trend. In this example the cumulative trend would be
5 percent.

e Annualized Unadjusted Trend from the Baseline: The average annual growth in cost of care between
the baseline (2018) and each year of the Demonstration, adjusted to smooth the trend across the
represented time period. (Seé the Methodology section for additional details.)

e Annualized Normalized Trend from the Baseline: Average annual growth in cost of care adjusted for
known variances between years based on #2 above.

e Year-Over-Year dnadjusted Trend: Annual growth in cost of care from year to year.

Cost Per Member Trend (Measure 20)

The analysis contained here-in is based on the total actual expenditure costs for providing care to members
covered by the 1115 Demonstration Waiver compared to the estimated expected expenditures calculated by
applying annual demographic and inflation factors to the baseline costs for 2013. (See the Methodology section
for additional details on adjustment factor development.) The cost analyses do not refer to nor attempt to replicate
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the formal Budget Neutrality test required under the Section 1115 Demonstration Waiver program, which sets a
fixed target under which waiver expenditures must fall that was set at the time the waiver was approved.

Figure 5-13 displays the PMPM claim/encounter costs and total expenditures from the baseline in 2013 through
2021 for the capitated cost, actual incurred cost and the expected (counterfactual) costs. Both the actual and
counterfactual costs and the actual and counterfactual PMPM costs increased from 2013 through 2021. Prior to
2018 the capitation cost is higher for both the PMPM and total expenditure than the actual incurred costs. The
difference in the higher capitated costs is being driven by a large capitation rate paid to a single managed care
organization that had the majority of the non-acute inpatient members. Beginning in 2018,the managed care
organization with the highest capitation rate left the market. Capitation rate data, developed by the state’s actuarial
partners, utilized by HSAG are based on historical claims with any adjustments based on the expected financial
impacts due to policy, provider reimbursement, and benefit changes. Since 2018, the capitation costs have shown
minimal variance between the actual and capitated costs thereby suggesting theqrojected adjustments inthe
capitation rates have sufficiently accounted for the impact of financial changes due to policy, provider
reimbursement, and benefit changes. Starting in 2021, capitation rates were slightly below the actual incurred
costs to the MCO’s, however, both have been less than the expected costs in the event that Centennial Care had
not been implemented, including Centennial Care 2.0. The variance between the'actual incurred costs and
capitated costs may lead to higher future capitation rate increases, The gap between the actual’and expected cost
has also narrowed in 2021, however the cost to the State through the capitation arrangement is below both the
actual and expected costs. Table A-9 and A-10 contain additional data peints for PMPM costs and total costs

Figure 5-13—Per Member Per Month Cost and Total Cost
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Figure 5-14 shows several‘trend calculations, based on changes from 2013 (not shown in the figure). The average
annualized trend decreased throughout the life of the Centennial Care Demonstration, from the baseline of 7.2
percent to 4.1 percent. The/average annualized trend has increased during Centennial Care 2.0, from 4.1 percent at
the end of Centennial Care in 2018 to 5.7 percent in 2021 but has decreased from 7.2 percent in 2014.
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Figure 5-14—Cost Per Member Trends
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Changes to the demographics of the population also impacted the per member trends. With thesexpansion
population growing throughout the Demonstration, the Medicaidspregram has seen a substantial decrease in the
Temporary Assistance for Needy Families (TANF) population-as.a percentage of the tatal population. The
average age of the TANF population has also increased from 11.4 years in,2013 to 154 years in 2021. The
average age of the entire enrolled population during 2013 was 21.2 years; asiof 2021, the average age has
increased to 26.8 years. The growth of the expansion population has also led to a substantial shift in the
distribution by population aid category and age. he population/also saw an average annual increase in CDPS
(version 6.5) condition-based risk scores of 2.5 percent. The member distribution by geographic region did not
change substantially from 2013 to 2021.

Based on data from the U.S. Bureau of Labor Statistics, prices for medical care were 23.56 percent higher in 2021
compared to 2013 (a $23:56 difference,in value per $200 of spending), indicating a medical care average inflation
rate of 2.7 percent péryear. The'medical care inflation rate was greater than the overall annual inflation rate of 1.9
percent during this same period. The'medical CPI is used to account for changes to cost due to inflationary
factors. CPI does not account for New Mexico Medicaid-specific policy changes that had a fiscal impact. HSAG
is not aware of any policy changes between 2019 and 2021 that had a fiscal impact that would have changed the
analysis:

Employing the.normalization process as described in the methodology section, factors were developed to quantify
the change in risk, age-band/gender, area, and inflation from one Demonstration year to the next. These factors
were then applied tothe baseline periodto calculate the expected average quarterly costs that are displayed in
Figure 5-13 and the corresponding.€xpected average quarterly trends in Figure 5-14. Table A-11 contains
additional data for cost per member trends.

Table 5-24 shows the impacts of each of the known changes in the cost and demographic variables from 2013 to
2021. The annual impact of each known driver is applied to the PMPM claims cost from the baseline of 2013 to
calculate the counterfactual claims PMPM. Both the average annual trend and the expected average annual trend
decreased from the baseline period in 2013, to 2021 and the average annual trend is below the expected average
annual trend for the same period. The calculated counterfactual claims trend incorporating all known external
impacts was 6 percent, comparing this to the annualized paid claims trend of 6.0 percent achieved by the 1115
Demonstration Waiver, the program is currently achieving an estimated savings in claims cost of 0.9 percent,
thereby supporting the hypothesis.
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Table 5-24—Cost Per Member Trend Normalized Trend Walkdown (Measure 20)

Average Annual Normalized Trend 2.7%
Average Annual Aging Trend 0.6%
Average Annual Area Trend -0.3%
Average Annual Risk Trend 2.5%
CPI Annual Trend 2013-2021 2.7%
Counterfactual Claims Trend 6.0%
Savings Below Expected Counterfactual 0.9%
Annualized Paid Claims Trend 5.0%

Measure 20 Conclusion: Supports the hypothesis.

Cost Per User Trend (Measure 21)

The analysis contained here-in is based on the total actual expenditure costs for providingreare to members
covered by the 1115 Demonstration Waiver compared to thesestimated,expected expenditures calculated by
applying annual demographic and inflation factors to the baseline costs for 2018. (Seesthe Methodology section
for additional details on adjustment factor development.) The costanalyses do not refer to nor attempt to replicate
the formal Budget Neutrality test required under the Section 1115 Demonstration Waiver program, which sets a
fixed target under which waiver expenditures must fall that was/set at the timethe waiver was approved.

Figure 5-15 displays the PUMPM claims costs and total expenditures,from the baseline in 2013 through 2021 for
the capitated cost, actual incurred cost and;the expected (counterfactual) costs. A utilizing member month is any
month in a calendar year during which a member incurred a claim or encounter. Prior to 2018 the capitation cost
is higher for both the PMPM and total,expenditure than the actual incurred costs. The difference in the higher
capitated costs is being driven by a large capitation‘rate paid.to a single managed care organization that had the
majority of the non-acute inpatient members. Beginning in' 2018, the managed care organization with the highest
capitation ratefleft the market. Capitation rate data, developed by the state’s actuarial partners, utilized by HSAG,
are based on historical claims with any adjustments based on the expected financial impacts due to policy,
provider‘reimbursement, and benefit changes. Since 2018, the capitation costs have shown minimal variance
between the'actuahand capitated costs thereby suggesting the projected adjustments in the capitation rates have
sufficiently accounted, for the impact of financial changes due to policy, provider reimbursement, and benefit
changes. Given that measure 21 is focused on utilizing members (i.e. members with at least one claim/encounter
during the year), actual costs would bé expected to be higher than capitated costs due to absence of non-utilizing
members in the claims cost per. menth calculation. The capitation costs have come in lower than the
counterfactual costs for 2021 while the actual costs are higher than the counterfactual costs in 2021. Table A-12
and A-13 contain additional data points.
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Figure 5-15—Per Utilizing Member Per Month Cost and Total Cost
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Figure 5-16 shows two trend calculations, based on changes from#2013 (not shown in figure). The average
annualized trend decreased throughout the life of the Centennial Care 2.0 Demonstration, from the baseline of
11.6 percent to 5.2 percent. The average annualized trendéas increased during Centepnial Care 2.0, from 5.2
percent at the end of Centennial Care in 2018 to 5.5 percent,in 2021 but has decreased from 11.6 percent in 2014.
Table A-14 contains additional data for cost per utilizing-member trends.

Figure 5-16—Cost Per Utilizing Member Trends
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Changes to the demographics,of the'population also impacted the per utilizing member trends. The CDPS (version
6.5) condition-based risk 'score for the utilizing population was substantially higher than the enrolled population
throughout calendar year 2014 to 2016 causing the average annual trend to be higher than the expected average
annual trend for those years. The growth of the expansion population throughout the Demonstration has led to a
substantial shift in the distribution by population aid category and age. The average age of the expansion
population for utilizing members decreased from 44.4 in 2014 to 39.1 in 2021. The average age of the entire
utilizing population during 2013 was 22.2 years; as of 2021, the average age had increased to 26.9 years. The
member distribution by geographic region did not change substantially from 2013 to 2021.

Based on data from the U.S. Bureau of Labor Statistics, prices for medical care were 23.56 percent higher in 2021
compared to 2013 (a $23.56 difference in value per $100 of spending), indicating a medical care average inflation
rate of 2.7 percent per year. The medical care inflation rate was greater than the overall annual inflation rate of 1.9
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percent during this same period. The medical CPI is used to account for changes to cost due to inflationary
factors. CPI does not account for NM Medicaid-specific policy changes that had a fiscal impact. HSAG is not
aware of any policy changes between 2019 and 2021 that had a fiscal impact that would have changed the
analysis.

Employing the normalization process as described in the methodology section, factors were developed to quantify
the change in risk, age-band/gender, area, and inflation from one Demonstration year to the next. These factors
were then applied to the baseline period to calculate the expected average quarterly costs that are displayed in
Figure 5-15 and the corresponding expected average quarterly trends in Figure's-16.

Table 5-25 shows the impacts of each of the known changes in the cost‘and demographic variables from 2013 to
2021. The annual impact of each known driver is applied to the PMPM claims cost from the baseline of 2013 to
calculate the counterfactual claims PMPM. Both the average annual trend.and theé’expected average annual trend
decreased from the baseline in 2013, to 2021, and the average annual trend was higher than the expected average
annual trend for the same period. The calculated counterfactual claims trend ineorporating all kKnown external
impacts was 5.3 percent. The annualized paid claims trend achieved by the 1115 Demonstration Waiver was
higher at 5.5 percent for the utilizing population, thereby this does not support the hypothesis.

Table 5-25—Cost Per User Trend Normalized Trend Walkdown (Measure 21)

Average Annual Normalized Trend 3.2%
Average Annual Aging Trend 0.3%
Average Annual Area Trend 0.0%
Average Annual Risk Trend 2.2%
CPI Annual Trend 2013-2021 2.7%
Counterfactual Claims Trend 5.3%
Costs Above Expected Counterfactual 0.2%
Annualized Paid €laims Trend 5.5%

Measure 21 Conclusion: Does not support the hypothesis.
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Aim Three: Streamline processes and modernize the Centennial Care health delivery
system through use of data, technology, and person-centered care

Hypothesis 1: The Demonstration will relieve administrative burden by implementing a continuous Nursing
Facility Level of Care (NFLOC) approval with specific criteria for members whose condition is not expected to
change over time.

Research Question 1: Has the number of continuous NFLOC approvals increased during the Demonstration?

Rate of continuous NF LOC approvals per 10,000 Nursing Facility (NF)AMlembers Measure 22)

Rates of continuous NF LOC approvals have increased over time since the implementation of,Centennial Care —
particularly among Presbyterian Health Plan NF members, as shown below. in Figure 5-17.%°

From 2019 to 2021, Presbyterian Health Plan consistently reported the highestrates of NF LOC approvals among
NF members. Over that timeframe, the rate steadily increased from 28.44@pprovals,per 10,000 NF members to
683.6 approvals per 10,000 NF members in Q4 2021. Though also increasing from 2019 to 2021, Blue Cross Blue
Shield reported fewer than 57 continuous NF LOC approvals per 10,000 NF members fer any,given quarter
during that period.

Figure 5-17—Number of Continuous NFLOC'Approvals
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Measure 22 Conclusion: Consistent with the hypothesis

59 Note: Data for Presbyterian Health Plan and Blue Cross Blue Shield from 2019-2021 was obtained from a summary report of open ended LTC spans.

NF members were limited to those with home and community-based waivers, excluding waivers for medically fragile and developmentally disabled.
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Hypothesis 2: The use of technology and continuous quality improvement (CQl) processes align with increased
access to services and member satisfaction.

Research Question 1: Has the number of telemedicine providers increased during Centennial Care 2.0?

Number of Telemedicine Providers (Measure 23)

Table 5-26 and Figure 5-18 display the annual number of telemedicine providers between 2013 and 2021. The
baseline number of providers from 2013 to 2018, prior to the implementation.of, Centennial Care 2.0, was 241 per
year on average. In 2021 the number of providers was 8,722, suggesting a‘'substantial incréase following
implementation of Centennial Care 2.0. However, the COVID-19 PHE/eginning in 2020,had a substantial impact
on the number of providers delivering care through telemedicine that cannot be isolated from,the effects of the
Demonstration, given the available data. The most accurate estimate of the impact of Centennial Care 2.0, is the
number of telemedicine providers in 2019, during the first year of Centennial.Care 2.0 and preceding the PHE;
that number was 617, a 156 percent increase over the 20132018 average and a 55 percent increase over the
previous year.

In addition, Table 5-26 shows the percentage difference between the actual and projected (i.e., estimated
counterfactual) number of providers using a linear regression model of the baseline (2013-2018), along with the
p-values associated with hypothesis testing of a difference between the actual and estimated counterfactual.

Figure 5-18 shows the estimated counterfactual as a gray line. The 2019 eount of providers was 44 percent higher
than the estimated counterfactual, indicating an increase that could/be ‘due to,the Demonstration. After the onset of
COVID-19, the numbers of providers in 2020 and 2021 were about 1,800 percent and 1,500 percent higher than
predicted, respectively.

Table 5-26—Number of:Telemedicine Providers;2013-2021 (Measure 23)

Difference Between

Number of Providers Year-Over-Year Change Projected Number Actu_al and
of Providers Projected
(p-Value)
2013 126 == = =
2014 174 38%. - --
2015 196 13% == ==
2016 212 8% - --
2017 338 59% = ==
2018 398 18% - --
44%
[v)
2019 617 55% 427 (0.016)
1,789%
o ,
2020 9,087, 1,373% 481 (<0.001)
1,533%
2021 722 -49 4 ,
v & 2 >3 (<0.001)
Note: “—” represents numbers that cannot be calculated or are not applicable.
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Figure 5-18—Number of Telemedicine Providers, 2013-2021
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Measure 23 Conclusion: 2019 data are consistent with the hypothesis.
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In 2020 and 2021, the total number of members utilizing telemedicine services increased dramatically. The
significant growth in the utilization is most likely attributable to the PHE response with an average quarterly
increase to approximately 90,000 members in 2020 and 2021. However, telemedicine utilization per thousand
members also increased significantly from approximately 10-12 visits per thousand members in January and
February 2020 to a peak of approximately 200 visits per thousand members in April 2020 (Figure 5-20), which
suggests an increase in the proportion of members utilizing telemedicine services. By the end of 2021, utilization
had decreased to approximately 100 visits per thousand members, still up significantly from pre-COVID levels.

Figure 5-20—Monthly Utilization of Telemedicine Services per 1,000 Members, 2018-2021
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Measure 24 Conclusion: 2019 data are consistent with the hypothesis.
Research Question 3: Hasgmémbersatisfaction increased during Centennial Care 2.0?

Consumer Assessmeént of Healtheare Providers and Systems(CAHPS)®*° Health Plan Surveys are a set of
standardized surveys that assess beneficiary,experience with care. CAHPS surveys were administered by each
MCO annually. To accurately evaluate changes in member experience following the implementation of
Centennial Care 2.0, HSAG applied the results from each report to the previous year (e.g., 2019 member
experience is reflected in the 2020 CAHPS report). HSAG used the results from these surveys to analyze three
measures: memberrating of health care, member rating of health plan, and member rating of personal doctor.
Table 5-27 shows the positive responses/for adult and pediatric members statewide for the three CAHPS survey
questions analyzed. Statewide rates were calculated by weighting plan-specific rates by total enrollment each
year. MCO-specific results are presented in the Appendix A for BCBS and PHP. As shown in Table 5-27, prior to
the introduction of Centennial Care 2.0 in 2019, statewide rates remained relatively consistent across the three
measures for adults and children, with satisfaction among children being higher than satisfaction among adults.
BCBS and PHP rates, shown in the Appendix A (Table A-15 and A-16), followed a similar pattern.

510 CAHPSP® is a registered trademark of the Agency for Healthcare Research and Quality (AHRQ).
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Table 5-27—Statewide Rates for CAHPS Survey Questions

Predicted (P-
value)

2014 2015 2016 2017

Member rating of health care (measure 25)

Adult 73.8% 76.6% 72.8% 74.7% 71.0% 77:5% 71.9%  (0.008)
Child 85.4% 84.5% 86.6% 84.9% 84.8% 88.0% 85.1%  (0.254)
Member rating of health plan (measure 26)

Adult 77.0% 79.5% 76.8% 76.4% 77.1% 78.2% 76.5%  (0.267)
Child 87.4% 86.5% 88.3% 86.6% 87.0% 87.2% 86.8% (0.579)
Member rating of personal doctor (measure 27)

Adult 81.5% 81.3% 81.5% 80.9% 80.9% 84.6% 80.5%  (0.103)
Child 87.3% 87.7% 89.7% 90.1% 89.3% 90.8% 90.7%  (0.845)

Note: Rates are provided by the MCOs and have not been independently validated by HSAG.
To accurately evaluate changes in member experience following the implementation of €C 2.0, HSAG applied the results from each report to the previous
year (e.g., 2019 member experience is reflected in the 2020 CAHPS report).

*Actual vs projected shows the difference between observed ratés during the evaluation period compared to the projected rate had the baseline trend
continued.

Member Rating of Healthcare (Measure 25)

After the introduction of.€entenniahCare 2.0, member rating of health care increased across both the adult and
child populations. Asdisplayed in Table5-27, adult members> rating of health care significantly increased from
71.0 percent in 2018 to 77.5 percentin 2019, 5.6 percentage points higher than the predicted value if the trend in
the baseline pefiod had continued. Pediatric member rating of health care also increased in 2019 compared to
2018 to 88.0 percent, 2.9 percentage points higher than the predicted value.

Measure 25 Conclusion: Supports the hypothesis.

Member Rating of Heaith Plan (Measure 26)

Member rating of health plan for adult and pediatric members also increased in 2019 after the introduction of
Centennial Care 2.0. Forboth adult and pediatric members, the 2019 actual value was about 1 to 2 percentage
points higher than the predicted value if the trend in the baseline period had continued as seen in Table 5-27.

Measure 26 Conclusion: Neither supports nor fails to support the hypothesis.

Member Rating of Personal Doctor (Measure 27)

Member rating of personal doctor for both adult and pediatric members increased in 2019 after the introduction of
Centennial Care 2.0. As displayed in Table 5-27, adult members’ satisfaction with their personal doctor increased
from 80.9 percent in 2018 to 84.6 in 2019, greater than 4 percentage points higher than the expected value. The
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rating of children’s personal doctor remained relatively similar, increasing from 89.3 percent in 2018 to 90.8
percent in 2019, 0.1 percentage points higher than the expected value if the baseline trend had continued.

Measure 27 Conclusion: Neither supports nor fails to support the hypothesis.

Hypothesis 3: Implementation of electronic visit verification (EVV) is associated with increased accuracy in
reporting services rendered.

Research Question 1: Has the number of claims submitted through EV\ ificreased?
Number of Submitted Claims Through EVV (Measure 28)

Figure 5-21 displays the number of claims submitted through EVV between 2018yand 2021 foneach MCO.
During this time period, PHP submitted the highest number of claims through£€VV, beginning with 237,150 and
243,417 claims in quarter 1 (Q1) and Q2 2018 and jumping to 890, 451 claims,in Q1 2019. BCBS experienced a
similar increase from 262,715 claims in Q4 2018 and reaching 452,255 glaims by,Q2 2019. The number of claims
submitted through EVV increased slightly from 85,119 claims in 2019 to 111,840 claims in 2021 for WSCC.

Figure 5-21—Number of Submitted Claims Through EVV (Measure 28)
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Measure 28 Conclusion: Consistent with the hypothesis.
Research Question 2: Has the proportion of paid or unpaid hours retrieved due to false reporting decreased?
Percentage of Paid or Unpaid Hours Retrieved Due to False Reporting (Measure 29)

No plan reported having paid or unpaid hours for this measure, excluding PHP, which reported 86, 168, and 112
paid or unpaid hours retrieved due to false reporting for Q1 through Q3 2020, respectively. Because there were no
data prior to Centennial Care 2.0 and limited data during the evaluation period with a high prevalence of zero
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hours reported, results are descriptive in nature and cannot provide causal conclusions regarding hypothesis
support.
Measure 29 Conclusion: Insufficient data to draw a conclusion.

Aim Four: Improved quality of care and outcomes for Medicaid beneficiaries With a
suD

Hypothesis 1: The Demonstration will increase the number of providers that provide substance use disorder
(SUD) screening, which will result in an increase in the number of individuals screened and the percentage of
individuals who initiate treatment for alcohol and other drug (AOD) dependence treatment.

Research Question 1: Did the number of behavioral health and physical health providers who scteen
beneficiaries for SUD increase?

Number of Providers Who Provide SUD Screening (Measure 30)

Figure 5-22 displays the quarterly number of Centennial Care providers who provided SUDsscreening between
2018 and 2021. Providers for this measure were identified using claims/encounter data. Overall, the quarterly
average number of providers increased 73 percent during Lentennial Care 2.0, from 190 providers per quarter in
2018 (prior to the Demonstration) to 329 providers per quarter in 2021: However, after reaching a peak of 342
providers in 2021 Q3, the number of providers decreased to 308 in Q4 2021. This decline may be due to
insufficient data runout for Q4 but should be monitored to assess if the trend“continues into 2022.

Figure 5-22—Quarterly Number of Providers Who Provided SUD Screening, 2018-2021
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Measure 30 Conclusion: Supports the hypothesis.
Research Question 2: Did the number of individuals screened for SUD increase?
Number of Individuals Screened for SUD (Measure 31)

Figure 5-23 displays the quarterly number of Centennial Care members who were screened for SUD between
2018 and 2021. Members for this measure were identified using claims/encounter data. Overall, the quarterly
average number of members increased 92 percent during Centennial Care 2.0, from an average of 2,270 members
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per quarter in 2018 (prior to the Demonstration) to 4,367 members per quarter in 2021. However, after reaching a
peak of 4,866 total members in Q2 2021, the number of members decreased each quarter to 3,764 in Q4 2021.
This decline may be due to in part to a resurgence of the COVID-19 PHE in the second half of 2021, and/or
incomplete Q4 data and should be monitored to assess if the trend continues into 2022 with additional data run-
out.

Figure 5-23—Quarterly Number of Members Screened for SUD, 2018-2021
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Measure 31 Conclusion: Supports the hypothesis.

Research Question 3: Has the percentage of individuals with a SUD who received any SUD related service
increased?

Percentage of Individuals with a SUD Diagnosis Who Received Any SUD Service During the Measurement Year
(Measure 32)

Measure 32 assesses the percentage of individuals with a SUD who received any SUD-related service using
claims/encounter data. Figure 5-24 displays that this percentage remained steady each quarter between 2018 and
2021. There‘was no appreciable increase in the percentage of members with a SUD diagnosis receiving SUD
servicesfollowing the implementation ofiCentennial Care 2.0 in 2019.
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Figure 5-24—Percentage of Members Diagnosed With a SUD Who Received SUD Services, 2018-2021
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Measure 32 Conclusion: Does not support the hypothesis.

Research Question 4: Did the percentage of individuals who initiated AOD abuse and dépendence treatment
increase?

Initiation of AOD Abuse or Dependence Treatment (IET) (Measure 33)

Measure 33 uses claims/encounter data to assess the,percentage of individuals initiating AOD abuse or
dependence treatment through a comparison of projected rates covering a/two-year baseline period (2017-2018)
to each evaluation year (2019-2021).5*

Figure 5-25 and Table 5-28 show that the observed rates fell below'the projected rates had the baseline trend
continued into the Centennial,€are.2.0 Demonstration period. This difference was statistically significant as
shown by the small p-values (e.g., all below 0.05).in Table 5-28. This is primarily driven by a short baseline
period within whigh to estimate a‘counterfactual trend, withsan increase in rates between 2017 and 2018, which
led to estimatedicounterfactual rates that are likely too high. The national median as illustrated by the black line in
Figure 5-25_ showed a very similar pattern and supports the hypothesis of an inflated estimated counterfactual.
While these findings suggest that rates during Centennial Care 2.0 fell below what was expected, the Centennial
Care 2:0rates tracked alongside national trends.

511 Technical specifications for measure calculation cover a measurement period of one year; as such quarterly rates to support an
interrupted time series analysis could not be calculated in a manner to compare against national benchmarks.
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Figure 5-25—Initiation of AOD Abuse or Dependence Treatment (IET) (Measure 33)
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Table 5-28—Initiation of AOD Abuse or Dependence Treatment (IET)(Measure33)

Year Denominator Rate Projected Rate p-Value
2017 27,850 35.3% - -

2018 26,706 37.8% - -

2019 27,596 37.7% 40.4% <0.001
2020 27,411 38.7% 43.0% <0.001
2021 31,241 39.2% 45.7% <0.001
Note: “—” represents numbers that/annot not calculated or are not applicable.

Measure 33 Conclusion: Does not support the hypothesis but trending favorably.

Hypothesis 2: The Demonstration will increase peer support services which will result in more individuals
engaging in and retained in AOD abuse and dependence treatment.

Four measures were calculated using claims/encounter data to assess whether peer support services increased the
number©f individuals engaging and remaining in AOD abuse and dependence treatment. One measure used an
ITS approach (Measure 34) and three were evaluated using a DiD approach (Measures 35, 36, and 37).

The DiD approach compared the change In rates among a group receiving peer support services against those not
receiving peer support services. Baseline rates from 2018 (prior to the Centennial Care 2.0 Demonstration) were
used to compare against rates)in the‘evaluation year. Due to changing populations across evaluation year, the
number of members included in‘the baseline period will vary slightly. To control for systematic differences in
profiles between the two groups, HSAG controlled for members’ baseline risk score in the DiD models.

Research Question 1: Has‘the percentage of individuals with a SUD diagnosis who received peer support
services increased?

Percentage of Individuals with a SUD Diagnosis Who Received Peer Support (Measure 34)

Figure 5-26 compares the observed rate to the estimated counterfactual rate (the rate in the absence of the SUD
elements of Centennial Care 2.0) from an interrupted time series analysis controlling for seasonality and peak
COVID-19-affected quarters (Q2 2020 through Q1 2021). The dotted gray line represents the estimated
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counterfactual had Centennial Care 2.0 not been implemented. The interrupted time series analysis also produces
predicted results for the post-intervention period, which are not shown on Figure 5-26, but are discussed below in
Table 5-29.

Figure 5-26—Percentage of Individuals With a SUD Diagnosis who Received Peer Support, Observed Rates Compared to
ITS Model Projections (Measure 34)
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Table 5-29 presents key statistical results from the interrupted time,series analysis after accounting for the trends
during the baseline and evaluation periods,seasonality, and the peak COVID-19-affected quarters (full model
results can be found in Appendix A). The#esults show that the percentage of individuals with a SUD diagnosis
who received peer supportdnereased. significantly by,2.8 percentage points upon implementation of Centennial
Care 2.0 in Q1 2019.\While the trend imthe rate increased by 0.3 percentage points per quarter following the
implementation of‘Centennial Care 2.0 relative to the trend'in the baseline period, this difference was not
statistically significant. The results are consistent with a small but significant increase in the percentage of
individuals with a SUD diagnosis receiving peer support occurring shortly after the implementation of Centennial
Care 2.0;zhowever, outside of that jump in rate in Q1 2019, the broader trend in the measure did not change
significantly. Table A-17 and A-18 contain additional regression results.

Table 5-29—Percentage of Individuals With a SUD Diagnosis Who Received Peer Support, Primary ITS Results!

Variable Estimate? p-Value
Intercept 0.7% 0.317
Pre-CC 2.0 quarterly trend 0.2p.p. 0.199
Level change at implementation 2.8 p.p. 0.014%**
Change in quarterly trend 0.3 p.p. 0.169

*p< 0.1, **p < 0.05, ***p<0.001
!Note: Full model results are presented in Appendix A.
p.p.=percentage point.
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Measure 34 Conclusion: Supports the hypothesis.

Research Question 2: Does receiving peer support increase the percentage of individuals engaged in AOD
abuse and dependence treatment?

Engagement of AOD Abuse or Dependence Treatment (IET) (Measure 35)

Measure 35 was evaluated using a DiD model to compare changes in rates between the baseline period (2018) and
each evaluation year among a peer support group and non-peer support groups

As displayed in Table 5-30, the rate of individuals receiving peer supportand engaging in AOD abuse and
dependence treatment increased by over 7 percentage points relative t@ the comparison group in each evaluation
year. These increases were statistically significant at the 0.05 level. These results.demonstrate that individuals
receiving peer support had a significantly higher likelihood of engaging In"AQOD abuse and dependence treatment
in each demonstration year compared to those not receiving peer supportservices. Moreover, these results
represent meaningful changes, from approximately 23 percent to over 264percentin each year, an equivalent
change from the 90th national percentile to over the 95th percentile. The rates for the peer support group in each
evaluation year are approximately double that of the non-peer support group, after controlling for differences in
members’ baseline risk scores.

Table 5-30—Engagement of AOD Abuse or Dépendence Treatment (IET) (Measure 35)

Regression Adjusted Rates

Time Period? Peer Support Impact
Evaluation Year Baseline  Evaluation Change? (p-Value)
23.5% 32.9%
P S t 9.3p.p.
2015 eer suppor =231 N=692 PP 11.2 p.p.
Non-Peer Support 17.5% 15.6% 18 (0.002)
PP N=26,475 N=25,690 < P-p:
23.0% 27.3%
P S rt 4.2 p.p.
2020 S N=231 N=860 P-p 7.0 p.p.
Non-Peer SUBDOrt 17.2% 144% )8 (0.025)
PR N=26,475" N=22,599 © PP
23.4% 26.8%
P S t 3.4 p.p.
oo eersuppor =231 N=1,377 2 7.3 p.p.
17.4% 13.5% 0.010
Non-Peer Support . 2 -3.9 p.p. ( )

N=26,475 N=23,595

!Note: N represents the denominator count.
2p.p.=percentage point

Measure 35 Conclusion: Supports the hypothesis.

Research Question 3: Does receiving peer support increase the treatment tenure for individuals receiving AOD
abuse and dependence treatment?

Average Length of Stay (ALOS) (Measure 36)

Members in AOD abuse and dependence treatment receiving peer support had a longer tenure of treatment than
members not receiving peer support, even after controlling for differences in risk score at baseline. However, this
effect appeared to decrease over time as displayed in Table 5-31. For the 2019 evaluation group, peer support
members increased their average treatment tenure by 119 days between the baseline and evaluation year relative
to the non-peer support comparison group. Although this effect decreased for the 2020 evaluation group, the
estimated impact of 38 days remained statistically significant. For the 2021 evaluation group, members receiving
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peer support increased treatment tenure by 19 days between the baseline and evaluation year relative to the
comparison group; however, this impact was not statistically significant at a standard level.

Table 5-31—Average Length of Stay (Days) (Measure 36)

Regression Adjusted Rates

Evaluation Year Group Time Period® Peer Support
Change Impact
Baseline Evaluation (p-Value)
232 341
2019 Peer Support N=135 =460 109 119
Non-Peer Support i 85 10 (<0.001)
ep N=12,285 N=11,856
230 250
7020 Peer Support No135 | 19 .
Non-Peer Support . 75 18 (<0.001)
PP N=12,285 N=11,636
230 232
2021 Peer Support N-135 No1.076 2 g
Non-Peer Support 93 76 17 (0.100)
pp N=12,285 N=11,694

!Note: N represents the denominator count.
Measure 36 Conclusion: Supports the hypothesis.

Research Question 4: Does receiving peer supportincrease theftreatment tenure for medication assisted
treatment (MAT) for opioid use disorder (OUD)?

Continuity of Pharmacotherapy for OUD (Measure 37)

Analysis of Measure 37 utilizing claims/encounterdata shows that after Centennial Care 2.0, the percentage of
members with continuity’of pharmacotherapy for OUDR increased significantly among the peer support group
compared to the change in the'comparison group over the,same time period as displayed in Table 5-32. Between
the baseline perigd and each evaluation year, the peer'support group increased by 17.7 percent to 22.5 percent,
while the non4peer support comparison group remained relatively unchanged after controlling for members’
baseline risk scores. These differences are statistically significant at the 0.05 level.

Table 5-32—Continuity of Pharmacotherapy for OUD (Measure 37)

Regression Adjusted Rates

Evaluation Year  Group Time Period? , Peer Support
Change Impact
Baseline Evaluation (p-Value)
20.9% 38.6%
P S t 17.7p.p.
2019 ceroupper N=51 N=361 P2 17.4p.p.
Non-Peer Support 22 27.6% 03 (0.022)
P N=11,196 N=11,937 ->P-p-
19.1% 41.6%
P 22.5p.p.
2020 eer Support N=51 N=2,130 5p.p 22.9p.p.
Non-Peer Support 25.9% 25.5% 05 (0.002)
PP N=11,196 N=11,402 -3p-p.
18.8% 38.2%
P S t 19.5p.p.
201 eer Suppor N=51 N=4,028 p-p 19.9p.p.
Non-Peer Support 2555 25.2% 0.4 (0.005)
pp N=11,196 N=10,395 4p.p.
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Regression Adjusted Rates
Peer Support

Evaluation Year

Group

Time Period*

Change?

Impact

Baseline

Evaluation

(p-Value)

!Note: N represents the denominator count.
%p.p.=percentage point

Measure 37 Conclusion: Supports the hypothesis.

Hypothesis 3: The Demonstration will improve access to a comprehensive continuum of SUD care which will
result in decreased utilization of ED and inpatient hospitalization and SUD inpatient readmissions.

Research Question 1: Has the continuum of services available for individuals with a SUD expanded initerms of
which services are available?

Continuum of Services Available (Measure 38)

This measure aims to answer the question of whether the continuum of servicesavailable for individuals with a
SUD has expanded in terms of which services are available using MCO reports. Data for this measure were
reported by individual MCOs (BCBS, PHP, and WSCC). Only«dataipost-Centennial Care 2.0 was available and
therefore a comparison of facilities and services post-Centennial Care 2.0 to pre-Centennial Care 2.0 nor a
definitive conclusion on whether there was an expansion 0f services as a result of thesdemonstration can be made.
However, there are some notable trends in the number of providers reported by facility type as displayed in Table

5-33.

Table 5-33—Number of Providers Reported Across All MCOs During Q4 2021

Accredited Residential Facility (ARTC) - Juvenile, BH 24
Accredited ResidentialFacility (ARTC)=Adult, SUD 15
Behavioral Health Agency 553
Community Mental Health Center 36
Core Service Agency (CSA) 97
FQHE/RHCproviding BH Services 250
Hospital, Psychiatric 28
Hospital, Psychiatric Unit in General Hospital 31
IHS or 638 Tribal Facility providing BH Services 116
OTC/Methadone Clinic 40
Residential Treatment Center, Joint Commission Certified 17
Residential Treatment Center, Non-Joint Commission Certified 9
Treatment Foster Care | (TFC 1) 26
Treatment Foster Care Il (TFC Il)
Psychiatric Emergency Services 0
Accredited Residential Facility (ARTC) 24
Residential Non-Joint Commission Group Home (GH)
Rural Health Centers
School Based Health Services
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As shown in Figure 5-27, BCBS reported 146 providers in Q1 2019 compared to 185 providers in Q4 2021, an
approximately 27 percent increase. PHP reported an increase of 43.8 percent, from 121 providers in Q1 2019 to 174
providers by the end of 2021.Figure 5-27—Number of Behavioral Health Agency Providers, 2018-2021, PHP and BCBS
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As shown in Figure 5 28, BCBS psychiatric units in a general hospitalreported 14 providers in Q1 2019 and
remained steady thereafter. Psychiatric hospital facilities réported four providers in Q22019; this number
increased to 13 in Q3 2020 and remained steady at 12 from,Q4 2020 through,2021. PHP psychiatric hospitals and
psychiatric units in general hospitals reported seven and 10 providers, respectively, in 2019, and increased to nine
and 13 providers, respectively, in 2021.

Figure 5-28—Number of Psychiatric Unit Providers;2018-2021, PHP and BCBS
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BCBS IHS or 638 Tribal Facilities providing behavioral health services showed an increase in the number of
providers in the latter half of 2020 and 2021 (Figure 5-29). PHP IHS or 638 Tribal Facilities providing behavioral
health services increased by approximately 11.1 percent, starting at 54 providers in 2019 and increasing to 60
providers by the end of 2021.

—Draft Copy for Review—
Centennial Care 2.0 - Interim Evaluation Report Page 5-45
State of New Mexico NMWaiverEval_InterimRpt_D2



RESULTS

.,‘\
HS AG i
e

Figure 5-29—Number of Tribal Facility Providers, 2018-2021, PHP and BCBS
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PHP ARTCs demonstrated a slight increase in the number of providers from se viders in 2019 to 15

providers in 2021 (Figure 5-30)

Figure 5-30—Number of Accredited Reside~viders, 2018- , PHP
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Figure 5-31
approximately

I Care 2.0 period, WSCC behavioral health agencies exhibited an
mber of providers during this period; 152 providers were reported in

reported in Q1 2019 an xpanding to 17 providers in the last quarter of 2020 (Figure 5-32).
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Accredited residential facilities for adult SUD also grew f
the last quarter of 2020 and through 2021 (Figure 5 33).

rin the Q1 2019 to seven providers by

Figure 5-33—Number of Accredited Residentia i ers, 2019-2021, WSCC
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Although the number of behavioral health facilities associated with each MCO has generally increased during the
evaluation period, HSAG could not reliably identify a significant increase in the number and variety of different
services following the implementation of Centennial Care 2.0 in 2019, which is the focus of the research question.
Despite this, the expansion of the number of facilities for available services is consistent with the hypothesis.
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Measure 38 Conclusion: Neither supports nor fails to support the hypothesis.

Research Question 2: Has capacity for ambulatory SUD services increased?

Number of Providers and Capacity for Ambulatory SUD Services (Measure 39)

Measure 39 uses claims/encounter data to assess the provider capacity for ambulatory SUD services by estimating
the projected capacity among all providers covering SUD services throughout the Centennial Care 2.0 approval
period. MCOs supplied HSAG with lists of providers who offered SUD services between 2018 and 2021. Because
of the change in plan composition in 2019, only two plans (BCBS and PHP) provided data for 2018. WSCC
began providing data in 2019.

To estimate changes in provider capacity following the Centennial Care:2.0 Demonstration using exclusively the
provider lists supplied by the MCOs and administrative claims/encounter dataHSAG calculatedithe average
provider Medicaid panel size in the year prior to Centennial Care 2.0 (2018) and used this to estimatesmaximum
Medicaid panel size for new providers going forward. HSAG then analyzed the actual panel size in‘each year of
the Demonstration (2019-2021) and compared the actual to the projected. This comparison was done separately
for existing providers (i.e., those who had been providing SUD services in 2018)‘and new providers (i.e., those
who had not provided SUD services in 2018).

Differences between actual and projected panel sizes may arise fora variety of reasons. Among the new provider
group, lower panel sizes than projected may be a result of reluctance of providers to take on a large number of
Medicaid members, saturation of the Medicaid market, or providers operatingyin geographic areas with few
Medicaid members. Higher-than-projected panel sizes may be a result of pent-up demand or new providers
operating in geographic areas with few providers and/or a high concentration of Medicaid members.

Table 5-34 shows that in 2018, SUD providersisaw an average of 191 Medicaid members. In 2019, existing
providers saw an average of 214, suggesting these providers were taking on more Medicaid patients than the year
prior; however, among the aewsprevider group, the average panel size was only 72. Although the root cause of
this discrepancy is unelear,>* it does suggest that‘added capacity of new SUD providers did not correspond to a
proportional increase in the number of members served. Similarly, new providers only saw an average of 84
members in 2020and 94 in 2021. Meanwhile, existing providers saw an average of 184 members in 2020 (a
decline compared to the previous two years, but likely/driven by the COVID-19 PHE, and 198 members in 2021.

Table 5-34— Number of Providers and Capacity for Ambulatory SUD Services (Measure 39)

. Number of Average Panel Total Panel Projected Perc_ent of

Provider Group . . . i Projected
Providers Size Size Capacity :

Capacity
2018 All providers 5,381 191 1,026,771 N/A N/A
2019 Existing providers 5,035 214 1,078,221 960,749 112%
2019 New providers 3,965 72 285,639 756,578 38%
2020 Existing providers 5,311 184 978,130 1,013,414 97%
2020 New providers 4,350 84 366,012 830,042 44%
2021 Existing providers 4,957 198 983,575 945,866 104%
2021 All providers 5,826 94 549,849 1,111,683 49%
2019 All providers 9,000 152 1,363,860 1,717,327 79%

512 This discrepancy could be a result of new providers coming from MCOs that no longer operated in 2019 and thus switched which
MCOs they accepted.
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2020 All providers 9,661 139 1,344,142 1,843,456 73%
2021 All providers 10,783 142 1,533,424 2,057,549 75%

Analysis shows that providers who had been supplying SUD services for Medicaid members in 2018 (either for
BCBS or PHP) had generally maintained or increased their capacity during Centennial Care 2.0. However, SUD
providers who had not contracted with BCBS or PHP in 2018 had a much smaller panel size from 20192021,
suggesting the capacity added was less than half of the projected capacity (between 38 percent and 49 percent).
Because of incomplete data prior to Centennial Care 2.0, it is unclear whether the smaller panel size among
providers who were not contracted with BCBS or PHP in 2018 would have been expecteddn the event these
providers had similarly small panel sizes in 2018 under a plan that had left Centennial Care in 2019. However,
while the realized capacity is less than expected due to smaller panel sizes, the potential capacity as measured by
the number of Medicaid members who could receive services from the expandedstmberof previders has
increased substantially. The available data were insufficient to determine whether the smaller panel sizes for new
providers are due to decisions by the new providers to see fewer Medicaid patients than previous providers, or if
there are external reasons, such as a satiated demand for services. In any.€vent, the number of providers and the
number of members receiving services have expanded since the implementation of €entennial Care 2.0, and the
evidence supports the hypothesis.

Measure 39 Conclusion: Supports the hypothesis.

Research Question 3: Has the utilization of emergency departments (EDshby individuals with SUD decreased?

Figure 5-34 through Figure 5-38 compare the observed rate'to projections froman ITS analysis controlling for
seasonality and peak COVID-19-affected quarters (Q2 2020 through Q1 2021). The dotted gray line represents
the predicted rate had the baseline trend (solid gray line) continued intorthe evaluation period.

Percentage of ED Visits of Individuals With'SUD Riagnoses (Measure 40)

Figure 5-34 shows thatithe projected rates from the ITS model track closely with the observed rates calculated
using claims/encounter data. This'suggests, there were minimal changes in the percentage of ED visits that were
from members with a SUD diagnosisfollowing the start of Centennial Care 2.0 in 2019.

Figure 5-34—Percentage of ED Visits of Individuals With SUD Diagnoses, Observed Rates Compared to ITS Model
Projections (Measure 40)
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Table 5-35 corroborates the findings illustrated in Figure 5-34. The results show that the percentage of ED visits
from individuals with a SUD diagnosis did not substantively change upon implementation of Centennial Care 2.0
in Q1 2019, after controlling for seasonality and peak COVID-19 PHE-affected quarters. While the trend in the
rate increased by 0.1 percentage points per quarter following the implementation of Centennial Care 2.0 relative
to the trend in the baseline period, this difference was not statistically significant. Tables A-19 and A-20 contain
additional regression results.

Table 5-35—Percentage of ED Visits of Individuals With SUD Diagnoses, Primary ITS Model Results! (Measure 40)

Variable Estimate p-Value
Intercept 20.7% <0.001 ***
Pre-CC 2.0 quarterly trend 0.0% 0.928

Level change at implementation -0.4% 0.553
Change in quarterly trend 0.1% 0.341

*p< 0.1, **p < 0.05, ***p<0.001
!Note: Full model results are presented in Appendix X.

Measure 40 Conclusion: Neither supports nor fails to support the hypothesis.

Research Question 4: Has the utilization of inpatient hospitalSettings for SUD-related treatment decreased?

Percentage of Inpatient Admissions for SUD-Related Treatment (Measure 41)

Similar to Measure 40, Figure 5-35 shows that the projectedirates/from the ITSsmodel track closely with the
observed rates. This suggests there were minimal.changes‘in the/percentage of inpatient (IP) admissions for SUD
related treatment following the start of Centennial Care 2.0 in 2019. Furthermore, although rates were generally
increasing over time, there was not a substantive increase in the ratesbeyond what might be expected from
historical seasonality and trends during the'COVID-19 PHE when'substance usage was increasing.

Figure 5-35—Percentage.ofinpatient. Admissions for SUD-Related Treatment, Observed Rates Compared to ITS Model
Projections,(Measure 41)
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Table 5-36 shows that, although there was a significant upward trend during the pre-intervention period of 0.3
percent per quarter, this trend continued generally unchanged into the Centennial Care 2.0 period (increasing by
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0.1 percentage points, which was not statistically significant). The average rate after implementation declined by
1.1 percent but was not statistically significant. Tables A-21 and A-22 contain additional regression results.

Table 5-36—Percentage of Inpatient Admissions for SUD-Related Treatment, Primary ITS Model Results' (Measure 41)

VELE]] [ Estimate p-Value
Intercept 15.2% <0.001 ***
Pre-CC 2.0 quarterly trend 0.3% 0.039 **
Level change at implementation -1.1% 0.201
Change in quarterly trend 0.1% 0.345

*p< 0.1, **p < 0.05, ***p<0.001
!Note: Full model results are presented in Appendix A.

Measure 41 Conclusion: Neither supports nor fails to support the hypothesis.

Research Question 5: Has the utilization of inpatient hospital settings for withdrawal management decreased?

Percentage of Inpatient Admissions of Individuals With a SUD for Withdrawal Management (Measure 42)

Measure 42 uses claims/encounter data to assess whether inpatient admissions for withdrawal'management
decreased. A statistical process control chart was used to assess variation over time in‘this measure.

Figure 5-36 shows that the percentage of inpatient admisgions of individuals with a SUD for withdrawal
management increased steadily beginning in Q1 2020, shifting the‘average by,approximately 3 percentage points
from 10 percent to 13 percent (a 30 percent relativejincrease).

During Q1 of the baseline year (2018), 11.2 per¢ent of individuals,with a’SUD had an inpatient admission for
withdrawal management; this increased to 12.3 percent in Q2, before dropping to 8.4 percent by Q4. In 2019, the
rate remained steady around 9.2 percent, before gradually increasingto 14.9 percent by Q3 2021. In the last
quarter of 2021, the rate beganste.decline’again to around 12.9 percent.

Figure 5-36—Percentage of Inpatient Admissions of Individuals/With a SUD for Withdrawal Management, 2018-2021
(Measure 42)
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Measure 42 Conclusion: Does not support the hypothesis.

Research Question 6: Have inpatient SUD readmissions decreased for individuals with SUD diagnoses?

7-Day and 30-Day Inpatient and Residential SUD Readmission Rates (Measure 43)

Figure 5 37 shows that the projected rate of 7-day SUD readmissions was higher than the observed rates
following Centennial Care 2.0; however, as shown in Table 5-37, these differences were not statistically
significant. While both the level change at implementation and the change in_quarterly trend,declined (by 0.7
percentage points and 0.2 percentage points, respectively), these changesavere not statistically significant.

Figure 5-37—7-Day Inpatient and Residential SUD Readmission Rates, Observed Rates Compared to ITS Model
Projections (Measure 43)
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Table'5-37—7-Day Inpatient and Residential SUD Readmission Rates, Primary ITS Model Results' (Measure 43)

Variable Estimate? p-Value
Intercept 3.8% <0.001***
Pre-CC 2.0 quarterly trend 0.2p.p. 0.152
Level change at implementation -0.7p.p. 0.324
Change in quarterly trend -0.2p.p. 0.156

*p< 0.1, ¥*p < 0.05, **¥*p<0.001
*Note: Full model results are presented in Appendix A.
p.p.=percentagé point

Figure 5-38 shows that the projected rate of 30-day SUD readmissions was higher than the observed rates
following Centennial Care 2.0, which had begun to decline. The quarterly trend prior to Centennial Care 2.0 was
an increase of 0.5 percent per quarter, whereas afterwards, the trend changed by a decline of 0.7 percentage points
(to an overall decline of 0.2 percentage points per quarter). Table 5-38 demonstrates this change in the trend was
statistically significant, suggesting that the start of Centennial Care 2.0 in Q1 2019 led to a reversal of the upward
trend in 30-day SUD-related readmission rates.

—Draft Copy for Review—

Centennial Care 2.0 - Interim Evaluation Report Page 5-52
State of New Mexico NMWaiverEval_InterimRpt_D2



™ RESULTS
HS AG i
\/{

Figure 5-38—30-Day Inpatient and Residential SUD Readmission Rates, Observed Rates Compared to ITS Model
Projections (Measure 43)
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Table 5-38—30-Day Inpatient and Residential SUDJReadmission/Rates, Primary ITS Model Results! (Measure 43)

Variable Estimate? p-Value
Intercept 13.7% <0.001***
Pre-CC 2.0 quarterly trend 0.5p.p. 0.022**
Level change at implementation 1.2p.p. 0.254
Change in quarterly trend -0.7p.p. 0.004%**

*p< 0.1, **p <0.05, ***p<0.001
"NotedFull model results are presented in Appendix A.
2pgp.=percentage point

Although the results of 7-day readmissions were not statistically significant, both coefficients of interest from the
ITS (level change at implementation and change in quarterly trend) were in the favorable direction of reducing
rates#Evaluating 30-day readmissions, TS results suggest that Centennial Care 2.0 stabilized and slightly
reversed an increasing,trend in the rate. Tables A-23 through A-26 contain additional regression results for this
measure.

Measure 43 Conclusion: Supports the hypothesis.

Research Question 7: Haveincreasing trends in total cost of care been slowed for individuals with SUD
diagnoses?

The goal of the financial analysis of Centennial Care 2.0 is to compare the costs to the State for the programs
covered under the 1115 Demonstration Waiver against the estimated expected costs had the 1115 Demonstration
Waiver not been implemented. Expected expenditures were estimated based on changes in member
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demographics, population health condition-based risk score, and the medical CP1.>**>* The medical CPI is used
to account for changes to cost due to inflationary factors. CPI does not account for NM Medicaid-specific policy
changes that had a fiscal impact. HSAG is not aware of any policy changes between 2019 and 2021 that had a
fiscal impact that would have changed the analysis. Using claims/encounter data, total actual expenditure costs for
providing care to members covered by the 1115 Demonstration Waiver were compared to the estimated expected
expenditures which are calculated by applying annual demographic and inflation factors to the baseline costs for
2013. (See the Financial Analysis Trend and Cost Development Methodology section for additional details on
adjustment factor development.) Note that the cost analyses do not refer to nor attempt to replicate the formal
Budget Neutrality test required under the Section 1115 Demonstration Waiver program, which sets a fixed target
under which waiver expenditures must fall that was set at the time the waiver was approved.

Claims cost are calculated and analyzed at two levels:

e PMPM basis by dividing the total expenditures by the total membermonths for the total enrolled
members for a given time period.

e PUMPM basis which is calculated by dividing the total expenditures y the total member months for the
total members who utilized services during the review period.

Each of these measures is based on expenditures unadjusted fory€ar-to-year demographic changes. Costs are
reviewed on a PMPM or PUMPM basis to ensure comparability as the total number of [members change over
time.

Both unadjusted and adjusted expenditures and expenditure trends were reviewed. Adjustment involved
normalizing expenditures to account for known changes such as/demographies, health condition-based risk, and
inflation. By making these adjustments, all known'and quantifiable variations in each analysis period are
removed, leading to a more accurate compafisen|across time periods:

Costs are normalized by dividing the unadjusted cost PMPM by the calculated area, age/gender, and health
condition risk factors. Estimated counterfactual costs\(estimated expenditures had the Demonstration Waiver not
been implemented) were calculated by applying each normalization factor as well as including the annual medical
CPI percentage from the U.S. Bureau of Labor Statistics.

To get a bettér understanding of how costs changed over time, several trend measures were developed.

e /Cumulative Unadjusted Trend from the Baseline: Represents the total annual growth in the cost of
care'since 2013. The growth rate/is calculated by comparing the annual PMPM for each year of the
Demonstration, to the 2013 baseline. For example, assume expenditures increased from $100.00 in 2013
to $104.00'in 2014, a trend increase of 4 percent; then to $106.08 from 2014 to 2015, a trend increase of 2
percent; thenfell t0:$105.024rom 2015 and 2016, a trend decrease of 1 percent. The annual changes are
multiplied together to determine the total cumulative trend. In this example the cumulative trend would be
5 percent.

s Annualized Unadjusted Trend from the Baseline: The average annual growth in cost of care between
the baseline (2013) and each year of the Demonstration, adjusted to smooth the trend across the
represented time period. (See the Methodology section for additional details.)

513 U.S. Bureau of Labor Statistics. Available at https://www.bls.gov/cpi/tables/supplemental-filesshome.htm. Accessed on:
Jun 9, 2022.

>4 UC San Diego. Chronic Iliness and Disability Payment System (CDPS). Available at:
https://hwsph.ucsd.edu/research/programs-groups/cdps.html#Using-CDPS-Risk-Scores. Accessed on July 13, 2022,
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* Annualized Normalized Trend from the Baseline: Average annual growth in cost of care adjusted for
known variances between years based on #2 above.

s Year-Over-Year Unadjusted Trend: Annual growth in cost of care from year to year.

Total and PMPM Cost (Medical, Behavioral and Pharmacy) for Members With a SUD Diagnosis (Measure 44)

Two measures are used to assess Research Question 7 for Hypothesis 3: Have increasing trends in total cost of
care been slowed for individuals with SUD diagnoses? The analysis of these measures is based on the total actual
expenditure costs for providing care to SUD diagnosed members covered bysthe,1115 Demanstration Waiver
compared to the estimated expected expenditures calculated by applying@nnual demographic and inflation factors
to the baseline costs for 2018. (See the Methodology section for additional details on adjustment factor
development.) The cost analyses do not refer to nor attempt to replicate the formal Budget Neutrality test required
under the Section 1115 Demonstration Waiver program, which sets a fixed target under which waiver
expenditures must fall that was set at the time the waiver was approved.

Figure 5-39 displays the per member per month costs and total expenditures fromithe baseline Q12018 through
the Q4 2021 for the actual incurred cost and the expected (counterfactual) costs for members with a SUD
diagnosis. All of the actual and counterfactual total costs and the capitated, actual;‘and eounterfactual PMPM
costs increased from Q1 2018 through Q4 2021. Table A-29 contains additional data:

Figure 5-39—Per Member Per Month Cost and(Total Cost for Members with SUD Diagnosis
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Figure 5-40 shows two. trendhcalculations based on changes from Q1 2018 (not shown in figure). The average
quarterly trend decreased throughout the review period, from the baseline of 5.3 percent in Q2 2018 to 2.4 percent
in Q4 2021.
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Figure 5-40—Cost Per Member Trends for Members with SUD Diagnosis
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Changes to the demographics of the SUD diagnosed population also impacted the per member trends. Members
were flagged and included in the SUD diagnosed population based on the firstmonth in a calendar year and any
subsequent enrolled months. SUD diagnosed flags were reset January 1 each calendaryear in the analysis. Over
the entire review period of Q1 2018 through Q4 2021, most members with a SUD diagnosissfell in the expansion
population, followed by the TANF population. The average age of theiexpansion population for a member with a
SUD diagnosis increased from 36.8 in Q1 2018 to 38.8 inQ4 2021. The average age of the TANF population for
a member with a SUD diagnosis increased slightly from 30.2 in Q1 2018 t0:30.8'in Q4 2021. The population also
saw an average quarterly increase in CDPS (version 6.5) condition-based risk scores relative to the baseline of Q1
2018, resulting in an increase of 1.3 percent. Thesmember distribution by geographic region did not change
substantially from 2018 to 2021.

Based on data from the U.S. Bureau of Labor Statistics, prices for medical care were 8.37 percent higher in 2021
compared to 2018 (an $8.37 difference in/value per.$100 of spending), indicating a medical care average inflation
rate of 2.7 percent per year. The medical care inflation rate was slightly greater than the overall annual inflation
rate of 2.6 percent during this'same period. The medicahCPL is used to account for changes to cost due to
inflationary factors. CPI does not account for NM Medicaid-specific policy changes that had a fiscal impact.
HSAG is not aware of any policy changes between 2019 and 2021 that had a fiscal impact that would have
changed the'analysis.

Employing the nermalization process as described in the methodology section, factors were developed to quantify
the change in‘risk; age-band/gender, area, and inflation from one Demonstration year to the next. These factors
were then applied to the baseline periodo calculate the expected average quarterly costs that are displayed in
Figure 5-41 and the corresponding expécted average quarterly trends in Figure 5-42. Table A-30 contains
additional data.

Measure 44 focuses on a subset of the population utilizing services analyzed in Measure 21. Therefore, the higher
utilizing member cost trends are not outside of normal expectations as the costs are limited a select subset of the
population, members whodave had a SUD diagnosis.

Table 5-39 shows the impacts of each of the known changes in the cost and demographic variables from Q1 2018
to Q4 2021. The quarterly impact of each known driver was applied to the PMPM claims cost from the baseline of
Q1 2018 to calculate the counterfactual claims PMPM. The calculated counterfactual claims trend incorporating
changes for risk, age-band/gender, area, and inflation was 2.3 percent. The quarterly paid claims trend achieved
by the 1115 Demonstration Waiver was slightly higher at 2.4 percent. The hypothesis related to this measure is
not directly related to costs, therefore this measure is not strictly applicable to this hypothesis.
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Table 5-39—Total and PMPM Cost (Medical, Behavioral, and Pharmacy), for Members with SUD Diagnosis Normalized
Trend Walkdown (Measure 44)

Trend Component Q1 2018 to Q4 2021

Average Quarterly Normalized Trend 1.1%
Average Quarterly Aging Trend 0.1%
Average Quarterly Area Trend 0.1%
Average Quarterly Risk Trend 1.3%
CPI Quarterly Trend 2018-2021 0.6%
Counterfactual Claims Trend 2.3%
Costs Above Expected Counterfactual 0.1%
Quarterly Paid Claims Trend 2.4%

Measure 44 Conclusion: N/A

Total and PMPM Cost (Medical, Behavioral and Pharmacy) for Members With a SUD,Diagnosis by Source of
Care (Measure 45)

Figure 5- displays the breakdown by source of care for per'member per month costs and total expenditures from
Figure 5-41 in measure 44. Data are displayed below for/the baseline from Q1 2018 through Q4 2021 for the
actual incurred cost and the expected (counterfactual) costs for both SUD and non-SUD claims costs for members
with a SUD diagnosis broken out by source of caré. Both the total costs and‘the PMPM costs increased from Q1
2018 through Q4 2021, with the exception of the pharmacy PMPM, which decreased slightly. Tables A-31
through A-40 contains specific data points foreach source of care.

Figure 5-43—Per Member Per Month Cost and Total Cost for Members with SUD Diagnosis by Source of Care
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Figure 5-44 shows two trend calculations for the PMPM actual and expected cost outlined in Figure 5-43 based
on changes from Q1 2018 for each source of care. The weighted combination of these trends by their respective
expenditures equates to the total trend displayed in Figure 5-42 in measure 44.

Figure 5-44—Percentage Change in Annual PMPM Costs for Members with SUD Diagnosis by Source of Care
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Based on data from the U.S. Bureau of Labor Statistics, prices for medical care were 8:37 percent higher in 2021
compared to 2018 (an $8.37 difference in value per $100 of spending), indicating a ' medical.care average inflation
rate of 2.7 percent per year. The medical care inflation rate was'slightly greater than the averall annual inflation
rate of 2.6 percent during this same period. The medical CPI is used to account for changes to cost due to
inflationary factors. CPI does not account for NM Medicaid-specific palicy:changes that had a fiscal impact.
HSAG is not aware of any policy changes between 2019 and 2024 that had a fiscal impact that would have
changed the analysis.

Employing the normalization process as deseribed in the methodolegyssection, factors were developed to
guantify the change in risk, age-band/gender, area, and inflationfrom one Demonstration year to the next. These
factors were then applied to the baseline period to calculate the expected average quarterly costs that are displayed
in Figure 5-43 and the corrésponding,expected average quarterly trends in Figure 5-44.Tables A-41 through A-45
contain specific dataqpoints for-.each source of care.

For inpatient and professional sources of care, the average quarterly trends in Q4 2021 are higher than the average
quarterly trends in Q1 2018 and are also higher than the expected average quarterly trends. For long-term care and
pharmacy/sources of care, the average quarterly trends in Q4 2021 are lower than the average quarterly trends in
Q1 2018 and arealso lower than the expected average quarterly trends. For outpatient source of care, the average
quarterly trends in Q4 2021 are lower than the average quarterly trends in Q1 2018 and are equal to the expected
average quarterly trend.

Table 5-40 shows the'quarterly paid elaims trends from Q1 2018 to Q4 2021 by source of care and to the total
calculated in measure 44, Therhypothesis related to this measure is not directly related to costs, therefore this
measure is not strictly applicable to this hypothesis.
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Table 5-40—Total and PMPM Cost (Medical, Behavioral, Pharmacy), for Members with SUD Diagnosis by SUD Source of
Care, Source of Care Comparison to Total (Measure 45)

Inpatient 3.8%
Long Term Care -0.2%
Outpatient 2.1%
Professional 2.7%
Pharmacy 0.0%
Total 2.4%

Measure 45 Conclusion: N/A

Research Question 8: Have SUD costs for individuals with SUD diagnosés changed proportionally‘as expected
with increased identification and engagement in treatment?

Total and PMPM Cost for SUD Services for Members With a SUD Diagnosis (Measure 46)

Two measures are used to assess Research Question 8 for Hypothesis 3: Have SUD costs for individuals with
SUD diagnoses changed proportionally as expected with increased identification,and engagement in treatment?
The analysis of these measures is based on the total actual expenditure costs for providing care to SUD diagnosed
members covered by the 1115 Demonstration Waiver compared to the estimated expected expenditures calculated
by applying annual demographic and inflation factors'to the baseline costs for 2018. (See the Methodology
section for additional details on adjustment factor development.) The cost analyses do not refer to nor attempt to
replicate the formal Budget Neutrality test required under the Section 1115 Demonstration Waiver program,
which sets a fixed target under which waiyver expenditures must fall that was set at the time the waiver was
approved.

Figure 5-45 displays the per member per month costs anditotal expenditures from the baseline Q1 2018 through
Q4 2021 for thesapitated cost, actualincurred cost and the expected (counterfactual) costs for SUD services for
members with a SUD diagnosis. All of'the actual and gounterfactual total costs and the actual and counterfactual
PMPM costs increased from Q1 2018 through Q4 2021. Table A-46 contains specific data points for each time
period.
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Figure 5-45—Per Member Per Month Cost and Total Cost for SUD Services for Members with SUD Diagnosis
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Figure 5-46 shows two trend calculations based on changes from Q1'2018. The average quarterly trend is less
than or close to the expected quarterly trend from the beginning 0f2018:through Q1 2020 and Q3 2021. The
average quarterly trend was greater than the expected quarterly trend Q2 0f,2020ithrough Q2 of 2021 and Q4
2021. The average quarterly trend increased during Centennial Care 2.0, from»=1.9 percent in the beginning of
2019 to 1.4 percent at the end of 2021.

Figure 5-46—Cost Per Member Trends for SUD Services for Members with SUD Diagnosis
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Changes to the demographics of the SUD diagnosed population also impacted the per member trends. Over the
entire review period of Q1 2018 through Q4 2021, most members with a SUD service fell in the expansion
population, followed by the TANF population. The average age of the expansion population for a SUD service for
a member with a SUD diagnosis has increased from 36.4 in Q1 2018 to 37.8 in Q4 2021. The average age of the
TANF population for a SUD service for a member with a SUD diagnosis increased from 30.2 in Q1 2018 to 32.3
in Q4 2021. The average quarterly CDPS (version 6.5) condition-based risk for the population only increased
slightly at 0.2 percent from 2018 to 2021. The member distribution by geographic region did not change
substantially from 2018 to 2021.
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Based on data from the U.S. Bureau of Labor Statistics, prices for medical care were 8.37 percent higher in 2021
compared to 2018 (an $8.37 difference in value per $100 of spending), indicating a medical care average inflation
rate of 2.7 percent per year. The medical care inflation rate was slightly greater than the overall annual inflation
rate of 2.6 percent during this same period. The medical CPI is used to account for changes to cost due to
inflationary factors. CPI does not account for NM Medicaid-specific policy changes that had a fiscal impact.
HSAG is not aware of any policy changes between 2019 and 2021 that had a fiscal impact that would have
changed the analysis.

Employing the normalization process as described in the methodology section;»factors were developed to
quantify the change in risk, age-band/gender, area, and inflation from oné Demonstration year to the next. These
factors were then applied to the baseline period to calculate the expected average quarterlycosts that are displayed
in Figure 5-45 and the corresponding expected average quarterly trends in Figure 5546. Additional data points can
be found in Table A-47.

Measure 46 focuses on a subset of the population utilizing services analyzed in\Measure 44. Therefore, the higher
utilizing member cost trends are not outside of normal expectations as the costs are limited a select subset of the
population, members who have had a SUD diagnosis.

Table 5-41 shows the impacts of each of the known changes in the,cost and demographiciwariables from Q1 2018
to Q4 2021. The quarterly impact of each known driver is applied to the PMPM claims cost from the baseline of
Q1 2018 to calculate the counterfactual claims PMPM. The calculated counterfactual claims trend incorporating
changes for risk, age-band/gender, area, and inflation was 1.0 percent. The actual quarterly paid claims trend
achieved by the 1115 Demonstration Waiver was slightly higher at 1.4 percent, meaning after adjusting for
measurable demographic changes, the actual costs increased more than predicted costs. The hypothesis related to
this measure is not directly related to costs, therefore this measure.is not strictly applicable to this hypothesis.

Table 5-41—Total PMPM Cost for SUD Services for Members with SUD Diagnosis Normalized Trend Walkdown (Measure

46)
Average Quarterly Normalized Trend 1.7%
Average Quarterly Aging Trend 0.0%
Average Quarterly Area Trend 0.0%
Average Quarterly Risk Trend 0.2%
CPI Quarterly Trend 2018-2021 0.6%
Counterfactual Claims Trend 1.0%
Costs Above Expected Counterfactual 0.4%
Quarterly Paid Claims Trend 1.4%

Measure 46 Conclusion: N/A

Total and PMPM Cost for SUD Services by Type of Care (IP, OP, RX, etc.) (Measure 47)

Figure 5-47 displays breakdown by source of care for the per member per month costs and total expenditures
from Figure 5-45 in measure 46. Data is displayed below for the baseline in Q12018 through Q4 2021 for the
actual incurred cost and the expected (counterfactual) costs for SUD services for members with a SUD diagnosis
broken out by source of care. Both the total costs and the PMPM costs increased from Q1 2018 through Q4 2021,
except Long-Term Care PMPM and Pharmacy PMPM sources of care, which decreased. Table A-48 through A-
57 contains specific data points for each source of care.
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Figure 5-47—Per Member Per Month Cost and Total Cost for SUD Services for Members with SUD Diagnosis, by Source of

Care
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Figure 5-48 shows two trend calculations fof the PMPM actual ‘@and expected cost outlined in Figure 5-47 based
on changes from Q1 2018 (not shown in figure) for each source of.care. The weighted combination of these trends
by their respective expenditure equates ta the total trend displayed in Figure 5-46 from measure 46. The average
quarterly trends increased for all sourees of care during Centennial Care 2.0. The average quarterly trends were
less than the expected quarterlytrends during CentenniahCare 2.0 for Long-Term Care and Pharmacy but were
greater than the.gxpected quarterly trends for Inpatient, Outpatient, and Professional sources of care. Table A-58
through A-62¢ontain data points for each source of care.

Figure 5-48—Percentage Change in Annual PMPM Costs for SUD Services for Members with SUD Diagnosis, by Source of

Care
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Based on data from the U.S. Bureau of Labor Statistics, prices for medical care were 8.37 percent higher in 2021
compared to 2018 (an $8.37 difference in value per $100 of spending), indicating a medical care average inflation
rate of 2.7 percent per year. The medical care inflation rate was slightly greater than the overall annual inflation
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rate of 2.6 percent during this same period. The medical CPI is used to account for changes to cost due to
inflationary factors. CPI does not account for NM Medicaid-specific policy changes that had a fiscal impact.
HSAG is not aware of any policy changes between 2019 and 2021 that had a fiscal impact that would have
changed the analysis.

Employing the normalization process as described in the methodology section, factors were developed to quantify
the change in risk, age-band/gender, area, and inflation from one Demonstration year to the next. These factors
were then applied to the baseline period to calculate the expected average quarterly costs that are displayed in
Figure 5-41 and the corresponding expected average quarterly trends in Figure™s-42.:Table#X-30 contains
additional data.

For all sources of care, inpatient, long-term care, outpatient, pharmacy, and professional, theiaverage quarterly
trends in Q4 2021 are higher than the average quarterly trends in Q1 2018. The average quarterly trendsgfor
inpatient and professional sources of care are also higher than the expected avéerage quarterly-trends (based on the
population and CPI changes but excluding any policy changes outside of the waiver). The average quarterly
trends for long-term care and pharmacy sources of care are lower than thie expected average quarterly trends. The
average quarterly trend for outpatient source of care is equal to the expected averagequarterly trend.

Table 5-42 shows the comparison of the average quarterly paid claims trends from Q1 2018,t0 Q4 2021 by source
of care and to the total. The hypothesis related to this measure'is'not directly related to costs, therefore this
measure is not strictly applicable to this hypothesis.

Table 5-42—Total and PMPM Cost for SUD Services by Type of Care (IP, OP, RX, etc:)'Source of Care Comparison to Total

(Measure 47)
Inpatient 2.0%
Long Term Care -4.4%
Outpatient 0.8%
Professional 2.7%
Pharmacy -0.7%
Total 1.4%

Measure 47 Conclusion: N/A

Hypothesis 4: The Demonstration will increase the number of individuals with fully delegated care
coordination which includes screening for co-morbid conditions, which will result in increased utilization of
physical health services.

Research Question 1: Has the percentage of individuals diagnosed with a SUD receiving care coordination
increased?

Percentage of Individuals Diagnosed With a SUD Receiving Care Coordination (Measure 48)

Hypothesis 4 states that an increase in the number of members with fully delegated care coordination (i.e.,
participation in a health home) will result in an increased utilization of physical health services. Research question
1 examines whether the percentage of individuals with a SUD diagnosis receiving care coordination increased.
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Due to limitations in the health home enrollment data, HSAG could only examine members receiving care
coordination on or after April 2019. This precludes an interrupted time series analysis as described in the
evaluation design plan or a pre-test/post-test design.

A statistical process control chart was used to assess variation over time in this measure.

Figure 5-41 shows the percentage of members with a SUD diagnosis enrolled in a health home remained steady at
approximately 2.5 percent following an initial increase in 2019. The dashed orange control limits indicate the
expected range of quarterly variation. No evidence of special cause variation.was detected—+that is, there was no
consistent shift or trend in the rate, nor were there outlying data points, with the possible exception of Q2 2019;
however, this could be driven in part by incomplete health home enrollment data.>*3

Figure 5-41—Percentage of Individuals Diagnosed with a SUD Receiving Care Coordination (Measure 48)
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Measure 48 Conclusion: Does not support the hypothesis.
Research Question 2: Has the number of individuals with a SUD receiving preventive health care increased?
Percentage of Individuals With a SUD Receiving Preventive/Ambulatory Health Services (Measure 49)

Figure 5-42 and Table 5243 show that the observed rates would appear above the projected rates had the baseline
trend continued into the Centennial Care 2.0 Demonstration period. The rates after Centennial Care 2.0 fluctuated
between 87 percent and'89 percent’and were higher than what was projected from the baseline trend.

515 Health home enrollment for May 2019 was not available. HSAG imputed a member’s enrollment for this month if the member was 1)
enrolled in a health home during both April and June 2019, and 2) enrolled in Centennial Care in May 2019.
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Figure 5-42—Percentage of Individuals With a SUD Receiving Preventive/Ambulatory Health Services (Measure 49)
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Table 5-43—Percentage of Individuals With a SUD Receiving Preventive/Ambulatory Health Services (Measure 49)

Year N Rate Predicted Rate p-Value
2017 38,125 88.1% - -
2018 38,054 87.2% - -
2019 41,144 88.3% 86.3% <0.001
2020 44,293 87.2% 85.4% 0.006
2021 49,685 88.8% 84.4% <0.001

Measure 49 Conclusion: Supports the hypothesis.

Hypothesis 5: The Demonstration will increase use of naloxone, MAT, and enhanced monitoring and reporting
of opioid prescriptions through the prescription monitoring program, which will result in fewer overdose
deaths due to opioid use.

Research Question 1: Has there been an expansion of naloxone distribution and training?

Number of Naloxone Training and Kit'Distributions (Measure 50)

Figure 5-43 shows the number of persons receiving overdose (OD) prevention training and the number of
naloxone kit distribution from 2018 to 2021. While there is evidence of an increase in OD prevention training and
naloxone distributions after/2018, this may be conflated with the effects of a new 2019 policy requiring providers
to prescribe an opioid antagonist with each opioid prescription®*°. The number of persons receiving training and
kit distributions increased from 7,409 and 10,891 in 2018 to 10,515 and 16,440 in 2019, respectively. However, in
2020, the number decreased to 8,102 and 9,640, respectively; this decrease is likely due to the COVID-19 PHE

516 casetext. N.M. Stats. 24-2D-7. 2019. Available at: https://casetext.com/statute/new-mexico-statutes-1978/chapter-24-health-and-
safety/article-2d-pain-relief/section-24-2d-7-requirements-for-health-care-providers-who-prescribe-distribute-or-dispense-opioid-
analgesics. Accessed on: Aug 25, 2022.
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and the need to adjust training mediums from in-person to online instruction. . In 2021, the number greatly
increased again to 10,595 and 17,094, respectively.

Figure 5-43—Number of Persons Receiving OD Prevention Training and Naloxone Kits Distributed, 2018-2021
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Measure 50 Conclusion: Does not support the hypothesis.

Research Question 2:Has the number'of MAT praviders increased?

Number of MCO/Network MAT Providers (Measure 51)

Table 5-44 and Figure 5-45 show the number of MAT providers by MCO from 2018 to 2021. For BCBS, the
number of MAT providers in 2018 was 277, which increased to 285 in 2019 before declining to 176 in 2021. The
greatest number of MAT providers for PHP was in 2019, with 617 providers, and lowest in 2020, with 307
providers. WSCC inereased the number of MAT providers from 169 in 2019 to 291 in 2020. In 2021, the number
remained steady.

Table 5-44<=Number of MCO Network MAT Providers, 2018-2021

Plan 2018 2019 2020 2021
BCBS 227 285 193 176
PHP 454 617 307 538
WSCC NA 169 291 291
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Figure 5-44— Number of MCO Network MAT Providers, 2018-2021
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Measure 51 Conclusion: Does not support the hypothesis.

Research Question 3: Has the number of individu jvi increased?

Figure 5-45 compares the observed rate to
COVID-19-affected quarters (Q2 2020 t
the baseline trend (soli i

021). The dotted gray line represents the predicted rate had
valuation period.

Figure 5-45—Perc i i h MAT Claims, Observed Rates Compared to ITS Model
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Figure 5-45 shows the projected rates were higher than the observed rates following the start of Centennial Care
2.0 and a leveling out of the observed rates. Table 5-45 shows this change in the trend was statistically significant,
from a pre-Centennial Care 2.0 trend of increasing by 0.7 percentage points per quarter, to a trend of only 0.1
percentage points (a decline of 0.6 percentage points, indicated by the variable: change in quarterly trend). This
illustrates that the rate of members with a SUD receiving claims for MAT declined relative to what was projected
during the Centennial Care 2.0 period (i.e., a leveling out of rates instead of a continued increase). Tables A-27
and A-28 include additional regression results.

Table 5-45—Percentage of Individuals Diagnosed With a SUD With MAT Claims,Primary ITS Model Results' (Measure 52)

Variable Estimate? p-Value
Intercept 21.6% <0.001***
Pre-CC 2.0 quarterly trend 0.7p.p. <0.001*%*
Level change at implementation -0.3p.p. 0.634
Change in quarterly trend -0.6p.p. <0.001***

*p< 0.1, **p < 0.05, ***p<0.001
!Note: Full model results are presented in Appendix A.
%p.p.=percentage point

Measure 52 Conclusion: Does not support the hypothesis.

Research Question 4: Is there evidence of enhanced policiés and'practices related to/the prescription
monitoring program, real time prescription monitoring/program updates, memberfprovider lock-in programs,
and limits/edits at pharmacy points-of-sale?

Number of Policy and Procedure Manual Referénces (Measure 53)

Measure 53 aims to determine if there is any evidence of enhanced policies and practices related to the
prescription monitoring program, real time'prescription monitoring program updates, member/provider lock-in
programs, and limits/edits at pharmacy peints-of-sale. To assess this measure, data were obtained on the number
of providers who madeat least one reguest to the'Preseription Monitoring Program (PMP). According to the New
Mexico Board of Pharmacy, the mission of the PMP is toy“provide practitioners, pharmacists, and other
authorized usersihe ability to review-a patient’s-controlled substance prescription history and assist in the
prevention ofdiversion, abuse, misuse,.and drug overdose deaths associated with controlled substance
prescriptiofs.”>*" Only providers who are required to submit 10 or more PMP reports are included in this
measure.

Overall, there'is some evidence of an increasing proportion of providers making a request to the PMP. As seen in
Figure 5-46, the overalhpercentage of providers making a request increased from 72 percent in 2018 to 88 percent
in 2021. The largestincrease can be seen prior to the implementation of Centennial Care 2.0 between 2018 and
2019 in which the percentageyjumped from 72 percent to 84 percent. The upward trend somewhat stagnated after
the start of Centennial Care 2.0, with only an increase from 84 percent in 2019 to 88 percent in 2021. Table 5-46
provides a breakdown of the number and percentage of specific provider types who made a request to the PMP.

517 New Mexico Board of Pharmacy. The New Mexico Prescription Monitoring Program (PMP). Available at: https://www.nmpmp.org/.
Accessed on: June 9, 2022.
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Table 5-46—Providers Using the PMP, 2018-2021 (Measure 53)

Provider Type 2018 2019 2020 2021
. 7 2 7 9
Dentists (14%) (8%) (33%) (26%)
Osteopaths 91 113 115 104
P (62%) (84%) (87%) (90%)
S 22 17 25 29
RELIEESE (48%) (52%) (69%) (74%)
.. 1120 1122 1107 1082
Doctors of Medicine (MDs) (72%) (84%) (87%) (88%)
o 5 6 4 2
Nurse Midwives (50%) (67%) (67%) (67%)
Nurse Practitioners >66 670 » R
(79%) (89%) (90%) (90%)
. . 225 229 206 214
Physician Assistants (75%) (85%) (89%) (91%)
. - 8 7 5 9
Pharmacist Clinicians (89%) (78%) (63%) (90%)
- . 34 33 35 36
Prescribing Psychologists (89%) (87%) (83%) (92%)
Unknown 2 ! 2 !
(100%) (100%) (67%) (33%)
Total 2,080 2,200 2,214 2,279
(72%) (84%) (87%) (88%)
Figure 5-46—Percentage of Providers Using the PMP, 2018-2021
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Measure 53 Conclusion: Supports the hypothesis.
Research Question 5: Is there a decrease in the number of deaths due to overdose?
Rate of Deaths Due to Overdose (Measure 54)

Measure 54 assesses whether there has been a decrease in the number of deaths due to overdose following the
Centennial Care 2.0 Demonstrations increased use of naloxone, MAT, and enhanced monitoring and reporting of
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opioid prescriptions through the PMP. To answer this question, the statewide and Medicaid cause-specific death
rates from overdose and the overdose proportionate mortality rates were calculated for 2018-2021 and are
displayed in Table 5-47.

The cause-specific death rate associated with overdose deaths within the New Mexico Medicaid population has
been rising, from 42.8 per 100,000 New Mexico Medicaid recipients in 2018 to 60.7 per 100,000 New Mexico
Medicaid recipients in 2021, a 41.8 percent increase. Similarly, the cause-specific death rate associated with
overdose deaths statewide has been steadily increasing, from 25.7 per 100,000 New Mexico residents in 2018 to
38.2 per 100,000 New Mexico residents in 2020, a 48.6 percent increase, asidisSplayed, in Table 5-48 and Figure
5-47. Although a slight dip was seen from 2020 to 2021, data for these yéars are preliminary and therefore subject
to change.

Table 5-47—New Mexico Statewide Overdose Cause-Specific DeathRates, 2018-2021

2018 2019 2020 2021
NM Total Deaths from Overdose 537 601 801** 770%*
NM Population* 2,092,434 2,092,454 2,097,021 2,115,877
szsisdee-ifseuflc Death Rate per 100,000 NM 5.7 28.7 382 36.4

* Population totals for 2018-2020 represent five-year American Community'Survey estimates. Population totals for
2021 are derived from the NM Census Bureau Quick Facts which utilizes the Population Estimates/Program (PEP).
** Overdose deaths for New Mexico are preliminary for 2020 and 20214

Table 5-48—New Mexico Medicaid Overdose Cause-Specific Death Rates, 2018-2021

2018 2019 2020 2021
NM Medicaid Deaths from Overdose 356 373 519 567
NM Medicaid Population 832,599 " 824,026 869,330 933,884
Cause-Specific Death Rate per 100,000 NM 18 453 59.7 60.7

Medicaid Members

Figure 5-47—Overdose Cause-Specific Death Rates per 100k Individuals, 2018-2021
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Table 5-49 and Figure 5-48 demonstrate that the overdose proportionate mortality in the New Mexico Medicaid
population increased from 4.7 percent in 2018 to 5.4 percent in 2021. The overdose proportionate mortality in
New Mexico statewide increased from 2.8 percent in 2018 to 3.4 percent in 2020. Total deaths statewide in New
Mexico are not yet available for 2021. While the overdose proportionate mortality was higher among the
Medicaid population, the rate trended similarly to the overall statewide population, increasing 0.5 and 0.6
percentage points between 2018 and 2020 for the Medicaid population and statewide population, respectively.

Table 5-49—Overdose Proportionate Mortality, 2018-2021

2018 2019 2020 2021
NM Total Deaths from Overdose 537 601 801** 770%*
Total NM Deaths 19,023 19,521 23,842 N/A
Percentage of Statewide Deaths Attributable to Overdose 2.8% 3.1% 3.4%
NM Medicaid Deaths from Overdose 356 373 519 567
NM Medicaid Total Deaths 7,508 7,554 10,044 10,478
Percentage of Medicaid Deaths Attributable to Overdose 4.7% 4.9% 5.2% 5.4%

Figure 5-48—Overdose Proportionate Mortality, 2018-2021
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Measure 54 Conclusion: Does not support the hypothesis.
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6. Conclusions

Of the four aims associated with the Demonstration Waiver, Aim One and Aim Two are supported by the results
of the analyses. Aim Three is generally supported by the analyses; however, no conclusions could be drawn for
two of the three associated hypotheses. The results for Aim Four are mixed. Table 6-1 provides results for each
measure, hypothesis, and aim. Note, results of “NS/FS” are given for measure that neither support nor fail to
support the hypothesis. This finding may arise through two primary reasons:

1. Results were not statistically significant, or
2. Results were mixed in terms of their support

Table 6-1—Summary of Results by Measure, Hypothesis, and Aim

Measure Measure Name Measure Supports
Number Hypothesis

Aim One: Continue the use of appropriate services by members to enhance member access to services and quality of care

Hypothesis 1: Continuing to expand access to Long-Term Support Services and Supports (LTSS) and maintaining the progress
achieved through rebalancing efforts to serve more members in their homes and communities will maintain the number of
members accessing Community Benefit (CB) services.

1 Number of Centennial Care members enrolled and receiving CB services Yes

Hypothesis 2: Promoting participation in a health home (HH) will result in increased member engagement with a health home
and increase access to an integrated physical and behavioral health care community.

2 Number/Percentage of Centennial Care members enrolled in a health home Yes

Number/Percentage of Health Home members with at least one{(1) claim for physical

3 health (PH) service in the calendaryear

Yes

Hypothesis 3: Enhanced care coordination supports integrated care interventions, which lead to higher levels of access to
preventive/ambulatory health services.

4a Adults" access to preventive/ambulatory health services (AAP)? NS/FS
5a Children and adolescents' access to primary. care practitioners (CAP)? No
6 Well-child visits in the third, fourth, fifth, and sixth years of life (W34) NS/FS
4b Adults' access to preventive/ambulatory health services (AAP) — HH population Yes
S5b Children and adolescents' access to primary care practitioners (CAP) — HH population Yes
Hypothesis 4: Engagement in a health home and care coordination support integrative care interventions, which improve quality
of care.
7 Diabetes screening forsmembers with schizophrenia or bipolar disorder who are using NS/FS
antipsychotie.medications (SSD) — HH population
8 Anti-depressant medication management (AMM) Effective Acute Phase Treatment — NS/FS
HH population
Anti-depressant medication management (AMM) Effective Continuation Phase
9 . NS/FS
Treatment — HH population
10 7-day follow up after hospitalization for mental iliness (FUH) — HH population Yes
11 30-day follow up after hospitalization for mental iliness (FUH) — HH population NS/FS

Hypothesis 5: Expanding member access to preventive care through the Centennial Home Visiting (CHV) pilot program and
providing incentives through Centennial Rewards (CR) will encourage members to engage in preventive care services.

12 Percentage of CC members participating in CR Consistent?
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Measure Measure Supports
Measure Name .

Number Hypothesis

Percentage of CR participating members with an annual preventive/ambulatory

13 .
service

NS/FS

14 Percent of CR users responding positively on satisfaction survey to question regarding 3
if the program helped to improve their health and make healthy choices

15 Live births weighing less than 2,500 grams (low birth weight) No
Aim Two: Manage the pace at which costs are increasing while sustaining or improving quality, services, and eligibility

Hypothesis 1: Incentivizing hospitals to improve health of members and quality of services and increasing the number of
providers with value-based purchasing (VBP) contracts will manage costs while sustaining or improving quality.

16 Number of provider groups with VBP contracts Consistent
17 Number/percentage of providers meeting quality threshold —
18 Percentage of total payments that are for providers in VBP arrangements Yes

Percentage of qualified Domain 1 safety net care pool (SNCP) Hospital‘Quality.
19 Incentive measures that have maintained or improved their reported performance NS/FS
rates over the previous year

20 Cost per member trend Yes
21 Cost per user trend No

Aim Three: Streamline processes and modernize the Centennial Care health delivery system through use of data, technology,
and person-centered care

Hypothesis 1: The Demonstration will relieve administrative burden by implementing a continuous Nursing Facility Level of Care
(NFLOC) approval with specific criteria for members whose condition is not expected to change over time.

22 Number of continuous NFLOC approvals Consistent

Hypothesis 2: The use of technology and continuous quality improvement (CQl) processes align with increased access to services
and member satisfaction.

23 Number of telemedicine'providers Consistent
24 Number of members receiving telemedicine services Consistent
25 Member rating of health care Yes

26 Member rating of health plan NS/FS
27 Member rating of personal doctor NS/FS
Hypothesis 3: Implementation of electronic visit verification (EVV) is associated with increased accuracy in reporting services
rendered.

28 Numberof submitted claims through EVV Consistent
29 Percentage of paid of unpaid hours retrieved due to false reporting —

Aim Four: Improved quality of care and outcomes for Medicaid beneficiaries with SUD

Hypothesis 1: The Demonstration will increase the number of providers that provide substance use disorder (SUD) screening,
which will result in an increase in the number of individuals screened and the percentage of individuals who initiate treatment for
alcohol and other drug (AOD) abuse and dependence treatment.

30 Number of providers who provide SUD screening Yes

31 Number of individuals screened for SUD Yes

32 Percentage of individuals with a SUD diagnosis who received any SUD service during No
the measurement year

33 Initiation of AOD Abuse or Dependence Treatment (IET) No
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Measure Measure Supports
Measure Name PP

Number Hypothesis

Hypothesis 2: The Demonstration will increase peer support services which will result in more individuals engaging in and
retained in AOD dependence treatment.

34 Percentage of individuals with a SUD diagnosis who received peer support Yes
35 Engagement of AOD Abuse or Dependence Treatment (IET) Yes
36 Average Length of Stay (ALOS) Yes
37 Continuity of Pharmacotherapy for opioid use disorder (OUD) Yes

Hypothesis 3: The Demonstration will improve access to a comprehensive continuum of SUD care which will result in decreased
utilization of emergency department (ED) and inpatient hospitalization and SUD inpatient readmissions.

38 Continuum of services available NS/ES
39 Number of providers and capacity for ambulatory SUD services Yes
40 Percentage of ED visits of individuals with SUD diagnoses NS/FS
41 Percentage of Inpatient admissions for SUD-related treatment NS/FS
42 Percentage of Inpatient admissions of individuals with a SUD for withdrawal No
management
43 7- and 30-day inpatient and residential SUD readmission rates Yes
Total and per member per month (PMPM) cost/(medical, bghavioral, and pharmaty) 4
44 . . . N/A
for members with a SUD diagnosis
Total and PMPM cost (medical, behavioral, and pharmacy) for members with a SUD
45 . . N/A
diagnosis by SUD source of care
46 Total and PMPM cost for SUD services for members with a,SUD_diagnosis N/A
47 Total and PMPM cost for SUD services by type of care (inpatient [IP], outpatient [OP], N/A

prescription [RX], etc.)

Hypothesis 4: The Demonstration will increase the number of individuals with fully delegated care coordination which includes
screening for co- morbid conditions, which will result in increased utilization of physical health services.

48 Percentage of individuals diagnosed with a SUD receiving care coordination No

Percentage of individuals with a SUD receiving preventive/ambulatory health services
(AAP)

Hypothesis 5: The Demonstration will Increase use of naloxone, medication assisted treatment (MAT), and enhanced monitoring
and reporting of opioid prescriptions through the prescription monitoring program, which will result in fewer overdose deaths
due to opioid use.

49 Yes

50 Number, of naloxone training and kit distributions No
51 Number of managed care organization (MCO) network MAT providers No
52 Percentage of individuals diagnosed with a SUD with MAT claims No
53 Number of‘policy and procedure manual references Yes
54 Rate of deaths due to overdose No

1To concisely evaluate the Health Home Program, results for Measures 4b and 5b (health home-specific measures) are presented after Measure 6.
2Consistent = The measure does not directly address the hypothesis, but provides contextual information on the hypothesis.

3— = Insufficient data to draw a conclusion.

4N/A = The measure is not directly connected to the hypothesis, but provides critical program information.

*The following abbreviations are used in the measure descriptions—ALOS: Average Length of Stay; AOD: alcohol and other drugs; CB: Community Benefit; CC:
Centennial Care; CR: Centennial Rewards; ED: emergency department; EVV: electronic visit verification; HH: health home; IP: inpatient; NCQA: National Committee for
Quality Assurance; NFLOC: nursing facility level of care; MAT: medication assisted treatment; MCO: managed care organization; OP: outpatient; OUD: opioid use
disorder; PH: physical health; PMPM: per member per month; RX: prescription; SNCP: safety net care pool; SUD: substance use disorder; VBP: value-based purchasing
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Aim One

For Aim One, the analytic results provide strong support for both Hypothesis 1 (the number of members accessing
Community Benefit [CB] services will be maintained) and Hypothesis 2 (member engagement with health homes
and access to integrated physical and behavioral healthcare communities will increase). The analysis provides
weaker support for Hypothesis 3 (enhanced care coordination supports integrated care interventions, leading to
higher levels of access to preventive/ambulatory health services) and Hypothesis 4 (engagement in a health home
and care coordination support integrative care interventions, which improve gqualitysof care),with inconclusive
results for several measures across these four hypotheses. One measure (IMeasure 5a) does not support its
hypothesis (Hypothesis 3). The analyses are mixed with regard to suppart for Hypothesis'5 (expanding member
access to and incentives for preventive care through the Centennial Rewards program, and expanded member
access to preventive services through the Centennial Home Visiting [CHV] PilotProgram). The,only conclusive
measure, Measure 15, which is related to the Centennial Home Visiting program failed to supportithe hypothesis.
Measures evaluating the Centennial Rewards program, 12 -14, were mixed, with one measure consistent with the
hypothesis, but data and methodological limitations prevent drawing conclusionsregarding the efficacy of the CR
program. HSAG will work with HSD and Finity to develop more informative and robust measures for the
evaluation of the program for the Summative Evaluation Report.

Aim Two

For the six measures associated with Aim Two and its only hypothesis (providing incentives to hospitals to
improve the health of members and quality of services, and‘increasing the number of providers with value-based
purchasing [VBP] contracts will manage costs while'sustaining/or.improyving quality), two measures support the
hypothesis, one measure fails to support thesypothesis, one measuresisinconclusive, with an additional measure
consistent with hypothesis-related processes. Strikingly, the results of the two financial measures were split. The
analysis of Measure 20 (Cost Per Member Trend) found member cost trends to be less than what would have been
expected in the absence.of CentenniahCare 2.0 (the counterfactual), but the gap between the estimated
counterfactual and actual cost trends has been closing. The analysis for Measure 21 (Cost Per User Trend) found
that since the implementation of Centennial Care 2.0, the cost trend has increased while the expected trend has
decreased. This'suggests the costs are increasing at an accelerated rate compared to what is expected..

Aim/Three

The analysis supports the hypothesis that the use of technology and continuous quality improvement (CQI)
processes align with increased access t0 services and member satisfaction (Hypothesis 2). Three of the five
measures either support the hypothesis or are consistent with the hypothesis, both in terms of the expanded use of
telemedicine services, even priorto the COVID-19 public health emergency (PHE), and increased member
satisfaction ratings. Analysis 0f members with continuous Nursing Facility Level of Care (NFLOC) approval is
consistent with the conclusion that the Demonstration will relieve administrative burden by implementing a
continuous NFLOC approval with specific criteria for members whose condition is not expected to change over
time (Hypothesis 1). However, no conclusions could be drawn to support that the implementation of electronic
visit verification (EVV) is associated with increased accuracy in reporting services rendered (Hypothesis 3). Two
of the measures associated with the Aim had insufficient data from which to draw conclusions. Measure 28
(Number of Submitted Claims Through EVV), which is associated with Hypothesis 3, demonstrates that EVV has
been implemented and is being utilized, but the measure as defined is not sufficient to measure the impacts of
EVV implementation.
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Aim Four

The COVID-19 PHE had a significant impact on outcomes and performance throughout the health care system,
including both the rates of substance use disorders (SUD) and the availability of treatment for SUD. Despite this
impact, SUD treatment for the Centennial Care 2.0 population appeared to remain relatively robust. Results from
measure 32 show a minimal decline in the percentage of members with an SUD who received SUD services
following the PHE in Q2 2020. Similarly, results from measure 34 show a sustained increase in the percentage of
individuals with an SUD diagnosis receiving peer support (however, it is not certain\whether, the increasing trend
prior to the PHE would have continued but-for the PHE). Where possiblefHSAG employed statistical controls in
an attempt to capture the impact of the COVID-19 on measured outcomes (measures 34, 35, 36, 37, 40, 41, 43,
and 52).

The results suggest that the increase in peer support services resulted in more individuals engaging in and being
retained in alcohol and other drugs (AOD) dependence treatment (Hypothesis 2) with the analysis results
indicating that all four measures associated with the hypothesis support the-hypothesis.

Two of the six non-financial measures associated with the hypothesis that the Demonstration will improve access
to a comprehensive continuum of SUD care resulting in decreased utilization of emergency department (ED) and
inpatient hospitalization and SUD inpatient readmissions (Hypothesis,3) support the hypothesis. The Number of
Providers and Capacity for Ambulatory SUD Services (Measure 39) and, the 7- and 30-Day Inpatient and
Residential SUD Readmission Rates (Measure 43) both support the/ypothesis. The analysis results for Measure
42 (Percentage of Inpatient Admissions of Individuals with'a SUD for Withdrawal Management) did not support
Hypothesis 3, and the remaining non-financial measures were inconclusive,

Four financial measures are associated with Hypothesis 3; however, they'do not connect directly to the
hypothesis, which does not contain an explicitifinancial or cost element. Generally, the financial measures showed
trends similar to or less than the estimated/counterfactual over the course of Centennial Care 2.0, but with a sharp
spike early in 2021 and continuing.to increase through 2021. The analysis of Measure 44 found that the total and
per member per month®(PMPM) cost, including medical, behavioral, and pharmacy, for members with a SUD
diagnosis tracked.glosely to the estimated counterfactual. Early in the Centennial Care 2.0 period costs were
below the estimated counterfactual, but the analysis shows costs spiking early in 2021, possibly due to the release
of pent-up demand from the COVID-19 PHE. The analysis of Total and PMPM Costs (Medical, Behavioral, and
Pharmacy) for,Members with a SUD Diagnesis by SUD Source of Care (Measure 45) found that inpatient and
outpatient costs were close to the estimated counterfactual. Both long term care (LTC) and pharmacy costs were
less than the estimated counterfactual. Professional claims were close to the estimated counterfactual until a spike
in costs in early'2021. The Total and PMPM Cost for SUD Services for Members with a SUD Diagnosis (Measure
46) have generally‘been below the estimated counterfactual but have been increasing relative to the estimated
counterfactual with a'sharp increasedn early in 2021, which may again be due to a release of pent-up demand
from the COVID-19 PHE. Analysis of the total and PMPM costs for SUD services by type of care showed similar
results to those described for Measure 45 above.

Both Hypothesis 1 and Hypothesis 4 were evenly split, with half the measures providing support for the
associated hypothesis. Two measures (Measures 30 and 31) supported the hypothesis that the Demonstration will
increase the number of providers that provide SUD screening, which will result in an increase in the number of
individuals screened and the percentage of individuals who initiate treatment for AOD dependence treatment
(Hypothesis 1). Measure 32 (Percentage of Individuals with a SUD Diagnosis Who Received Any SUD Service
During the Measurement Year) did not support the hypothesis. While the results of Measure 33 (Initiation of AOD
Abuse or Dependence Treatment [IET]) did not support the hypothesis, the measure is trending favorably and
may provide support for the hypothesis in the Summative Evaluation Report.
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Results from Measure 49 (Percentage of Individuals with a SUD Receiving Preventive/Ambulatory Health
Services) support the hypothesis that the Demonstration will ultimately result in increased utilization of physical
health services among members receiving fully delegated care coordination (Hypothesis 4). Conversely, the
results of the analysis of the Percentage of Individuals Diagnosed with a SUD Receiving Care Coordination
(Measure 48) did not support the hypothesis that the Demonstration will increase the number of individuals with
fully delegated care coordination.

Generally, the results of the analysis do not support Hypothesis 5 (the Demonstration will increase use of
naloxone, medication assisted treatment [MAT], and enhanced monitoring.and'reporting offopioid prescriptions
through the prescription monitoring program, resulting in fewer overdose deaths due to'epioid use). Only the
results of Measure 53 (Number of Policy and Procedure Manual References) provide suppert for the hypothesis.
All other analysis results for measures associated with the hypothesis (Measures 50,551,562, and 54) did not
support the hypothesis. However, it should be noted that the self-reported data may have reflected the impact of
the COVID-19 PHE as managed care organizations (MCOs) addressed the urgent elements ofthe PHE! Likewise,
the increase in the number of overdose deaths during 2020 and 2021 may.be more indicative of secondary impacts
of the COVID-19 PHE than the performance of the Demonstration Waiver.
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7. Interpretations, and Policy Implications, and Interactions with Other

State Initiatives

Interpretations

Analysis suggests that at this point in the Demonstration, the State is meeting Aim One and Aim Two. Aim Three
is being met to the extent that conclusions could be drawn from the availableddata. As additional data become
available, it is expected that a more nuanced picture around Aim Three can'be‘drawn. Health Services Advisory
Group, Inc. (HSAG) will work with the State to explore additional data sources or additional measures that will
ensure a more complete picture of Aim Three performance for the Summative Evaluation Report. As of this
Interim Evaluation Report, the results for Aim Four are mixed. However, several aspects of AimyFour have been
substantially impacted by the coronavirus disease 2019 (COVID-19) public health emergency (PHE). MSAG
believes that as additional data become available and the impacts of the PHE diminish, the performance of the
program should be separable from PHE impacts, allowing for a more refined analysis of the diagnosis and
treatment of substance use disorder (SUD) elements of Centennial Care 2.0.

Peer support services represent the most notable success emerging from the interim evaluation analyses. The
number of individuals with a SUD diagnosis increased during Centennial Care 2.0 andjall peer support services
performance measures have shown improvement against declines farindividuals,not gnrolled in peer support
services. The peer support services performance improvements continued against the backdrop of the COVID-19
PHE, which appears to have substantially impacted.other.elements of Aim Four, to improve the quality of care
and outcomes for Medicaid beneficiaries with SUDs.

Health homes were moderately successful, although the PHE clearly'had an impact. Health home enrollment
continued to grow at a moderate rate; however, the results of onlyfour of the 11 outcome/utilization measures (3,
4b, 5b, and 10) support the associated hypotheses and aims. Results for other health home measures were
generally mixed and net statistically significant.

Among the full Centennial Care 2.0°population, access to PCPs and preventive care (Measures 4a, 5a, and 6) all
showed improvement in 2019, followed by sharp declines beginning in 2020. While statistical methods were
applied to eontrol for the impacts of the COVID-19 PHE, it is probable that due to the scale of the PHE, standard
statistical metheds are insufficient.

The financial analyses suggest the cost of care has been below or around the estimated costs had the Centennial
Care 2.0 not been implemented (the counterfactual) until early calendar year (CY) 2021, at which time costs
began to increase substantially. If the €Y 2021 trend continues, costs of care are likely to exceed the estimated
counterfactual cost of care. It,is possible that the increases in costs of care in CY 2021 resulted from the release of
pent-up demand during the PHE«Data for subsequent years to be included in the Summative Evaluation Report
should provide additional insight into the extent of the PHE impact on costs of care.

Telehealth services greatly/expanded due to the COVID-19 PHE; however, it is worth noting that the number of
telemedicine providers and the number of members receiving telemedicine services both increased in 2019, prior
to the COVID-19 PHE.

The SUD portion of the Demonstration has also been impacted by the COVID-19 PHE. Several of the measures
for which analysis results failed to support their associated hypotheses showed some degree of improvement in
2019 before declining in 2020, including:
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e Percentage of individuals with a SUD diagnosis who received any SUD service during the measurement
year.

e Percentage of individuals diagnosed with a SUD receiving care coordination

o Number of naloxone training and kit distributions

e Number of managed care organization (MCO) network medication-assisted treatment (MAT) providers

However, there were other SUD-related measures that were analyzed where the 2019 results did not show
improvement from previous years:

e Percentage of inpatient admissions of individuals with a SUD for withdrawal management (2019 rates
trended upward [lower rates are better], with the PHE period trending slightly higher than the 2019 trend)

o Percentage of individuals diagnosed with a SUD with MAT claims (2019was lower than the estimated
counterfactual, with a further decrease beginning in 2020)

o Overdose proportionate mortality, which is a part of Measure 54 and looks at the difference between the
statewide and Medicaid overdose mortality rates (the difference’between the statewide and Medicaid rate
remained stable across all years)

e Overdose cause-specific death rates per 100k individuals, which is a part of Measure/54 (the rate
increased in 2020, but the difference between the statéwide and Medicaid rate'widened starting in 2020)

The introduction of Accredited Adult Residential Treatment Centers (AARTCs) jand Crisis Triage Centers (CTCs)
in 2021 also contributed to changes in the rates in 2021 compared0 previousiyears.

While the analysis results generally suggest that the Centennial Rewards program encourages members to engage
in preventive care services, the measures for the program lack a valid comparison group or sufficient historical
data to reliably assess the impact of the program. HSAG will wark with the New Mexico Human Services
Department (HSD) and Finity to develop more informative and robust measures for the evaluation of the program
for the Summative Evaluation'Repert.

Policy Impli€ations

The COVID-19 PHE has added layers of complexity to program evaluations, with only a few elements not
impacted by the,pandemic. Even with the most significant impacts confined mainly to 2020, lingering PHE
impacts were identified through 2021. Due to the unprecedented nature of the PHE, very little research is
available to reliably predict the trajectory of PHE impacts beyond those accompanying the shutdown and
restrictions in 2020. Separating the impacts of the Demonstration Waiver from those of the PHE will be facilitated
by the availability of:additienal data to'identify and control for the trajectory of the PHE and its impacts on the
program. If out-of-state'data are available and feasible for the summative report (e.g., through Transformed
Medicaid Statistical Information System [T-MSIS]) then a comparison group may be constructed for some
measures, improving the ability to control for the effects of the PHE on the implementation of the Demonstration.

There are likely PHE impacts that have not yet been fully realized, particularly around service needs that were
postponed during the PHE and any resurgences of the virus. These impacts will likely continue to impact
Demonstration Waivers for several years. The financial analyses suggest that during the PHE, states faced fiscal
pressures responding to the PHE. However, states may still face fiscal pressures from the demand for services as
well as lingering health impacts from COVID-19 on their populations.

Despite the impact of the PHE, peer support services appeared to lead to improved outcomes. The results of the
analyses suggest that connections with peers provides robust support for individuals with SUD, even in the face of
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an unprecedented PHE. Additional research should be encouraged and disseminated regarding other ways in
which peer support services may be leveraged to improve member health and appropriate service utilization
within a Medicaid program.

Interactions With Other State Initiatives

New Mexico has implemented multiple strategies to reduce opioid misuse and dependence, including expanding
the SUD continuum of care (which includes extending Screening, Brief Intervention;and Referral to Treatment
[SBIRT] to primary care, community health centers, and urgent care facilities), allowingqncreased stays in
institutions for mental diseases (IMDs) from 15 to 30 days for beneficiaries with a SUD diagnosis with a
transition to community-based SUD treatment in place afterwards. HSD, also created the Office of Substance
Abuse Prevention (OSAP) and the New Mexico Opioid Crisis State Targeted ReSponse Grant.”*

The combination of these activities throughout the State and from various funding sources represents'a concerted
effort in New Mexico to reduce the impact of opioid misuse and addiction. While,this report has identified some
improvements in SUD-related measures, these results cannot be disentangled to isolate and attribute a specific
portion of the change to each source. It is likely the concerted efforts of all of these approachesrhave produced the
observed results.

Background on Other State Initiatives

State Initiatives

HSD operated several programs, initiatives, and grants outside of €entennial Care 2.0 to provide care for its
members. One such grant, funded by the Substance Abuse and Mental Health Services Administration
(SAMHSA), is the Promoting Integration0f Primary and Behavioral Health Care (PIPBHC) grant.”? The goal of
the grant is to provide integratedphysical and behavioral healthcare to 795 consumers in the State of New Mexico
affected by a SUD orsmental illness (MI) and having a ehronic physical health condition. The grant was approved
for five years, begihning in 2019 and ending in 2023: Through the grant, behavioral health and primary care
providers meetaregularly and discuss patient\needs while providing prevention-based services to members with a
SUD or ML#Additionally, a large portion of the grant was directed to increasing the workforce capacity of
Community Health Workers (CHWS) and Certified Peer Support Workers (CPSWs). CHWSs and CPSWs engage
SUD or Ml patients in health promotion activities and is to be completed by training CHWSs and CPSWs on health
promotion Evidence-Based Practices (EBPS) and integrating CHWSs and CPSWs into care coordination teams.”*

HSD developed numerous SUD healthdnformation technology (HIT) initiatives, including a prescription drug
monitoring program (PDMR). As of September 2021, approximately 87 percent of providers consulted the PDMP
before prescribing medications.”*#Additionally, HSD implemented an emergency department (ED) information
exchange (EDIE) in health*homes to assist CHWs in identifying barriers to care and promoting care coordination

1 Details of these programs can be found in the Background on Other State Initiatives section below.

2 Centennial Care 2.0 Demonstration. Section 1115 Annual Report, Demonstration Year: 6. Available at: http://nmhsd-
old.sks.com/uploads/files/Public%20Information/Centennial%20Care/Quarterly%20Progress%20Reports/2019%20Quarter%20Repo
rts/2020%20Quarterly%20Reports/DY 6%20Annual%20CMS%20Monitoring%20Report_FINAL (1).pdf. Accessed on Apr. 25, 2022.

78 Substance Abuse and Mental Health Services Administration. SM-17-008 Individual Grant Awards 2018. Available at:
https://www.samhsa.gov/grants/awards/2018/SM-17-008. Accessed on Apr. 27, 2022.

4 Centennial Care 2.0 Demonstration. Section 1115 Demonstration Quarterly Report, Demonstration Year: 8, Quarter 3. Available at:
https://www.hsd.state.nm.us/wp-content/uploads/NM_1115-DY8Q3 CMS-Quarterly-Monitoring-Report _20211228.pdf. Accessed
on April 25, 2022.
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prior to discharge. The EDIE is an electronic platform that tracks high-risk patients and high utilizers of the ED.
ED providers receive real-time notifications and insights when a high-risk patient checks into the ED and case
managers can identify high utilizers who require additional patient needs through the EDIE.”® All health homes
were registered with the EDIE and received training.

HSD tracked the number of providers who received training on pain management techniques through Project
Extension for Community Healthcare Outcomes (ECHO). Although the number of trainings provided dropped
due to COVID-19PHE, enrollment remained high through the option to participate in virtual trainings. In addition
to its provider tracking, Project ECHO continues to share best practice treatment protocols4o improve healthcare
and education in rural and underserved communities.”® Project ECHO New Mexico programs include education
on topics such as MAT, opioid use disorder (OUD), and Medicaid quality improvement, which is also a
requirement for provider licensing.

HSD and the MCOs worked together on the drug utilization review (DUR) committee to develop a.monitoring
program for controlled substances. The committee met quarterly to discuss accemplishments regarding
monitoring parameters and gather input from the MCOs regarding impreving the support for the clinicians’
review of a member’s history of controlled substance prescriptions from the PDMP.%’

HSD collaborated with the MCOs to reduce non-emergent ED visits through the Low Acuity’Non-Emergent
(LANE) Care initiative. Each MCO utilized a different strategyto address reducing non-emergent visits. Blue
Cross Blue Shield of New Mexico (BCBS) monitored member utilization,of ED visits/ Presbyterian Health Plan
(PHP) worked with providers to encourage members to engage with preventive services and maintain their health
instead of relying on emergency services. Western Sky Community Care (WSCC) performed outreach and
addressed care needs with members who had more than three ED visits within‘30 days or members who had a
mental health or SUD related ED visit. Through'the Community Paramedicine Program, paramedics engaged with
members who had unreliable transportation/onwere located in rural areas to reduce non-emergent ED visits by
providing basic primary care to members in their own homes. Paramedics also helped encourage and deliver
communication between members.and their primary,care provider.”®

HSD created a new_.department called OSAP within the Behavioral Health Services Division which focused on
improving and mé@ximizing New Mexico’s substance abuse prevention system and ultimately reduced alcohol,
tobacco, and ether drug abuse. OSAP coordinated grants and other projects across the State to help achieve
HSD’s goals.”

HSD also manages the New Mexico Opiaid Crisis State Targeted Response Grant (Opioid STR). The goals of the
Opiolid STR are to 1) increase the number of people receiving OUD treatment; 2) increase the number of people
receiving OUD recovery services; 3) ingrease the number of providers providing MAT; 4) increase the number of
trained OUD prevention and treatment{providers; and 5) decrease the rate of opioid misuse, opioid overdoses, and
opioid-related deaths. The Opioid STR grant funds are also used for the training and distribution of Narcan

5 Your Guide to PreManage ED (aka EDIE): The Technology Platform for New Mexico’s ER is for Emergencies Project. Available at:
https://www.nmhanet.org/files/Documents/PreManage-ED9-16.pdf. Accessed on May 9, 2022.

™6 The University of New Mexico. ECHO’s Lasting Impact in New Mexico. Available at: https://hsc.unm.edu/echo/where-we-
work/new-mexico.html. Accessed on June 13, 2022.

7 Centennial Care 2.0 Demonstration. Section 1115 Demonstration Quarterly Report, Demonstration Year: 8, Quarter 3. Available at:
https://www.hsd.state.nm.us/wp-content/uploads/NM_1115-DY8Q3_CMS-Quarterly-Monitoring-Report_20211228.pdf. Accessed
on April 25, 2022.

8 Centennial Care 2.0 Demonstration. Section 1115 Demonstration Quarterly Report, Demonstration Year: 8, Quarter 3. Available at:
https://www.hsd.state.nm.us/wp-content/uploads/NM_1115-DY8Q3_CMS-Quarterly-Monitoring-Report_20211228.pdf. Accessed
on April 25, 2022.

™ New Mexico Prevention. Available at: http://www.nmprevention.org/index.html. Accessed on April 25, 2022.
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(naloxone) to first responders across the State and for the training of health care providers to provide MAT to

people with OUD.”*°

MCO Initiatives

In addition to the statewide initiatives led by HSD, MCOs also developed and lead their own organization specific
initiatives to support their members. Table 7-1 provides a high-level summary of key MCO initiatives.

Table 7-1 — MCO Initiatives

MCO Initiative

Behavioral Health Care Coordination Community
Outreach

Alexa Echo Dot Pilot

Peer Support Worker Outreach Initiatives

Program Description

Performed outreach to members to assist with medication
compliance.”?

Utilized Alexa Echo Dots to help members remember to complete
specific health-related tasks.”*?

20 peer support workers (PSWs) who had previously experienced
a SUD or mental health condition worked to connect with

BCBS members and act as a model towards recovery.”3
E
Target of emergency r(?om I3 weeggiier thosg RSAs and Transition of Care (TOC) staff utilized the EDIE to
members diagnosed with substance abuse, while . . . . .
. . identify members at risk of future ED visits and provide support
utilizing the work of recovery support assistants and services to discourage further ED usage.”-14
(RSA) (certified peers) g ge.
Awarded funds t iders to devel d telehealth
Telehealth Grant Program Update wa‘r e 7_;;n s to providers to develop or expand telehea
services.
Partnered with Good Measures to develop The Path for Wellness
PHP Diabetes Prevention Program Diabetes Prevéntion Program aimed at reducing members’ risk of

developing Type 2 diabetes.” %6

710 New Mexico Prevention. Opioid Crisis Targeted Response Grant (Opioid STR) Available at: http://www.nmprevention.org/Opioid-

STR.html. Accessed on July 9, 2022.

11 @entennial Care)2.0 Demonstration. Section /1115 Demonstration Quarterly Report, Demonstration Year: 8, Quarter 2. Available at:
https://www.hsd.state.nm.us/wp-content/uploads/NM_1115-DY8Q2_CMS-Quarterly-Monitoring-Report_20210827.pdf. Accessed

on April 25, 2022.

712 Centennial Care 2.0 Demonstration. Section 1115 Demonstration Quarterly Report, Demonstration Year: 6, Quarter 1. Available at:

http://nmhsd-

old.sks.com/uploads/files/Public%20Information/Centennial%20Care/Centennial%20Care%202.0/DY6Q1 Progress%20Report FIN

AL .pdf. Accessed on April 25, 2022.

™13 Centennial Care 2.0 Demonstration. Section 1115 Demonstration Quarterly Report, Demonstration Year: 6, Quarter 2. Available at:
http://nmhsd-old.sks.com/uploads/files/DY6Q2_CMS%20Monitoring%20Report FINAL.pdf. Accessed on April 25, 2022.

™14 Centennial Care 2.0 Demahstration. Section 1115 Demonstration Annual Report, Demonstration Year 7. Available at:
https://www.hsd.state.nm.us/wp-content/uploads/DY7_CMS-Annual-Monitoring_To-CMS.pdf. Accessed on April 25, 2022.

™15 Centennial Care 2.0 Demonstration. Section 1115 Demonstration Quarterly Report, Demonstration Year: 6, Quarter 3. Available at:

http://nmhsd-

old.sks.com/uploads/files/Public%20Information/Centennial%20Care/Quarterly%20Progress%20Reports/2019%20Quarter%20Repo

rts/DY6Q3 CMS%20FINAL.pdf. Accessed on April 25, 2022.

716 Centennial Care 2.0 Demonstration. Section 1115 Demonstration Quarterly Report, Demonstration Year: 6, Quarter 3. Available at:

http://nmhsd-

old.sks.com/uploads/files/Public%20Information/Centennial%20Care/Quarterly%20Progress%20Reports/2019%20Quarter%20Repo

rts/DY6Q3 CMS%20FINAL.pdf. Accessed on April 25, 2022.
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MCO ‘ Initiative Program Description

Negotiated with a large medical provider group to agree upon a
pay-for-performance (P4P) arrangement for pediatric care and
contracted with a vendor that facilitates the P4P program.”'’

Pay for Performance to Increase Pediatric
Appointments

Developed an online virtual mental health club program that

MyStrength Initiative . . S
¥ g provides tools for members to implement a healthier lifestyle.

7-18
A pharmacy team was developed to identify members at risk of
Improving Adherence to Antidepressants running out of medication and helped members obtain a new
prescription.”°

Contracted with Teambuilders, a BH agency, to provide telehealth
assessment services within seven days post discharge from an
inpatient mental health stay.”-?°

Telehealth for behavioral health (BH) follow-up
WSCC after acute inpatient psychiatric discharges

Identified providers serving members who were prescribed
antipsychotics but had not completed a glucose or lipid test in the
past year. Educational outreach was performed to the providers
with noncompliant members.”2%

Diabetes Screening for People with Schizophrenia
or Bipolar Disorder Who Are Using Antipsychotic
Medications (SSD) Outreach

Collaborated with tribal governments, tribal facilities, and

Expanding Access for Native American Members . . . .
P g external providers to expand services to tribal entities.”-??

Provided COVID-19 care packages, back-to-school backpacks, and
Assisting Tribal Communities provider language assistance posters, a resource used to reduce
language barriers in health care clinics, to tribal communities.”??

COVID-19 Initiatives

Effective March 15, 2020, two days after thé President of the United'States declared COVID-19 a national
emergency, states were able to request the/use of Section 1135 waivers. Section 1135 waivers were granted to

17 Centennial Care 2:0 Demonstration. Sectionx1115 Demonstration Quarterly Report, Demonstration Year: 6, Quarter 1. Available at:
http://nmhsd-
old.sks.com/uploads/files/Public%20Information/Centennial%20Care/Centennial%20Care%202.0/DY6Q1_Progress%20Report FIN
AL .pdf. Accessed on April 25, 2022.

18 Centenhial\Care 2.0 Demonstration. Section 1115 Demonstration Quarterly Report, Demonstration Year: 6, Quarter 3. Available at:
http://nmhsd-
old.sks.com/uploads/files/Public%20Information/Centennial%20Care/Quarterly%20Progress%20Reports/2019%20Quarter%20Repo
rts/DY6Q3"CMS%20FINAL.pdf. Accessed on April 25, 2022.

19 Centennial Care 2.0 Demonstration. Section 1115 Demonstration Quarterly Report, Demonstration Year: 7, Quarter 2. Available at:
http://nmhsd-
old.sks.com/uploads/files/Public%20Information/Centennial%20Care/Quarterly%20Progress%20Reports/2019%20Quarter%20Repo
rts/2020%20Quarterly%20Reperts/DY7%200Q2%20CMS%20Monitoring%20Report FINAL.pdf. Accessed on April 25, 2022.

720 Centennial Care 2.0 Demonstration. Section 1115 Demonstration Quarterly Report, Demonstration Year: 8, Quarter 1. Available at:
https://www.hsd.state.nm.us/wp-content/uploads/DY8 Q1 CMS-Monitoring-Report To-CMS.pdf. Accessed on April 25, 2022.

21 Centennial Care 2.0 Demonstration. Section 1115 Demonstration Quarterly Report, Demonstration Year: 8, Quarter 3. Available at:
https://www.hsd.state.nms/wp-content/uploads/NM_1115-DY8Q3_CMS-Quarterly-Monitoring-Report 20211228.pdf. Accessed
on April 25, 2022.

722 Centennial Care 2.0 Demonstration. Section 1115 Demonstration Quarterly Report, Demonstration Year: 7, Quarter 1. Available at:
http://nmhsd-
old.sks.com/uploads/files/Public%20Information/Centennial%20Care/Quarterly%20Progress%20Reports/2019%20Quarter%20Repo
rts/2020%20Quarterly%20Reports/DY7Q1_CMS%20Monitoring%20Report FINAL.pdf. Accessed on April 25, 2022.

723 Centennial Care 2.0 Demonstration. Section 1115 Demonstration Quarterly Report, Demonstration Year: 7, Quarter 3. Available at:
http://nmhsd-
old.sks.com/uploads/files/Public%20Information/Centennial%20Care/Quarterly%20Progress%20Reports/2019%20Quarter%20Repo
rts/2020%20Quarterly%20Reports/DY7_CMS%20Monitoring%20Report_To%20CMS.pdf. Accessed on April 25, 2022.
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states through the authority of Section 1135 of the Social Security Act, which permits the United States Health
and Human Services Secretary to temporarily waive or modify certain Medicare, Medicaid, and Children’s Health
Insurance Program (CHIP) requirements to ensure sufficient care and services are provided during a PHE.”* On
March 19, 2022, New Mexico submitted a Section 1135 waiver request.”?> New Mexico’s request included
permission for the State to suspend prior authorizations and extend existing authorizations to ensure that all
medically necessary emergency care was covered. The removal of prior-authorization requirements ensured
members were able to receive care throughout the PHE when proper documentation would not be feasible. The
Section 1135 waiver request allowed payments to facilities for services provided ingalternative settings. This
allowed providers to provide care outside of their typical setting, including‘in an unlicensed facility. As a result,
care could be provided in locations such as temporary shelters, ensuring that all medically. necessary emergency
care needed could be provided. The Centers for Medicare & Medicaid Services (CMS) approved the request for
the Section 1135 waiver on March 23, 2020.7-%

In addition to the Section 1135 waiver, HSD issued various flexibilities‘and eéxpansions in coverage,and benefits.
On May 6, 2020, HSD issued Special COVID-19 letter of direction (LOD) #6—Care Coordination and Other In-
Home Services and Community Benefits to the MCQOs, modifying the requirements, for care coordination and in-
home services and community benefits.”?” LOD #6 allowed the MCOs to waive the requirement that care
coordination visits be in person, thereby shifting care coordination services to operate through' telephonic or
virtual visits. Telehealth was further expanded in Special COVID-19'LOD #13—Telehealth Services, later
repealed and replaced by Special COVID-19 LOD #13-1, during the COVID-19 PHE ,when HSD directed MCOs
to notify providers that all possible services should be rendered via/telehealth and activated new billing codes to
encourage the use of telephonic or e-visits instead of in-person care for certainyproviders. Other providers were
directed to use the same codes and rates as face-to=face care when billing for services.”® The LOD included
instructions on how physical health, behavioral health, applied behavior analysis, skilled nursing, and dental
providers should bill for services rendered telephonically or throughstelehealth e-visits. The prior authorizations
waived through the Section 1135 waiver were further supplemented through Special COVID-19 LOD #9—
COVID-19 Special Requirement for Prior Authorization and Cost-Sharing, later repealed and replaced by Special
COVID-19 LOD #9-1, through which,HSD waived prior authorizations for members seeking treatment or
COVID-19 testing and extended the existing prior authorizations for all other non-COVID-19 related services.
All modifications allowed through these LODs were retroactively effective on March 11, 2020, and remain valid
for the duratien of the PHE.

7-29

In additien to making modifications to the Medicaid system, HSD unveiled a phone application (app) called
NMCaonnect, allowing users to access behavioral health professionals 24/7. The app was created as a new feature

724 Centers for Medicare & Medicaid Services. 1135 Waivers. Available at: https://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/SurveyCertEmergPrep/1135-Waivers. Accessed on Apr. 27, 2022.

25 New Mexico Human Services Department. 1135 Waiver Request. Available at:
https://nmmedicaid.portal.conduent.com/static/PDFs/NM%201135%20Waiver.pdf. Accessed on Apr. 27, 2022.

726 Centers for Medicare & Medicaid Services. Section 1135 Waiver Flexibilities — New Mexico Coronavirus Disease 2019. Available
at: https://www.medicaid.gov/state-resource-center/disaster-response-toolkit/federal-disaster-resources/entry/54032. Accessed on
Apr. 27, 2022.

727 New Mexico Human Services Department. Special COVID-19 Letter of Direction #6. Available at:
https://nmmedicaid.portal.conduent.com/static/PDFs/Special%20C0OVID19%20L0OD6%20Coordination%20and%200ther%20In-
Home%20Services%20Community%20Benefits.pdf. Accessed on Apr. 27, 2022.

728 New Mexico Human Services Department. Special COVID-19 Letter of Direction #13. Available at:
https://nmmedicaid.portal.conduent.com/static/PDFs/COVIDLOD _ Telehealth.pdf. Accessed on Apr. 27, 2022.

29 New Mexico Human Services Department. Special COVID-19 Letter of Direction #9. Available at:
https://nmmedicaid.portal.conduent.com/static/PDFs/Special%20COVID19%20LOD9%20Prior%20Authorizations%20and%20Cost
%20Sharing.pdf. Accessed on Apr. 27, 2022.
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https://nmmedicaid.portal.conduent.com/static/PDFs/Special%20COVID19%20LOD9%20Prior%20Authorizations%20and%20Cost%20Sharing.pdf
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of the standard crisis line that existed prior to the app’s release.”° The app was launched in April 2020 as a tool to
help combat mental health distress caused by the COVID-19 PHE as well as other mental health concerns
unrelated to COVID-19.%

In April 2021, HSD formed a COVID-19 workgroup focused on increasing the COVID-19 vaccination rate in
New Mexico. Participants included representative from 18 organizations including HSD, the New Mexico
Department of Health, the Public Education Department, Centennial Care MCOs and professional societies
including the New Mexico Nurse Practitioner Council, the New Mexico Pediatric Society, the New Mexico
Medical Society and the New Mexico Pharmacists Association. The workgreup'met regularly to analyze COVID-
19 vaccination data, discuss developments in COVID-19 vaccines, identify and resolve barriers and to
disseminate information to the organizations and their members.

MCO COVID-19 Initiatives

In addition to the statewide COVID-19 initiatives led by the State, MCOs also.developed and led their own
organization-specific COVID-19 initiatives to support their members. Table 7-2 provides a high-level' summary of
key MCO initiatives.

Table 7-2—MCO COVID-19 Initiatives

MCO Initiative Program Description

Facilitated care coordination activities to encourage

BCBS GotShots! Campaign and Healthify vaccination and COVID-19 education.”-32

Monitored mempbers through Clinical Data Integration data and
PHP Food Insecurity Initiative for COVID-19 Positive Members | proyided 14 days’ worth of meals to members testing positive
for/COVID-19.733

Partnered with New Mexico Appleseed, a poverty advocacy
organization, to host events targeted at members who had
WSCC 1, 2, 3 Eyes on Me barriers to care due to the COVID-19 PHE, providing assistance
in registering for a COVID-19 vaccine along with direct needs
resources personal to the members’ care needs.”3*

730 New Mexico Crisis‘and Access Line. NMConnect. Available at:
https://nmmedicaid.portal.conduents€om/static/PDFs/Announcing%20the%20NMConnect%20mobile%20app.pdf. Accessed on Apr.
27, 2022.

781 The State of New Mexico. New Mexico Unveils App for Behavioral Health Support. Available at:
https://www.newmexico.gov/2020/04/14/new-mexico-unveils-app-for-behavioral-health-support/. Accessed on Apr. 27, 2022.

782 Centennial Care 2.0 Demanstration. Section 1115 Demonstration Quarterly Report, Demonstration Year: 8, Quarter 3. Available at:
https://www.hsd.state.nm.us/wp-content/uploads/NM_1115-DY8Q3_CMS-Quarterly-Monitoring-Report_20211228.pdf. Accessed
on April 25, 2022.

788 Centennial Care 2.0 Demonstration. Section 1115 Demonstration Quarterly Report, Demonstration Year: 7, Quarter 3. Available at:
http://nmhsd-
old.sks.com/uploads/files/Public%20Information/Centennial%20Care/Quarterly%20Progress%20Reports/2019%20Quarter%20Repo
rts/2020%20Quarterly%20Reports/DY7_CMS%20Monitoring%20Report To%20CMS.pdf. Accessed on April 25, 2022.

-8 Centennial Care 2.0 Demonstration. Section 1115 Demonstration Quarterly Report, Demonstration Year: 8, Quarter 3. Available at:
https://www.hsd.state.nm.us/wp-content/uploads/NM_1115-DY8Q3_CMS-Quarterly-Monitoring-Report_20211228.pdf. Accessed
on April 25, 2022.
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8. Lessons Learned and Recommendations

Previous sections in this Interim Evaluation Report provide background on the Centennial Care 2.0 Medicaid
1115 Demonstration Waiver; a description of the evaluation research questions, hypotheses, measures, data
sources and methodology; results; conclusions; and interpretation. This section of the Interim Evaluation Report
presents lessons learned from the evaluation and recommendations for future improvements.

Peer Support

Despite the coronavirus disease 2019 (COVID-19) public health emergency (PHE), theanalysis results suggested
that peer support services were effective at getting more individuals with'substance use disorder,(SUD) to initiate
alcohol and other drug (AOD) abuse or dependence treatment, increase the tenure of treatment, and maintain the
continuity of pharmacotherapy for opioid use disorder (OUD).

Recommendations

s Continue to encourage peer support enrollment.

e Consider ways to expand peer support services to help improve,other SUD-related measures that are a
part of Aim 4.

COVID-19 PHE Impacts

The interim evaluation report analysis resultSihave identified areas where the PHE has produced delayed impacts
that began to manifest in 2021. There may/be additional future impacts from the PHE, particularly around the
release of pent-up demand for services.

Recommendation

e Anticipate and prepare for delayed PHE impacts, particularly around the costs of care. While the costs of
care‘do not reflect current state expenditures, the costs of providing care borne by the managed care
organizations (MCOs) are good predictors of the direction of future capitation rates, which will eventually
impact State expenditures.

Centennial Rewards Performance Measures

The measures used to evaluate,thedCentennial Rewards Program are insufficient to rigorously evaluate the
efficacy of the program. The current measures and methods do not provide adequate control for participant self-
selection bias, inasmuch as members who are more involved with their health care and likely to receive preventive
service may be more likely/to participate in the program as they know they will receive rewards for behaviors
they would have exhibited even if not enrolled in the program.

Recommendation

s In collaboration with Finity and Health Services Advisory Group, Inc. (HSAG), develop additional
measures that meet one of the following criteria:
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— A valid comparison group can be identified consisting of members who are similar in measure
characteristics, such as gender, age, chronic health conditions, and general health risk-adjustment
scores that will facilitate a difference-in-differences (DiD), or similar, analysis.

— Sufficient data are available prior to the implementation of the Centennial Rewards that will allow for

an interrupted time series (ITS) analysis or with robust and valid comparison group(s) available for
DiD.

Aim Three, Hypothesis Three

Aim 3, Hypothesis 3 states that “Implementation of electronic visit verification (EVV) Is associated with
increased accuracy in reporting services rendered” and has two associated measures. The firstmeasure (Measure
28: Number of submitted claims through EVV) is a process measure that ohly meéasures the extent.to which EVV
is being used and provides no information on the effect of expanding EVV use. The second measure,(Measure 29:
Percentage of paid or unpaid hours retrieved due to false reporting), dueo its self-reported nature, provided very
little information from which to evaluate the impact of the expansion of EVV'on the accuracy of reporting
services rendered.

Recommendation

e Ifan equivalent level of data-reporting for Measure 29 is expected,to continug, the New Mexico Human
Services Department (HSD) should consider working with the MCOs,and HSAG to identify robust
measures of the accuracy of the reporting of services rendered.
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