ATTACHMENT F
Assistance in Community Integration Services Pilot Protocol
Approved: June 16, 2017

Per STC #28, the following protocol outlines the services and payment methodologies for the Assistance
in Community Integration Services (ACIS) Pilot Program. Under this pilot program, the state will
provide a set of Home and Community Based Services (HCBS) to a population that meets the needs-
based criteria specified below, capped at 900 individuals annually. These services include HCBS that
could be provided to the individual under a 1915(i) state plan amendment (SPA). The protocol outlines
the content that would otherwise be documented in a 1915(i) SPA, and includes service definitions and
payment methodologies.

Eligibility Criteria
The state’s needs based criteria are specified below:

1) Health criteria (at least one)
a. Repeated incidents of emergency department (ED) use (defined as more than 4 visits per
year) or hospital admissions; or
b. Two or more chronic conditions as defined in Section 1945(h)(2) of the Social Security
Act.

2) Housing Criteria (at least one)
a. Individuals who will experience homelessness upon release from the settings defined in
24 CFR 578.3; or
b. Those at imminent risk of institutional placement.

Service Definitions for HCBS That Could Be Provided under a 1915(i) SPA

ACIS providers are required to provide a minimum of three services per month to each member to
receive reimbursement in a given month.

Any of the following services may be used to satisfy the minimum payment requirements:

Tenancy-Based Case Management Services/Tenancy Support Services: Assist the target population in
obtaining the services of state and local housing programs to locate and support the individual’s medical
needs in the home.

These services may include:

e (Conducting a community integration assessment identifying the participant’s preferences related
to housing (type, location, living alone or with someone else, identifying a roommate,
accommodations needed, or other important preferences) and needs for support to maintain
community integration (including what type of setting works best for the individual), assistance
in budgeting for housing/living expenses, assistance in connecting the individual with social
services to assist with filling out applications and submitting appropriate documentation in order
to obtain sources of income necessary for community living and establishing credit, and in
understanding and meeting obligations of tenancy.
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e Assisting individuals to connect with social services to help with finding and applying for
housing necessary to support the individual in meeting their medical care needs. This may
include arranging for or providing transportation for services provided in the plan of care.
Developing an individualized community integration plan based upon the assessment as part of
the overall person centered plan. Identifying and establishing short and long-term measurable
goal(s), and establishing how goals will be achieved and how concerns will be addressed.

e Participating in person-centered plan meetings at redetermination and/or revision plan meetings
as needed.

e Providing supports and interventions per the person-centered plan (individualized community
integration portion).

e Providing supports to assist the individual in communicating with the landlord and/or property
manager regarding the participant’s disability (if authorized and appropriate), detailing
accommodations needed, and addressing components of emergency procedures involving the
landlord and/or property manager.

e (Coordinating with the tenant to review, update and modify their housing support and crisis plan
on a regular basis to reflect current needs and address existing or recurring housing retention
barriers.

e (Connecting the individual to training and resources that will assist the individual in being a good
tenant and lease compliance, including ongoing support with activities related to household
management.

Housing Case Management Services — may include:

e Service planning support and participating in person-centered plan meetings at redetermination
and/or revision plan meetings as needed;

e (Coordinating and linking the recipient to services including primary care and health homes;
substance use treatment providers; mental health providers; medical, vision, nutritional and
dental providers; vocational, education, employment and volunteer supports; hospitals and
emergency rooms; probation and parole; crisis services; end of life planning; and other support
groups and natural supports;

e Entitlement assistance including assisting individuals in obtaining documentation, navigating and
monitoring application process and coordinating with the entitlement agency; and

® Assistance in accessing supports to preserve the most independent living, including skills
coaching, financing counseling, anger management, individual and family counseling, support
groups and natural supports.

Federal financial assistance from the Medicaid program cannot be used for room and board in home and
community-based services.

The state must comply with all HCBS requirements as outlined in Subpart M ((42 CFR 441.700 through
441.745 including needs-based criteria (42 CFR 441.715), provision of services in home and
community-based settings (42 CFR 441.710(a)(1) and (2)), adherence to conflict of interest provisions
(42 CFR 441.730(b)), individualized service plans (42 CFR 441.725(a) and (b)) and Quality
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Improvement Strategy (42 CFR 441.745(b).

The state’s needs based criteria are specified below:

1) Health criteria (at least one)

Repeated incidents of emergency department (ED) use (defined as more than 4 visits per
year) and hospital admissions; or

Act.

2) Housing Criteria (at least one)
Individuals who will experience homelessness upon release from the settings defined in

24 CFR 578.3; or

b. Those at imminent risk of institutional placement.

b. Two or more chronic conditions as defined in Section 1945(h)(2)of the Social Security

ACIS Provider Qualifications for Tenancy-based Case Management Services or Housing Case
Management Services:

Provider Education (typical) Experience Skills (preferred) Services
(typical)
Case Bachelor’s degree in | 1 year case Knowledge of principles, methods, and | Tenancy-
Manager a human/social management | procedures of case management. May based case
services field; may experience, also need knowledge of harm-reduction | management
also be an Associate’s | or Bachelor’s | and trauma informed care, principles, or Tenancy
degree in a relevant degree in a methods, and procedures in handling Support;
field, with field related field | addiction and dual diagnosis housing case
experience. and field populations. management
experience. Ability to negotiate and maintain (as outlined
positive relationships with co-workers above)
and clients.
Supervisory | Master’s degree, with | Minimum of [ Knowledge of principles, methods, and | Tenancy-
Case licensing, in human 2 years procedures of case management. May based case
Manager or services-related field. | experience in | also need knowledge of harm-reduction | management;
Team Lead social and and trauma informed care, principles, housing case
human methods, and procedures in handling management
services or addiction and dual diagnosis (as outlined
related field, | populations. above);
with hands- Ability to negotiate and maintain supervise an
on experience | positive relationships with co-workers individual

working with
diverse
populations.
Previous
supervisory

and clients.

case manager
in providing
these
services, or
leads a team
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experience. in providing
these
services.

Description of Payment Methodologies

The Maryland Department of Health (MDH) will pay the Lead Entities (LE) (local health
departments/county governments) for the ACIS services provided at the ACIS rate. The ACIS rate shall
not exceed the amount expended by the LE for furnishing for the direct service costs incurred by the
provider. The monthly ACIS cost-based rate shall be the average cost of the total of a minimum of three
ACIS tenancy-based care management/tenancy support services, and housing case management direct
services (defined above) and provided per month as described in a Memorandum of Understanding to be
executed between the LE and MDH. The ACIS rate may vary by LE and will be developed based on a
target cost per ACIS service, along with variables such as geographic location, salary costs, ACIS-
related travel costs, intensity of services, and duration of services or contracted provider per unit costs.

Start-up costs, if approved by MDH, will be paid directly to the LE. Start-up costs are available only in
the first year of the pilot, and must be limited to no more than 10 percent of the award (i.e., 10 percent of
the amount determined as follows: anticipated number of members served by the LE * per member, per
month payment to the LE * 12 months). To receive start-up funding, the LE must:

e (Conduct a community-based vulnerability assessment that is approved by MDH in advance. The
assessment must evaluate the relevant population for its needs with respect to the criteria
1dentified above;

e Implement a process for verifying members’ Medicaid eligibility with MDH; and

e Implement a process for successfully enrolling members into the ACIS pilot program.

LEs must project an expected average number of individuals who will receive ACIS services on a
monthly basis. Payment will be withheld if the LEs do not report required data to MDH in a timely and
complete manner as outlined and agreed upon in applicable data use agreements between MDH and LE.
ACIS providers must provide documentation and participate in the demonstration evaluation activities.
As a precondition of payment, LEs must comply with all applicable MDH audit and review policies, as
well as the stated requirements in the HealthChoice 1115 Demonstration Special Terms and Conditions
(STCs), ACIS Pilot Post-Approval Protocol, and the Request for Application.

ACIS Pilot LEs are required to submit quarterly reports and an annual report to MDH. The quarterly
and annual reports will be used to determine whether progress toward the Pilot requirements has been
made. The purpose of the reports is to demonstrate that the Pilot is conducted in compliance with the
requirements set forth in the STCs and post-approval protocols, attachments, the approved application,
and any agreement between MDH and the LE and/or policy letters and guidance from MDH.

The LE will invoice MDH for ACIS services provided to a specific Medicaid beneficiary. As part of
this invoicing process, the LE must submit documentation to MDH of the Medicaid beneficiary’s
eligibility status, the dates of service, and the types of service that were provided.
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LEs are required to ensure ACIS providers meet minimum documentation standards and cooperate in
any evaluation activities by MDH, CMS, or their contractors. The state assures that there is no
duplication of federal funding and the state has processes in place to ensure there is no duplication of
federal funding
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	24. Community Health Pilot Program: Assistance in Community Integration Services (ACIS) Pilot Program.  Under this program, the state will provide a set of HCBS services under a pilot that is capped at 900 individuals annually.
	i. Ensuring Quality of Care in Psychiatric Hospitals and Residential Settings.
	1. Hospitals that meet the definition of an IMD in which beneficiaries receiving demonstration services under the SMI program are residing must be licensed or approved as meeting standards for licensing established by the agency of the state or locali...
	2. Residential treatment providers that meet the definition of an IMD in which beneficiaries receiving demonstration services under the SMI program are residing must be licensed, or otherwise authorized, by the state to primarily provide treatment for...
	3. Establishment of an oversight and auditing process that includes unannounced visits for ensuring participating psychiatric hospitals and residential treatment settings meet state licensure or certification requirements as well as a national accredi...
	4. Use of a utilization review entity (for example, a managed care organization or administrative service organization) to ensure beneficiaries have access to the appropriate levels and types of care and to provide oversight to ensure lengths of stay ...
	5. Establishment of a process for ensuring that participating psychiatric hospitals and residential treatment settings meet applicable federal program integrity requirements, and establishment of a state process to conduct risk-based screening of all ...
	6. Implementation of a state requirement that participating psychiatric hospitals and residential treatment settings screen beneficiaries for co-morbid physical health conditions and SUDs and demonstrate the capacity to address co-morbid physical heal...

	ii. Improving Care Coordination and Transitions to Community-Based Care.
	1. Implementation of a process to ensure that psychiatric hospitals and residential treatment facilities provide intensive pre-discharge, care coordination services to help beneficiaries transition out of those settings into appropriate community-base...
	2. Implementation of a process to assess the housing situation of a beneficiary transitioning to the community from psychiatric hospitals and residential treatment settings and to connect beneficiaries who may experience homelessness upon discharge or...
	3. Implementation of a requirement that psychiatric hospitals and residential treatment settings have protocols in place to ensure contact is made by the treatment setting with each discharged beneficiary within 72 hours of discharge and to help ensur...
	4. Implementation of strategies to prevent or decrease the length of stay in emergency departments among beneficiaries with SMI or SED (e.g., through the use of peer support specialists and psychiatric consultants in EDs to help with discharge and ref...
	5. Implementation of strategies to develop and enhance interoperability and data sharing between physical, SUD, and mental health providers, with the goal of enhancing coordination so that disparate providers may better share clinical information to i...

	iii. Increasing Access to Continuum of Care Including Crisis Stabilization Services.
	1. Establishment of a process to annually assess the availability of mental health services throughout the state, particularly crisis stabilization services, and updates on steps taken to increase availability;
	2. Commitment to implementation of the SMI/SED financing plan described in STC 33(e);
	3. Implementation of strategies to improve the state’s capacity to track the availability of inpatient and crisis stabilization beds to help connect individuals in need with that level of care as soon as possible;
	4. Implementation of a requirement that providers, plans, and utilization review entities use an evidence-based, publicly available patient assessment tool, preferably endorsed by a mental health provider association (e.g., LOCUS or CASII) to determin...

	iv. Earlier Identification and Engagement in Treatment and Increased Integration
	1. Implementation of strategies for identifying and engaging individuals, particularly adolescents and young adults, with SMI/SED in treatment sooner, including through supported employment and supported education programs;
	2. Increasing integration of behavioral health care in non-specialty care settings, including schools and primary care practices, to improve identification of SMI/SED conditions sooner and improve awareness of and linkages to specialty treatment provi...
	3. Establishment of specialized settings and services, including crisis stabilization services, focused on the needs of young people experiencing SMI or SED.


	d. SMI/SED Health Information Technology (Health IT) Plan.  The Health IT plan is intended to apply only to those State Health IT functionalities impacting beneficiaries within this demonstration and providers directly funded by this demonstration.  T...
	The Health IT Plan will detail the necessary health IT capabilities in place to support beneficiary health outcomes to address the SMI goals of the demonstration.  The plan(s) will also be used to identify areas of health IT ecosystem improvement.  Th...
	The state will include in its Monitoring Plans an approach to monitoring its SMI/SED Health IT Plan which will include performance metrics to be approved in advance by CMS.
	The state will monitor progress, each DY, on the implementation of its SMI/SED Health IT Plan in relationship to its milestones and timelines—and report on its progress to CMS in an addendum to its Annual Monitoring Report (see STC 42).
	As applicable, the state should advance the standards identified in the ‘Interoperability Standards Advisory—Best Available Standards and Implementation Specifications’ (ISA) in developing and implementing the state’s SMI/SED Health IT policies and in...
	Where there are opportunities at the state- and provider-level (up to and including usage in MCO or ACO participation agreements) to leverage federal funds associated with a standard referenced in 45 CFR 170 Subpart B, the state should use the federal...
	Where there are opportunities at the state- and provider-level to leverage federal funds associated with a standard not already referenced in 45 CFR 170 but included in the ISA, the state should use the federally-recognized ISA standards, barring no o...
	Components of the Health IT Plan include:
	i. The Health IT Plan will, as applicable, describe the state’s capabilities to leverage a master patient index (or master data management service, etc.) in support of MI/SED care delivery.  The state will also indicate current efforts or plans to dev...
	1. The Health IT Plan will describe the state’s current and future capabilities to support providers implementing or expanding Health IT functionality in the following areas: 1) Referrals, 2) Electronic care plans and medical records, 3) Consent, 4) I...
	2. In developing the Health IT Plan, states should use the following resources:
	a. States may use federal resources available on Health IT.Gov (https://www.healthit.gov/topic/behavioral-health) including but not limited to “Behavioral Health and Physical Health Integration” and “Section 34: Opioid Epidemic and Health IT” (https:/...
	b. States may also use the CMS 1115 Health IT resources available on “Medicaid Program Alignment with State Systems to Advance HIT, HIE and Interoperability” at https://www.medicaid.gov/medicaid/data-and-systems/hie/index.html.  States should review t...
	c. States may request from CMS technical assistance to conduct an assessment and develop plans to ensure they have the specific health IT infrastructure with regards to electronic care plan sharing, care coordination, and behavioral health-physical he...



	e. SMI Financing Plan.  As part of the SMI implementation plan referred to in STC 33, the state must submit, within 90 calendar days after approval of the demonstration, a financing plan for approval by CMS.  Once approved, the Financing Plan will be ...
	i. A plan to increase the availability of non-hospital, non-residential crisis stabilization services, including but not limited to the following: services made available through crisis call centers, mobile crisis units, coordinated community response...
	ii. A plan to increase availability of ongoing community-based services such as intensive outpatient services, assertive community treatment, and services delivered in integrated care settings; and
	iii. A plan to ensure the on-going maintenance of effort (MOE) on funding outpatient community-based services to ensure that resources are not disproportionately drawn into increasing access to treatment in inpatient and residential settings at the ex...

	34. SMI/SED Monitoring Protocol.  The state must submit a Monitoring Protocol for the SMI program authorized by this demonstration within one hundred fifty (150) calendar days after approval of the demonstration.  The Monitoring Protocol must be devel...
	a) An assurance of the state’s commitment and ability to report information relevant to each of the program implementation areas listed in STC 33 information relevant to the state’s SMI financing plan described in Attachment H and information relevant...
	b) A description of the methods of data collection and timeframes for reporting on the state’s progress on required measures as part of the General Reporting Requirements described in Section V of the demonstration; and
	c) A description of baselines and targets to be achieved by the end of the demonstration.  Where possible, baselines will be informed by state data, and targets will be benchmarked against performance in best practice settings.

	35. Availability of FFP for the SMI Services Under Expenditure Authority #13. Federal Financial Participation is only available for services provided to beneficiaries during short term stays for acute care in IMDs.  The state may claim FFP for service...
	36. Unallowable Expenditures Under the SMI Expenditure Authority.  In addition to the other unallowable costs and caveats already outlined in these STCs, the state may not receive FFP under any expenditure authority approved under this demonstration f...
	a) Room and board costs for residential treatment service providers unless they qualify as inpatient facilities under section 1905(a) of the Act.
	b) Costs for services furnished to beneficiaries who are residents in a nursing facility as defined in section 1919 of the Act that qualifies as an IMD.
	c) Costs for services furnished to beneficiaries who are involuntarily residing in a psychiatric hospital or residential treatment facility by operation of criminal law.
	d) Costs for services provided to beneficiaries under age 21 residing in an IMD unless the IMD meets the requirements for the “inpatient psychiatric services for individuals under age 21” benefit under 42 CFR 440.160, 441 Subpart D, and 483 Subpart G ...

	37. Qualified Residential Treatment Programs.  The state may receive FFP for treatment provided to beneficiaries residing in Qualified Residential Treatment Programs (QRTP) with over 16 beds if the QRTPs meet the following requirements:
	a) The QRTP meets all of the requirements of the Family First Prevention Services Act (FFPSA) that was signed into law on February 9, 2018, as part of the Bipartisan Budget Act of 2018.
	b) The state performs a needs assessment for the beneficiary to assure the appropriateness of placement in the QRTP as specified in the FFPSA.
	c) QRTP meets any guidance or regulations that may be issued by the Administration for Children and Families in these settings.
	d) The billing provider is enrolled in Medicaid.
	e) The practitioner who furnishes a service meets federal and state qualifications to provide the service.
	f) QRTP complies with CMS regulations regarding seclusion and restraint found in 42 CFR Part 483 Subpart G.
	g) FFP is not available for room and board costs in QRTPs.
	h) QRTPs are not subject to the 30-day average length of stay requirement as described in STC 32 or the 60-day length of stay requirement as described in STC 36 for the first 2 years of the demonstration period.

	39. Deferral of Federal Financial Participation (FFP) from IMD Claiming for Insufficient Progress Toward Milestones.  Up to $5,000,000 in FFP for services in IMDs may be deferred if the state is not making adequate progress on meeting the milestones a...
	43. SUD and SMI/SED Mid-Point Assessment(s).  The state must conduct an independent Mid-Point Assessment by December 31, 2024.  This timeline will allow for the Mid-Point Assessment Report to capture approximately the first two-and-a-half years of dem...
	The state must require that the assessor provide a Mid-Point Assessment Report to the state that includes the methodologies used for examining progress and assessing risk, the limitations of the methodologies, its determinations and any recommendation...
	For milestones and measure targets at medium to high risk of not being achieved, the state must submit to CMS modifications to the SUD and SMI/SED Implementation Plans, the SMI Financing Plan, and the SUD and SMI/SED Monitoring Protocols for ameliorat...
	a. An examination of progress toward meeting each milestone and timeframe approved in the SUD and SMI/SED Implementation Plans, the SMI/SED Financing Plan, and toward meeting the targets for performance measures as approved in the SUD and SMI/SED Moni...
	b. A determination of factors that affected achievement on the milestones and performance measure gap closure percentage points to date;
	c. A determination of selected factors likely to affect future performance in meeting milestones and targets not yet met and information about the risk of possibly missing those milestones and performance targets;
	d. For milestones or targets at medium to high risk of not being met, recommendations for adjustments in the state’s SMI/SED Implementation Plan or SMI/SED Financing Plan or to pertinent factors that the state can influence that will support improveme...
	e. An assessment of whether the state is on track to meet the budget neutrality requirements.

	44. Corrective Action Plan Related to Demonstration Monitoring.  If monitoring indicates that demonstration features are not likely to assist in promoting the objectives of Medicaid, CMS reserves the right to require the state to submit a corrective a...
	49. Independent Evaluator.  Upon approval of the demonstration, the state must arrange with an independent party to conduct an evaluation of the demonstration to ensure that the necessary data is collected at the level of detail needed to research the...
	51. Evaluation Design Approval and Updates.  The state must submit a revised draft Evaluation Design within sixty (60) calendar days after receipt of CMS’s comments.  Upon CMS approval of the draft Evaluation Design, the documents will be included as ...
	52. Evaluation Questions and Hypotheses.  Consistent with Attachments A and B (Developing the Evaluation Design and Preparing the Interim and Summative Evaluation Reports) of these STCs, the evaluation deliverables must include a discussion of the eva...
	The hypothesis testing should include, where possible, assessment of both process and outcome measures.  The evaluation must study outcomes, such as likelihood of enrollment and enrollment continuity, and various measures of access, utilization, and h...
	53. Evaluation Budget.  A budget for the evaluations must be provided with the draft Evaluation Design.  It will include the total estimated cost, as well as a breakdown of estimated staff, administrative and other costs for all aspects of the evaluat...
	54. Interim Evaluation Report.  The state must submit an Interim Evaluation Report for the completed years of the demonstration, and for each subsequent renewal or extension of the demonstration, as outlined in 42 CFR 431.412(c)(2)(vi).  When submitti...
	a) The Interim Evaluation Report will discuss evaluation progress and present findings to date as per the approved Evaluation Design.
	b) For demonstration authority that expires prior to the overall demonstration’s expiration date, the Interim Evaluation Report must include an evaluation of the authority as approved by CMS.
	c) If the state is seeking to extend the demonstration, the draft Interim Evaluation Report is due when the application for extension is submitted.  If the state made changes to the demonstration in its application for extension, the research question...
	d) The state must submit a revised Interim Evaluation Report sixty (60) calendar days after receiving CMS’s comments on the draft Interim Evaluation Report.  Once approved by CMS, the state must post the final Interim Evaluation Report to the state’s ...
	e) The Interim Evaluation Report must comply with Attachment B (Preparing the Interim and Summative Reports) of these STCs.

	55. Summative Evaluation Report.  The draft Summative Evaluation Report must be developed in accordance with Attachment B (Preparing the Interim and Summative Evaluation Reports) of these STCs.  The state must submit the draft Summative Evaluation Rep...
	a) Unless otherwise agreed upon in writing by CMS, the state must submit a revised Summative Evaluation Report within sixty (60) calendar days of receiving comments from CMS on the draft.
	b) The state must submit a revised Summative Evaluation Report sixty (60) calendar days after receiving CMS’s comments on the draft Summative Evaluation Report.  Once approved by CMS, the state must post the final Summative Evaluation Report to the st...

	56. Corrective Action Plan Related to Evaluation.  If evaluation findings indicate that demonstration features are not likely to assist in promoting the objectives of Medicaid, CMS reserves the right to require the state to submit a corrective action ...
	57. State Presentations for CMS.  CMS reserves the right to request that the state present and participate in a discussion with CMS on the Evaluation Design, the Interim Evaluation Report, and/or the Summative Evaluation Report.
	58. Public Access. The state shall post the final documents (e.g., Monitoring Reports, Close Out Report, the approved Evaluation Design, Interim Evaluation Reports, and Summative Evaluation Reports) on the state’s Medicaid website within thirty (30) c...
	59. Additional Publications and Presentations.  For a period of twelve (12) months following CMS approval of the final reports, CMS will be notified prior to presentation of these reports or their findings, including in related publications (including...
	67. Extent of Federal Financial Participation for the Demonstration.  Subject to CMS approval of the source(s) of the non-federal share of funding, CMS will provide FFP at the applicable federal matching rate for the demonstration as a whole for the f...
	a. Administrative costs, including those associated with the administration of the demonstration;
	b. Net expenditures and prior period adjustments of the Medicaid program that are paid in accordance with the approved Medicaid state plan; and
	c. Medical assistance expenditures and prior period adjustments made under section 1115 demonstration authority with dates of service during the demonstration extension period; including those made in conjunction with the demonstration, net of enrollm...

	68. Program Integrity. The state must have processes in place to ensure there is no duplication of federal funding for any aspect of the demonstration.  The state must also ensure that the state and any of its contractors follow standard program integ...
	69. Medicaid Expenditure Groups.  Medicaid Expenditure Groups (MEG) are defined for the purpose of identifying categories of Medicaid or demonstration expenditures subject to budget neutrality, components of budget neutrality expenditure limit calcula...
	Table 1: Master MEG Chart
	To Which BN Test Does This Apply?
	WOW Per Capita
	WOW Aggregate
	Brief Description
	WW
	MEG
	This MEG consists of families with dependent children and foster children with incomes less than 123 percent of the FPL, including individuals with incomes below the “pre-July 2008” TANF income threshold.
	X
	X
	Main
	TANF Adults 0-123
	This MEG consists of children whose Medicaid eligibility derives from their status as a minor child up to 21 years of age.
	X
	X
	Main
	Medicaid Children
	This MEG consists of adults whose income and resources exceed the categorically needy limits but are within Medicaid state plan limits.
	X
	X
	Main
	Medically Needy Adults
	This MEG consists of children whose income and resources exceed the categorically needy limits but are within Medicaid state plan limits.
	X
	X
	Main
	Medically Needy Children
	This MEG consists of income eligible pregnant women.
	X
	X
	Main
	SOBRA Adults
	This MEG consists of adults whose Medicaid eligibility derives from their status as blind or disabled.
	X
	X
	Main
	SSI/BD Adults
	This MEG consists of children whose Medicaid eligibility derives from their status as blind or disabled.
	X
	X
	Main
	SSI/BD Children
	This MEG consists of childless adults, ages 19-64, with income up to 133 percent of the FPL, as defined in section 1902(a)(10)(A)(i)(VIII) of the Act and 42 CFR 435.119, pursuant to the approved state plan.
	X
	X
	HYPO 2
	New Adult Group
	This MEG consists of individuals ages 21-64 who are receive SUD services in a residential treatment facility.
	X
	X
	HYPO 3
	Residential Treatment for Individuals w/ SUD
	This MEG consists of former foster care youth ages 21-26.
	X
	X
	HYPO 4
	Dental Expansion for Former Foster Care Youth
	This MEG consists of adults 21-64 who reside in a private IMD with an SMI diagnosis.
	X
	X
	HYPO 1
	Residential Treatment for Individuals with Serious Mental Illness
	This MEG consists of individuals who meet the needs-based criteria for a set of HCBS services.
	X
	Main
	Assistance in Community Integration Services (ACIS) Pilot Program
	This MEG consists of individuals who high risk pregnant and children up to age 3.
	X
	Main
	Home Visiting Services Pilot Program
	This MEG consists of individuals 18-64 who are Medicaid eligible beneficiaries with elevated blood glucose and BMI levels.
	X
	Main
	HealthChoice Diabetes Prevention Program (DPP) Pilot Program
	This MEG consists of individuals 18-64 who are eligible for both Medicaid and Medicare services (dual eligible individuals).
	X
	Main
	Adult Dental Program
	This MEG consists of individuals over the age of 18 who reside in a nursing home with an income level at or below 300 percent of the Social Security Income Federal Benefit Rate (SSI FBR).
	X
	Main
	Increased Community Services (ICS)
	This MEG consists of women diagnosed with breast or cervical cancer with incomes between 133-250 percent of the FPL and who were in active treatment under the Breast & Cervical Cancer Treatment program as of December 31, 2013.
	X
	Main
	Breast and Cervical Cancer Treatment Program (BCCTP)
	This MEG consists presumptively eligible pregnant women with incomes up to 250 percent of the FPL who receive full Medicaid state plan benefits.
	X
	Main
	Presumptive Eligibility for Pregnant Women (PEPW)
	This MEG consists of individuals who are diagnosed with mild to moderate depression or another behavioral health condition.
	X
	Main
	Collaborative Care Model (CoCM)Pilot Program
	This MEG consists of Medicaid beneficiaries who are postpartum with an OUD.
	X
	Main
	Maternal Opioid Misuse (MOM) Model pilot program
	This MEG consists of Medicaid beneficiaries who receive emergency ground transportation (EMS) to an alternative destination (AD).
	Table 2: MEG Detail for Expenditure and Member Month Reporting
	MEG (Waiver Name)
	Detailed Description
	Exclusions
	CMS-64.9 Line(s) To Use
	How Expend. Are Assigned to DY
	MAP or ADM
	Report Member Months (Y/N)
	MEG Start Date
	MEG End Date
	TANF Adults 0-123
	Families with dependent children and foster children with incomes less than 123 percent of the FPL, including individuals with incomes below the pre-July 1, 2008, TANF income thresholds.
	Exclude expenditures for services and populations listed in STC 17(e)
	Follow standard CMS-64.9 category of service definitions
	Date of service
	MAP
	Y
	07/01/ 1997
	12/31/ 2026
	Medicaid Children
	Children up to 21 years of age.
	Exclude expenditures for services and populations listed in STC 17(e)
	Follow standard CMS-64.9 category of service definitions
	Date of service
	MAP
	Y
	07/01/ 1997
	12/31/ 2026
	Medically Needy Adults
	Families with dependent children, or foster children, whose gross income and resources exceed 116 percent of the FPL but who incur medical expenses such that their income is equal to or less than 116 percent FPL.
	Exclude expenditures for services and populations listed in STC 17(e)
	Follow standard CMS-64.9 category of service definitions
	Date of service
	MAP
	Y
	07/01/ 1997
	12/31/ 2026
	Medically Needy Children
	Families with dependent children, or foster children, whose gross income and resources exceed 116 percent of the FPL but who incur medical expenses such that their income is equal to or less than 116 percent FPL.
	Exclude expenditures for services and populations listed in STC 17(e)
	Follow standard CMS-64.9 category of service definitions
	Date of service
	MAP
	Y
	07/01/ 1997
	12/31/ 2026
	SOBRA Adults
	Pregnant women with incomes above the pre-July 1, 2008, standard up to and including 250 percent of the FPL who are not enrolled in the TANF group.
	Exclude expenditures for services and populations listed in STC 17(e)
	Follow standard CMS-64.9 category of service definitions
	Date of service
	MAP
	Y
	07/01/ 1997
	12/31/ 2026
	SSI/BD Adults
	Individuals whose Medicaid eligibility derives from their status as blind or disabled and who are not entitled to Medicare.
	Exclude expenditures for services and populations listed in STC 17(e)
	Follow standard CMS-64.9 category of service definitions
	Date of service
	MAP
	Y
	07/01/ 1997
	12/31/ 2026
	SSI/BD Children
	Individuals whose Medicaid eligibility derives from their status as blind or disabled and who are not entitled to Medicare.
	Exclude expenditures for services and populations listed in STC 17(e)
	Follow standard CMS-64.9 category of service definitions
	Date of service
	MAP
	Y
	07/01/ 1997
	12/31/ 2026
	New Adult Group
	Childless adults and non-custodial parents ages 19-64 with income up to 133 percent of the FPL as defined in section 1902(a)(10)(A)(i)(VIII) of the Act and 42 CFR 435.119, pursuant to the approved state plan.
	Exclude expenditures for services and populations listed in STC 17(e)
	Follow standard CMS-64.9 category of service definitions
	Date of service
	MAP
	Y
	07/01/ 1997
	12/31/ 2026
	Residential Treatment for Individuals w/ SUD
	Expenditures for SUD treatment in IMDs.
	None
	Follow standard CMS-64.9 category of service definitions; Line 2A – Mental Health Facility Services - Reg. Payments for IMD
	Date of service
	MAP
	Y
	7/1/ 2017
	12/31/ 2026
	Dental for Former Foster Care Youth
	Expenditures for enhanced dental services for former foster care youth up to 26 years old.
	None
	Line 8 – Dental Services OR Line 18A – Medicaid - MCO
	Date of service
	MAP
	Y
	1/1/17
	12/31/26
	Residential Treatment for Individuals with Serious Mental Illness
	Expenditures for SMI treatment in IMDs
	None
	Follow standard CMS-64.9 category of service definitions; Line 2A – Mental Health Facility Services - Reg. Payments for IMD
	Date of service
	MAP
	Y
	1/1/22
	12/31/26
	Assistance in Community Integration Services (ACIS) Pilot Program
	None
	Follow standard CMS-64.9 category of service definitions
	Date of service
	MAP
	N
	7/1/17
	12/31/26
	Home Visiting Services Pilot Program
	Expenditures for evidence-based home visiting services to promote enhanced health outcomes, whole person care, and community integration for high-risk pregnant women and children up to 3 years old.
	None
	Follow standard CMS-64.9 category of service definitions
	Date of service
	MAP
	N
	7/1/17
	12/31/26
	HealthChoice Diabetes Prevention Program (DPP) Pilot Program
	Expenditures for a National Diabetes Prevention Program for individuals 18-64 who have prediabetes or are at high risk of developing type 2 diabetes as described in STC 31.
	None
	Follow standard CMS-64.9 category of service definitions
	Date of service
	MAP
	N
	7/1/19
	12/31/26
	Adult Dental Program
	Expenditures for a limited dental benefit for full dually eligible adults (21-64) as described in STC 33.
	None
	Line 8 – Dental Services OR Line 18A – Medicaid - MCO
	Date of service
	MAP
	N
	4/1/19
	12/31/26
	Increased Community Services (ICS)
	Medicaid eligible individuals over the age of 18 residing in a nursing home at the time initially determined eligible for ICS, with an income level at or below 300 percent of the Social Security Income Federal Benefit Rate (SSI FBR).
	None
	Follow standard CMS-64.9 category of service definitions
	Date of service
	MAP
	N
	07/01/2017
	12/31/26
	Breast and Cervical Cancer Treatment Program (BCCTP)
	None
	Follow standard CMS-64.9 category of service definitions
	Date of service
	MAP
	N
	1/1/14
	12/31/26
	Presumptive Eligibility for Pregnant Women (PEPW)
	Presumptively eligible pregnant women with incomes up to 250 percent of the FPL who receive full Medicaid state plan benefits through this demonstration.
	None
	Follow standard CMS-64.9 category of service definitions
	Date of service
	MAP
	N
	07/01/2017
	12/31/26
	Collaborative Care Model (CoCM)Pilot Program
	Expenditures to establish and implement a Collaborative Care Model (CoCM) pilot program that integrates primary and behavioral health services for a limited number of HealthChoice beneficiaries as describe in STC 34.
	None
	Follow standard CMS-64.9 category of service definitions
	Date of service
	MAP
	N
	7/1/20
	12/31/26
	Maternal Opioid Misuse (MOM) Model pilot program
	Expenditures to establish a MOM care coordination model.
	None
	Follow standard CMS-64.9 category of service definitions
	Date of service
	MAP
	N
	7/1/22
	12/31/26
	Medicaid Alternative Destination Transport Pilot Program
	Expenditures for SMI treatment in IMDs.  
	None
	Follow standard CMS-64.9 category of service definitions
	Date of service
	MAP
	N
	1/1/22
	12/31/26
	ADM

	X
	Main
	Medicaid Alternative Destination Transport Pilot Program
	70. Reporting Expenditures and Member Months.  The state must report all demonstration expenditures claimed under the authority of title XIX of the Act and subject to budget neutrality each quarter on separate forms CMS-64.9 WAIVER and/or 64.9P WAIVER...
	a) Cost Settlements. The state will report any cost settlements attributable to the demonstration on the appropriate prior period adjustment schedules (form CMS-64.9P WAIVER) for the summary sheet line 10b, in lieu of lines 9 or 10c.  For any cost set...
	b) Premiums and Cost Sharing Collected by the State.  The state will report any premium contributions collected by the state from demonstration enrollees quarterly on the form CMS-64 Summary Sheet line 9D, columns A and B.  In order to assure that the...
	c) Pharmacy Rebates.  Because pharmacy rebates are not included in the base expenditures used to determine the budget neutrality expenditure limit, pharmacy rebates are not included for calculating net expenditures subject to budget neutrality.  The s...
	d) Administrative Costs.  The state will separately track and report additional administrative costs that are directly attributable to the demonstration.  All administrative costs must be identified on the forms CMS-64.10 WAIVER and/or 64.10P WAIVER. ...
	e) Member Months.  As part of the Quarterly and Annual Monitoring Reports described in section V, the state must report the actual number of “eligible member months” for all demonstration enrollees for all MEGs identified as WOW Per Capita in the Mast...
	f) Budget Neutrality Specifications Manual. The state will create and maintain a Budget Neutrality Specifications Manual that describes in detail how the state will compile data on actual expenditures related to budget neutrality, including methods us...

	71. Demonstration Years.  Demonstration Years (DY) for this demonstration are defined in the Demonstration Years table below.
	Table 3: Demonstration Years
	6-Months
	January 1, 2022 to June 30, 2022
	Demonstration Year 26
	12-Months
	July 1, 2022 to June 30, 2023
	Demonstration Year 27
	12-Months
	July 1, 2023 to June 30, 2024
	Demonstration Year 28
	12-Months
	July 1, 2024 to June 30, 2025
	Demonstration Year 29
	12-Months
	July 1, 2025 to June 30, 2026
	Demonstration Year 30
	6-Months
	July 1, 2026 to December 31, 2026
	Demonstration Year 31
	72. Budget Neutrality Monitoring Tool.  The state must provide CMS with quarterly budget neutrality status updates, including established baseline and member months data, using the Budget Neutrality Monitoring Tool provided through the Performance Met...
	73. Claiming Period.  The state will report all claims for expenditures subject to the budget neutrality agreement (including any cost settlements) within two years after the calendar quarter in which the state made the expenditures.  All claims for s...
	a) To be consistent with enforcement of laws and policy statements, including regulations and letters, regarding impermissible provider payments, health care related taxes, or other payments, CMS reserves the right to make adjustments to the budget ne...
	b) To the extent that a change in federal law, regulation, or policy requires either a reduction or an increase in FFP for expenditures made under this demonstration.  In this circumstance, the state must adopt, subject to CMS approval, a modified bud...
	c) The state certifies that the data it provided to establish the budget neutrality expenditure limit are accurate based on the state's accounting of recorded historical expenditures or the next best available data, that the data are allowable in acco...

	Table 6: Budget Neutrality Test Mid-Course Correction Calculations
	Percentage
	Cumulative Target Definition
	Demonstration Years
	2.0 Percent
	Cumulative budget neutrality limit plus
	DY 25 through DY 26
	1.5 Percent
	Cumulative budget neutrality limit plus
	DY 25 through DY 27
	1.0 Percent
	Cumulative budget neutrality limit plus
	DY 25 through DY 28
	0.5 Percent
	Cumulative budget neutrality Limit plus
	DY 25 through DY 29
	0.0 Percent
	Cumulative budget neutrality limit
	DY 25 through DY 30
	Developing the Evaluation Design
	Introduction
	Expectations for Evaluation Designs
	CMS expects Evaluation Designs to be rigorous, incorporate baseline and comparison group assessments, as well as statistical significance testing.  Technical assistance resources for constructing comparison groups and identifying causal inferences are...
	All states with section 1115 demonstrations are required to conduct Interim and Summative Evaluation Reports, and the Evaluation Design is the roadmap for conducting these evaluations.  The roadmap begins with the stated goals for the demonstration, f...
	The format for the Evaluation Design is as follows:
	A. General Background Information – In this section, the state should include basic information about the demonstration, such as:
	1. The issue/s that the state is trying to address with its section 1115 demonstration and/or expenditure authorities, the potential magnitude of the issue/s, and why the state selected this course of action to address the issue/s (e.g., a narrative o...
	2. The name of the demonstration, approval date of the demonstration, and period of time covered by the evaluation.
	3. A description of the population groups impacted by the demonstration.
	4. A brief description of the demonstration and history of its implementation, and whether the draft Evaluation Design applies to an amendment, extension, renewal, or expansion of, the demonstration.
	5. For renewals, amendments, and major operational changes:  a description of any changes to the demonstration during the approval period; the primary reason or reasons for the change; and how the Evaluation Design was altered or augmented to address ...
	B. Evaluation Questions and Hypotheses – In this section, the state should:
	C. Methodology – In this section, the state is to describe in detail the proposed research methodology.  The focus is on showing that the evaluation meets the prevailing standards of scientific and academic rigor, that the results are statistically va...
	6. Analytic Methods – This section includes the details of the selected quantitative and/or qualitative analysis measures that will adequately assess the effectiveness of the demonstration.  This section should:
	a. Identify the specific statistical testing which will be undertaken for each measure (e.g., t-tests, chi-square, odds ratio, ANOVA, regression).
	7. Other Additions – The state may provide any other information pertinent to the Evaluation Design for the demonstration.
	D. Methodological Limitations – This section provides more detailed information about the limitations of the evaluation.  This could include limitations about the design, the data sources or collection process, or analytic methods.  The state should a...
	CMS also recognizes that there may be certain instances where a state cannot meet the rigor of an evaluation as expected by CMS.  In these instances, the state should document for CMS why it is not able to incorporate key components of a rigorous eval...
	E. E. Attachments
	1) Independent Evaluator.  This includes a discussion of the state’s process for obtaining an independent entity to conduct the evaluation, including a description of the qualifications that the selected entity must possess, and how the state will ass...
	2) Evaluation Budget.  A budget for implementing the evaluation shall be provided with the draft Evaluation Design.  It will include the total estimated costs, as well as a breakdown of estimated staff, administrative, and other costs for all aspects ...
	3) Timeline and Major Milestones.  Describe the timeline for conducting the various evaluation activities, including dates for evaluation-related milestones, including those related to procurement of an outside contractor, if applicable, and deliverab...



	Attachment B:
	Preparing the Interim and Summative Evaluation Reports
	Introduction
	Expectations for Evaluation Reports
	All states with Medicaid section 1115 demonstrations are required to conduct evaluations that are valid (the extent to which the evaluation measures what it is intended to measure), and reliable (the extent to which the evaluation could produce the sa...
	When submitting an application for extension, the Interim Evaluation Report should be posted on the state’s website with the application for public comment.  Additionally, the Interim Evaluation Report must be included in its entirety with the applica...
	CMS expects Interim and Summative Evaluation Reports to be rigorous, incorporate baseline and comparison group assessments, as well as statistical significance testing.  Technical assistance resources for constructing comparison groups and identifying...
	Required Core Components of Interim and Summative Evaluation Reports
	The Interim and Summative Evaluation Reports present research and findings about the section 1115 demonstration.  It is important that the reports incorporate a discussion about the structure of the Evaluation Design to explain the goals and objective...
	A. Executive Summary – A summary of the demonstration, the principal results, interpretations, and recommendations of the evaluation.
	B. General Background Information about the Demonstration – In this section, the state should include basic information about the demonstration, such as:
	2. The name of the demonstration, approval date of the demonstration, and period of time covered by the evaluation.
	C. Evaluation Questions and Hypotheses – In this section, the state should:
	D. Methodology – In this section, the state is to provide an overview of the research that was conducted to evaluate the section 1115 demonstration, consistent with the approved Evaluation Design.
	1) Methodological Design – Whether the evaluation included an assessment of pre/post or post-only data, with or without comparison groups, etc.
	2) Target and Comparison Populations – Describe the target and comparison populations, describing inclusion and exclusion criteria.
	3) Evaluation Period – Describe the time periods for which data will be collected.
	4) Evaluation Measures – List the measures used to evaluate the demonstration and their respective measure stewards.
	5) Data Sources – Explain from where the data were obtained, and efforts to validate and clean the data.
	6) Analytic Methods – Identify specific statistical testing which was undertaken for each measure (t-tests, chi-square, odds ratio, ANOVA, regression, etc.).
	7) Other Additions – The state may provide any other information pertinent to the evaluation of the demonstration.
	E. Methodological Limitations – This section provides sufficient information for discerning the strengths and weaknesses of the study design, data sources/collection, and analyses.
	F. Results – In this section, the state presents and uses the quantitative and qualitative data to demonstrate whether and to what degree the evaluation questions and hypotheses of the demonstration were addressed.  The findings should visually depict...
	G. Conclusions – In this section, the state will present the conclusions about the evaluation results.  Based on the findings, discuss the outcomes and impacts of the demonstration and identify the opportunities for improvements.  Specifically, the st...
	H. Interpretations, Policy Implications and Interactions with Other State Initiatives – In this section, the state will discuss the section 1115 demonstration within an overall Medicaid context and long-range planning.  This should include interrelati...
	a. Attachment(s)
	1) Evaluation Design: Provide the CMS-approved Evaluation Design
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