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Introduction 
The Centers for Medicare and Medicaid Services (CMS) approved New Hampshire’s application for a five-
year Medicaid demonstration project to improve access to and the quality of behavioral health services 
by establishing regionally based Integrated Delivery Networks (IDN) and developing  a sustainable 
integrated behavioral and physical health care delivery system. To achieve the goals of the demonstration 
waiver, the IDNs are charged with participating in statewide planning efforts and selecting and 
implementing community-driven projects. These projects are built around three enabling pathways: 
mental health and substance use disorder treatment capacity building, integration of physical and 
behavioral care, and improving transitions of care across settings. 

This Reporting Guide is for use by the IDNs to identify required documentation for achieving project 
requirements according to the Special Terms and Conditions of the DSRIP Waiver. The state will use the 
information to review and document the IDNs’ progress on project implementation and to award 
incentive payments.  IDNs are required to complete separate implementation plans for each of their 
statewide projects (i.e., workforce, health information technology and alternative payment models), core 
competency project, and community-driven projects. Required deliverables must be submitted to the 
Department of Health and Human Services by July 31, 2017 and within 31 days after each six-month 
reporting period, as indicated in below. A score of “Met” will be scored for a timely and complete 
submission. A score of “Not Met” will be scored for late and/or incomplete information. 

Submission of the semi-annual report shall be a single pdf document which includes all attachments. In 
addition, due to printing and size constraints your attachments should also be uploaded separately in the 
original file version as well (ms project, ms excel, etc.)  Attachments should use the naming convention 
identified in the weekly update dated week ending July 7, 2017. The naming convention shall correlate 
with the project deliverable for which it is being submitted.  See below for illustration of attachment for 
project B1 deliverable 2A: 

Attachment_B1.2A 
 

For the Reporting Period: Process Measures Reporting Due to DHHS no later 
than: 

January 1, 2017 – June 30, 2017 July 31, 2017 

July 1, 2017 – December 31, 2017 January 31, 2018 

January 1, 2018 – June 30, 2018 July 31, 2018 

July 1, 2018 – December 31, 2018 January 31, 2019 
 

To be considered timely, supporting documentation must be submitted electronically to the State’s 
eStudio by the dates indicated above into each IDN’s semiannual reporting folder. For questions, contact:  

Kelley Capuchino 
Senior Policy Analyst 

NH Department of Health and Human Services 
Division of Behavioral Health 

129 Pleasant St 
Concord NH 03301 

Kelley.Capuchino@dhhs.nh.gov  

  

mailto:Kelley.Capuchino@dhhs.nh.gov
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DSRIP IDN Project Plan Implementation (PPI)  
PPI-1: Community Input 

The initial IDN plan was informed by extensive efforts by the organizational partners of CHSN-IDN 5 to 
engage key community stakeholders across the region as part of a comprehensive Behavioral Health 
Needs Assessment.  The purpose of these community engagement and assessment efforts was to identify 
community health concerns and solicit input and advice on priorities and opportunities for community 
behavioral health and behavioral health care delivery system improvements. 

CHSN continues to engage and seek input over the course of the demonstration waiver by creating 
multiple opportunities for community feedback to foster learning and opportunities for performance 
improvement.  The CHSN Executive Director will take the lead along with CHSN membership to guide 
these efforts to assure ongoing consumer and caregiver representation including further developing 
methods and venues for ongoing assessment of progress, advice on improvement efforts, and 
identification of ongoing or emerging gaps. Mechanisms of community and consumer input will include: 

• A client satisfaction tool will be developed to capture feedback from clients of each of the 
community-based projects and will be administered on an ongoing basis to assess client 
perceptions of effectiveness and inform quality assurance. The key partners in each of the projects 
will review client feedback semi-annually to make adjustments and improvements to policies and 
protocols to ensure goals are met, standards are maintained, and individuals receiving services 
are satisfied with their care.   

• CHSN participation in the Annual Summit on Substance Misuse, Suicide and Behavioral Health 
sponsored by the Partnership for Public Health.  

• Collaboration with the Continuum of Care Coordinators in each Public Health Network (PHN) 
region for stakeholder engagement.  

• Periodic presentations and discussions with the Public Health Advisory Councils for each PHN 
region. 

• Facilitated discussions with clients of peer support and recovery service organizations. 

• Maintaining our practice of inviting community members ‘at-large’ to participate in CHSN network 
meetings and workgroups that will continue to guide implementation and evaluation of the 
initiative.   

• Ongoing project communications to assure continuous information flow to key stakeholders and 
the overall community through written materials, presentations to agencies and municipal 
leaders and creative use of local resources such as radio talk shows and local cable access 
broadcast. 

Implementation Activity/ 
Milestone: Community Input 

Responsible Party/ 
Organization 

Time line Progress Measure / Notes 

Conduct outreach to organizations 
involved in providing supportive 
housing 

CHSN Executive 
Director 

Ongoing In Process; CHSN-IDN 5 continues 
to work closely with supportive 
housing agencies wherever 
appropriate to do so. Multiple 
meetings have been held 
between CHSN, Horizons 
Counseling Center, LRMHC and 
the Lakes Region Community 
Developers regarding sober 
housing opportunities in the 
region. Other supporting 
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Implementation Activity/ 
Milestone: Community Input 

Responsible Party/ 
Organization 

Time line Progress Measure / Notes 

agencies include: Laconia 
Housing Authority, Laconia 
Salvation Army’s Carey House, 
Belknap House in Laconia and 
CAP Belknap-Merrimack 
Counties. These agencies are 
invited to CHSN network 
meetings to maintain an open 
line of communication and 
information sharing on projects 
and progress to date. 

Develop client satisfaction tools to 
capture feedback from clients of 
each of the community-based 
projects. 

Project Team Leads 
 

Tools 
completed by 
Q1 2018 in 
preparation for 
use and semi-
annual review 
by June 30, 
2018  

Milestone Met/ Ongoing; a pre- 
and post- satisfaction tool was 
drafted in Q2 2018. C2, D3 and 
E5 workgroups collectively added 
to the tool to produce a generic 
form with one or more project-
specific questions added. 
Satisfaction tools will begin to be 
used in Q3 2018 as, at this point 
in time, no clients have 
completed services with any of 
the projects. The tool is intended 
to be used when upon initial 
connection and again when 
closing the loop on a client’s 
services.   

Participation in and guest speaker at 
the Annual Summit on Substance 
Misuse, Suicide and Behavioral 
Health sponsored by the Partners in 
Community Wellness (PicWell) team 

CHSN Executive 
Director; Partnership 
for Public Health; 
PicWell team 

Nov. 2, 2017 Milestone Met 

Participation in stakeholder 
meetings convened by Continuum of 
Care Coordinators;  CoC 
participation in SUD Expansion 
Leadership Team 

SUD Expansion Team 
Lead; CoCs 

Ongoing Milestone Met/ Ongoing; CHSN 
Executive Director and the CoC 
had been meeting regularly each 
month to share information as it 
pertains to each other’s work. 
When the CoC position funding 
was cut in February these 
meetings ceased. Funding will 
resume in July when a new PT 
individual comes on board. The 
ED will reach out to set up a 
meeting with the new individual 
serving in this role.   

Presentation, discussion and 
attendance at or with Public Health 
Advisory Councils 

CHSN Executive 
Director 

Ongoing; 
Participation in 
regular 
Winnipesaukee 
Public Health 
Council 
meetings 

Milestone Met/ Ongoing; CHSN 
Executive Director is extremely 
active with the PHAC. She 
provides an IDN-related update 
monthly for the Winnipesaukee 
Public Health Council report.  
Attends monthly meetings when 
available and is an active 
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Implementation Activity/ 
Milestone: Community Input 

Responsible Party/ 
Organization 

Time line Progress Measure / Notes 

participant in the PHAC 
Community Health Improvement 
Plan (CHIP) evaluation workgroup 
as it pertains to Priority Area 2: 
Improve Access to BH Care 
Services. Through this 
involvement, CHSN’s ED served 
on several CHIP related focus 
groups in Q1 2018; presented on 
the DSRIP waiver and CHSN-IDN 5 
to the Partnership for Public 
Health’s Board on April 26th  and 
also participated in a day-long 
strategic planning session for the 
Partnership for Public Health in 
June 2018. 

Work with peer support and 
recovery service organizations to 
develop plans and methods for 
periodic group discussions with 
clients for ongoing assessment of 
needs, gaps, successes 

CHSN Executive 
Director 

Mechanism for 
assessment  
developed by 
Q2 2018 

Milestone Met/ Ongoing; 
Navigating Recovery of the Lakes 
Region has established an 
Advisory Committee of clients 
and community members that 
will meet to evaluate and make 
recommendations to 
programming. This Advisory 
Committee will be utilized as a 
mechanism for assessing of 
CHSN-IDN 5 clients’ needs, gaps 
and successes. The Advisory 
Committee was formed in Q2 
2018 and the first formal meeting 
will be held July 23, 2018. 
Meetings will occur monthly.  

Maintain practice of ‘at large 
community member’ participation in 
CHSN governance and workgroups. 
Seek to increase/add number of 
community members  

CHSN Board Ongoing Milestone Met/ Ongoing; 
community member 
representatives participate in 
CHSN network meetings, B1 
meetings and receive all CHSN 
communications. A CHSN Board 
sub-committee was established 
to review the Operating 
Agreement and identify criteria 
for/and a process to add new 
members – their findings were 
reported to the Board in April 
2018 and identified that our we 
still fully complemented by all 
facets of those we serve and is 
well-rounded. The Board did not 
elect to add any new community 
members at the time but we 
continue to seek input from 
those currently serving.  
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Implementation Activity/ 
Milestone: Community Input 

Responsible Party/ 
Organization 

Time line Progress Measure / Notes 

Ongoing project communications 
with key stakeholders 

CHSN Board 
members and CHSN 
Executive Director 

Ongoing Milestone Met/ Ongoing; CHSN is 
always seeking opportunities to 
speak and inform key 
constituents of the DSRIP waiver 
work and its regional impacts. 
Attendance occurs by Board 
members and the CHSN ED at the 
LRGH Community Access 
meetings; Public Health Council 
Meetings; Regional forums; local 
trainings and seminars, etc. to 
ensure information sharing and 
exposure with key regional 
stakeholders. The monthly DSRIP 
101: Lunch & Learn offered by 
CHSN-IDN 5 ED and is offered 
monthly, is open to anyone 
interested in learning about 
DSRIP, wanting a refresher, new 
or existing employees of a 
network partner, community 
members, etc. Approximately 12-
15 individuals attend each 
session.  
Also see notes in first item in this 
table regarding ongoing 
communications with supportive 
housing agencies.  

 

PPI-2: Network Development 

The Community Health Services Network members and affiliated agencies are inclusive of a full set of 
provider and social support organizations representing the continuum of care for clinical services and 
broader social determinants of health in our region.  Activities for continued network development are 
inherent in the various strategic channels of work for the IDN.  

• There was one change made to the CHSN network composition during this reporting period. The 
change occurred on January 8, 2018 and was by an affiliate member, Northern Human Services, 
dba White Mountain Mental Health, which requested to withdraw from CHSN-IDN 5. The 
Withdrawal Authorization Form was signed and notarized by  and was 
submitted to CHSN-IDN 5 with a letter accompanying it that stated “given the fact that Northern 
Human Services provides services in a very small area of the region 5 IDN (Lincoln/Woodstock), 
the limitations of available resources to actively participate in multiple IDNs and the very active 
involvement of Northern Human Services in IDN 7 , it makes sense for us to withdraw from the 
Region 5 IDN. Please be assured, however, that we stand ready to work with the Region 5 IDN 
partners and with the CHSN on any projects focused upon the Lincoln/Woodstock area in which 
our participation would be helpful.” After discussing this affiliate withdrawal with DHHS and 
looking at attributions, etc., we all agreed that their withdrawal will not directly affect the work 
or outcomes of our projects.  
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• To address insufficient workforce capacity and related training/education access and availability, 
CHSN has been engaged in numerous efforts both regionally, collaboratively with IDNs 1 and 7  
and statewide. A robust training plan was developed that identified necessary, required and nice 
to have trainings that would support the work of our projects and staff involved. CHSN has a 
significant presence at the statewide workforce taskforce. Additionally, the CHSN Executive 
Director sits on the Statewide Training & Education subcommittee; and the CHSN Board Chair also 
chairs the Statewide Policy subcommittee and are both deeply involved in their work and 
connecting statewide efforts to address regional needs when possible.  

• On April 12, 2018, CHSN signed a contract with the New Hampshire Alcohol & Drug Abuse 
Counselors Association (NHADACA) to address how to best meet CHSN’s training/education needs 
identified in its training plan stated above. Originally, CHSN-IDN 5 thought it would hire a Training 
Coordinator to oversee this effort; however, after further discussions and recognizing 
infrastructure limitations, the CHSN Board agreed to support hiring an agency or agencies that 
were better equipped to fully address our training needs. The NHADACA training plan was rolled 
out to CHSN-IDN 5 partners on April 16th via a correspondence that detailed the NHADACA 
contract which included: we will be coordinating between 10-15 local (Winnipesaukee and Central 
region) in-person trainings based on identified topic areas CHSN-IDN 5 workgroups had provided 
them. Trainings will assist partners and staff as it relates to our growth and the work we are 
involved with for the various DSRIP waiver projects. The contract is effective April 16, 2018 
through December 31, 2018 for all CHSN-IDN 5 partners and their staff to participate in and take 
advantage of free of charge. Local in-person trainings, once developed and scheduled, will be 
shared and promoted via email to all partners once details are available. In the meantime, they 
were encouraged to peruse existing trainings already scheduled on NHADACA’s website at: 
http://www.nhadaca.org/training-events/ or take advantage of existing webinars at: 
http://www.nhadaca.org/webinars/. The email explained that, to make things as convenient as 
possible, CHSN will pay for any of its partners and their staff to attend trainings offered by 
NHADACA, at no cost to your agency - CHSN will cover the cost of someone to attend the training; 
their agency is responsible for an individual’s travel and time off associated with attending. We 
explained that when someone goes onto the NHADACA.ORG website and finds a training of 
interest, they simply need to identify themselves, their position/title, employer, etc. as this is how 
we (CHSN) will verify that they are a member we will pay for. Then in the “Registration Fee” they 
type in “ ” as this is the Promo Code set up which will serve as our payment on their 
behalf. Under the Payment Method, they select “Code” and they are all set. Partners were 
encouraged to share with staff and encouraged everyone to take advantage of this significant 
workforce improvement opportunity that the CHSN Board supported as a meaningful investment 
into our region. At time of this writing, there were approximately 82 staff trained via NHADACA 
offerings and 191 total trained to date offered by NHADACA and other training agencies.   

• We continue to seek opportunities for expansion of interagency agreements for shared staffing 
during this reporting period. In particular, the care coordinator role utilized in our E5 Enhanced 
Care Coordination project is a good fit for such sharing. Examples include HealthFirst Family Care 
Center (FQHC) and Riverbend Community Mental Health Center who share one care coordinator. 
HealthFirst Family Care Center also shares one care coordinator with Franklin Regional Hospital. 
By sharing a position, it affords the benefit of the individual being employed full time by one 
agency with benefits, the agencies realizing cost savings, and the patients receiving more 
coordinated care between their primary care and behavioral health providers.  Agencies such as 
Navigating Recovery of the Lakes Region (peer recovery support) and Horizons Counseling Center 
(BH counselor) are sharing service delivery protocols and workflows as well as cross-training staff 
for C2 and D3 project activities. Also, after six weeks of having an administrative assistant vacancy, 
a unique interagency agreement was created for shared administrative support services for CHSN. 

http://www.nhadaca.org/training-events/
http://www.nhadaca.org/webinars/
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A Board member from Lakes Region Community Services noted they had a part-time 
administrative staff person who was seeking full-time employment. Knowing CHSN was seeking 
part-time administrative help, we creatively agreed to share this individual. An MOU was drawn 
up to contract for administrative services via LRCS which allows for this individual to remain their 
employee and with the additional hours working with CHSN they are now eligible for benefits. 
This was a creative solution to a workforce problem just within CHSN.    

• In our efforts to advance practices and the overall network along the continuum of coordinated 
and integrated health care delivery at the practice and at the system level, our activities to date 
include: 

o UNH/CHI performed the first follow-up site self-assessment survey with CHSN network 
partners in late April which wrapped up in May 2018. The overall roll up report for CHSN-
IDN 5 can be found in Attachment_PPI.1. This SSA served as the round 1 follow-up for 
most and a baseline assessment for others that were not included in the original baseline 
surveys performed in September 2017. The results of the SSA were reviewed at a B1-
Integrated Healthcare meeting on June 27th with participation from nearly all 
practices/agencies who participated. Individual rollout reports were distributed at the 
meeting and then in a follow-up email to each partner they received the information 
electronically. Also shared in the email was the practice identifier key so those “high 
achievers” can be easily identified and sought out by others looking to learn from their 
practices and integration successes. CHSN anticipates performing its second round follow 
up assessment with practices in September 2018. 

o CHSN has put its recruitment efforts for a Practice Integration Specialist on hold due to 
lack of expertise and/or availability of those who are experts in the state to perform the 
work needed within our IDN. We had anticipated someone working with agencies and 
coaching them on integration activities and to formalize agency-specific plans for each to 
attain either Coordinated or Integrated Care practice designation as defined in our 
Implementation Plan. Hiring efforts have been unsuccessful to date due to reasons stated 
above. Given this, the process of meeting one-on-one with agencies has been on hold due 
to lack of capacity and experience of existing CHSN staff. At time of writing it is anticipated 
that the CHSN Executive Director and Data Analyst will work with the B1 partners to 
review their SSA results and come up with an agreed upon plan of action to move them 
along the SAMHSA continuum of Integrated Care and other options may also be explored 
to meet this need.  

o Efforts to formalize universal consent forms has been a large focus during this reporting 
period. The B1-Integrated Care subcommittee worked diligently to update consent 
documents that were drafted late last year, however as time went on we realized there 
were several revisions and updates needed to make them the most comprehensive 
consent forms possible. Each has received multiple legal reviews to ensure that updated 
42 CFR Part 2 language was utilized when/wherever appropriate. In June, the 
subcommittee finalized the universal consent documents and shared them with partners 
at the June 29th CHSN B1-Integrated Care meeting. The three documents include an 
Authorization and Consent to Disclose Protected Health Information for Treating 
Providers; Authorization and Consent to Disclose Protected Health Information for Non-
Treating Providers; and a Consent to Release Information for the Purpose of Billing for 
Services. (Note - the new documents are introduced in the A2-HIT Section as 
Attachments_A2.3A, A2.3B and A2.3C) Utilizing one form for patient consent by IDN 
partners will allow for a streamlined, efficient way to best share patient’s health 



NH DHHS DSRIP Implementation IDN Process Measures Reporting Guide 8 
 

information amongst care teams once adopted and utilized by practices/agencies/care 
coordinators, etc. The last piece to close the loop regarding universal consents is to 
provide training on the utilization of the forms and the workflows surrounding them so 
each agencies has a clear understanding of their use.  

• One unique workforce capacity and employee recruitment/retention strategy being utilized in our 
region will assist with recruitment and retention efforts monetarily as well as for keeping our 
network partner agencies and staff engaged in the work of the DSRIP waiver. To encourage their 
engagement and in return, provide them with funding to assist in maintaining or growing their 
workforce, an Employee Retention Incentive Plan (ERIP) was developed and was put into effect 
on January 1, 2018. Through the ERIP, there is potential for six payouts to partners over the course 
of the remaining waiver period (following timeline of the IDNs semi-annual reporting to DHHS for 
incentive payments). Criteria was established which must be met by partners in order to receive 
an incentive payment and partners were put into three tiers based on level of participation (Tier 
1 – Integrated Health Partners; Tier 2 – remaining Member agencies; Tier 3 – all Affiliates). Criteria 
includes items such as attendance at a certain number of board or network meetings; 
responsiveness to emails or requests by CHSN staff that has an associated deadline; meeting their 
staff training expectations as identified in our master training matrix and providing agency-
specific data at given reporting periods. Criteria has been tracked by CHSN staff since January and 
incentive payments will be cut late July 2018 for distribution to partners who have met all of the 
criteria. Network partners can utilize funds however the agency sees fit as long as it is for purposes 
of employee recruitment, retention, merit increases, loan repayment, staff celebrations and 
general employee satisfaction.  Partners receiving funds must report on their use annually.   

• Through our community projects, we continue to develop the network’s relationships beyond the 
health care community to also include partners such as county corrections, recovery support 
organizations, family resource centers, transportation agencies, supportive housing, etc. to 
support effective transitions of care and community re-entry.  

• CHSN made great strides in this reporting period in regards to its HIT infrastructure improvements 
with our partners to support integrated health care. CHSN had signed its contract with CMT in 
October 2017 to provide shared care plan and event notification services. The contracting process 
continued to be slow and tedious. By the end of this reporting period, we are happy to write that 
all of the CHSN Tier 1 partners (8 agencies including hospitals, FQHCs, BH and SUD providers) 
within our B1 – Integrated Healthcare project have signed a contract with CMT. We will now focus 
on securing contracts with our Tier 2 partners.  CHSN also signed its contract with Massachusetts 
eHealth Collaborative (MAeHC) in December 2017 and will utilize them for data aggregation 
services. Their method of contracting was handled differently so the process of onboarding 
partners was much easier. Now we are eager to experience CMT being utilized which will increase 
the capacity for improved communication and coordination of patient care through shared care 
plans for coordinating care in real time regardless of which entity touches the patient.  

o CHSN hired Data Analyst, , on January 2, 2018. The Data Analyst has served as 
a liaison between CHSN and its partners as well as between our partners and vendors 
such as CMT and MAeHC for all data related questions, concerns and reporting 
requirements/needs. 

• The CHSN Board formed a governance subcommittee to review its Operating Agreement and 
network composition in effort to address any gaps and/or opportunities for addition of new 
members to further the health and human service delivery goals and purpose of CHSN and the 
DSRIP initiative. The subcommittee was tasked at making necessary Operating Agreement 
revisions and identifying criteria and protocols for both shifting a partners status (from affiliate to 
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member or vice versa); as well as whether we need to seeking out new agencies and/or 
community members. The governance subcommittee made its recommendation at the April 2018 
CHSN Annual meeting where they reported the existing CHSN composition was adequate and not 
lacking any key players. They also addressed that the current affiliate/member ratio was sufficient 
and working well. No new community organizations have requested a shift in their status (affiliate 
vs. member) and those who have stated an interest in becoming a part of CHSN-IDN 5 have and 
will continue to be reviewed on an individual basis based on their organization, their scope of 
work and whether it is in alignment with the purpose of the DSRIP waiver.  Additionally the CHSN 
Operating Agreement was amended with minor changes now that we are more deeply involved 
and have grown.  Changes worth noting include that language was incorporated to now allow for 
each of the 15 CHSN Board Managers to name a Manager Alternate from their respective 
agency/organization who can attend and have a vote in their absence. Also, language was 
adjusted from “Meetings of the Managers occur on the first Tuesday of each month” to new 
language stating “Meetings of the Managers shall be held no less than ten times per year at a date 
and time agreed upon by 2/3 of the Managers.” All other changes were fairly insignificant in 
nature.   

Implementation Activity/ Milestone:  
Network Development 

Responsible Party/ 
Organization 

Time line Progress Measure / Notes 

    
Implement workforce development 
and training Plan (also see A1 - 
workforce section) 

CHSN Executive 
Director, CHSN 
Board Chair and 
CHSN members 
 

CHSN Training 
Plan complete; 
Workforce 
development and 
hiring for project 
staff is ongoing; 
participation in 
the Statewide 
WFTF and its 
Education & 
Training 
Subcommittee is 
ongoing. 

A training contract with 
NHADACA was signed to 
address CHSN’s identified 
training/education needs. 
Rollout of training plan made 
to CHSN partners in April 
2018; through June 30th, 77 
individuals have taken 
advantage of NHADACA 
trainings and 191 total from 
all training sources. 

Development of a Network Partner 
Employee Retention Incentive Plan 
(ERIP) 

CHSN Executive 
Director 

ERIP Plan 
development 
complete. Rollout 
of tiered incentive 
plan and criteria 
made to network 
partners in Sept. 
2017. Tracking of 
criteria began 
January 1, 2018. 

The ERIP criteria for network 
partners has been tracked 
and monitored since January 
1, 2018 by CHSN staff. First 
payout of ERIP funds will be 
made summer 2018 for the 
period 1/1/18 – 6/30/18. 
Funds can be utilized by 
agencies for purposes of 
employee recruitment, 
retention and satisfaction. 
Because CHSN received its 
full incentive payment for the 
SAR ending December 2017; 
then network partners who 
have met established criteria 
will receive a payout in 
July/Aug 2018.  

Implement plan for HIT improvements 
to  support integration 

HIT Leadership 
Team, all CHSN 
Members 

Contracts signed; 
All Tier 1 partners 
signed contracts 

CHSN signed contracts with 
CMT (for shared care plan 
and event notification) in 
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Implementation Activity/ Milestone:  
Network Development 

Responsible Party/ 
Organization 

Time line Progress Measure / Notes 

    
with CMT; 2nd tier 
partners 
underway Q1 – 
Q2 2018.  

October 2017 and MAeHC 
(for data aggregation) in 
December 2017. During this 
reporting period all of the 
Tier 1 partners (8 agencies 
including hospitals, FQHCs, 
BH and SUD providers) 
signed their CMT 
agreements.  

Implement plan for advancing 
practices and the overall network 
along a continuum of integrated health 
care delivery  

Integrated Health 
Leadership team, all 
CHSN members 
 

UNH/CHI 
performed their 
follow up round 1 
site self-
assessment 
surveys with 
CHSN partners in 
April/May 2018. 
The follow-up 
round 2 SSA is 
anticipated for 
September 2018. 

Results of the CHI follow-up 1 
site self-assessments were 
rolled out to partners by CHI 
at a B1-Integrated Health 
meeting held on June 29th. 
Recruitment of the Practice 
Transformation Specialist 
was put on hold.   
 

Implement plans for community 
projects that will develop capability for 
improved communication and 
coordination of patient care across the 
network 

Community Project 
Leadership Teams, 
all CHSN members 

Ongoing In process/ Ongoing; County 
corrections, recovery 
organizations, family 
resource centers, 
transportation agencies and 
supportive housing, etc. are 
at the table for our 
community project 
workgroups to support 
effective transitions of care 
and community re-entry.  

Continue to review network 
composition and adequacy for gaps 
and opportunities for member 
development 

CHSN Board Ongoing Governance subcommittee 
formed and recommended 
changes to the CHSN 
Operating Agreement in April 
2018 as well as provided a 
review of criteria for 
changing partner status 
(affiliate to member) and 
process for adding/changing  
the network composition as 
specified in governance 
documents. 

PPI-3: Addressing the Opioid Crisis  

One of the primary forces that propelled the development of the Community Health Services Network in 
2015 was the need for a coordinated response to the alarming rise in substance misuse and overdose in 
the region. Our project design includes two strategic pathways intended in part to increase the region’s 
capacity to address the opioid crisis. The D3 project will expand intensive outpatient treatment programs 
in the greater Laconia region and introduce brand new services in the Plymouth region and have 
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incorporated recovery coaches as part of the team. This community project is also closely linked with the 
C2 community re-entry project of justice involved youth and adults with substance use disorders. Each of 
these channels serves to further link activities to enhance care coordination and recovery supports to 
assure effective transitions and prevent relapse.  Additionally, CHSN partners continue to work to expand 
Medication Assisted Treatment (MAT) in the region, most notably through the two federally qualified 
health centers and the LRGH Recovery Clinic. Discussions have also taken place within the Belknap County 
Corrections facility to provide MAT services in the house of corrections. 

 Horizons Counseling Center has been working with the LRGH Recovery Clinic to expedite the admission 
of individuals in the D3 and C2 projects into MAT services through the LRGH Recovery Clinic and Horizons 
and the Recovery Clinic care management staff to work together to integrate medical and counseling 
services, do joint care management and have regular weekly contact about the participation, compliance 
and progress of each individual receiving services through both programs to ensure a consistent and 
coordinated approach to each client.  Discussions continue with County providers to explore the 
possibility of starting inmates on MAT medications such as Naltrexone and Suboxone two weeks prior to 
their release from confinement, either electronic monitoring, on probation or without ongoing 
supervision, with an appointment with counseling/treatment, recovery support services and with a MAT 
prescriber within a week of release.  CHSN continues to explore these opportunities as we continue to 
utilize all resources available to connect incarcerated individuals with the supports and resources needed 
to keep them stable and focused on recovery activities upon their release back into their communities.  

Horizons Counseling Center has also developed a cognitive behavioral and psycho-educational treatment 
group for individuals involved in MAT through prescribers in the community, with a focus on those 
involved in the LRGH Recovery Clinic.  The group utilizes both clinicians and recovery support workers to 
capitalize on the impact of both treatment and recovery support approaches to individuals with opioid 
use disorder.  Treatment providers and care management staff at Horizons and at the LRGH Recovery 
Clinic review each participant weekly and target group activities and educational presentations at the 
individualized needs of the participants as identified through this joint communication. Finally, Horizons 
prioritizes opioid users, IV drug users and individuals who have been hospitalized or treated by first 
responders for overdose.  IV drug users are seen within two business days of referral and integrated into 
the identified level of care or maintained with interim services until that level of care becomes available.  
In addition, Horizons and LRGHealthcare have developed protocols to ensure that, where appropriate, 
clients can be “fast tracked” to a MAT prescriber even before their full integration into 
counseling/treatment services.  

 

Implementation Activity/ 
Milestone:  
Addressing the Opioid Crisis 

Responsible Party/ 
Organization 

Time line Progress Measure / Notes 

Implement community projects 
that address the opioid epidemic 

SUD Expansion and 
Community Re-entry 
Project Leadership 
Teams, all CHSN 
members 

Ongoing In process; C2 and D3 projects 
address these needs within their 
plans 

Maintain referral and practice 
support relationships with MAT 
providers 

CHSN members Ongoing Key MAT providers are part of 
CHSN; Strong working 
relationships in place. Continue 
to work with Belknap County 
Corrections to consider offering 
MAT services in the jail. 

Partner with emergency response 
community on awareness and 

CHSN members Ongoing In Process; strong working 
relationships had been 
established with regional 
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Implementation Activity/ 
Milestone:  
Addressing the Opioid Crisis 

Responsible Party/ 
Organization 

Time line Progress Measure / Notes 

education efforts and naloxone 
distribution  

Continuum of Care and the 
Partners in Community Wellness 
(PicWell) team. Routine meetings 
were put on hold when CoC 
funding was cut and will resume 
in summer 2018 once funding has 
been reissued for a CoC 
coordinator in the region. 
Meetings help ensure awareness 
of each other’s efforts and 
activities surrounding substance 
misuse and the opioid crisis.  

Continue to review network 
composition and adequacy for 
gaps and opportunities for 
member development related to 
the opioid epidemic 

CHSN Board Ongoing Milestone met, Ongoing; A CHSN 
governance subcommittee was 
formed to establish  criteria for 
the process of identifying gaps in 
network composition and 
developing a process for adding 
new members and/or changing a 
CHSN partner membership type. 
When reviewed it was 
determined that the CHSN board 
composition was adequately 
served by appropriate 
constituents. 

 

PPI-4: Governance 

Community Health Services Network (CHSN) established as a Limited Liability Company to provide for a 
delegated model of governance. Each member organization designates an individual who serves as a 
Manager of the company. Meetings of the Managers are held no less than ten times per year at a date 
and time agreed upon by 2/3 of the Managers. Each Manager now has a named Alternate Manager which 
is on file with CHSN, who may also attend meetings and vote in the Manager’s absence. An important 
principle of the organization is that each Manager has one vote with respect to all matters requiring the 
action of the Board regardless of organization size or level of investment. Each appointed Manager will 
hold office until his or her successor is duly appointed by the appointing Member and qualified, or until 
his or her earlier death, resignation or removal.   

An annual meeting of the Members is held annually at a date agreed upon by the Members.  At the annual 
meeting, the Members will appoint the Managers, review and approve the annual operating budgets, and 
review the strategic plans of the Company, and such other matters as are typically addressed at an annual 
meeting.  

As stated previously in PP1-2, just one change occurred to the CHSN network composition during this 
reporting timeframe. We received a request for withdrawal from Northern Human Services as an affiliate 
member which went into effect in January 2018. CHSN remains open to adding additional key 
stakeholders if/when they or their field of expertise is identified as needed within a specific project or the 
IDNs overall goals. A CHSN governance subcommittee reviewed and presented to the board in April 2018 
its findings and recommendations regarding current board composition. It was determined and agreed 
that the existing board composition adequately represents all constituents needed for and related to the 
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work being performed within the DSRIP waiver projects. The CHSN Board of Managers remain the same 
as previously reported with fifteen member agencies. Due to retirement, CAP Belknap-Merrimack 
Counties’ Manager was previously  and is now . Currently, the executive 
officers of CHSN are , Chair (LRMHC), , Vice Chair (Horizons),  

, Treasurer (HealthFirst), and , Secretary (Lakes Region Community Services). It 
may be worthy of noting that one Member agency went through a name change in January 2018 so 
anything that formerly stated Genesis Behavioral Health is now Lakes Region Mental Health Center 
(LRMHC). 

 

Implementation Activity/ 
Milestone: Governance 

Responsible Party/ 
Organization 

Time line Progress Measure / Notes 

Convene monthly board 
meetings  

CHSN Chair and 
Executive Director 

Monthly, 
Ongoing 

Milestone met; Ongoing record of 
meetings minutes, % attendance is 
monitored 

Establish and support 
committees as needed to guide 
implementation of Network plans 
and activities 

CHSN Board  Ongoing, 
review 
committee 
structure as 
needed 

Milestone met; Committees formed 
in all essential and required areas 
of IDN operations and 
subcommittees are formed on an 
as-needed basis 

Review implementation progress 
and outcomes; take corrective 
actions as needed 

CHSN board and 
membership 

Ongoing In Process; Measures and data 
collection procedures reviewed by 
respective committees; those 
meeting minutes are shared and 
discussed at Board meetings by 
Project Lead 

Assess member satisfaction with 
CHSN operations and benefits of 
participation 

CHSN Executive 
Committee 

Annually; at 
network 
meeting TBD 

In Process; a CHSN network 
appreciation event is being planned 
for August 2018. On or around that 
time either a paper satisfaction 
survey or electronic survey tool will 
gather feedback from partners 
regarding CHSN operations and 
benefits of participation.  

 

PPI-5: Budget  

The total projected budget available to perform the work of all projects is $ . A budget of 
$  is allocated for Administrative expenses to perform the work which leaves $  in 
available funds to perform all related project work. Shown below you will see the identified expenses to 
date related to major activities for all projects totaling $ . CHSN-IDN 5 set aside a 10% reserve 
(of the available funds) of  to secure for potential DHHS matching fund uncertainties and a 
small reserve of $  was set aside for CHSN-IDN 5 achievement of performance metrics for a total 
of $ .  In Attachment_A1.6 you will find CHSN-IDN 5’s overall budget representing each project 
area and its respective budget.  
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DSRIP IDN Process Milestones  
DHHS will use the tool below to review and document each IDN’s Implementation activity. A score of 
“Met” will be scored for a timely and complete submission. A score of “Not Met” will be scored for late 
and/or incomplete information.  

Process 
Milestone 
Number 

Process Detail Submission Format  
Results (Met/Not Met) 

6/30/17 12/31/17 6/30/18 12/31/18 

PPI 

Project Plan 
Progress, 
including: 
Community 
Input, Network, 
Opioid Crisis 
Update, 
Governance, and  
Budget 
 

Narrative and budget 
spreadsheet   

   

 

  

Line Item CY 2016 
Actuals 

CY 2017 
Actuals 

CY 2018 
January 
to June 
Actual 

CY 2018 
July to 

December 
Projected 

CY 2019 
Projected 

CY 2020 
Projected 

CY 2021 
Projected 

Total 

Total DSRIP 
Projected 
Expenditures 

$         
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Project A1: Behavioral Health Workforce Capacity Development 

A1-3.  IDN-level Workforce Capacity Development Implementation Plan: 
Requirements, Timeline, Milestones and Evaluation Project Plan  
 
One change occurred within the CHSN network composition during this reporting period. Northern 
Human Services, an affiliate member providing mental health services in the Lincoln/Woodstock area, 
submitted their request for withdrawal in January 2018. Please see PPI-2 Network Development section 
for additional detail. 
 
CHSN continues to work diligently to make progress on its identified behavioral health workforce capacity 
activities. In our previous reporting period significant time was spent working with regional partners to 
identify what their providers’ education and training needs were to assist them in the work of our A1, A2, 
B1 and community C, D, and E projects. From this information gathering, a Master Training Matrix was 
developed that identifies the training, the provider types recommended to have it, agency names and 
potential numbers of providers requiring training. The Matrix was then used as a guide when having 
discussions with New Hampshire Alcohol and Drug Counselors Association (NHADACA) to developing a 
plan to meet our identified needs and formalize a training contract with them. A contract was signed on 
April 12, 2018 for NHADACA to offer CHSN partner trainings through webinars and in-person trainings. 
The contract allows for all CHSN partner agencies to register, at no charge to them or their employer, for 
any behavioral health, integrated health, or DSRIP project related educational trainings that may assist 
them in their work. We identified approximately a dozen “hot topics” from the Master Training Matrix 
that we are going to offer locally in addition to giving them access to the existing library of webinar topics 
on NHADACA’s web site as well as other trainings coordinated by NHADACA that they are also able to tap 
into. Having access to the number of related training topics needed for many of these clinicians, care 
coordinators, recovery support workers, etc. has proven to be extremely popular already with our 
partners’ staff and 77 individuals have already taken advantage of their offerings since April on a variety 
of topics. The first local training coordinated specifically for CHSN partners was held June 15th on the Basics 
of Motivational Interviewing. The second training being coordinated is scheduled for July 27th on The 
CONNECT Program: Recognizing and Responding to Suicide Risk in those Impacted by Substance Use 
Disorder. Other future trainings that are scheduled include: Opioid Addiction & Treatment: Understanding 
the Disorder, Treatment and Protocol; Ethical Concerns in Working with Individuals at Risk for Suicide: 
Looking Across the Lifespan; Intermediate Motivational Interviewing: Enhancing Skills Among Behavioral 
Health Professionals; Effective Communication Skills; Intervention Strategies & Skills for the Helping 
Professional and Cultural Competency: Communicating Across Boundaries. 
 
In addition to the NHADACA contract, CHSN is working closely with regional partners to share 
announcements of trainings being offered elsewhere such as at Lakes Region Mental Health Center. When 
they have space available, they notify us that others may join and we spread the word to our partners. 
Additionally, when a specific need for a specific group is identified, such as with our E5 community care 
coordinators, we have organized group-specific trainings such as Ethical Communication & Decision 
Making in an Integrated Care Environment which was put on by our regional expert Jacqui Abikoff just for 
our care coordination team in May. CHSN is also collaborating with Region 7 to co-sponsor a Co-Occurring 
Medical Conditions for Medical and Behavioral Health Providers two-part training September 27-28 and 
October 19, 2018 in the North Country. Additionally, CHSN is working with both Regions 1 and 7 to co-
sponsor and host an additional BDAS Initial Training on Addiction and Recovery at Plymouth State 
University in September as well. Through these collaborative efforts, our dollars can be stretched further 
to make for a better experience. Collaborating with other IDNs allows for us all to afford bringing in the 
expertise needed, host the event in an appealing meeting location, provide lunch/snacks, coordinate CEUs 
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for providers, be more efficient in our registration processes, and share the number of attendees by IDN 
as we each may have 10-20 interested participants but may not be able to fill the room just from our 
region so working together is quite favorable to everyone for various reasons.  During this reporting 
period, 167 individual trainings have been attended by CHSN partners in total and 191 individuals have 
been trained in identified training topics during the entire project timeline (includes 2017 activities).  

Additional workforce activities include CHSN’s involvement with the Statewide Workforce Taskforce 
(WFTF) and its subcommittees. IDN 5 has representation in the Statewide WFTF by both the CHSN 
Executive Director and Chair of the CHSN Board. The Executive Director, Audrey Goudie, serves on the 
statewide Training and Education subcommittee and CHSN Chair, Maggie Pritchard, serves as the Chair of 
the statewide Policy subcommittee. Each of the subcommittees continue to make great strides and 
progress during this reporting period.  The Training and Education subcommittee meets monthly unless 
due to a conflict or holiday and has created a crosswalk of each of the IDNs training and education plans 
with the statewide plan. This is how the strategic plan was developed and it prioritized the work of the 
subcommittee.  It also allows for the goals of the Training and Education subcommittee to be compared 
to the other WFTF subcommittees to identify synergies and reduce any duplication of efforts. The CHSN 
Board is updated of statewide and regional activities at its regular monthly board meetings through a 
verbal or written report and as of June 2018 the A1 workforce project will become an ongoing part of the 
B1-Integrated Healthcare agendas when they meet to keep everyone informed of regional and statewide 
workforce activities and learn of activities going on that we may not be aware of. 
 
• Educating and training, including gaps in educational preparation of behavioral health providers’ 

workforce readiness upon graduation. Progress made: CHSN-IDN 5 is providing an abundance of 
education and training for behavioral health providers employed within the region. To reach students 
prior to graduation is a unique approach which has not been tackled by our IDN independently; 
however we believe this is one of many efforts that will be addressed through working collectively 
with others via the statewide WFTF and those approaches will assist in reaching both high school and 
college level students prior to graduation. We anticipate efforts would not just assist with and 
encourage their interest in, but also for best preparing for a future in the field of behavioral health. 

• Recruitment of new providers and staff. Progress Made: The community projects projected a total of 
28.75 FTEs to operationalize the three projects. There have been 6 FTEs hired or assigned to the C2 
project of the projected 8; there have been 5.1 FTEs hired or assigned to serve on the D3 project out 
of the projected 9.45; and a total of 8.9 FTEs hired out of 10.3 for the E5 project. To date, 70% of all 
positions have been filled for our community driven projects.  
 

• Retention of existing staff, including the IDN’s targeted retention rates. Progress Made: The CHSN 
Employee Retention Incentive plan (explained in detail in section PPI-2) began on January 2, 2018. 
Network partners have the opportunity to receive an incentive payment of either $5,000/ $10,000/ 
$15,000 depending on their identified “tier” which is based on agency type and level of IDN 
involvement. The incentive payments will be paid out every six months from January 2018 – 
December 2020 in either July/August or January/February to keep in line with the DSRIP incentive 
payments made to IDNs if we receive our full incentive payment from DHHS for meeting goals in every 
six month reporting period. This enticement was set up to keep partners engaged in our work by being 
accountable, producing data when needed, as well as being responsive to CHSN requests and being 
present at meetings. The objective of course is to assist partners by putting dollars back in their 
pockets to utilize for their specific retention and recruitment efforts, loan repayment, merit increases, 
assistance with tuition, however they see fit as long as it goes towards their employees. CHSN began 
tracking agencies performance in January based on the established criteria and anticipates cutting the 
first ERIP payments in August 2018. Upon polling our network partners in December to update their 
workforce capacity numbers, (see table A1-5 below) we received new information concerning our 
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regional workforce. Given these new numbers and utilizing a few assumptions, the current retention 
rate is 91.26% with a current vacancy rate of 21.13%  

 
• Strategies to support training of non-clinical IDN staff in Mental Health First Aid. Progress Made: Both 

the Statewide Workforce Taskforce training and education subcommittee and CHSN’s Master Training 
Matrix address strategies to support the training of non-clinicial staff in Mental Health First Aid. CHSN 
supported the work of Riverbend Community Mental Health Center who offered a Mental Health First 
Aid train-the-trainer program in April 2018 to increase trainer capacity in the state. That said the 
current state-of-our region is well equipped as there are currently two trainers on staff at LRMHC that 
were trained by the MHFA National Council that CHSN financially supported. Riverbend also has 2-3 
trainers and NAMI NH has four which are certified in not just Adult, but also in Veterans, Youth and 
Older Adult. NAMI NH also just completed a grant in which they intend, if funded, to offer MHFA to 
all first responders (police, fire and EMS) in the state of NH. Laconia School District has five MHFA 
youth trainers. If further need and support is identified, we will likely support additional trainings in 
the region through our NHADACA training contract at a later date. 

 
• Additional strategies identified in the Statewide Workforce Capacity Strategic Plan. Progress Made: 

Some of the highlights of the Policy subcommittee work that is going on statewide and regionally 
include:  
 Provided testimony on approximately 6 related workforce bill  
 Participated in work group with Senators Feltes and Bradley relative to supervision of license 

seeking MH professionals  
 Met with MH Practice board to establish relationship and outline priorities 
 Kept up with WF legislative efforts including Inter-operability / telehealth  
 Reviewed current efforts relative to expansion of telehealth services in NH  
 Crafted letters in support of legislation on behalf of the greater task force  
 Attended RACI training  
 Provided input for OPLC changes that support recent legislation relative to reciprocity  

 
The Training and Education subcommittee met in February, April and June with a great deal of activity 
occurring during this reporting period. Below are just some of the highlights of the activities that have 
taken place.  
 
Antioch University:  New Hampshire Primary Care Behavioral Health Workforce Initiative - 
www.NHPCBHWorkforce.org 
 List of post-degree programs for licensed behavioral health clinicians such as psychologists, 

clinical social workers, or other counselors who could use training in how to adapt their clinical 
skills to a primary care environment 

 Negotiated a 25% reduction in cost of the Primary Care Behavioral Health course at the UMass 
Medical School Center for Integrated Primary Care for any clinician working in New Hampshire.  
The course is online.   

 Negotiated a 25% reduction for the Integrated Care Manager course at the Center.  This course is 
online as well.  You could conceivably have a lower level staff member (MA, Community Health 
Worker, Interpreter) who showed promise take the care manager course and take on new 
responsibilities.   

 Practice Facilitator training modules –training modules to orient PCMH practice facilitators on the 
ways to combine Behavioral Health Integration with PCMH practice transformation. 

 Assembled a list of Masters degree programs for employees interested in becoming a licensed 
behavioral health clinician.  These programs can be completed without having to leave current 
employment.   

http://www.nhpcbhworkforce.org/
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 Integrated Primary Care Training Modules for future behavioral health students will be ready later 
in 2018 

 
University of NH, Institute on Disability:  NH Children’s Behavioral Health Workforce Development 
Network https://iod.unh.edu/projects/nh-childrens-behavioral-health-workforce-development-network 
 
 UNH has training modules based on the NH Children’s Behavioral Health (NHCBH) Core 

Competencies.  They have formed a task force, NHCBH Workforce Development Network, that is 
working to design concrete behavioral health workforce development pathways, with a focus on 
attracting workers from under-represented populations and peer support workers into the BH 
field.   

 
Other Activities: 
 Medication Assisted Treatment (MAT) training module:  MAT Best Practice education program is 

in final editing stages  
 Addiction 101:  Initial Training on Addiction & Recovery:  NH BDAS offers this program in Concord 

on a quarterly basis but offered to bring three trainings to the IDN regions.  Region 3 and 4 co-
hosted a training in May 2018; Region 1, 5, and 7 are co-hosting a training in Plymouth on 
September 20, 2018; and Region 6 will be hosting a training in the fall of 2018 

 Dartmouth Hitchcock Substance Use and Mental Health Initiative:  DHMC working on training 
modules to address training needs related to substance use disorders and mental health 
http://med.dartmouth-hitchcock.org/sumhi.html 

 Mental Health First Aid:  Riverbend CMHC hosted a successful Mental Health First Aid train-the-
trainer program in April 2018 and trained 30 individuals.   

 Health Career Catalogs: Area Health Education Centers are working to revise health career 
catalogs to incorporate more behavioral health careers.  The IDNs have each agreed to contribute 
$4,000 to support the revisions and will receive catalogs for distribution in their networks to 
promote behavioral health careers. 

 NH Higher Education Behavioral Health Workforce Roundtable: Southern NH Area Health 
Education Center has convened a group of higher education academic institutions offering 
behavioral health programs to gain an understanding of what programs, degrees and certificates 
are currently being offered through higher education.  This roundtable will offer a way to work 
together to identify potential gaps in workforce development and identify strategies for 
addressing these gaps.  The group will meet quarterly.  To date the roundtable has looked at an 
inventory of existing behavioral health academic programs in NH and has looked at brought 
employers together from hospital systems, FQHCs, Mental Health Centers, and social service 
organizations together to look at workforce needs and discuss labor statistics.  Future 
conversations will include discussions on accreditation, clinical rotations, and curriculum 
development. 

 Centralized Training Calendar:  The Training & Education Subcommittee has recommended that 
the Myers & Stauffer CPAS website serve as the centralized training calendar for the IDNS.  It was 
suggested that each IDN send Myers & Stauffer their training calendar, and include which 
trainings are open to other regions, and which are closed. 

 Speaker’s Bureau/Training Capacity:  All IDNs were asked to send Region 7 IDN a list of any 
trainers/presenters within other regions, so all this information can be collated together and 
shared. 

 Integrated care team roles, job descriptions, and functions:  The training and education 
subcommittee has suggested to use SAMHSA as a resource to define these 

 
 

https://na01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fiod.unh.edu%2Fprojects%2Fnh-childrens-behavioral-health-workforce-development-network&data=02%7C01%7Caallin%40nchcnh.org%7Cbf15a824339242b706d908d57d10671a%7Cdd987f63d3164cc39fb3cf9f579a041d%7C0%7C0%7C636552431784246599&sdata=zCECgzcQcK46Ez%2FTHJVT4LLhS2vsUZvB0s063Og0TmA%3D&reserved=0
http://med.dartmouth-hitchcock.org/sumhi.html
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• Any special considerations for workforce development related to the IDN’s Community- Driven 

Projects (C2, D3 and E5), including unique training curricula and plans. Progress Made: Within the 
CHSN Master Training Matrix it includes opportunities for team building, the use of utilizing and 
understanding Smartsheet as a tracking mechanism, ethical communications and confidentiality, 
cross-training of job functions, training on the use of CHSN-IDN 5’s universal consent forms, etc. 
Additional training plans are addressed within each project section and an attachment with each 
project-specific training plan can be found there.  

 
Timeline, Milestones and Evaluation Project Plan  
The table below outlines the key activities, milestones and timelines, responsible party, and progress 
measures for the Workforce Capacity Development Implementation plan. Following this table is the 
Master training plan for CHSN-IDN 5 to support Workforce Capacity Development.  Smartsheet detail and 
timeline is included as a graphic at the end of this section and included as Attachment_A1.3 
 

Implementation Activity/ Milestone Responsible Party/ 
Organization 

Time line Progress Measure / 
Notes 

Participate with representatives of other IDNs in 
developing and implementing state level policy 
improvements and other strategies for 
strengthening the BH workforce and develop 
Statewide Workforce Capacity Plan 

CHSN Executive 
Director; 
Workforce Lead – 
Executive Director 
Genesis 

By June 30, 
2017  

Milestone Met; 
regular participation is 
ongoing; statewide 
workforce plan 
developed and Maggie 
Pritchard, CHSN Chair 
is also Chair of the 
Policy subcommittee 

Identify and update workforce training needs 
assessment 

CHSN Executive 
Director, MSLC 

By July 31, 2017 Milestone Met; 
Facilitated meetings 
were held to assess 
workforce training 
needs with 3 segments 
of the IDN: BH/SUD 
Providers; 
Hospitals/Primary 
Care/FQHC’s/Home 
Health agencies; and 
other Community 
Service Agencies  

Develop a training matrix of CHSN-IDN 5 training 
needs and area resources 

CHSN Project 
Manager 

By September 
30, 2017 with 
ongoing 
updates 

Milestone Met 

Implement IDN-specific training plan  CHSN Executive 
Director 

Initiate by 
November 1, 
2017 and 
ongoing 

Milestone Met; 
ongoing. 191 
individuals trained to 
date; 167 during this 
reporting period.   

Initiate recruitment of Training Coordinator CHSN Executive 
Director 

Initiate by 
October 1, 
2017. - CLOSED 

Milestone Met; job 
posted, one interview 
held though no offer 
made. A decision was 
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Implementation Activity/ Milestone Responsible Party/ 
Organization 

Time line Progress Measure / 
Notes 
made in Nov. 2017 to 
contract with training 
agencies to provide 
this resource and 
courses identified to 
within our Master 
Training Matrix rather 
than hire a training 
coordinator. 

Initiate discussions with New Hampshire Alcohol 
& Drug Abuse Counselors Association and 
Northern NH AHEC to provide training plan 
needs 

CHSN Executive 
Director 

By November 
2017 

Milestone Met; CHSN 
contracted with 
NHADACA in April 
2018 to coordinate 
and offer trainings 
identified within the 
scope of our projects. 
We will continue to 
discuss opportunities 
to work with Northern 
NH AHEC on trainings 
as the need or 
opportunity arises. 82 
individuals have 
received NHADACA 
offered trainings to 
date. 

Develop criteria and obtain board approval for 
providing employee retention incentive 
payments to participating agencies  

CHSN Executive 
Director 

By November 
15, 2017 

Milestone Met 

Develop and communicate policies and 
procedures for agencies to achieve employee 
retention incentive payments 

CHSN Executive 
Director 

Initiate by 
December 15, 
2018 and 
ongoing 

Milestone Met 

Provide employee retention incentive payments 
to participating agencies and monitor effect on 
recruitment and retention 

CHSN Executive 
Committee 

Initiate 
payments upon 
receipt of IDN 
incentive 
payout (mid-
August 2018) 
and ongoing 

In Process; initial 
payment to partners 
will be made in August 
2018 for prior 
achievements now 
that CHSN knows it 
received its full 
incentive payment 
from DHHS for their 
Jul-Dec 2017 SAR.  

Develop criteria and obtain board approval for 
providing financial support for IDN-related staff 
pursuing licensure or certification in their fields  

CHSN Executive 
Director 

Initiate by April 
1, 2018 

In Process; a Board 
subcommittee was 
formed to develop 
criteria for those 
seeking financial 
support. The rollout of 
this program has not 
occurred yet with 
network partners as 
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Implementation Activity/ Milestone Responsible Party/ 
Organization 

Time line Progress Measure / 
Notes 
we want to present it 
at the same time as 
the Statewide Loan 
Repayment Program 
details are shared. 
Slated to occur 
Aug/Sept. 2018.   

Develop and communicate policies and 
procedures for agencies to request licensure / 
certification support on behalf of staff 

CHSN Executive 
Director 

Updated to Q3 
2018 

Pending; awaiting the 
rollout of SLRP to 
network partners; 
information on both 
SLRP and 
licensure/certification 
support will be 
announced together. 

Provide reimbursement to staff pursuing 
licensure / certification and monitor effect on 
recruitment and retention 

CHSN Executive 
Committee 

Updated to Q3 
2018 

Pending; due to 
timeline shift for 
rolling program out to 
network partners this 
will likely not occur 
until Q4 2018. 

Research NH’s loan repayment program and 
develop IDN specific criteria to model after this.   

CHSN Executive 
Director 

Initiate April 1, 
2018  

In Process; Ongoing 
conversations with 
Alisa Druzba with the 
State Loan Repayment 
Program (SLRP) have 
taken place and we 
anticipate creating a 
unique opportunity to 
assist with providing 
matching funds (up to 
$150,000) for CHSN-
IDN 5 network 
partners’ staff 
applying for SLRP 
funds. Anticipated 
formalization of the 
program specifics 
should occur 
Aug/Sept. 2018 at 
which time this 
information AND 
information regarding 
reimbursement for 
licensure/certifications 
of partner staff will 
also be rolled out.  

Present criteria and obtain board approval for 
providing loan repayment for key IDN-related 
staff 

CHSN Executive 
Director 

Initiate by July 
2018 

In Process; Pending 
discussions with Alisa 
Druzba with SLRP we 
anticipate formalizing 
program specifics for 
CHSN-IDN 5 partners. 
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Implementation Activity/ Milestone Responsible Party/ 
Organization 

Time line Progress Measure / 
Notes 
Information will be 
rolled out to partners 
Aug/Sept. 2018 
timeframe. 
Framework will be 
discussed with CHSN 
Board at July 2018 
meeting. 

Develop and communicate policies and 
procedures for key agencies to request loan 
repayment support on behalf of staff 

CHSN Executive 
Director 

Initiate by June 
2018 and 
ongoing 

In Process; loan 
repayment through 
SLRP will follow the 
exact criteria already 
established. CHSN-IDN 
5 intends to serve as a 
matching fund 
contributor similar to 
an employer, details 
are still being finalized. 

Provide loan repayment to key staff and 
monitor effect on recruitment and retention 

CHSN Executive 
Committee 

Updated to Q3 
2018 and 
ongoing 

Pending; Loan 
repayment from 
CHSN-IDN 5 will not be 
directly paid to staff 
but rather through the 
existing SLRP program 
as a matching fund 
mechanism. After one 
year we will review 
fund balance and if 
appropriate, in order 
to spend down the 
dollars, we will design 
another mechanism to 
assist key staff with 
loan repayment more 
directly. 

 
Workforce Professional Development Training and Evaluation Plan: Improve quality of health care for 
BH/SUD high-needs population by increasing the understanding and education of direct and non-direct 
health care workforce that serve this Medicaid population.  Note - specific milestones are captured on 
Smartsheet timeline(s). 
 
As previously report, a comprehensive Master Training Matrix was developed for each community-driven 
project that identified the specific number of trainees by position type and by agency. This Master Training 
Matrix was then utilized to identify which trainings were the most critical to provide and a plan was 
developed to offer them to CHSN-IDN 5 participants. CHSN held several meetings with New Hampshire 
Alcohol and Drug Abuse Counselors Association (NHADACA) and Northern NH AHEC to see if, between the 
two agencies, they could offer all of the trainings identified in our Master Training Matrix. The primary 
agency capable of meeting our variety of needs was NHADACA and a contract was signed to attain their 
services on April 12, 2018. CHSN will still pursue certain training opportunities with Northern NH AHEC 
however, those will be on an individual, as-needed basis and we do not foresee signing a contract with 
them. Training attendance is tracked by CHSN staff and is kept up to date on an ongoing basis. A monthly 
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report from NHADACA provides all who participated in either online or in person trainings. And though it 
is difficult to collect 100% of all related trainings by our network partner staff/employees, we do remind 
community project workgroups to forward any trainings they have attended to include in our training 
tracker. However, because several have access to training offerings that are not coordinated by or through 
CHSN, we are unable to gather all trainings that our partners are involved in as they pertain to the work 
of the DSRIP waiver. 
 
Exploratory conversations have begun with  with the NH State Loan Repayment Program. 
CHSN-IDN 5 has set aside funds within its budget to aid the SLRP in an effort to assist CHSN-IDN 5 partner 
employees with loan repayment. The State is waiting for confirmation of new funding which is expected 
in July 2018. Discussions will continue after this is known at which time we intend to develop a formal 
program and criteria to roll out to CHSN-IDN 5 partners in Q3 2018 as to how they can participate in this 
extremely helpful program offering financial assistance. CHSN-IDN 5 will serve as the “matching entity” 
similar to what an employer would, which provides our regional applicants priority as candidates. Further 
details are to be worked out in a meeting scheduled for August between CHSN Executive Director and Ms. 
Druzba.  

A1-4.  IDN-level Workforce: Evaluation Project Targets 
Given several community project workgroups have just completed the development of their evaluation 
tool(s) in Q2 2018, the tool itself is not yet been utilized or it has just begun. Project workgroups will be 
formalizing their workflows which will identify when, where, how and by whom these will be administered 
by and to. Also, just one (E5) of the two community projects has really been in full effect during this 
reporting period; whereas the C2 and D3 projects just became operational. Therefore, it is unrealistic that 
meaningful data would be available until the next reporting period.  

Below you will find a snapshot of the CHSN-IDN 5 training tracker, (See Attachment_A1.4) which is the 
tool utilized by CHSN to capture all trainings and IDN partner attendance to date. This is not fully-
comprehensive of all trainings going on with partners but it is a significant number of them. CHSN receives 
a spreadsheet monthly from NHADACA which identifies who attended which training and who is signed 
up for future trainings. Additionally, members of the three community projects are asked to forward any 
relevant trainings that are being attended so those non-NHADACA sponsored educational opportunities 
and trainings are also captured.  
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Performance Measure Name Target 
Progress Toward Target 

As of 12/31/17 As of 6/30/18 As of 
12/31/18 

Trainee satisfaction At least 85% of 
training 
participants rate 
training programs 
as either 
“excellent” or 
“very good” in an 
evaluation survey 

Of the 3 DSRIP 
101 programs 
held totaling 35 
participants (31 
evaluations 
received), there 
was a 97% 
satisfaction rate 
received on 
evaluation 
survey 

3 DSRIP 101 programs 
were held in 2018 at 
which 32 participants 
attended and 23 
evaluations were 
received. Of those the  
presentation received a 
100% satisfaction rate 
based on receiving either 
a “very good” or 
“excellent” rating in the 
evaluation. The one in-
person training on 
Motivational Interviewing 
offered by NHADACA in 
this reporting period 
received an overall score 
of 4.6 out of 5.  

 

Trainees will demonstrate 
knowledge and skill gains as 
measured by pre / post 
training assessment 

To be determined 
appropriate o 
each specific 
training 

Under 
development; 
will vary based 
on training type 

In Process; Ongoing;  
NHADACA utilizes an 
evaluation tool for all 
trainings offered and 
provides CHSN-IDN 5 with 
results on monthly basis. 

 

Total number of training 
participants 

To be determined 
appropriate to 
each specific 
training 

DSRIP 101 = 24 
Attendees; 2-
day Suicide 
Prevention 
academy = 4 
attendees; PSU 
Suicide 
prevention & 
Awareness = 1 
attendee  

A total of 167 individuals 
have been trained on 
various BH/Integrated 
health care topics in this 
reporting period (191 
since Q4 2017). 77 of 
those were through 
NHADACA offerings. 

 

Average recruitment time for 
key BH positions (see 
comprehensive list of provider 
types in next section - specific 
position types included in this 
measure to be determined)  

Less than 90 days Pending; CHSN 
has not 
identified a 
mechanism to 
work with 
partners when 
they are 
recruiting new 
staff to capture 
this data.  

In Process; specific 
position types to capture 
average recruitment were 
identified.  
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Performance Measure Name Target 
Progress Toward Target 

As of 12/31/17 As of 6/30/18 As of 
12/31/18 

Overall key position current 
(point in time) vacancy rate  

Less than 10% 
(current baseline 
estimated at 12%) 

In Process; 
based on an 
updated 
workforce 
capacity poll 
performed in 
December (see 
table A1-5) the 
identified 
vacancy rate is 
currently 
19.63%. Of note 
- given the 
increased need 
for workforce 
due to IDN-
specific projects 
it also 
increased the 
number of 
vacant 
positions which 
increased the 
vacancy rate 
since the last 
report which 
did not change 
our numbers 
favorably.    

In Process; Ongoing; 
Based on updated 
workforce capacity poll 
performed in June 2018 
(see table A1-5) the 
identified vacancy rate is 
currently 21.13%.  

 

Number of IDN-related staff 
receiving financial support to 
pursue licensure / certification 

To be determined 0 0; under development - 
will be rolled out to 
partners in Q3 2018 in 
conjunction with details 
regarding the State Loan 
Repayment Program 
(below). 

 

Number of IDN-related staff 
receiving loan repayment 

To be determined 0 0; under development – 
phone meetings have 
occurred with SLRP to 
formalize a plan for 
CHSN-IDN 5 to assist in 
funding the loan 
repayment our network 
partner’s applicants. This 
will be rolled out to 
partners in Q3 2018 
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A1-5.  IDN-level Workforce: Staffing Targets   
CHSN-IDN 5 performed a baseline Workforce Capacity Development assessment of the region’s gaps 
pertaining to primary care, behavioral health and SUD. The repeat assessment was performed in June 
2018 and the results are reflected in the table below. A few anomalies were due to LRGHealthcare and 
LRMHC not completing the assessment for all positions, just for DSRIP waiver positions. Additionally, Lakes 
Region Community Services provided entire employee data (which hadn’t been collected previously) and 
increased our the community health worker and direct support workers in the numbers below.  

Provider Type 

IDN 5 Workforce (FTEs) 

Projected 
Total Need 

Baseline 
Staffing 

on 
6/30/17 

Staffing 
on  

12/31/17 

Staffing 
on 

6/30/18 

Staffing 
on 

12/31/18 

Social Worker (LICSW) 21.8 17.3 12.3 14.9  

Counselor (LMHC, LFMT) 25.5 23.5 17.5 12.5  

SUD counselor (MLADC) - masters 
level 9 2 2 3.5  

SUD counselor (LADC) 8.5 4 4 5.5  

Peer recovery support worker 15.5 6 4.5 6.5  

Clinical psychologist (MA, PsyD, PhD) 4 4 4 4  

Psychiatrist (MD) 9.1 7.1 3 1  

Psychiatric Advanced Practice Nurse 
(APRN) 8 6 2 2  

Psychiatric nurse (RN) 4 3 4 3  

Psychiatric Physician Assistant (PA) 0 0 0 0  

Social worker (BSW) 96.6 86.6 87.6 78  

Case Manager  9 7 15 19.5  

Medical Assistant (MA, CMA) 20 19 40 25  

Care Coordinator (RN) 15.48 7.99 10.49 7.99  

Care Coordinator (non-RN) 3 1 2 3  

Health coach 10 8 6 4  

Community Health Worker 1 1 1 49  
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Provider Type 

IDN 5 Workforce (FTEs) 

Projected 
Total Need 

Baseline 
Staffing 

on 
6/30/17 

Staffing 
on  

12/31/17 

Staffing 
on 

6/30/18 

Staffing 
on 

12/31/18 

Direct support worker 222 188 189 276  

Health (or other) navigator 3 3 3.9 2.9  

Primary Care Physician (MD) 28.3 20.1 33 33  

Primary Care Advanced Practice 
nurse (APRN) 31.3 23.8 28.5 23.5  

Primary Care Physicians Assistant 
(PA) 2.35 2.35 3 3  

Social worker (MSW) 56.2 42.2 44.8 39.2  

Primary Care Medical Assistant (MA) 25 19 17 19  

Primary Care Nurse (RN, LNA) 61.4 48.4 61.4 84.5  

Benefit navigator/financial assist. 
Coordinator 8 8 7.27 3.27  

 

A1-6.  IDN-level Workforce: Building Capacity Budget 
CHSN-IDN 5 began hiring for key positions to support its project needs immediately upon receiving 
Implementation Plan approval. Please note that positions hired during this reporting period are reflected 
within each community-driven section respectively. In brief, the C2-Community Re-Entry project 
projected the need for 8 positions to support the project and have hired 6. The D3-Expansion of Intensive 
SUD Treatment Options project projected the need for 9.45 positions to support the project and have 
hired 45.1.  The E5-Enhanced Care Coordination project projected the need for 10.3 positions to support 
the project and have hired 8.9. Thus, to date, 70% of all identified staff have been hired to perform the 
functions of the community-driven projects.  CHSN hired a full-time Data Analyst in January and a new 
Project Manager was also brought on board May 30, 2018.   
 
CHSN-IDN 5 developed a comprehensive training plan in 2017 to support the workforce capacity 
development. This plan identifies all trainings needed and by whom by position type and/or community-
project. This plan was used by NHADACA to determine how to best meet our needs as we have signed a 
training contract with them in mid-April 2018 to begin providing trainings to CHSN-IDN 5 partners. Primary 
emphasis prior to this date was on recruiting and hiring the workforce required to implement our projects. 
Actual expenditures for recruitment, hiring and training will be reflected within each of the project specific 
budgets as it pertains to staff hired to support projects. There has been one change made to the A1-
Workforce Development budget in that the line item labelled “training contract” was originally built into 
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the B1-Integrated Healthcare budget and has now been moved to the A1 -Workforce Development budget 
to more accurately capture all expenditures as they relate to workforce training.  A phone call with DHHS 
was made to inquire about moving this line item from one project to another (no dollar amounts changed) 
and they did not have a problem with us doing so; however they requested it be addressed within our 
narrative as I am documenting here. Funds were budgeted to support CHSN-IDN 5 participation in 
statewide trainings, IDN 5 specific regional trainings to support integrated practice development, 
licensure or certification support for recent graduates, loan repayment to support provider recruitment 
or retention, a training contract to provide required trainings through NHADACA or other agencies and an 
Employee Retention Incentive Plan was developed to assist in training, retention and overall employee 
satisfaction for CHSN member and affiliate organizations. Expenditures for this reporting period can be 
found below. Please note the overall CHSN-IDN 5 five-year waiver budget will be found as 
Attachment_A1.6 
 

 
 

A1-7.  IDN-level Workforce: Table of Key Organizational and Provider 
Participants 
Key organizations and providers participating in the IDN to support workforce development are displayed 
in the table below. One update reflected is due to the removal of Northern Human Services, a community 
mental health center operating in Lincoln, NH, which requested to withdraw from CHSN-IDN 5 due to 
extremely limited involvement with our IDN and their much larger involvement with IDN 7. They 
expressed their ongoing interest in working with us; however did not feel it was appropriate given their 
capacity, to remain in two IDNs. Below you will note that the 14 organizations identified as participating 
in the B1 – Integrated Care project are listed first, all other CHSN-IDN 5 partner organizations follow.    

Organization Name Organization Type Associated with IDN Projects (A1, 
A2, B1, C, D, E) 

LRGH - Westside Healthcare Hospital practice A1, A2, B1 

LRGH - Caring for Kids Hospital practice A1, A2, B1 

LRGH – Laconia Clinic Hospital practice A1, A2, B1 

LRGH – Lakes Region Family Practice Hospital practice A1, A2, B1 

LRGH - Belknap Family Health - Meredith Hospital practice A1, A2, B1 

LRGH – Belknap Family Health - Belmont Hospital practice A1, A2, B1 

LRGH – Hillside Family Medicine Hospital practice A1, A2, B1 

Speare Primary Care Hospital practice A1, A2, B1 
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Organization Name Organization Type Associated with IDN Projects (A1, 
A2, B1, C, D, E) 

Speare Pediatric and Adolesent Medicine Hospital practice A1, A2, B1 

Mid-State Health Center FQHC A1, A2, B1, C, D, E 

HealthFirst Family Care Center FQHC A1, A2, B1, C, D, E 

Lakes Region Mental Health Center CMHC A1, A2, B1, C, D, E 

Horizons Counseling Center SUD treatment 
provider 

A1, A2, B1, C, D, E 

Riverbend Community Mental Health CMHC A1, A2, B1, C, D, E 

Lakes Region Community Services Social Services 
Organization 

A1, A2, C, D, E 

Partnership for Public Health Public Health Agency A1, A2, C, D, E 

Pemi-Baker Community Health Home Health Agency A1, A2, E 

CAP Belknap-Merrimack Counties Community Action 
Program 

A1, A2, C, E 

Central NH VNA & Hospice Home Health Agency A1, A2, E 

Communities for Alcohol & Drug-free Youth (CADY) SUD Prevention 
Agency 

A1, A2, C 

Franklin VNA & Hospice Home Health Agency A1, A2, E 

Newfound Area Nursing Association (NANA) Home Health Agency A1, A2, E 

Ascentria Social Services 
Organization 

E 

Belknap County Corrections C 

Bridge House Homeless Shelter C, D, E 

Community Bridges Peer Support Agency A1, A2, E 

Cornerbridge Peer Support Agency A1, A2, E 

Crotched Mountain Foundation Disability Services 
and Support 

E 

Easter Seals/Farnum North SUD Treatment 
Agency 

A1, A2, D 

Grafton County Corrections C 

Granite State Independent Living Disability Services 
and Support 

E 

HOPE for NH Recovery Recovery Support 
Organization 

A1, A2, C, D, E 

Merrimack County Corrections C 

National Alliance on Mental Illness – NH Peer Support Agency C, E 

Navigating Recovery of the Lakes Region Recovery Support 
Organization 

A1, A2, C, D, E 

NH Alcohol and Drug Abuse Counselors Professional 
Association and 
Training 

A1 
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Organization Name Organization Type Associated with IDN Projects (A1, 
A2, B1, C, D, E) 

NH Veterans Home Long term care A1, A2, E 

Plymouth Area Resource Connection Recovery Support 
Organization 

A1, A2, C, D, E 

 

Project Scoring: IDN Workforce Process Milestones 
DHHS will use the tool below to review and document each IDN’s Workforce Project activities. Grayed 
areas indicate that no submission is expected for the time frame. A score of “Met” will be scored for a 
timely and complete submission.   A score of “Not Met” will be scored for late and/or incomplete 
information.  

Process 
Milestone 
Number 

Process Detail Submission Format  
Results (Met/Not Met) 

6/30/17 12/31/17 6/30/18 12/31/18 

A1-3 

IDN-level 
Workforce 
Capacity 
Development 
Implementation 
Plan 

Narrative & Microsoft 
Project or similar platform  

   

A1-4 Evaluation 
Project Targets Table     

A1-5 
IDN-level 
Workforce 
Staffing Targets   

Table  
   

A1-6 
IDN-level 
Workforce 
Capacity Budget 

Narrative and Spreadsheet  
   

A1-7 

IDN Workforce 
Key 
Organizational 
and Provider 
Participants 

Table  

   

 

Attachment_A1.3 
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Project A2: IDN Health Information Technology (HIT) 
to Support Integration 

 
A2-3.  IDN HIT/HIE: Implementation Plan: Requirements, Timeline, Milestones 
and Evaluation Project Plan 
Major activities and milestones identified for IDN development to support integration at the practice and 
community level are intended to: 

• Assist selected organizations to achieve the desired and / or optional HIT standards with 
particular emphasis on providers with a significant proportion of Medicaid clients, such as 
FQHCs, and key behavioral health care providers.  

o Progress Made: Many of these organizations have been working individually without 
IDN funding or assistance to provide additional technical capabilities for clinic use as 
well as patient outreach. 

• Install, train and support a shared application for event notification, patient risk identification 
and inter-agency shared care planning (CMT PreManage).   

o Progress Made: All contracts between our Wave 1 and Wave 2 participants and CMT have 
been signed as of June 2018. There were some major hurdles to overcome regarding 42 
CFR Part 2 with both Horizons Counseling and the hospital systems but all issues have 



NH DHHS DSRIP Implementation IDN Process Measures Reporting Guide 33 
 

been addressed via legal documents with CMT (QSOA/BAA) as well as updated consent 
forms following the presentation by Lucy Hodder and 42 CFR Part 2 workflows within 
PreManage Primary that were added by the development team at CMT. CMT also 
designed consent forms for any participant in the IDN to use however CHSN-IDN 5 will be 
utilizing the Authorization and Consent documents developed within our region that were 
drafted by a B1-Integrated care subcommittee which included Jacqui Abikoff who is 
considered a privacy and confidentiality expert in our region and the state. At this point 
in time, two of our partners (Riverbend and HealthFirst) are live with PreManage Primary 
and their Community Care Coordinators are using it. The hospital systems in our region 
have been in contact with CMT to schedule a kickoff meeting for the PreManage ED 
implementation that they will be pursuing for live notification of emergency department 
utilization in the region. This will be a tremendous asset for our IDN since the hospitals 
have not been able to share ED utilization measures with us due to their EHR (Cerner) 
restrictions coupled with restricted resource. Using PreManage cohorts, we will now have 
a tool to help us track measures and monitor reporting progress for the  B1  and E5 
projects. Wave 3 partners have not had any meetings with CMT to date. CHSN-IDN 5 is 
waiting for all Wave 1 and Wave 2 participants to be implemented before including home 
health, social service, recovery and peer support, housing and homeless organizations, 
and county facilities. 

• Select, install, train and support a data aggregation application to facilitate clinical and financial 
analytics across the network.  

o Progress Made: In the review by MAeHC for reporting measures during the time period 
of July 2017 – December 2017, CHSN-IDN 5 was in the top three of the IDN’s in respect to 
the number of patients captured in the denominator for eligible CCSA visits. The 
population captured in this reporting period was approximately 40% of the overall 
attributed Medicaid population for our region. Our manual data submitters have not been 
able to submit data due to their caution surrounding 42 CFR Part 2 which the MAeHC 
development team has been addressing and our manual data submitters should be able 
to begin using the portal in early August. CHSN-IDN 5 attends weekly meetings with our 
electronic data submitters and MAeHC to make sure that everyone is on schedule for a 
full and accurate reporting cycle. We believe that we will have full and accurate data for 
January 2018 – June 2018 based on our conversations with data submitters thus far. There 
have been two partners who have sent “catch-up” files to MAeHC for January 2018 – May 
2018 in order to facilitate measure tracking before the reporting period due date. This is 
the first step towards our data submitters giving monthly files to MAeHC so that we can 
monitor measurement progress during the reporting cycle. Of all of our data submitters, 
the hospital systems are having the most difficulties in submitting data to MAeHC due to 
lack of staffing, multiple projects and priorities concerning the hospital’s viability, and 
simply how cumbersome the Cerner database is for ad-hoc reporting. CHSN-IDN 5 has 
agreed to financially support a contractor if needed to assist the hospital system with 
finishing the files for this current reporting period. In May 2018, CHSN-IDN 5 also had 
exploratory conversations with additional data submitters. This has involved engaging the 
VNA’s/home health agencies in our region to see if they could assist with any of the 
measures. It was determined that Newfound Area Nursing Association could help us with 
the CARE.03 HEDIS measures and they will be submitting data manually through the 
MAeHC portal as soon as they receive training. 

• Universal Consent document(s) development 
o Progress Made: As stated within the PPI section of this report, efforts to formalize 

universal consent forms has been a large focus during this reporting period. The B1-
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Integrated Care subcommittee worked diligently to update consent documents that were 
drafted late last year, however as time went on we realized there were several revisions 
and updates needed to make them the most comprehensive consent forms possible. Each 
has received multiple legal reviews to ensure that updated 42 CFR Part 2 language was 
utilized when/wherever appropriate. In June, the subcommittee finalized the universal 
consent documents and shared them with partners at the June 29th CHSN B1-Integrated 
Care meeting. The three documents include an Authorization and Consent to Disclose 
Protected Health Information for Treating Providers (Attachment_A2.3A); Authorization 
and Consent to Disclose Protected Health Information for Non-Treating Providers 
(Attachment_A2.3B); and a Consent to Release Information for the Purpose of Billing for 
Services (Attachment_A2.3C). Utilizing one form for patient consent by IDN partners will 
allow for a streamlined, efficient way to best share patient’s health information amongst 
care teams once adopted and utilized by practices/agencies/care coordinators, etc. The 
last piece to close the loop regarding universal consents is to provide training on the 
utilization of the forms and the workflows surrounding them so each agencies has a clear 
understanding of their use.  

 

The table below outlines the key activities, milestones and timelines, responsible party, and progress 
measures for the HIT/HIE Capacity Development Implementation plan. Smartsheet detail and timeline is 
included as a graphic at the end of this section and included as Attachment_A2.3D 

 

 

 
Implementation Activity/ Milestone Responsible Party/ 

Organization 
Time line Progress Measure / 

Notes 
HIT-related Policy and Procedures 

Participate with representatives of other IDNs in 
developing and implementing state level plans 
and coordinated investments for strengthening 
the statewide HIT/HIE infrastructure  

CHSN Executive 
Director; 
HIT Lead – CEO 
HealthFirst 

Ongoing  Milestone Met: 
regular participation; 
statewide HIT plan 
developed 

Maintain standing CHSN HIT Committee with 
responsibility for making recommendations to 
the Board on investments and technical 
enhancements to support development of 
network-wide HIT capabilities.   
 

HIT Committee Lead Meets monthly, 
ongoing 

Milestone Met: 
regular meetings 
occurring with 
documentation of 
minutes; board 
approval for CMT 
investment 

Maintain CHSN Data Analytics subcommittee of 
the HIT committee to establish data sharing 
standards / processes and procedures for 
collecting and monitoring performance data 

HIT Committee Lead Meets monthly, 
ongoing 

Pending; work 
occurring at state 
level with regard to 
performance metrics 
and data 
aggregation. 
Currently, there is 
not enough 
performance data 
being 
captured/monitored 
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Implementation Activity/ Milestone Responsible Party/ 
Organization 

Time line Progress Measure / 
Notes 
in order to justify a 
subcommittee. 

Develop forms and procedures for informed 
patient consent to share information 

HIT Committee Lead By December 
31, 2017 

Milestone met; a 
CHSN subcommittee 
finalized regional-
specific forms. Forms 
developed include: 
Patient Notice of 
Privacy; 
Authorization and 
Consent to Disclose 
Protected Health 
Information; 
Prohibition on Re-
Disclosure; BAA and 
QSO/BAA; 
Authorization to 
Discuss Health 
Matters with Family 
Members. Two 
documents were re-
visited in this 
reporting period as 
they required 
updates due to new 
SAMHSA guidelines 
pertaining to 42 CFR 
Part 2. They were 
updated, finalized 
and re-released to 
partners in June 
2018. These include 
an Authorization and 
Consent to Share PHI 
with Treating 
Providers, 
Authorization and 
Consent to Share PHI 
with Non-Treating 
Providers and one 
entirely new 
document is a 
Consent to Release 
Information for 
Purposes of Billing 
Services.   

Develop inter-agency data sharing agreements 
addressing requirements for data security,  
storage, maintenance and exchange  

CHSN Executive 
Director, HIT 
Committee Lead 

By December 
31, 2017 

Milestone Met; 
MOU’s with BAA’s or 
a QSO/BAA were 
distributed to all 
CHSN network 
partners in 
December 2017 
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Implementation Activity/ Milestone Responsible Party/ 
Organization 

Time line Progress Measure / 
Notes 
which address 
requirements for 
data security and 
exchange.  
Contract signed with 
MAeHC data 
aggregator which 
addresses the 
requirement for 
storage and 
maintenance.  

Train providers in HIPAA, Confidentiality/Privacy- 
42 CFR Part 2 

CHSN-IDN 5 Training 
Committee, HIT 
Taskforce 

Begin Q4 2017 Milestone met; initial 
training at the CHSN 
full network meeting 
occurred in February 
2018. Ongoing 
training for providers 
is built into the CHSN 
Master Training plan. 
The E5 CCC team had 
a training specific to 
their role on Ethical 
Communication and 
Decision Making in 
an Integrated Care 
Environment in May.  

Continue to assess capabilities of all CHSN 
members to meet and sustain minimal HIT 
standards 

HIT Committee By December 
31, 2017 and 
ongoing 

Milestone Met; 
ongoing 

 
HIT Infrastructure Improvements / Applications to Facilitate Integrated Care 
Support specific CHSN members to achieve 
minimum HIT standards; install capabilities for 
data encryption and Direct Secure Messaging 
(e.g. Kno2); applies to Horizons, NANA, PPH and 
Navigating Recovery of the Lakes Region  

HIT Committee and 
CHSN Executive 
Director 

By December 
31, 2017 

Milestone Met; four 
agencies who were 
deficient in secure 
messaging were 
identified and had 
Kno2 installed in Dec. 
2017. Those agencies 
included Horizons, 
NANA, PPH and 
Navigating Recovery 

Execute agreement with Collective Medical 
Technologies (CMT) on behalf of CHSN-IDN 5 
partners for installation and support of 
PreManage application for shared care plan  and 
event notification 

CHSN Executive 
Director, Board 

By September 
30, 2017 

Milestone Met; 
agreement signed on 
October 12, 2017 

Initiate PreManage Primary Implementation with 
FQHCs and BH provider organizations 
• Send list of prioritized clinics to CMT  
•CMT contact prioritized agencies / practices 
• Agency / Practice implementation steps  

1. View Video Demo of PreManage 
2. Set up Q&A meeting with CMT  

CHSN Executive 
Director; CMT; HIT 
Committee 

Timeline 
adjusted: 
Initiate 
implementation 
between 
October 1, 2017 

In process; Wave 1 = 
HealthFirst, 
Midstate, Horizons, 
Riverbend, Lakes 
Region Mental 
Health Center. All 
Wave 1 participants 
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Implementation Activity/ Milestone Responsible Party/ 
Organization 

Time line Progress Measure / 
Notes 

3. Set up eligibility file discussion  
4. Complete On-Boarding packet 
5. Train Users on PreManage Primary 

and March 31, 
2018.  

have signed 
contracts with CMT 
as of  June 18th.  
HealthFirst and 
Riverbend are fully 
implemented, 
trained, and are 
using PreManage 
Primary. Both Mid-
State and Lakes 
Region Mental 
Health Center 
haven’t had the 
bandwidth to 
complete initial 
implementation 
steps but are working 
towards that goal as 
soon as feasible 
possible. 

Initiate PreManage ED Implementation with 
hospitals  
• IT steps: 

1. Establish VPN Connectivity  
2. ADT Feed/Messages – receive ADT feed 

from Hospital  
3. Historical File – 12-24 Months of patient 

enrollment and encounter data prior to go 
live  

4. Notification Return Type – can support a 
print or electronic type notification. 
Coordinate with each hospital as to what 
will work best for their workflows.  

• Clinical steps: 
1. Clinical Workflow discussion with clinical 

team 
2. User Provisioning 
3. Train Providers  
4. Train Users 

CHSN Executive 
Director; CMT; HIT 
Committee 

Timeline 
adjusted: 
Initiate 
implementation 
between 
October 1, 2017 
and July 31, 
2018.  

In progress; Wave 2 = 
LRGH, FRH, Speare. 
CMT signed a 
contract with 
ASquam on 
6/4/2018. ASquam 
hired an 
implementation 
specialist to assist 
with the project and 
an initial project 
kickoff is scheduled 
for July 2018. 

Initiate PreManage Primary Implementation with 
hospital affiliated primary care practices 
• Send list of prioritized clinics to CMT  
•CMT contact prioritized agencies / practices 
• Agency / Practice implementation steps  

1. View Video Demo of PreManage 
2. Set up Q&A meeting with CMT  
3. Set up eligibility file discussion  
4. Complete On-Boarding packet 
5. Train Users on PreManage Primary 

CHSN Executive 
Director; CMT; HIT 
Committee 

Timeline 
adjusted: 
Initiate 
implementation 
between July 1, 
2018 and 
December 31, 
2018.  

In progress; Wave 3 = 
home health, social 
service, recovery and 
peer support, 
housing and 
homeless 
organizations, and 
county facilities. 
Online agreements 
will be signed once 
facilities are engaged 
with CMT. 
Engagement with 
these facilities will be 
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Implementation Activity/ Milestone Responsible Party/ 
Organization 

Time line Progress Measure / 
Notes 
put on hold until all 
Wave 1 and Wave 2 
facilities are finished 
with their 
implementations. 

Monitor PreManage utilization, troubleshoot; 
provide ongoing support and training  

CMT; HIT 
Committee 

Initiate 
November 1, 
2017; ongoing 

In process; CMT is 
training 
organizations as they 
are being 
implemented and 
assisting with any 
questions that users 
have.  

Initiate development of capacity for intra-
network data aggregation for quality, utilization 
and cost measurement and reporting   

Statewide HIT 
Workgroup; CHSN 
HIT Committee 

Initiate 
September 1, 
2017 

Milestone met 

Review and select vendor for data aggregation / 
intra-network quality reporting  

Statewide HIT 
Workgroup; CHSN 
HIT Committee  

Selection by 
November 1, 
2017 

Milestone met 

Facilitate agreements  with participating agencies 
/ practices to build interfaces with the data 
aggregator (DA) application 

Data aggregator 
vendor; HIT 
Committee; CHSN 
Board 

Initiate by 
December 1, 
2017; ongoing 

In Process; Multiple 
EHR systems dictate 
individual 
approaches to data 
export. All agencies 
except our manual 
entry organizations 
have been submitting 
data to MAeHC. 

Configure data aggregator 
• define CCSA tracking requirements / 

definitions;  
• configure other DSRIP measure tracking 

requirements / definitions  
Verify patient privacy requirements met;  

Data aggregator 
vendor; HIT 
Committee 

Initiate by 
January 1, 2018 

In Process; CCSA’s 
are being evaluated 
individually by 
organization. 
Questions 
surrounding DSRIP 
measures are 
addressed at 
monthly A2 – HIT 
meetings. Patient 
privacy requirements 
will now be met with 
the newly shared 
universal consent 
form. 

Test / initiate clinical quality measures reporting  Data aggregator 
vendor; HIT 
Committee; Data 
Analyst 

Initiate by 
March 1, 2018 

In Process; all 
organizations 
submitting data to 
MAeHC are covering 
the majority of our 
Medicaid population. 
Further testing will 
occur after 
December 2018. 
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Implementation Activity/ Milestone Responsible Party/ 
Organization 

Time line Progress Measure / 
Notes 

Provide ongoing support and training on use of 
data aggregator functions; Provide consultation 
on use of reports for performance improvement 

Data aggregator 
vendor; HIT 
Committee; Data 
Analyst Practice 
Transformation 
Specialist 

Initiate July 1, 
2018; ongoing 

Pending installation 
of application. New 
MAeHC portal 
functionality will be 
demonstrated to IDN 
in July 2017. 

Initiate development of tracking and reporting of 
utilization and cost to inform development of 
alternative payment models 

Data aggregator 
vendor; HIT 
Committee; Data 
Analyst CHSN Board 

Initiate by 
January 1, 
2019; ongoing 

Pending statewide 
development of 
APMs. 

 

 
A2-4.  IDN HIT: Evaluation Project Targets  
CHSN used the data provided by the round 1 follow-up site self-assessment performed by UNH/CHI in 
May 2018 as well as correspondence with IT staff at partner agencies to identify progress toward targets 
below. All of the targets for these measures have been updated below to reflect the CHSN-IDN 5 partners 
that treat our Medicaid population as opposed to including the members who provide non-medical 
services to our Medicaid population. The targets now correlate to the participants who actually maintain 
an EHR for the patients. 

Performance Measure Name Target 
Progress Toward Target 

As of 
12/31/17 

As of 
6/30/18 

As of 
12/31/18 

Number of IDN participants achieving minimum 
HIT standards as appropriate to provider type 
(refer to Statewide HIT Implementation for 
description of minimum standards) 

12 of the 
CHSN 
members 
that maintain 
a health 
record 

0 5  

Number of IDN participants utilizing ONC 
Certified Technologies 

6 of the main 
health 
providers in 
our region 

3 5  

Number of IDN participants capable of 
conducting ePrescribing  

7 of the CHSN 
members 
that prescribe 

3 5  

Number of IDN participants capable of 
conducting other core functions such as 
registries, standardized patient assessments, 
collection of social determinants, treatment and 
care transition plans 

12 of the 
CHSN 
members 
that maintain 
a health 
record 

8 10  

Number of IDN participants able to exchange 
relevant clinical data with each other and with 
statewide facilities such as New Hampshire 
Hospital via health information exchange (HIE) 
standards and protocols. 

12 of the 
CHSN 
members 
that maintain 
a health 
record 

6 6  
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Performance Measure Name Target 
Progress Toward Target 

As of 
12/31/17 

As of 
6/30/18 

As of 
12/31/18 

Number of IDN participants able to protect 
electronically-exchanged data in a secure and 
confidential manner meeting all applicable State 
and Federal privacy and security laws (e.g., 
HIPAA, 42 CFR Part 2). 

12 of the 
CHSN 
members 
that maintain 
a health 
record 

8 10  

Number of IDN participants able to use 
comprehensive, standardized physical and 
behavioral health assessments. 

12 of the 
CHSN 
members 
that maintain 
a health 
record 

8 10  

Number of IDN participants able to share a 
community-wide care plan to support care 
management, care coordination, patient 
registries, population health management, and 
quality measurement. 

12 of the 
CHSN 
members 
that maintain 
a health 
record 

4 4  

Number of IDN participants able to directly 
engage with their patients through bi-directional 
secure messaging, appointment scheduling, 
viewing care records, prescription management, 
and referral management. 

6 of the main 
health 
providers in 
our region 

2 3  

 
 
A2-5.  IDN HIT: Workforce Staffing  
A full-time CHSN Data Analyst was hired and began employment on January 2, 2018.  

Staff Type 

IDN Workforce (positions) 

Projected 
Total Need  

Baseline 
Staffing 

on 
6/30/17 

Staffing  
on  

12/31/17 

Staffing 
on 

6/30/18 

Staffing 
on 

12/31/18 

Data Analyst 1 0 0 1  

Chief Information Officers (agency-
based) 

10 12 11 11  

A2-6.  IDN HIT: Budget 
The budget below outlines projected costs to support the IDN HIT project. Financial reporting on actual 
spending during the January through June 2018 reporting period is reflected in the “Jan – Jun 2018 Actual 
Cost” column in the table below. CHSN started reimbursing agencies for “project staffing” expenses 
effective October 1, 2017 and/or upon hire of personnel. Reimbursements are being submitted regularly 
by partner agencies on either a monthly or quarterly basis for those who have brought on staff to serve 
in the identified roles. Signed Memorandum of Understanding’s (MOU) are on file between PPH/CHSN 
and all partners receiving IDN funds.  
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Expenditures in this reporting period include payments to CMT for  to MAeHC; $1  
to Kno2 for agencies that did not have direct secure messaging; and salary and benefits for a Data Analyst 
and associated mileage and cell phone reimbursements for a total of $  in expenditures 
between January – June 2018. See table below for detail. 

 
Budget Item Item 

Description 
2017 

Estimated 
Cost 

Jul – Dec 
2017 Actual 

Cost 

2018, 2019, 
2020 (Costs 

Equally 
Distributed 

over 3 
years) 

Jan – Jun 
2018 Actual 

Cost 

Total Project 
Cost 

 

Salary and 
benefits, 
mileage and 
cell phone  

CHSN Data 
Analyst  

0 0 $    

Mileage and 
cell phone 
reimbursement 

CHSN Data 
Analyst 
reimbursements 

0 0 $    

Consultants / 
Subcontracts 

UNH (Lucy 
Hodder) – 
development of 
client consent 
for inter-agency 
data sharing 
documents 

$     $  

CMT CMT 
PreManage and 
Event 
Notification @ 
$  per 
year plus 
individual ER 
physician user 
licenses @$  x 
40 licenses 

$      

MAeHC Data 
Aggregator 

MAeHC – costs 
are estimated at 
$  for initial 
installation plus 
$  per year 
license  

$      

Agency-specific 
support 

Costs to bring 
agencies up to 
HIT "Minimum 
standards", e.g. 
installation of 
capability for 
data encryption 
and secure 
messaging 

$      
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Data 
Consultant 
fees  

To assist 
partners (LRGH) 
w/report 
automation and 
writing  

  $    

Miscellaneous Reimbursement 
to Horizons for 
Jacqui Abikoff’s 
time developing 
privacy/data 
sharing 
documents 

     

Data Analyst 
miscellaneous 
expenses and 
office supplies 

CHSN cost to 
purchase laptop 
for new Data 
Analyst 

 $     

HIT CAPACITY 
BUILDING 
TOTAL 

 
$      

A2-7.  IDN HIT: Key Organizational and Provider Participants 
Key organizations and providers participating in the IDN to support workforce development are displayed 
in the table below. Northern Human Services is no longer one of our affiliates. It is still our expectation 
that all participating organizations will achieve minimum HIT standards as applicable to their 
organizational context and participate in the CMT-PreManage shared care module as appropriate to their 
service array. 

 

Organization Name Organization Type 

LRGHealthcare Hospital System 

Franklin Regional Hospital Hospital System 

Speare Memorial Hospital Hospital System 

Mid-State Health Center FQHC 

HealthFirst Family Care Center FQHC 

Genesis Behavioral Health Center CMHC 

Horizons Counseling Center SUD treatment provider 

Lakes Region Community Services Social Services Organization 

Partnership for Public Health Public Health Agency 

Pemi-Baker Community Health Home Health Agency 

CAP Belknap-Merrimack Counties Community Action Program 

Central NH VNA & Hospice Home Health Agency 

Communities for Alcohol & Drug-free Youth (CADY) SUD Prevention Agency 

Franklin VNA & Hospice Home Health Agency 

Newfound Area Nursing Association (NANA) Home Health Agency 
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Organization Name Organization Type 

Community Bridges Peer Support Agency 

Cornerbridge Peer Support Agency 

Easter Seals/Farnum North SUD Treatment Agency 

HOPE for NH Recovery Recovery Support 
Organization 

Navigating Recovery of the Lakes Region Recovery Support 
Organization 

NH Veterans Home Long term care 

Plymouth Area Resource Connection Recovery Support 
Organization 

Riverbend Community Mental Health CMHC 

 

A2-8.  IDN HIT.  Data Agreement 
Inter-agency data sharing agreements were developed with legal assistance and are addressed within 
CHSN-IDN 5’s Memorandum of Understanding’s with all partners. Within the MOU, either a Business 
Associate Agreement (BAA) or a Qualified Service Organization / Business Associate Agreement 
(QSO/BAA) was provided for each network partner. To date, 22 signed MOU’s have been returned and 
are on file out of 32 total member and affiliate agencies which comprise the CHSN network partners. Just 
one member has an outstanding MOU which is . Their Executive Director 
retired in January and a new individual has been transitioning into that role which has slowed progress. 
The remaining 9 are from affiliate members. CHSN-IDN 5 staff will be working diligently to collect any 
outstanding MOU’s within Q3 2018 as it relates to any agency receiving their Employee Retention 
Incentive Plan payout. Every agency that will be sharing data with CMT for shared care plans and event 
notification has a signed BAA directly between their agency and CMT. MAeHC, who is providing data 
aggregation services, contracted directly with CHSN-IDN 5 and an addendum was attached to the MOU 
which spells out the MAeHC agreement and their responsibilities to support our contract.  

Organization Name 
Data Sharing Agreement 

Signed  
Y/N 

LRGHealthcare (includes LRGH & FRH) Yes 

Speare Memorial Hospital Yes 

Mid-State Health Center Yes 

HealthFirst Family Care Center Yes 

Lakes Region Mental Health Center Yes 

Horizons Counseling Center Yes 

Lakes Region Community Services Yes 

Partnership for Public Health Yes 

Pemi-Baker Community Health Yes 

CAP Belknap-Merrimack Counties No 

Central NH VNA & Hospice Yes 
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Organization Name 
Data Sharing Agreement 

Signed  
Y/N 

Lakes Region VNA Yes 

Communities for Alcohol & Drug-free Youth (CADY) Yes 

Franklin VNA & Hospice Yes 

Newfound Area Nursing Association (NANA) Yes 

Riverbend Community Mental Health Yes 

Crotched Mountain Yes 

HOPE for NH Recovery Yes 

Navigating Recovery of the Lakes Region Yes 

NAMI NH Yes 

NH Alcohol & Drug Abuse Counselors Associations (NHADACA) Yes 

NH Veterans Home Yes 

Merrimack County Yes 

Ascentria No 

Bridge House No 

Easter Seals/Farnum North No 

Granite State Independent Living No 

Plymouth Area Resource Connection No 

Belknap County No 

Grafton County No 

Community Bridges No 

Cornerbridge No 
 
A2-9.  Project Scoring: IDN HIT Process Milestones  
DHHS will use the tool below to review and document each IDN’s HIT Project activities. Grayed areas 
indicate that no submission is expected for the time frame. A score of “Met” will be scored for a timely 
and complete submission. A score of “Not Met” will be scored for late and/or incomplete information.  

Process 
Milestone 
Number 

Process Detail Submission 
Format 

Results (Met/Not Met) 

6/30/17 12/31/17 6/30/18 12/31/18 

A2-3 

IDN HIT/HIE 
Implementation 
Plan and 
Timeline 

Narrative & 
Spreadsheet 
(Microsoft 
Project or 

similar 
platform) 

    

A2-4 Evaluation 
Project Targets Table     
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Process 
Milestone 
Number 

Process Detail Submission 
Format 

Results (Met/Not Met) 

6/30/17 12/31/17 6/30/18 12/31/18 

A2-5 
IDN HIT 
Workforce 
Staffing  

Table     

A2-6 
IDN HIT Budget Narrative 

and  
Spreadsheet 

    

A2-7 

IDN HIT Key 
Organizational 
and Provider 
Participants 

Table     

A2-8 IDN HIT Data 
Agreement Table     
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 Attachment_A2.3D 
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Project B1: Integrated Healthcare 
B1-2.  IDN Integrated Healthcare: Implementation Plan, Timeline, Milestones 
and Evaluation Project Plan  
 
UNH/CHI initiated the follow-up Round 1 site self-assessments with CHSN partners in May and presented 
results to practices at a B1-Integrated Healthcare meeting held late June 2018. Results from the 
assessments illustrate that each of the 14 Coordinated Practices identified have reached or exceeded 
Coordinated Care Level 3 or a score of 47 or above  on the SAMHSA crosswalk scale of 
coordination/integration. Of the six practices identified as becoming Integrated Practices, four have 
reached Integrated Care Level V or a score of 127 or higher. The two remaining practices are at a Co-
Located Level IV, which we will work with them specifically to move the needle, where appropriate, 
towards a higher level of integration as well as with those that are already at a coordinated or integrated 
level as we will continue to pursue progress and growth towards integration. Interestingly, they include 
the primary SUD provider and the primary community mental health center in our IDN. This is promising 
information and shows advancement in the 8-month window of activity since the baseline assessment 
was performed in the fall 2017.  
 
Early in this reporting period we were presented a challenge that was unforeseen. Lakes Region General 
Healthcare (LRGHealthcare) announced they were closing several of their practices and other areas of 
their hospital system due to financial constraints which include: Moultonborough Family Health, Laconia 
Clinic Pediatrics (will be replaced with Caring for Kids), New Hampton Family Practice and Newfound 
Family Practice. Also, Laconia Internal Medicine was dropped due to extremely low Medicaid attributed 
lives however was replaced with Laconia Clinic. Newly added were Caring for Kids and Speare Pediatric 
and Adolescent Medicine.  
 
There has been one change to the CHSN network composition during this reporting period which includes 
the withdrawal of Northern Human Services as an affiliate partner (See PPI Section for further detail).  
 
CHSN has been unsuccessful in hiring a qualified Practice Transformation Specialist, as was identified in 
our Implementation Plan and previous SAR, to work with network partners on reviewing their baseline 
and follow-up site self-assessments performed by CHI. The Specialist was to assist practices with 
identifying a plan of action that would help move the needle along the integrated care continuum. Hiring 
an individual to serve in this capacity had been our intention but due to a lack of qualified candidates or 
capacity of qualified subcontractors, CHSN has had to identify a different approach. One being considered 
is to work with a few select agencies in the interim to help expedite the process, for example identifying 
a champion at a few key agencies of which CHSN would pay for their training and reimbursement of time 
working with their agency and possibly others in integrated healthcare. Considerations are to pilot this 
idea first with our two FQHCs and depending on its efficacy, roll out to others. This is just a consideration 
being given to address the need for having someone work with our targeted Integrated Care practices 
initially, and build upon if it is viable. CHSN’s second option being considered is whether the CHSN 
Executive Director could facilitate that those important conversations take place within the practices; not 
to guide, direct or advise, but to coordinate that the conversations are occurring and documentation of 
their plans are captured. The third option, which has not been an option upon previous inquiry due to lack 
of resources, staff available, is to reach back out to UNH/CHI to see if they will reconsider contracting with 
CHSN-IDN 5 to perform this role.  
 
Smartsheet detail and timeline is included as a graphic at the end of this section and included as 
Attachment_B1.2A 
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Implementation Activity/ 
Milestone 

Responsible Party/ Organization Time line Progress Measure / 
Notes 

Planning phase 
Identify / obtain Commitment 
from key 
organizational/provider 
participants 

CHSN Executive Director; CHSN 
Board 

By June 30, 
2017 

Milestone met 

Organizational leaders sign-off CHSN Executive Director; CHSN 
Board 

By July 31, 
2017 

Milestone met 

Complete Workforce plan to 
support integrated practice 

Workforce Team Lead By July 31, 
2017 

Milestone met 

Complete Training plan to 
support integrated practice 

CHSN Project Manager By July 31, 
2017 

Milestone met 

Complete HIT plan to support 
integrated practice 

HIT Team Lead By July 31, 
2017 

Milestone met 

Complete Site Self-Assessments 
for updated information on level 
of integration 

CHSN Executive Director; UNH By Sept. 15, 
2017 

Milestone met; baseline 
SSAs performed in 2017; 
follow-up #1 SSA was 
performed in May 2018 
with 21 partners and 
results shared with 
partners late June 2018.  

Implementation Plan for Coordinated Care Practices 
Complete DSRIP CSA Gap 
Analysis 

CHSN Project Manager By March 31, 
2017 

Milestone met 

Confirm regional goals and 
timeline for Coordinated Care 
Practice development 

CHSN Executive Director; B1 - 
Clinical Integration Committee 

By October 
31, 2017 

Milestone met; Ongoing; 
participating practices 
identified; individualized 
plans and timelines are 
pending the onboarding 
of a Practice 
Transformation 
Specialist and/or 
someone to assist them 
with the results of 
baseline and follow-up 
round 1 site self-
assessments. 

Develop practice specific 
technical assistance and training 
plans 

B1 - Clinical Integration Committee; 
Training Coordinator; Practice 
Transformation Specialist 

By December 
31, 2017 

In Process; Ongoing; 
Follow-up round 1 SSA 
performed in April; 
results rolled out to 
partners June 2018. 
Training is underway 
with all partner staff; 
technical assistance 
needs being met via 
CHSN Data Analyst and 
the B1 - Clinical 
Integration Committee 
began meeting in May 
2018 to address needs 
as they arise. 
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Implementation Activity/ 
Milestone 

Responsible Party/ Organization Time line Progress Measure / 
Notes 

Develop Comprehensive Core 
Standardized Assessment tools 
and preliminary procedures for 
inter-agency data collection to 
ensure capture of required 
domains 

B1 - Clinical Integration Committee; 
Data Analyst 

By December 
31, 2017 

Milestone met; CHSN 
Data Analyst has and 
continues to work with 
B1 partners to identify 
required domains and 
gaps in their existing 
processes. If gaps exist, 
a plan has been 
identified if not put in 
place to introduce a 
mechanism to capture 
missing domains.  

Assess practice workflows and 
create plan for introduction / 
modification of assessment 
tools and shared care plan as 
appropriate to each practice 

B1 - Clinical Integration Committee; 
HIT Team; Practice Transformation 
Specialist 

By December 
31, 2017 

Milestone met; Ongoing; 
practice workflows 
reviewed and/or 
developed within B1 Tier 
1 partners. E5 Enhanced 
Care coordinators have 
assisted in identifying 
and developing 
assessment tools and 
will become even more 
involved once shared 
care plans are available 
for all utilizing CMT to 
see. 

Implement Comprehensive Core 
Standardized Assessment 
process for aggregating 
information across multiple 
assessment domains and from 
multiple providers 

B1 - Clinical Integration Committee; 
HIT Team; Practice Transformation 
Specialist; Data Analyst 

Initiate by 
January 31, 
2018 

Milestone met; Ongoing; 
CHSN developed and 
provided CCSA tools and 
resources to all IDN 
partners at its full 
network meeting in 
February 2018. 
Additionally, for those 
who were capturing 
many but not all 
domains currently, the 
team assisted them in 
how to incorporate the 
missing components 
within their existing 
practice.  

Facilitate adoption of evidenced 
based screening & assessment 
tools / procedures including 
SBIRT, PHQ 2 & 9, and 
developmental / behavioral 
assessment 

B1 - Clinical Integration Committee; 
Training Coordinator; Practice 
Transformation Specialist; Data 
Analyst 

Initiate by 
December 
31, 2017 

In Process; Ongoing; 
many partners are 
already utilizing these 
tools; B1 - Clinical 
Integration Committee 
will work with those 
who are not to assist in 
providing best practices. 
Training plans currently 
address trainings for 
assessment tools for 
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Implementation Activity/ 
Milestone 

Responsible Party/ Organization Time line Progress Measure / 
Notes 
primary care and BH 
providers 

Develop / identify core team 
meeting protocols and relevant 
workflows for communication 
among core teams and other 
patient providers, including case 
conferences 

B1 - Clinical Integration Committee; 
Coordinated Care Team Leader; 
Practice Transformation Specialist; 
E5 CCC Team  

Initiate by 
December 
31, 2017 

In process; information 
has been gathered by 
Tier 1 B1 partners in 
regards to their core 
teams, case 
conferences. Tier 2 
partners information is 
being collected. The E5 
team has assisted in 
mapping the Emergency 
room workflows for 
LRGH and Speare 
hospitals. 

Document roles and 
responsibilities for core team 
members and other members as 
needed 

B1 - Clinical Integration Committee; 
Practice Transformation Specialist 

Initiate by 
December 
31, 2017 

Milestone met; work has 
been completed by 
Enhanced Care 
Coordination Team 

Specify / implement training 
plan for core team members 
and extended team as needed 

B1 - Clinical Integration Committee; 
Training Coordinator 

Initiate by 
December 
31, 2017 

Milestone met; E5 care 
coordinator training plan 
complete 

Develop / identify mechanisms 
(e.g. patient registries) to track 
patients and adherence to 
evidence based care 
recommendations 

B1 - Clinical Integration Committee; 
HIT Team; Practice Transformation 
Specialist 

Initiate by 
January 31, 
2018 

In Process; Ongoing; 
work to proceed in 
conjunction with HIT 
Team activities 

Install Shared Care Plan to 
support inter and intra 
organizational communication 
and coordination of care  

B1 - Clinical Integration Committee; 
HIT Team; Practice Transformation 
Specialist 

Initiate 
September 
2017 

In Process; Ongoing; 
Data Analyst to work in 
conjunction with CMT, 
partners and HIT Team 

Map participating partner 
workflows, introduce / train on 
shared care plan use 

B1 - Clinical Integration Committee; 
HIT Team; CMT 

Initiate 1st 
tier (B1) 
partners 
October 
2017, all 
others 
February 
2018 

In Process; work to 
proceed in conjunction 
with HIT Team and 
rollout of CMT within 
partner agencies. 
Training is ongoing as 
onboarding of CMT 
occurs at agencies/ 
practices. 

Implement Intake procedures to 
include consent to share 
information among providers 

B1 - Clinical Integration Committee; 
HIT Team; CMT 

Initiate 
October 
2017; 
ongoing 2018 

In Process; work to 
proceed in conjunction 
with HIT Team and 
partners who elect to 
utilize the universal 
Authorization and 
Consent to Disclose PHI 
consent forms 
developed by CHSN.  
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Implementation Activity/ 
Milestone 

Responsible Party/ Organization Time line Progress Measure / 
Notes 

Develop / modify referral 
protocols as needed to/from 
PCPs, BH providers, community 
care coordination teams, social 
service support providers, 
Hospitals, and EDs 

B1 - Clinical Integration Committee; 
Enhanced Care Coordination Team 

Initiate by 
January 31, 
2018 

In Process; Ongoing; 
work to proceed in 
conjunction with 
Enhanced Care 
Coordination Team 
activities 

Develop / modify protocols as 
needed to ensure safe, 
supported care transitions from 
institutional settings to primary 
care, behavioral health, social 
support service providers and 
family / friend caregivers as 
appropriate 

Enhanced Care Coordination Team; 
Community Re-entry team 

Initiate by 
January 31, 
2018 

In Process; Ongoing; 
work continues in 
conjunction with 
Enhanced Care 
Coordination Team 
activities; several 
protocols already in 
place; care coordinators 
are utilizing 
protocols/workflows to 
direct their work. 

Implement workforce plan to 
recruit and retain multi-
disciplinary care team members 

CHSN Executive Director; CHSN 
member agencies 

Initiate by 
January 31, 
2018; 
ongoing 

In Process; see 
Workforce plan and 
implementation of CHSN 
Employee Retention 
Incentive Plan (ERIP) 
taking effect January 
2018 with first payout in 
August 2018. 

Provide consultation on 
selection / use of certified EHR 
and related technology to 
support integrated care  

HIT Team; Practice Transformation 
Specialist 

Initiate by 
January 31, 
2018; 
ongoing 

In Process; Ongoing; 
Data Analyst closely 
aware of activities 
within the ASquam 
group (data provider for 
the 3 hospitals) to 
ensure updates 
occurring within their 
EHR as it pertains to 
CCSA domain 
requirements. 

    

Implementation Plan for Integrated Care Practice 
Confirm regional goals and 
timeline for Integrated Practice 
development 

CHSN Executive Director; B1 - 
Clinical Integration Committee 

By 
September 
30, 2017 

Milestone met; Ongoing: 
participating practices 
identified; individualized 
plans and timelines 
pending the hire of a 
Practice Transformation 
Specialist and utilizing 
results of baseline and 
round 1 follow-up site 
self-assessments. 

Assess opportunities and 
challenges for Integration of 
Medication-assisted treatment 

B1 - Clinical Integration Committee By December 
31, 2017 

In Process; practices 
identified; opportunities 
known and challenges 
shared within 
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Implementation Activity/ 
Milestone 

Responsible Party/ Organization Time line Progress Measure / 
Notes 

(MAT) in CHSN-IDN 5 primary 
care and BH practice settings 

community project 
workgroups 

Facilitate training / technical 
assistance as needed for 
integration of MAT practice 
within CHSN-IDN 5 practices 
moving to Integrated Care 
Practice level 

B1 - Clinical Integration Committee; 
Training Coordinator 

Initiate by 
January 31, 
2018 

Pending; CHSN has 
addressed this training  
need with NHADACA to 
see about coordinating a 
training to assist MAT 
practices. 

Assess opportunities and 
challenges for adoption of 
evidence-based treatment of 
mild-to-moderate depression 
within CHSN-IDN 5 practices 
moving to Integrated Care 
Practice level 

B1 - Clinical Integration Committee; 
Practice Transformation Specialist 

Initiate by 
January 31, 
2018 

In Process; CHSN has 
addressed this with 
partners already and 
awareness/education 
has occurred. The 
training need has been 
addressed with 
NHADACA and will be 
scheduled. Additional 
SBIRT training 
opportunities have 
presented themselves in 
the region and 
information was shared 
with identified 
Integrated Care 
practices. (Attendance is 
noted in the CHSN-
Training Tracker) 

Facilitate training / technical 
assistance as needed for 
adoption of evidence-based 
treatment of mild-to-moderate 
depression within CHSN-IDN 5 
practices moving to Integrated 
Care Practice level 

B1 - Clinical Integration Committee; 
Training Coordinator 

Initiate by 
January 31, 
2018 

Pending; as stated 
above, CHSN is in 
process of coordinating 
a training to offer 
partners. Anticipated for 
Q3/Q4 2018. 

Provide consultation on 
enhanced use of HIT to support 
integrated care including use of 
the technology for identifying at 
risk patients, to plan care, to 
monitor/manage patient 
progress toward goals and 
ensure closed loop referrals.  

B1 - Clinical Integration Committee; 
HIT Team; Practice Transformation 
Specialist 

Initiate by 
January 31, 
2018 

In Process; partners 
have been upgrading HIT 
systems to capture 
social determinants of 
health. More work will 
occur when all 
organizations are set up 
with PreManage Primary 
at which time we will be 
creating cohorts for all 
partners to use. 

Develop or modify as needed 
workflows, joint service 
protocols and communication 
channels with community based 
social support service providers 

B1 - Clinical Integration Committee; 
Enhanced Care Coordination Team 

Initiate by 
January 31, 
2018 

In Process; Ongoing; 
work to proceed in 
conjunction with 
Enhanced Care 
Coordination Team 
activities 
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Implementation Activity/ 
Milestone 

Responsible Party/ Organization Time line Progress Measure / 
Notes 

Periodically assess designated 
practices for progress along the 
SAMHSA Integrated Care 
continuum 

CHSN Executive Director; Practice 
Transformation Specialist 

By June 30, 
2018 and 
then semi-
annually 

In Process; Ongoing and 
in effect now that round 
1 follow-up results from 
the UNH/CHI site self-
assessment survey are 
available. Increased 
activities to occur in Q3 
and Q4 2018 at the 
practice level.  

Monitor and report measures of 
integrated practice outcomes as 
defined in the DSRIP measures  

CHSN Executive Director; Data 
Analyst 

Initiate by 
January 31, 
2018 

Plans to increase 
frequency of reporting 
to MAeHC so outcome 
measures may be 
tracked quarterly for 
each organization 
through the MAeHC 
portal 

 
 

Evaluation Plan  
CHSN-IDN will rely heavily on the Data Analytics team (often referred to as the HIT committee), which is 
led by CHSN’s Data Analyst,  and the HIT Project Lead, . They will guide the 
network in aligning data collection and reporting capabilities to match the comprehensive set of state 
specified outcome measures, as well as other network-defined measures of integration process and 
system development outcomes.  The latter measures are necessary to inform network partners on 
progress toward coordinated and integrated practice designations and to facilitate modification and 
adaptation of project activities as needed.  Process evaluation of the B1 - Integrated Healthcare efforts 
will entail documenting the presence or occurrence of core characteristics of integrated healthcare. 
Custom measures may be added as identified by the B1 – Clinical Integration Committee in conjunction 
with the Data Analytics team. Data systems and procedures to support integration-related evaluation 
measures of this community project will be established in conjunction with the CHSN Health Information 
Technology (HIT) work group and the E5 Enhanced Care Coordination community project. 
 
The primary evaluation activity in this area will be to periodically compare progress across the network 
against the baseline and recently performed follow-up round 1 site self-assessment surveys. In addition 
to measuring practice/organization/system attributes related to integration, an essential element of 
monitoring outcomes will be looking at patient, provider and community engagement to assess 
perspectives on what is working and what is not.  Procedures for ongoing assessment and engagement 
are included in the state level evaluation process through the Consumer Assessment of Healthcare 
Providers & Systems survey process. CHSN-IDN 5 will begin utilizing a client satisfaction survey in Q3 2018 
within each of the community-driven projects. These satisfaction/evaluation tools were developed in June 
2018 and were not yet utilized within this reporting period. Each project will use the same general 
questions for pre and post evaluations with a few project specific questions added. The E5 Enhanced Care 
Coordination Team Model satisfaction tool is provided as an example in Attachment_B1.2B. Additionally, 
a CHSN network partner evaluation will be administered annually to gauge partners’ feelings surrounding 
CHSN operations and the benefits of participation within the IDN. Participation in community advisory 
groups is also a mechanism we will use to gathering patient and community feedback on an ongoing basis. 
CHSN Executive Director will serve on a recovery support advisory committee beginning July 2018. CHSN-
IDN 5 continues to support participating organizations that do not currently have resources for periodic 



NH DHHS DSRIP Implementation IDN Process Measures Reporting Guide 54 
 

assessment of their own patient, family and provider experiences and satisfaction to implement simple 
procedures for collecting and analyzing this information. An important aspect of outcome monitoring over 
time will be the need to understand the impact of integrated work on cost of care and associated value 
of the work to inform alternative payment models.  

The table below displays the measures and data sources that will be used to evaluate integration process 
and outcomes. The baseline site self-assessment data and a Google forms survey that is performed every 
six months assists in determining whether they met the evaluation measure. The scores that were above 
or below certain thresholds were approximated as to whether they met the evaluation metric and are 
shown in percentages in the table below. Though not a precise science, this serves as a starting point for 
gauging needs and progress made. All of the outcome metrics listed in the CMS approval protocol for the 
NH DSRIP project are associated with the B1 - Integrated Health core competency and are not be repeated 
here in their entirety. Select State-defined outcome measures (the priority statewide measures) are 
indicated by an asterisk below. The primary focus of evaluation activities throughout the project period 
will be on assessing the level of integrated practice by organizations with the greatest number of Medicaid 
clients.  

 

Evaluation Measure Source Frequency of 
Collection / 
Reporting 

Results / Notes 

Developmental Measures    
Percent of practices (or agencies) adopting a 
common protocol for release of patient / client 
information 

Care Coordination 
Team conference 
records 

Monitor 
quarterly; report 
semi-annually 

Pending; currently 0%, 

Work was underway 
in this reporting 
period to develop 
legal authorization 
and consent 
documents which will 
require just one 
signature from the 
patient to allow all 
providers within the 
care team/network to 
share data on 
common patients. 
Finalization of these 
documents occurred 
June 2018 but 
utilization by practices 
did not occur at time 
of reporting. 

Percent of practices that can communicate 
through secure email 

Practice assessment Monitor 
quarterly; report 
semi-annually 

In Process; currently 
88.9% based on 
survey results related 
to the organization’s 
ability to electronically 
protect secure data 

Percent of practices that can send and receive 
electronic referrals 

Practice assessment Monitor 
quarterly; report 
semi-annually 

In Process; currently 
72.22%, based on Site 
Self-Assessment score 
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Evaluation Measure Source Frequency of 
Collection / 
Reporting 

Results / Notes 

>= 5 for “Coordination 
of referrals and 
specialists” 

Percent of practices adopting standardized 
assessment tools and procedures 

Practice assessment Monitor 
quarterly; report 
semi-annually 

In Process; currently 
33.33%; 3 of our 
partners have a CCSA 
in place. The rest are 
taking measures to 
address any domains 
they are missing. 

Percent of practices with EHRs; with EHRs that 
include evidence-based guideline prompts 

Practice assessment Monitor 
quarterly; report 
semi-annually 

In Process; currently 
80.95%, based on Site 
Self-Assessment score 
>=5 for “Data 
systems/patient 
records” 

Percent of practices adopting use of a common 
Shared Care Plan 

Practice assessment Monitor 
quarterly; report 
semi-annually 

In Process; currently 
10%; 2 of our 
practices have begun 
using PreManage 
Primary for shared 
care planning. 

Percent of practices/providers reporting 
adequate time and resources for care 
coordination 

Practice assessment Monitor 
quarterly; report 
semi-annually 

In Process; currently 
52.38%, based on Site 
Self-Assessment value 
<5 for “Funding 
sources/resources” 

Percent of practices/providers with 
multidisciplinary teams and case conferences 
for complex or high risk patients 

Practice assessment Monitor 
quarterly; report 
semi-annually 

In Process; currently 
76.19%, based on Site 
Self-Assessment value 
>=5 for “Patient care 
team for 
implementing 
integrated care” 

Percent of practices using patient registries to 
track complex or high risk patients; to track 
referrals to and from community service and 
support agencies 

Practice assessment Monitor 
quarterly; report 
semi-annually 

In Process; currently 
61.9%, based on site 
self-assessment score 
>= 5 for “data 
systems/patient 
records” and 
“coordination of 
referrals and 
specialists” 

Percent of practices with sufficient access to 
specialist consultation 

Practice assessment Monitor 
quarterly; report 
semi-annually 

In Process; currently 
85.71%, based on Site 
Self-Assessment value 
>=5 for “Coordination 
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Evaluation Measure Source Frequency of 
Collection / 
Reporting 

Results / Notes 

of referrals and 
specialists” 

Percent of practices with co-location of 
primary care, mental health staff and / or 
substance use treatment (including the various 
possible permutations of co-location) 

Practice assessment Monitor 
quarterly; report 
semi-annually 

In Process; currently 
57.14%, based on Site 
Self-Assessment value 
>=5 for “Level of 
integration: primary 
care and 
mental/behavioral 
health care” 

Percent of practices with information 
strategies and materials to engage patients as 
participants in integrated care practice 

Practice assessment Monitor 
quarterly; report 
semi-annually 

In Process; currently 
100%, based on Site 
Self-Assessment value 
>=5 for 
“Communication with 
patients about 
integrated care” 

Outcome Measures 
*Readmission to Hospital for Any Cause 
(Excluding Maternity, Cancer, Rehab) at 30 
days for the Adult (18+) behavioral health 
population 

Medicaid Claims Monitor 
quarterly 
effective 2018; 
report semi-
annually 

Pending; This measure 
will begin to be 
tracked once ASquam 
finishes the 
implementation of 
PreManage ED 

*Comprehensive and consistent use of 
standardized core assessment framework 
including screening for substance use and 
depression for age 12+ by IDN providers 

EHR aggregate 
reports 

Monitor 
quarterly 
effective 2018; 
report semi-
annually 

In Process; 3 of our 
providers have an 
approved CCSA and 
the rest are either 
upgrading their HIT or 
adding questions to 
their intake form to 
satisfy the 
requirements. 

*Potentially Preventable ER Visits for the BH 
Population and Total Population 

Medicaid Claims Monitor 
quarterly 
effective 2018; 
report semi-
annually 

Pending; This measure 
will begin to be 
tracked once both 
Lakes Region Mental 
Health Center and the 
Hospitals are fully 
integrated with CMT 

*Initiation of Alcohol and Other Drug 
Dependence Treatment (1 visit within 14 days) 

EHR aggregate 
reports 

Monitor 
quarterly 
effective 2018; 
report semi-
annually 

In Process; This 
measure is being 
reported by one 
agency for our C2 
project but an HIT 
meeting to discuss this 
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Evaluation Measure Source Frequency of 
Collection / 
Reporting 

Results / Notes 

measure is planned 
for September 2018. 

 
 

B1-3.  IDN Integrated Healthcare: Evaluation Project Targets 
Below are the established targets that are inclusive of all primary care and behavioral health practices. In 
order to achieve the greatest impact, we anticipate placing the greatest emphasis for system 
improvement efforts on those organizations with the greatest number of Medicaid clients. Also, note that 
due to a number of LRGH practices closing in spring 2018, the targets below have been adjusted since the 
Implementation Plan was written and has been reduced from 16 down to 14 coordinated practices and 8 
down to 6 integrated practices – changes to these targets was previously addressed with DHHS staff. 

Performance Measure Name Target 
Progress Toward Target 

As of 12/31/17 As of 6/30/18 As of 
12/31/18 

Number of primary care and 
BH practices with all 
characteristics of a 
Coordinated Care Practice 

14 10 14 

 

Number of primary care and 
BH practices with all 
characteristics of an 
Integrated Care Practice 

6 3 4 

 

*Readmission to Hospital for 
Any Cause (Excluding 
Maternity, Cancer, Rehab) at 
30 days for the Adult (18+) 
behavioral health population 

Reduce re-
admission rate 
from 13.25% to 
12% by December 
31, 2018 

Pending; discussion 
occurred with 
hospital 
representatives at 
the E5 Enhanced care 
coordination team 
meetings about 
obtaining 
readmission rates for 
the BH population. 

Pending; hospital is 
unable to provide this 
data to us so we will 
be tracking via CMT 
once the hospital is 
live with PreManage 
ED. 

 

*Comprehensive and 
consistent use of standardized 
core assessment framework 
including screening for 
substance use and depression 
for age 12+ by IDN providers 

23 In Process; Tier 1 
partners CSA tools 
were collected and 
reviewed to identify 
gaps in their CSA 
process. Additional 
work with other 
partners to occur 
February 2018.  

In Process; several 
partners are 
performing upgrades 
to their EMR systems 
in order to capture 
this data. 
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Performance Measure Name Target 
Progress Toward Target 

As of 12/31/17 As of 6/30/18 As of 
12/31/18 

*Potentially Preventable ER 
Visits for the BH Population 
and Total Population 

Reduce 
potentially 
preventable ER 
visits for the BH 
and Total 
population by 8% 
each calendar 
year, beginning in 
2018 or until CMT 
data available. 

Pending; outcome 
measurements have 
been discussed at E5 
meetings and high 
utilizer criteria  
identified; increased 
cooperation between 
agencies on sharing 
lists of high-utilizers 
and avoidable 
diagnosis codes. 

 

Pending; hospitals are 
not able to devote 
resources to monitor 
this measure. Planning 
on using PreManage 
ED data once it is 
implemented at the 
hospital. 

 

*Initiation of Drug 
Dependence Treatment (1 
visit within 14 days)  

Projecting 70% of 
those who test 
positive will be 
referred to 
treatment within 
14 days. Initial 
Assessment of 
this measure will 
occur Dec. 31 
2018 for the time 
period of 1/1/18-
12/31/18.   

According to our 
project plans the 
addition of an 
intensive outpatient 
treatment program 
will increase area 
based resources and 
some agencies are 
adding MAT 
providers to 
accommodate 
demand for these 
services. 

This measure is being 
reported by one 
agency for our C2 
project but an HIT 
meeting to discuss this 
measure is planned 
for September 2018. 

 

*Initiation of Alcohol 
Dependence Treatment (1 
visit within 30 days) 

Projecting 25% of 
those who test 
positive will be 
referred to 
treatment within 
30 days. Initial 
Assessment of 
this measure will 
occur Dec. 31, 
2018 for the time 
period of 1/1/18-
12/31/18. 

We have changed 
the performance 
measure timeframe 
from 14 days to 30 
days to better reflect 
the availability of 
alcohol treatment 
providers in our 
region. The target is 
also lower than its 
counterpart measure 
above because 
alcohol dependents 
are less likely to 
request referral to 
treatment for their 
addiction than opioid 
dependents. 

This measure is being 
reported by one 
agency for our C 
project but an HIT 
meeting to discuss this 
measure is planned 
for September 2018. 
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B1-4.  IDN Integrated Healthcare: Workforce Staffing  
To date, CHSN-IDN 5 has supported 70% of the identified FTEs required to implement and perform the 
functions within our community projects C2, D3, and E5. The community projects projected a total of 
28.75 FTEs to operationalize the three projects. There have been 6 FTEs hired or assigned to the C2 
Supportive Re-Entry project of the projected 8; there have been 5.1 FTEs hired or assigned to serve on the 
D3 Expansion in IOP project out of the projected 9.45; and a total of 8.9 FTEs care coordinators have been 
hired out of the 10.3 identified for the E5 Enhanced Care Coordination project. Most of the vacancies are 
related to the D3 project which has yet to expand its services into the Plymouth region and hires have not 
occurred yet and within the E5 project there has been some difficulty in recruiting for care coordinators, 
and/or retaining them once hired.  

To support the integrated healthcare development activities CHSN has struggled with recruiting a Practice 
Transformation Specialist to provide consultation to practices for performance improvement in the areas 
of patient visit design, workflows, efficient screening and assessment procedures, and EHR use for 
reporting and quality improvement. Unfortunately, the expertise in the state is limited and those who are 
trained in this work are at full capacity. CHSN-IDN 5 will explore other options to fill this void for this 
expertise either by identifying champions within our two FQHC’s and assist them with gaining this 
knowledge and share with others; to have the CHSN Executive Director facilitate practice meetings and 
capture progress/plans to identify improvement targets towards integration; or reach out to UNH/CHI 
and see if there may be capacity now for them to assist us in this capacity.  The CHSN Master Training plan 
was developed with individual agency and provider type training plans. The CHSN Implementation Plan 
identified that a Training Coordinator would be hired, however since early 2018, this plan was changed 
and all CHSN training/educational offerings will coordinated through a contract with NHADACA or other 
entities, and was previously adjusted in the budget.  

Additional CHSN staff related to integration activities remains as a CHSN Executive Director, CHSN Project 
Manager, Administrative Assistant and Data Analyst. The Practice Transformation Specialist position has 
been put on hold as mentioned above and remains vacant. These positions are already listed in other 
areas of the implementation and budget and are not duplicated here. Staff at the organizational / practice 
level to support integrated health care are captured in Section A-1, Workforce Development and are not 
duplicated here. 

Provider Type 

IDN Workforce (FTEs) 

Projected 
Total Need  

Baseline 
Staffing 

on 
6/30/17 

Staffing 
on  

12/31/17 

Staffing on 
6/30/18 

Staffing on 
12/31/18 

CHSN Executive Director, Project 
Manager, Administrative Asst.  2.5 2.5 2.5 2.5  

Data Analyst 1  0 0 1   

Practice Transformation Specialist  0.5 FTE staff 
or consultant 0 0 0  

 

B1-5.  IDN Integrated Healthcare: Budget 
Provide a narrative and a brief project budget outlining actual expenditures and projected costs to support 
the community project which must include financial reporting. 
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When CHSN categorized its budget it recognized many expenses will ultimately support Integrated 
Healthcare and could have easily been captured and tracked in the B1 Integrated Healthcare project 
however we elected to capture costs in the actual project they are most closely related to. Expenses 
projected in the Implementation Plan are shown below and actual expenditures within the reporting 
period can be found in the “Jan – Jun 2018 Actual Cost” column below. This period includes just one 
expenditure for $  (toward the total contract cost of  

 to perform the follow-up round 1 site self-assessment survey to CHSN network partners. Also, 
note that one line item for $  in the overarching budget to support a training contract was moved 
from B1-Integrated Healthcare to A1 Workforce Development to more accurately reflect all training 
dollars spent on IDN partner staffing within the workforce section.   
 
Funds are budgeted to support Integrated Healthcare which includes a stipend for a clinical director, 
consulting psychiatrist, practice transformation specialist (unspent to date), and the contract to 
perform baseline/follow-up site self-assessments of partners integration.  Please note, significant 
investments in Integrated Healthcare are reflected in other sections of the Implementation Plan including 
Workforce recruitment and retention, training contracts, HIT infrastructure and staffing of community 
projects. These budgeted expenditures are not duplicated here.  
 

Budget Item Item 
Description 

2017 
Cost 

Jul – Dec 
2017 

Actual 
Cost 

2018 
Cost 

Jan – Jun 
2018 

Actual 
Cost 

2019 
Cost 

2020 
Cost 

Total 
Project 

Cost 
 

Clinical 
Director 
Stipend  

Stipend for 
Director (MD) 
of the Clinical 
Integration 
Team @ 
$  x 3 
years 

 

 

$  

 

   

Consulting 
Psychiatrist 

Psychiatrist 
stipend for 
support of B1 
multi-
disciplinary 
care team @ 
$ x3 years 

 

 

$  

 

   

Practice 
Transformation 
Specialist 

0.5 FTE for 2 
years; 
consultation / 
coaching to 
facilitate 
integrated care 
development 
at the practice 
level 

 

 

$ 
 

 

   

Technical 
Assistance 

Contract with 
UNH for BH 
Integration Site 
Self-
Assessment 
Survey 

$        
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B1-6.  IDN Integrated Healthcare: Key Organizational and Provider Participants 
The following list includes the community health centers, hospital-affiliated primary practices and 
behavioral health provider organizations in the CHSN-IDN 5 region participating in the Integrated 
Healthcare initiative.   

Organization/Provider 
Agreement Executed (Y/N) 

 
HealthFirst Family Care Center Yes 

Mid-State Health Center Yes 

Speare Primary Care Yes 

Speare Pediatric and Adolescent Medicine Yes 

Westside Healthcare (FRH) Yes 

Laconia Clinic  (LRGH) Yes 

Belknap Family Health – Meredith (LRGH) Yes 

Lakes Region Family Practice (LRGH) Yes 

Belknap Family Health – Belmont (LRGH) Yes 

Hillside Family Medicine (LRGH) Yes 

Caring for Kids (LRGH) Yes 

Lakes Region Mental Health Center  Yes 

Horizons Counseling Center Yes 

Riverbend Community Mental Health Yes 

 

B1-7.  IDN Integrated Healthcare: IDN Governance Leadership Sign-off 
CHSN-IDN 5 received and reported that all IDN Governance sign-offs in the July 2017 SAR submission, 
therefore no resubmission is required.  

B1-8.  Additional Documentation as Requested in B1-8a-8h of the Project 
Scoring Tool in B1-9 
B1-8a - Comprehensive Core Standardized Assessment (CCSA):  

A CHSN-IDN 5 B1 Integrated Care subcommittee was formed in December 2017 for the purpose of 
reviewing existing tools and resources available regionally, statewide and nationally to develop a guidance 
template that was shared with partners at its February 2018 network meeting. The network meeting also 

(Includes 
baseline, 
follow up 1; 
follow up 2) 

INTEGRATED 
HEALTHCARE 
TOTAL* 

 
 $  
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gave significant attention to the waiver requirements of the CCSA and education and resources pertaining 
to of each of the domains. Since this initial introduction there has been significant work done by several 
partners to improve, update or introduce questions or mechanisms for collecting comprehensive CCSA’s. 
Some are working to adjust or update their EMRs with additional fields and some have incorporated a 
new paper form upon intake to capture missing domains.  

We solidified and reviewed the IDN’s guidance for addressing the domains of the CCSA with our partners 
in late June 2018 at the IDN A2-HIT meeting. As of June 2018, CHSN-IDN 5 has three different practices 
with complete CCSA’s. CHSN-IDN 5 has taken a unique approach where existing forms at each practice are 
being updated with any missing domains instead of developing a separate CCSA form and asking our 
clients to adopt a new form. In order to meet the requirements for the CCSA, HealthFirst integrated the 
PRAPARE questionnaire in January 2018 into their Centricity EMR which covers all of the domains of the 
social determinants of health. In addition, our largest provider within the IDN (LRGH) with the help of 
ASquam began upgrading their Cerner EMR to include a questionnaire and fields to capture the missing 
CCSA domains. They expect this upgrade to be complete by December 2018 and we expect that the CCSA 
they will develop will be standard across all LRGH practices. We are working with our SUD provider in the 
region to address areas of the CCSA that they have not historically been used to collecting since they serve 
such a specialized focus in the region. They have a short intake form that we will be adding a few questions 
to in order to satisfy the CCSA requirements. Part of this process was obtaining guidance from DHHS 
surrounding 42 CFR Part 2 providers and CCSA guidelines. We inquired in April 2018 whether a CCSA could 
be shared with us from one of the SUD providers that DHHS works with since they are all required to 
administer CCSA’s. We will follow up with DHHS regarding this matter in August 2018. Below is an updated 
representation of where our partners are with the CCSA domains.  

 

 
 

B1-8b - Multi-disciplinary core team members: CHSN-IDN 5 is working with 14 coordinated care or 
integrated care designated practices through a phased in approach based on tier level. The table below 
identifies which tier a practice is categorized in and the targeted approach and timeline for bringing 
practices up to the requirement of having multi-disciplinary core team members identified within their 
practices. Most are comprehensive but some are missing an individual or psychiatrist. Work with Tier 1 
practices began in Q3-Q4 2017 and most have identified multi-disciplinary core team members. We will 
continue working with these practices as needed throughout 2018 to ensure they have a fully 
complemented core team. During this reporting period, we began collecting data from Tier 2 practices to 
identify their core-team members. Several of these practices did not participate in the initial SSA survey 
but did so in the follow-up round 1 assessments which was performed in May 2018. This provided us with 

CCSA Domain LRG Healthcare Speare Hospital HealthFirst Mid-State Lakes Region MHC Horizons Counseling Riverbend
Demographic Information
Physical Health Review
Substance Use Review
Housing Assessment
Family and Support Services
Educational Attainment
Employment or Entitlement
Access to Legal Services
Suicide Risk Assessment
Functional Status Assessment
Universal Screening for Depression
Universal Screening for SBIRT
Developmental Screening for Pediatrics

-

-
-

Legend
Domain does not apply to provider.

Upgrading EMR to capture missing domains.
Domain is already captured by this provider.

Adding domain to intake form.
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a baseline for those practices and a follow-up for all others who had previously participated. There has 
been little activity to date with the Tier 3 practices other than initial introductions to the waiver and 
expectations of their practices. Most of the Tier 2 and 3 practices are LRGH practices. A meeting was held 
between the CHSN Executive Director and two LRGH practice managers on May 22nd to provide an 
overview of the DSRIP waiver, its requirements and to educate them of the LRGH practices that were 
identified within our Implementation Plan (as decisions were made prior to their involvement). This was 
an extremely productive meeting and opened the door to consistent conversations while most 
importantly, provided CHSN with a two meaningful points of contact. Due to layoffs and huge staff 
turnover at LRGHealthcare, several of the players who were integral in our project planning are no longer 
involved either in management or at the practice level and therefore so few have knowledge of the work 
of the DSRIP waiver and that their practices were identified as part of our work. Thus, the meeting with 
the two LRGH practice managers was meaningful and generated some interest on their part to participate. 
An invitation for the CHSN Executive Director to return to speak at future practice meetings was made 
and will be followed-up on in an effort to review the results of their SSA results and identify plans to move 
towards integration. Though work has begun in Q2 2018, much more work will take place with the Tier 3 
practices in Q3 2018. 

 

Providers 
identified to 

make progress 
toward 

Coordinated 
Care Practice 
designation 

(Includes 
Integrated Care 
Practices also) 

Target 

Names of individuals and title 
within each provider practice 
by core team Include PCPs, BH 

providers (including a 
psychiatrist), assigned care 

managers, care coordinators or 
community health workers and 

others 
Progress Made through 

12/31/17 

 
 
 
 
 
 
 

Progress Made through 6/30/18 

HealthFirst 
Family Care 
Center 

Tier 1 – Work 
within this 
practice is 
underway and 
will be ongoing 
throughout 
2018. 

Laconia Office 
 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 

 
 

 

This practice has had no turnover in 
staff since last reporting period and 
information remains the same as 
12/31/17.  
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Mid-State 
Health Center 

Tier 1 – Work 
within this 
practice is 
underway and 
will be ongoing 
throughout 
2018. 

Care Transitions Team 
Meetings 

 
  

 
 

 

 

 
 

 
 

 
 

  
 

 

  
 

 
 

 
 

  
 

 
Hall Team Meetings – Mid-State 
plans to hold Interdisciplinary 
hall team meetings beginning 
March 2018 will include the 
following representatives: 
Behavioral Health Provider, 
Primary Care Provider , 
Resource Nurse, Medical 
Assistant, Community Care 
Coordinator, IGNITE Member 
and Patient Support Specialists 

All information remains the same as 
12/31/17 report other than 
items/updates reflected below:  
 
Care Transitions Team meetings with 
Speare Hospital no longer occur. 
 
Hall Team Meetings: 3 groups in 
Plymouth and 1 in Bristol locations 
who meet monthly since March 2018. 
Bristol groups met 2x, Plymouth 
groups 3x for a total of 7 meetings in 
this reporting period. Individuals 
involved include: medical providers 
who work in a particular hall or office, 
BH providers, resource nurse, medical 
assistants, IGNITE team member, 
Patient Support Specialist, pharmacy 
team representative and Community 
Care Coordinator.  
 

 credentials were 
reported incorrectly and should read 
Licensed Clinical Social Worker.  
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Horizons 
Counseling 
Center 

Tier 1 – Work 
within this 
practice is 
underway and 
will be ongoing 
throughout 
2018. 

 
 

 
 

 
 

 
 

 
 

 
 
 

 

 

This practice has had no turnover in 
staff since last reporting period and 
information remains the same as 
12/31/17. 
 

 is still acting as the care 
coordinator until position is filled. 

Lakes Region 
Mental Health 
Center 

Tier 1 – Work 
within this 
practice is 
underway and 
will be ongoing 
throughout 
2018. 

 

 
 

 

 
 

This practice has had no turnover in 
staff since last reporting period and 
information remains the same as 
12/31/17. 

Riverbend 
Community 
Mental Health 

Tier 1 – Work 
within this 
practice is 
underway and 
will be ongoing 
throughout 
2018. 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

This practice has had no turnover in 
staff since last reporting period and 
information remains the same as 
12/31/17. 

Speare Primary 
Care 

Tier 2 –We will 
begin working 
with this 
practice in Q2 
2018. 

Pending Speare Primary Care reported they do 
not have a formal meeting schedule 
for patients with BH or chronic health 
conditions. The practitioners all work 
in close proximity so when a patient 
needs to be discussed it occurs PRN 
or on the fly. All significant BH issues 
are referred to LRMHC. 

CHSN Executive Director has 
addressed the need for coordinated 
care practices to have a formal case 
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conference schedule with multi-
disciplinary teams and will work with 
Speare to meet this requirement by 
December 2018. 

Speare 
Pediatric and 
Adolescent 
Medicine 

Tier 2 – We will 
begin working 
with this 
practice in Q2 
2018. 

Pending Similarly, Speare P&AM does not hold 
formal case conferences on patients 
with BH or chronic health conditions. 
Practitioners do so as needed. All 
significant BH issues are referred to 
LRMHC.  

CHSN Executive Director has 
addressed the need for coordinated 
care practices to have a formal case 
conference schedule with multi-
disciplinary teams and will work with 
Speare to meet this requirement by 
December 2018.  

LRGH / 
Westside 
Healthcare  

Tier 2 – We will 
begin working 
with this 
practice in Q2 
2018. 

Pending  
 

 
 

 
 

 

Belknap Family 
Health – 
Meredith  

Tier 2 – There is 
no SSA baseline 
for this practice. 
They will 
participate in 
the April 2018 
SSA and we will 
begin working 
with this 
practice in Q2 
2018. 

Pending  

 

Belknap Family 
Health – 
Belmont  

Tier 2 – There is 
no SSA baseline 
for this practice. 
They will 
participate in 
the April 2018 
SSA and we will 
begin working 
with this 
practice in Q2 
2018. 

Pending  
 

 

Hillside Family 
Medicine 

Tier 2 – There is 
no SSA baseline 
for this practice. 
They will 

Pending  
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participate in 
the April 2018 
SSA and we will 
begin working 
with this 
practice no later 
than Q3 2018. 

Lakes Region 
Family Practice 

Tier 3 – There is 
no SSA baseline 
for this practice. 
They will 
participate in 
the April 2018 
SSA and we will 
begin working 
with this 
practice no later 
than Q3 2018. 

Pending Pending 

LRGH / Caring 
for Kids 

Tier 3 – There is 
no SSA baseline 
for this practice. 
They will 
participate in 
the April 2018 
SSA and we will 
begin working 
with this 
practice no later 
than Q3 2018. 

Pending Pending 

LRGH / Laconia 
Clinic (primary 
care) 

Tier 3 – There is 
no SSA baseline 
for this practice. 
They will 
participate in 
the April 2018 
SSA and we will 
begin working 
with this 
practice no later 
than Q3 2018. 

Pending Pending 

 

B1-8c - Multi-disciplinary core team training for service providers will include topics such as Diabetes 
hyperglycemia, Dyslipidemia, Hypertension, Mental health and SUD. Coordination of these training topics 
is underway. The CHSN contract with NHADACA will not cover the clinical topics, as it is not their expertise, 
but it does address a plan to provide the mental health and SUD topics. Presenters to cover the clinical 
topics for providers is being explored as are opportunities to collaborate with other IDNs to provide these 
training topics most conveniently for practices. The Master Training Matrix (Attachment_B1.8A) 
developed in 2017 has more granular detail and identifies trainings required by provider type and will 
include targeted practices / agencies and number of trainees. 
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B1-8d – Non-direct care staff training: Also identified within the CHSN-IDN 5 Master Training Matrix are 
trainings for non-direct care staff on topics such as knowledge and beliefs about behavioral health 
disorders and mental health first aid. CHSN supported the Statewide BH Workforce activities by assisting 
Riverbend Community Mental Health to coordinate a Mental Health First Aid train-the-trainer course in 
April 2018 which helped to increase the pool of trainers in the state. CHSN contracted with NHADACA to 
meet several identified training needs for all partners. A draft of NHADACA’s CHSN-IDN 5 Training Planning 
Guide identifies the various trainings currently under development in various stages for rollout between 
June – December 2018 (Attachment_B1.8B). Additionally, the CHSN-IDN 5 Training Tracker captures who, 
at which practice, has received training by topic name to date. (See Attachment_A1.4A). 

B1-8e - Core team case conferences: Specific information on core team case conference protocols and 
schedules for each practice will rely on further practice specific integration plan development. Members 
of the multi-disciplinary core teams for inter-agency care coordination / case management meet on a 
routine basis. As demonstrated in the table below, most of the CHSN-IDN 5 partners identified as a “Tier 
1” practice are already meeting on a regular basis as they are working towards integrated care 
designation. Those identified as “Tier 2” are the majority of remaining practices working towards 
coordinated care designation. Though CHSN-IDN 5 has had discussions with Tier 2 partners, upon writing 
this report, several are not holding a routine core team case conference of practitioners. Many are held 
now though on an “as needed” basis within each practice. Several practitioners work in close proximity to 
one another and discuss BH or chronic patients when needed but a formalized schedule has not been 
implemented. Work with Tier 2 practices will continue with the expectation that each practice will 
implement a formalized schedule by or before December 2018.  

Providers 
identified to make 
progress toward 
Coordinated Care 

Practice 
designation 

(Includes 
Integrated Care 
Practices also) 

 
Target 

List the monthly (or more 
frequent) core team case 

conferences schedule on behalf 
of patients with significant BH or 

chronic conditions. 
 

Progress Made through 
12/31/17 

Progress Made through 6/30/18 

HealthFirst Family 
Care Center 

Tier 1- Completed 
/ in process 

Laconia Office 
Second and fourth Monday of 
the month, 8:00-9:00AM 
Cross agency care coordinators 
team meeting with Franklin TBD 
Franklin Office 
Second and fourth Monday of 
the month; 8:00-9:00AM 

All information remains the 
same 

Mid-State Health 
Center 

Tier 1 – 
Completed / in 
process 

Care Transitions Team meetings; 
Meets weekly via conference call 
to coordinate care for Mid-State 
patients transitioning from 
Speare Memorial Hospital  
 
Recovery Team meetings; 
Weekly, Tuesdays 4:00-5:00PM 
 
Interdisciplinary hall team 
meetings; Each hall will meet 

Care Transitions Team meetings 
have ceased. 
 
Recovery Team meetings 
continue as reported. 
 
Interdisciplinary hall team 
meetings are held routinely since 
March 2018 from 11:30-1:30pm 
once a month. Process on hold 
for July/August due to an 
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monthly 11:30-1:30pm. (First 
meeting will be completed on 
March 15th).  

identified need to revamp the 
process. 

Horizons 
Counseling Center 

Tier 1 – 
Completed / in 
process 

IOP team meetings; Weekly, 
Mondays 1:00 -3:00PM  
 
IOP team meeting with MD; 
Weekly, Tuesdays 10:00-11AM 
 
All staff team meetings; Weekly, 
Mondays 12-1:30PM 
 
Care coordination meeting with 
Recovery Clinic; Bi-monthly, 
Wednesdays 10:00-11:30AM 

All information remains the 
same 

Lakes Region 
Mental Health 
Center 

Tier 1 – 
Completed / in 
process 

Twice weekly on Mondays and 
Fridays, 8:00-9:30AM 

All information remains the 
same 

Riverbend 
Community 
Mental Health 

Tier 1 – 
Completed / in 
process  

Twice weekly on Wednesdays 
and Thursdays, 1:00-2:00PM to 
review status of current cases, 
high risk cases, referrals, and 
processes  
 
 

All information remains the 
same 

Speare Primary 
Care 

Tier 2 – CHSN-IDN 
5 will begin 
working with this 
practice in Q2 
2018 to train on 
the requirement 
of and assist with 
the 
implementation 
of a monthly core 
team case 
conference 
schedule for 
patients with 
significant BH or 
chronic 
conditions. 

Pending There is no formal schedule to 
date for core team case 
conferences. Currently these 
occur PRN given all practitioners 
are in close proximity with one 
another. Formalization of 
meeting schedule will be 
reviewed with CHSN-IDN 5 with 
an anticipated meeting schedule 
introduced by/before December 
2018.  

Speare Pediatric & 
Adolescent 
Medicine 

Tier 2 – CHSN-IDN 
5 will begin 
working with this 
practice in Q2 
2018 to train on 
the requirement 
of and assist with 
the 
implementation 

Pending There is no formal schedule to 
date for core team case 
conferences. Currently these 
occur PRN given all practitioners 
are in close proximity with one 
another. Formalization of 
meeting schedule will be 
reviewed with CHSN-IDN 5 with 
an anticipated meeting schedule 
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of a monthly core 
team case 
conference 
schedule for 
patients with 
significant BH or 
chronic 
conditions. 

introduced by/before December 
2018. 

LRGH / Westside 
Healthcare 

Tier 2 - CHSN-IDN 
5 will begin 
working with this 
practice in Q2 
2018 to train on 
the requirement 
of and assist with 
the 
implementation 
of a monthly core 
team case 
conference 
schedule for 
patients with 
significant BH or 
chronic 
conditions. 

Pending Not applicable at this time. CHSN 
Executive Director to work with 
LRGH practice managers to 
introduce a routine core team 
case conference schedule 
by/before December 2018. 
 
MAT takes place at FRH & LRGH 
Hillside.  Primary care providers 
manage depression and typically 
refer out for counseling services. 
 

Belknap Family 
Health – Meredith  

Tier 2 – CHSN-IDN 
5 will begin 
working with this 
practice in Q2 
2018 to train on 
the requirement 
of and assist with 
the 
implementation 
of a monthly core 
team case 
conference 
schedule for 
patients with 
significant BH or 
chronic 
conditions. 

Pending Not applicable at this time. CHSN 
Executive Director to work with 
LRGH practice managers to 
introduce a routine core team 
case conference schedule 
by/before December 2018. 
 
MAT takes place at FRH & LRGH 
Hillside.  Primary care providers 
manage depression and typically 
refer out for counseling services. 

 

Belknap Family 
Health – Belmont  

Tier 2 – CHSN-IDN 
5 will begin 
working with this 
practice in Q2 
2018 to train on 
the requirement 
of and assist with 
the 
implementation 
of a monthly core 
team case 

Pending Not applicable at this time. CHSN 
Executive Director to work with 
LRGH practice managers to 
introduce a routine core team 
case conference schedule 
by/before December 2018. 
 
MAT takes place at FRH & LRGH 
Hillside locations.  Primary care 
providers manage depression 



NH DHHS DSRIP Implementation IDN Process Measures Reporting Guide 71 
 

conference 
schedule for 
patients with 
significant BH or 
chronic 
conditions. 

and typically refer out for 
counseling services. 

 

Hillside Family 
Medicine 

Tier 2 – CHSN-IDN 
5 will begin 
working with this 
practice in Q2 
2018 to train on 
the requirement 
of and assist with 
the 
implementation 
of a monthly core 
team case 
conference 
schedule for 
patients with 
significant BH or 
chronic 
conditions. 

Pending Not applicable at this time. CHSN 
Executive Director to work with 
LRGH practice managers to 
introduce a routine core team 
case conference schedule 
by/before December 2018. 

MAT takes place at Hillside.   

 

 

B1-8f - Secure messaging: All agencies that were without secure messaging were assisted with CHSN 
resources to install this capability via Kno2 and CHSN will also pay for annual subscription fees until 2020. 
All were brought up to this minimum standard as of December 31, 2017.  

B1-8g - Closed loop referrals: CHSN-IDN 5 has been addressing the need for closed loop referrals with its 
identified practices and partners. Our IDN has two FQHC’s which are also Patient Centered Medical Homes 
who utilize a documented closed-loop referral process. MidState Health Center shared with CHSN that 
they close their referral loops as follows: 

1. We use our EMR to generate a report of all overdue referrals through Order Tracking. 

2. We then generate a form (Blue Form) and send them to the referring offices. 

3. The referring office then resends us a report with reason – if the patient was able to contact them 
and book an appointment or if the patient did not contact them. 

4. Once we get the report from the office, the report is given to the clinician to determine if we have 
to make a follow-up call to the patients who did not make any appointment with the referring 
office based on their care needs.  

5. We then scan the report into the patients’ medical record. 

A copy of MidState Health Center’s Order-Referral Tracking Policy is below and can also be found as 
Attachment_B1.8C. HealthFirst’s Referral Tracking and Follow-up Policy can be found as 
Attachment_B1.8D. These will be shared with partners as examples of policies to either replicate or learn 
from if there is not one in place or documented to date. Direct secure messaging is also used in some 
cases for facilitating closed loop referrals, although DSM is not directly a management referral tool and 
does not inherently require ‘closing the loop’ on the actual referral process. Opportunities for expanding 
other referral management applications will be explored by CHSN-IDN 5 in addition to sharing the closed 
loop referrals in place by the two FQHC’s stated above. 
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B1-8h - Documented work flows and/or protocols Workflows and protocols remain in various stages 
across our work. Several have been collected, some have been newly developed by care coordinators and 
workgroups, and others remain under development between various community agencies. Some 
examples of workflows/protocols include interactions between providers and community based 
organizations; timely communication; privacy; coordination among case managers (internal and external 
to IDN); safe transitions from institutional settings back to primary care, behavioral health and social 
support service providers; intake procedures acquiring patient consent to share information among 
providers. Several workflows were previously identified and submitted as attachments in the December 
2017 SAR. Meetings were held between LRMHC, Horizons and the DOC addressing the transition of care 
between agencies for the C2 project as well as between LRMHC and Horizons for the D3 project. Drafts of 
these workflows have been agreed upon, written up and accepted by applicable agencies. In addition, the 
parties reviewed the protocols developed for crisis management of shared clients. It appears that some 
of the issues were/are an internal training issue for new staff at LRMHC. Parties will re-examine how to 
support staff in seeing clients as “joint” clients vs. feeling territorial about them by agency. This was 
identified and shared with CHSN Executive Director to consider formulating a new training for IDN 
partners.  

To actively support continued protocol and workflow development, CHSN-IDN 5 has outreached to 
other IDN’s to enhance collaborative efforts towards standardization of integrated work throughout 
the state of New Hampshire. The process of integrating B1-8h protocols statewide (specifically for 
Interactions between providers, Timely communications, Coordination among Case Managers, Safe 
Transitions, Intake procedures and Adherence to NH Board of Medicine) will support the mission of this 
project in implementing best practices across all settings to provide quality of care to all patients.  This 
standardization will create increased efficiency of care to patients and providers resulting in more 
optimal project outcomes. The IDNs collaborative approach to protocol development will be completed 
no later than December 31, 2018. 

One critical workflow that is under development surrounds the use of CHSN’s new universal consent 
documents that were finalized in June 2018 after many revisions. The consent documents were rolled out 
to partners at the June CHSN B1-Integrated Care meeting. The new documents shared include an 
Authorization and Consent to Disclose Protected Health Information for Treating Providers; Authorization 
and Consent to Disclose Protected Health Information for Non-Treating Providers (previously presented 
as Attachments_A2.3A, A2.3B). Utilizing one form for patient consent by IDN partners will allow for a 
streamlined process in which a patient’s health information is shared between inter- and cross-agency 
care teams. Because the finalization of these forms was delayed since writing the last SAR, this workflow 
development was halted. Now that the consent forms are being utilized by a few agencies, and we 
anticipate many others will adopt their use soon, workflows surrounding their use and how sharing of 
information will occur between various agencies needs to be developed and shared for training purposes. 
This activity is anticipated in Q3 2018.   

Project Scoring: IDN Integrated Healthcare Process Milestones and Achievement 
of Coordinated Care Practice Designation Requirements 
DHHS will use the tool below to assess progress made by each IDN’s Integrated Healthcare 
Implementation Plan activities. Grayed areas indicate that no submission is expected for the time frame. 
A score of “Met” will be scored for a timely and complete submission.  A score of “Not Met” will be scored 
for late and/or incomplete information. 
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Process 
Milestone 
Number 

Process Detail Submission 
Format 

Results (Met/Not Met) 

6/30/17 12/31/17 6/30/18 12/31/18 

       

B1-2 

IDN Integrated  
Healthcare: 
Implementation Plan, 
Timeline, Milestones 
and Evaluation Project 
Plan 

Narrative & 
Spreadsheet 
(Microsoft 
Project or 

similar 
platform) 

    

B1-3 
IDN Integrated 
Healthcare: Evaluation 
Project Targets 

Table     

B1-4 
IDN Healthcare 
Integration Workforce 
Staffing 

Table     

B1-5 IDN Healthcare 
Integration: Budget 

Narrative and 
Spreadsheet     

B1-6 

IDN Integrated 
Healthcare: Key 
Organizational and 
Provider Participants 

Table     

B1-7 

IDN Integrated 
Healthcare: 
Organizational 
leadership sign-off 

Table     

B1-8a 

All of the following 
domains must be 
included in the CCSA:  
• Demographic 

information 
• Physical health 

review 
• Substance use 

review 
• Housing 

assessment 
• Family and 

support services 
• Educational 

attainment 
• Employment or 

entitlement  
• Access to legal 

services 
• Suicide risk 

assessment 
• Functional status 

assessment 
• Universal 

screening using 

CCSAs 
(Submit all 
that are in 
use) 
Table listing 
all providers 
by domain 
indicating 
Y/N on 
progress for 
each process 
detail 
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Process 
Milestone 
Number 

Process Detail Submission 
Format 

Results (Met/Not Met) 

6/30/17 12/31/17 6/30/18 12/31/18 

depression 
screening (PHQ 2 
& 9) and  

• Universal 
screening using 
SBIRT 

 

For pediatric 
providers, the CCSA 
must also include:  
• Validated 

developmental 
screening for all 
children, such as 
the ASQ:3 and/or 
ASQ SE at 9, 18 
and 24/30 month 
pediatric visits;  

• Developmental 
Screening using 
Bright Futures or 
other American 
Academy of 
Pediatrics 
recognized 
developmental  

Table listing 
all providers 
by domain 
indicating 
Y/N on 
progress for 
each process 
detail 

    

B1-8b 

List of multi-
disciplinary core team 
members that 
includes, at minimum:  
• PCPs 
• Behavioral health 

providers 
(including a 
psychiatrist) 

• Assigned care 
managers or 
community 
health worker 

Table listing 
names of 
individuals or 
positions 
within each 
provider 
practice by 
core team 

    

B1-8c 

Multi-disciplinary core 
team training for 
service providers on 
topics that includes, at 
minimum: 
• Diabetes 

hyperglycemia 
• Dyslipidemia 
• Hypertension 
• Mental health 

topics (multiple)  

Training 
schedule and 
Table listing 
all provider 
practice sites 
and number 
of individuals 
by provider 
type to be 
trained, PCP 
or BH.  
Ongoing 
reporting 
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Process 
Milestone 
Number 

Process Detail Submission 
Format 

Results (Met/Not Met) 

6/30/17 12/31/17 6/30/18 12/31/18 

• SUD topics 
(multiple) 

shall indicate 
# of people 
trained in 
each practice 
by provider 
type for each 
reporting 
period for 
each training. 
OR you may 
provide a list 
of names of 
all individual 
providers to 
be trained in 
each provider 
practice.  
Ongoing 
reporting 
would 
indicate Y/N 
for 
participating 
individuals on 
progress for 
each training 

B1-8d 

Training for staff not 
providing direct care 
that at minimum 
includes knowledge 
and beliefs about 
mental disorders that 
can aid in recognition 
and management  

Training 
schedule  and 
table listing 
all staff 
indicating 
progress on 
each process 
detail 

    

B1-8e 

Monthly (or more 
frequent) core team 
case conferences on 
behalf of patients with 
significant behavioral 
health conditions or 
chronic conditions 

Conference 
schedule  and 
Table 

    

B1-8f Secure messaging Narrative     

B1-8g Closed loop referrals Narrative     

B1-8h 

Documented work 
flows and/or protocols 
that include, at 
minimum: 
• Interactions 

between 

Work flows 
and/or 
Protocols 
(submit all in 
use) 
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Process 
Milestone 
Number 

Process Detail Submission 
Format 

Results (Met/Not Met) 

6/30/17 12/31/17 6/30/18 12/31/18 

providers and 
community based 
organizations 

• Timely 
communication 

• Privacy, including 
limitations on 
information for 
communications 
with treating 
provider and 
community based 
organizations 

• Coordination 
among case 
managers 
(internal and 
external to IDN) 

• Safe transitions 
from institutional 
settings back to 
primary care, 
behavioral health 
and social support 
service providers 

• Intake procedures 
that include 
systematically 
soliciting patient 
consent to 
confidentially 
share information 
among providers 

• Adherence to NH 
Board of Medicine 
guidelines on 
opioid prescribing 

 
B1-9.  Additional Documentation as Requested in B1-9a - 9d 
 
B1-9a - Coordinated Care Practice designation: Section B1-10 lists the 14 CHSN-IDN 5 related practices 
and agencies that will be assisted to achieve coordinated care practice designation. Based on the UNH/CHI 
follow-up round 1 site self-assessment results received in June, each of the 14 Coordinated Practices 
identified have reached or exceeded Coordinated Care Level 3 or a score of 47 or above  on the SAMHSA 
crosswalk scale of coordination/integration. Practice progress for the reporting period is represented in 
the table below.  

B1-9b - Additional Integrated Practice designation requirements: Section B1-10 lists the six CHSN-IDN 5 
related practices and agencies that will be assisted to achieve integrated care practice designation. Of the 
six, four are currently meeting that designation based on the UNH/CHI follow-up round 1 site self-
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assessment results received in June, of the six practices identified as becoming Integrated Practices, four 
have reached Integrated Care Level V or a score of 127 or higher on the SAMHSA crosswalk scale of 
coordination/integration. Adoption of evidence-based practices is also addressed below. Several practices 
in the region are already utilizing SBIRT and/or are Medication-assisted treatment (MAT) providers. 
Progress towards integrated practice designation will occur in two waves depending on whether the 
practice is identification as either Tier 1 or Tier 2. Practice progress for the reporting period is represented 
in the table below along with activities and timeline for attaining this goal.  

List of providers 
identified to make 
progress toward 
Integrated Care 

Practice designation 

Target 

 
Progress Made through 

12/31/17 
 

Progress Made through 
6/30/18 

HealthFirst Family 
Care Center 

Tier 1 practice – 
This practice is 
currently at 
Integrated Care 
Level V. CHSN 
began working 
with this practice 
in Q4 2017 to 
assist in moving 
them towards 
integrated 
practice 
designation 
requirements and 
will be ongoing 
throughout 2018. 

Laconia office 
• In house MAT services 

provided 
• When MAT began it was 

limited to 29 RX clients   
and 45 counseling 
clients. As of May 1, 
2018 they anticipate this 
to expand to 70 RX 
clients receiving in-
house MAT services and 
up to an additional 100 
for counseling  

• PHQ2 performed for all 
clients annually 

• PHQ9 for any that score 
2 on PHQ2 

• Internal referral to BH 
team for counseling in 
coordination with PCP 
and Rx 

• Practice has been 
utilizing SBIRT on 12 
years and older for 1 ½ 
years on all clients at 
annual visit. Any who 
score are referred for 
SUD counseling 

• Currently collect all 
CCSA domains in the 
EMR other than those 
related to food, shelter 
and transportation.  
New questions will be 
added in paper form in 
May 2018 to address the 
3 gaps identified 

• Trained staff is lined up 
to perform SBIRT 

Information remains the 
same. No new information to 
report. 
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trainings with other 
practices 

Franklin office 
• When MAT began it was 

limited to 29 RX clients   
and 45 counseling 
clients. As of May 1, 
2018 they anticipate this 
to expand to 70 RX 
clients receiving in-
house MAT services and 
up to an additional 100 
for counseling. 

• PHQ2 performed for all 
clients annually 

• PHQ9 for any that score 
2 on PHQ2 

• Internal referral to BH 
team for counseling in 
coordination with PCP 
and Rx 

• Practice has been 
utilizing SBIRT on 12 
years and older for 1 ½ 
years on all clients at 
annual visit. Any who 
score are referred for 
SUD counseling 

• Currently collect all 
CCSA domains in the 
EMR other than those 
related to food, shelter 
and transportation.  
New questions will be 
added in paper form in 
May 2018 to address the 
3 gaps identified 

Mid-State Health 
Center 

Tier 1 practice – 
This practice is 
currently at 
Integrated Care 
Level V. CHSN 
began working 
with this practice 
in Q4 2017 to 
assist in moving 
them towards 
integrated 
practice 
designation 
requirements and 
will be ongoing 
throughout 2018. 

• MAT program has a 
Recovery Team that is 
using evidence-based 
interventions 

• Interdisciplinary team 
treating substance 
misuse patients meets 
weekly 

• All BH patients have an 
initial PHQ9 and a 
follow-up screening 
performed every six 
months. Re-evaluation 
of treatment plan made 
if necessary 

Information remains the 
same. No new information to 
report. 
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Horizons Counseling 
Center 

Tier 1 practice – 
This practice is 
currently at 
Integrated Care 
Level V. CHSN 
began working 
with this practice 
in Q4 2017 to 
assist in moving 
them towards 
integrated 
practice 
designation 
requirements and 
will be ongoing 
throughout 2018. 

• Integrated MAT Program 
(began prior to July 1 
2017) has served 54 
clients 

• Use PHQ2, PHQ9 and 
CBT to address mild to 
moderate depression in 
clients with co-occurring 
disorders 

• Plans to implement 
CCSA on paper as EHR 
does not readily accept 
this change in a usable 
manner. SBIRT is not 
utilized because the SUD 
program screening and 
assessments in place go 
beyond the scope of 
SBIRT 

HealthFirst initiated their 
MAT program early in 2018. 
They have three Nurse 
Practitioners and two 
Physicians waivered to 
prescribe Medication 
Assisted Therapy (MAT), 
which consists of Suboxone 
and Vivitrol. As part of the 
MAT program, all patients 
are required to participate in 
behavioral health counseling 
which assists patients 
navigating through their 
substance use disorder and 
helps them to obtain and 
sustain recovery. Within 
their primary care setting, 
they have integrated 
Behavioral Health services 
with three FT and one PT 
Masters prepared 
counselors. 

Lakes Region Mental 
Health Center  

Tier 1 practice – 
This practice is 
currently at Co-
Located Care 
Level IV. CHSN 
will begin working 
with this practice 
to assist in 
moving them 
towards 
integrated 
practice 
designation 
requirements in 
Q1 2018 and will 
be ongoing 
throughout 2018. 

• PHQ9, CBT, DBT, IMR are 
currently utilized 

Information remains the 
same. No new information to 
report. 

Riverbend Community 
Mental Health 

Tier 1 practice – 
This practice is 
currently at Co-
Located Care 
Level IV. CHSN 
will begin working 
with this practice 
to assist in 
moving them 
towards 
integrated 
practice 
designation 
requirements in 
Q1 2018 and will 

• MAT offered via 
continued partnership 
with Lakes Region 
Recovery Clinic and 
Concord Riverbend 
based, Choices Program 

• Anticipate opening 
Choices Program in 
Franklin to provide IOP 
services by Q4 2018 

• Evidence-based 
treatment of mild-to 
moderate depression 
within the Integrated 

Information remains the 
same. No new information to 
report. 
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be ongoing 
throughout 2018. 

Practice setting either 
through use of the 
IMPACT or other 
evidence supported 
model 

• Continued use of these 
tools and interventions 
throughout the Adult 
Treatment Team 

• Use of PHQ9 at every 
intake appointment and 
subsequent Cognitive 
Behavior Therapy for 
depressive symptoms 

• Plan to have MOU with 
HealthFirst Family Care 
Center completed and 
signed by Q2 2018 to 
ensure that the two 
practices continue to 
work in collaboration 
and to have a Riverbend 
therapist onsite at the 
PCP practice.  

LRGH / Westside 
Healthcare  

Tier 2 practice – 
This practice is 
currently at Co-
Located Care 
Level IV. CHSN 
will begin working 
with this practice 
to assist in 
moving them 
towards 
integrated 
practice 
designation 
requirements in 
Q2 2018 and will 
be ongoing 
throughout 2018.  

Pending Regarding LRGH practices:  
MAT takes place at FRH & 
Gilford locations.  Primary 
care providers manage 
depression and typically 
refer out for counseling 
services. 
 

 

B1-9c – Enhanced use of technology: Several of our partners have worked on upgrading their EMR system 
during the past six months. HealthFirst Family Care Center has added PRAPARE to their Centricity system 
in order to capture social determinants of health related to the CCSA. ASquam is in the process of 
upgrading their Cerner system to capture social determinants of health related to the CCSA. This is a big 
step for ASquam as they support the three hospitals in our region which represents the largest Medicaid 
population in our IDN. This upgrade will be vital to CHSN-IDN 5 meeting the 75% CCSA completion target 
that DHHS has set by the end of the waiver. Riverbend Community Mental Health is also upgrading their 
EMR system to add a bevy of functionality including ePrescribing, an HL7 interface, direct messaging, a 
patient portal, and other internal improvements. 
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Two of our organizations, Riverbend and HealthFirst, finished their implementation of PreManage Primary 
and began using the shared-care plan for their patients. Unfortunately, the hospitals are not yet sending 
ED event notification to these two locations but they have signed their contract with CMT and 
implementation work for PreManage ED is beginning in July 2018. Adoption of PreManage Primary has 
been slow due to a few factors. The first is that some of the Wave 1 and Wave 2 participants are 
experiencing a resource crunch with both the ongoing data reporting (to which many measures are going 
to be added moving forward) and the CMT implementation taking place at the same time. The hospitals 
and LRGH practices are feeling this the most with only one data reporter for the MAeHC measures on top 
of all of the other day-to-day report work that must be done for the entire LRGH system. CHSN-IDN 5 has 
offered the possibility of providing some financial assistance to LRGH in order to complete reporting 
requirements for the current reporting period. Mid-State is also experiencing staffing-related issues for 
this project. Their IT director has left and now their CFO is the only experienced SQL writer on staff and 
he must split his time between data reporting and financials. Lakes Region Mental Health Center has one 
report writer as well who is receiving treatment for an illness so they have limited availability. That is not 
to say that all of these participants haven’t tried their hardest to assist us with reporting but these are 
some of the factors that they are dealing with that lengthen timelines on the projects. The second factor 
is 42 CFR Part 2 concerns that CMT has addressed and will be presenting their new 42 CFR Part 2 workflows 
in July 2018. CMT has been wonderful to work with and has gone above and beyond to address the 
concerns that were brought up by our partner organizations over privacy and functionality. The third 
factor is the lack of a clinical champion for CMT in our region. The FQHC’s and mental health centers have 
been great in embracing adoption of CMT but we do not have that same champion at LRGH and they have 
a lot of practices that we are targeting for coordinated care and integrated care. 

Integrated Care Practice 
Designation 

Progress Made as of  
12/31/17 

6/30/18 12/31/18 

HealthFirst Family Care 
Center 

HealthFirst signed their contract 
with CMT to begin using shared 
care plan technology. Shared-
care planning is set to begin by 
6/30/2018.  

HealthFirst began using 
PreManage Primary in 
late April 2018. 

 

Mid-State Health Center 

Mid-State has committed to 
using CMT along with other 
members of the IDN. Shared-
care planning is set to begin by 
6/30/2018. 

Mid-State has a lack of 
dedicated IT resources 
for software 
integration. Priority has 
been given to the 
MAeHC project during 
this time. Shared-care 
planning is now 
targeted for 
completion by 
December 2018. 

 

LRGH / Westside 
Healthcare  

LRGH received requests from 
multiple organizations to resume 
sharing lists of high utilizers with 
other providers in the IDN. No 
work has begun but they are 
committed to resuming this 
practice. LRGH has been given a 
technical onboarding call from 
CMT but we are still waiting for 
the contract to be reviewed by 
their legal team and signed. 

ASquam has signed 
their contract with CMT 
on behalf of the 
hospitals in our region. 
They began 
implementation in late 
June 2018 for 
PreManage ED. Work 
on PreManage Primary 
for Westside 
Healthcare will follow 
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Shared-care planning and event 
notification by the hospital is set 
to begin by 6/30/2018. 

once the ED’s 
notifications are being 
sent from the hospitals. 

Lakes Region Mental 
Health Center  

Practice is planning to add 
additional features to their EMR 
to for purposes of storing 
screening results for SUD and 
depression. Genesis has not 
received a technical onboarding 
call but they are still set to begin 
shared-care planning by 
6/30/2018. 

LRMHC has been 
devoting their limited 
IT resources towards 
MAeHC data reporting. 
Work with CMT on 
PreManage Primary will 
begin following the 
work for this data 
reporting period. 

 

Horizons Counseling 
Center 

Kno2 secure messaging software 
was installed Q4 2017; Horizons 
is working closely with Genesis 
to provide treatment for patients 
that are diagnosed for SUD. We 
are anticipating there will be 42 
CFR Part 2 concerns with CMT so 
we have begun discussing these 
internally and plan to discuss and 
resolve with CMT by 3/31/2018. 
 

Horizons signed a 
QSO/BAA with CMT in 
May 2018. CMT will be 
introducing the new 42 
CFR Part 2 workflows in 
PreManage Primary in 
July 2018. After this 
introduction, we can 
begin working with 
Horizons IT staff 

 

Riverbend Community 
Mental Health 

Riverbend is working closely with 
HealthFirst on care coordination 
and an MOU is drafted. We 
anticipate that Riverbend will be 
using CMT for shared care 
planning by 6/1/2018. 

Riverbend began 
working with CMT in 
May 2018 and has been 
using PreManage 
Primary. They are 
upgrading their EMR 
system to add 
ePrescribing, an HL7 
interface, direct 
messaging, a patient 
portal, and many other 
internal improvements. 

 

 

B1-9d - Documented workflows with community based social support service providers: Workflows with 
community based social support service providers are being developed / modified in conjunction with the 
C2, D3 and E5 projects. As discussed in section B1-8h, CHSN has identified several workflows, 
communication channels and joint service protocols. The workflows that have been finalized can be found 
within the specific community projects as attachments.  

To actively support continued protocol and workflow development, CHSN-IDN 5 has outreached to 
other IDN’s to enhance collaborative efforts towards standardization of integrated work throughout 
the state of New Hampshire. The process of integrating B1-9d protocols statewide (specifically for Joint 
service and communication channels) will support the mission of this project in implementing best 
practices across all settings to provide quality of care to all patients.  This standardization will create 
increased efficiency of care to patients and providers resulting in more optimal project outcomes. The 
IDNs collaborative approach to protocol development will be completed no later than December 31, 
2018. 
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Project Scoring: IDN Integrated Healthcare Process Milestones, Achievement of 
Integrated Care Practice Designation Requirements 
DHHS will use the tool below to assess Integrated Healthcare Integrated Care Practice activities. A score 
of “Met” will be scored for a timely and complete submission. A score of “Not Met” will be scored for late 
and/or incomplete information.  

Process 
Milestone 
Number 

Section Process Detail Submission 
Format  

Results (Met/Not Met) 

6/30/17 12/31/17 6/30/18 12/31/18 

B1-9a 

Coordinated 
Care Practice 
designation 

Achievement of 
all of the 
requirements of a 
Coordinated Care 
Practice 

Progress 
towards 
Coordinated 
Care Practice 
Designations  

    

B1-9b 

Additional 
Integrated 
Practice 
designation 
requirement 

Adoption of both 
of the following 
evidence-based 
interventions:  
• Medication-

assisted 
treatment 
(MAT) 

• Evidence-based 
treatment of 
mild-to-
moderate 
depression 
within the 
Integrated 
Practice setting 
either through 
use of the 
IMPACT or 
other evidence-
supported 
model 

Protocols 
(Submit all in 
use) 

    

B1-9c 

 • Use of 
technology to 
identify, at 
minimum:  

• At risk patients 
• Plan care 
• Monitor/manag

e patient 
progress 
toward goals 

• Ensure closed 
loop referral 

• Table 
listing all 
providers 
indicating 
progress 
on each 
process 
detail 

    

B1-9d 

 Documented 
work flows with 
community based 
social support 

Work flows  
(Submit all in 
use) 
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Process 
Milestone 
Number 

Section Process Detail Submission 
Format  

Results (Met/Not Met) 

6/30/17 12/31/17 6/30/18 12/31/18 

service providers 
including, at  
minimum:  
• Joint service 

protocols  
• Communication 

channels 

B1-10. IDN Integrated Healthcare Project: Achievement of Coordinated Care 
Practice and Integrated Care Practice Designation 
 

Fourteen practices are identified for moving towards coordinated care practices and six were identified 
as moving towards integrated practices. This number of coordinated care practices is a combination of 
the eight practices identified as coordinated and six practices identified as integrated for a total of 14. As 
stated briefly above in B1-9a and 9b, the UNH/CHI follow-up round 1 site self-assessment results shed 
some light on progress made since the baseline assessments performed in the fall of 2017 within the 
CHSN-IDN 5 practices identified for Coordinated or Integrated Care Practice designation. The follow-up 
results identify that each of the 14 Coordinated Practices identified have reached or exceeded 
Coordinated Care Level 3 or a score of 47 or above  on the SAMHSA crosswalk scale of 
coordination/integration. However, of these 14 identified practices, just 4 (LRMHC, Riverbend, HealthFirst, 
and Mid-State) are meeting the additional requirements defined in the STC’s of the B1 Project because 
they are utilizing a CCSA with the SAMHSA domains and additional NH Plus requirements, as well as a 
shared care plan. The remaining coordinated practices that are affiliated with Speare Memorial Hospital 
and LRGHealthcare are in the process of upgrading their EMR system so that they will be able to capture 
all of the required CCSA domains. We expect them to finish this work in Q4 of 2018. Of the 6 practices 
identified as reaching Integrated Care Practice designation, 4 (LRMHC, Riverbend, HealthFirst and Mid-
State) have reached Integrated Care Level V or a score of 127 or higher on the SAMHSA crosswalk scale 
of coordination/integration. They also fulfill the requirements of an integrated care facility as defined in 
the STC’s of the B1 Project because they are actively using CMT for their shared care plan and they all 
provide some level of MAT. Westside Healthcare will begin utilizing CMT as soon as the implementation 
of CMT is finished at LRGHealthcare which is anticipated to wrap up by Q3 of 2018. This location already 
provides MAT through their close connection with Franklin Regional Hospital. Work with Horizons 
Counseling Center to elevate their practice to integrated care designation will occur Q4. Their 
participation in shared care planning will begin by the end of Q4. 

Of the six identified as reaching Integrated Care Practice designation, four have reached Integrated Care 
Level V or a score of 127 or higher on the SAMHSA crosswalk scale of coordination/integration. 

Overall IDN results and individual practice results were shared at the B1-Integrated Healthcare meeting 
in June which was well attended by B1 partners.  The scores did move in an upward direction across the 
board with just one instance of it moving backwards slightly for Horizons Counseling Center which is the 
regions primary SUD provider. We feel strongly that this is mostly in part to an increased awareness of 
reporting capabilities and the education that has been performed on what constitutes a comprehensive 
core standardized assessment in terms of the DSRIP waiver requirements. CHSN-IDN 5 has included all 
partners in the surveys if they are interested for their own growth purposes however several of our home 
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health agencies who have participated in the SSA are not required in the B1 project because they are not 
primary care, BH or SUD providers. CHSN will utilize data to document their growth toward 
coordinated/integrated care.  New to the follow-up round 1 SSA were several LRGH practices that did not 
participate in the original baseline assessment performed in the fall of 2017 but did in May 2018. These 
include: Belknap Family Health – Meredith, Belknap Family Health – Belmont, Lakes Region Family 
Practice, Hillside Family Medicine, Laconia Clinic, Caring for Kids and Speare Pediatrics and Adolescent 
Medicine.  CHSN-IDN 5 considers this survey as each of their “baselines” and will have more information 
on their practice engagement when they participate in the follow-up round 2 survey which is slated to 
occur in mid-October 2018.   

 Total Goal 
Number 

Designated 

Baseline 
Designated 
6/30/17* 

Number 
Designated 
12/31/17 

Number 
Designated 

6/30/18 

Number 
Designated 
12/31/18 

Coordinated Care 
Practices (= 8) 14 0 7 4  

Integrated Care 
Practices (= 6) 6 0 3 4  

 
Use the format below to identify the progress each practice made toward Coordinated Care Practice or 
Integrated Care Practice designation during this reporting period. 
 

Coordinated 
Care 

Practice 

 

List of providers 
identified to make 
progress toward 
Coordinated Care 

Practice 
designation 

12/31/17 
 

6/30/18 
 

12/31/18 

 Speare Primary 
Care 

Co-located 
Level IV 

Speare Primary Care has hired an 
additional .5 Patient Care Coordinator (to 
make one FT position) who will interact 
with their Community Care Coordinator 
(CCC hired as part of the E5 Project).  This 
individual/position will assist with triaging 
and patient care coordination. Speare 
Primary Care providers continue to work 
closely with Dr. Fellner, their on-site office 
psychiatrist.  

 

 

Belknap Family 
Health – Meredith  

Information 
not available 

At LRGHealthcare, each practice has an 
Embedded Care Coordinator (RN).   The 
ECC’s follow patients who have had 4 or 
more ED visits and along with the 
patient’s PCP, they redirect patients to the 
appropriate level of care.  
 
They have an established workflow with 
Riverbend and HealthFirst to support 
patients in the greater Franklin area 
(Westside) to help get them back to 
integrated status. They hired a BSW in the 
ED to follow patients who have behavioral 
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or mental health needs.  She coordinates 
care for those patients along with any 
other social needs. She can also support 
any of the practices for patients with 
other social needs.  
 
They also have an established workflow 
with Navigating Recovery, HealthFirst and 
Lakes Region Mental Health for our 
patients in the greater Laconia area.  This 
includes coordinated care to address the 
social and mental health needs of our 
patients.  
 
They also have the Recovery Clinic for 
medication-assisted treatment, which is 
part of their integrated network, and have 
established a plan of care for substance 
misuse patients who present to the ED. 
 
ECC’s work with their providers to work 
collaboratively to manage complex 
patients. We have a closed loop referral 
system from providers to their ECC’s, their 
Ambulatory Social Worker, their 
Community Educator, and their 
Ambulatory Pharmacist.    
 
Their providers work with their mental 
health agencies to manage mild to 
moderate depression in the practices.  
 
They use technology to identify at risk 
patients with daily ED and hospital 
discharges.  In addition, they run reports 
for patients who have chronic conditions.  
They are then managed by the ECC’s. 
 
They continue to enhance the components 
of the CCSA such as the mini-cog and the 
depression screening.  By the end of the 
year, they anticipate adding a substance 
use disorder screening in the ED and a 
social determinant of health survey.   
 

Since their last report, they now 
participate in CMT and have a global 
consent in place as well as a shared care 
plan. 

 Belknap Family 
Health – Belmont  

Information 
not available 

At LRGHealthcare, each practice has an 
Embedded Care Coordinator (RN).   The 
ECC’s follow patients who have had 4 or 
more ED visits and along with the 
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patient’s PCP, they redirect patients to the 
appropriate level of care.  
 
They have an established workflow with 
Riverbend and HealthFirst to support 
patients in the greater Franklin area 
(Westside) to help get them back to 
integrated status. They hired a BSW in the 
ED to follow patients who have behavioral 
or mental health needs.  She coordinates 
care for those patients along with any 
other social needs. She can also support 
any of the practices for patients with 
other social needs.  
 
They also have an established workflow 
with Navigating Recovery, HealthFirst and 
Lakes Region Mental Health for our 
patients in the greater Laconia area.  This 
includes coordinated care to address the 
social and mental health needs of our 
patients.  
 
They also have the Recovery Clinic for 
medication-assisted treatment, which is 
part of their integrated network and have 
established a plan of care for substance 
misuse patients who present to the ED. 
 
ECC’s work with their providers to work 
collaboratively to manage complex 
patients. We have a closed loop referral 
system from providers to their ECC’s, their 
Ambulatory Social Worker, their 
Community Educator, and their 
Ambulatory Pharmacist.    
 
Their providers work with their mental 
health agencies to manage mild to 
moderate depression in the practices.  
 
They use technology to identify at risk 
patients with daily ED and hospital 
discharges.  In addition, they run reports 
for patients who have chronic conditions.  
They are then managed by the ECC’s. 
 
They continue to enhance the components 
of the CCSA such as the mini-cog and the 
depression screening.  By the end of the 
year, they anticipate adding a substance 
use disorder screening in the ED and a 
social determinant of health survey.   
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Since their last report, they now 
participate in CMT and have a global 
consent in place as well as a shared care 
plan. 

 

Lakes Region 
Family Practice  

Information 
not available 

At LRGHealthcare, each practice has an 
Embedded Care Coordinator (RN).   The 
ECC’s follow patients who have had 4 or 
more ED visits and along with the 
patient’s PCP, they redirect patients to the 
appropriate level of care.  
 
They have an established workflow with 
Riverbend and HealthFirst to support 
patients in the greater Franklin area 
(Westside) to help get them back to 
integrated status. They hired a BSW in the 
ED to follow patients who have behavioral 
or mental health needs.  She coordinates 
care for those patients along with any 
other social needs. She can also support 
any of the practices for patients with 
other social needs.  
 
They also have an established workflow 
with Navigating Recovery, HealthFirst and 
Lakes Region Mental Health for our 
patients in the greater Laconia area.  This 
includes coordinated care to address the 
social and mental health needs of our 
patients.  
 
They also have the Recovery Clinic for 
medication-assisted treatment, which is 
part of their integrated network and have 
established a plan of care for substance 
misuse patients who present to the ED. 
 
ECC’s work with their providers to work 
collaboratively to manage complex 
patients. We have a closed loop referral 
system from providers to their ECC’s, their 
Ambulatory Social Worker, their 
Community Educator, and their 
Ambulatory Pharmacist.    
 
Their providers work with their mental 
health agencies to manage mild to 
moderate depression in the practices.  
 
They use technology to identify at risk 
patients with daily ED and hospital 
discharges.  In addition, they run reports 
for patients who have chronic conditions.  
They are then managed by the ECC’s. 
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They continue to enhance the components 
of the CCSA such as the mini-cog and the 
depression screening.  By the end of the 
year, they anticipate adding a substance 
use disorder screening in the ED and a 
social determinant of health survey.   
 

Since their last report, they now 
participate in CMT and have a global 
consent in place as well as a shared care 
plan. 

 

Hillside Family 
Medicine 

Information 
not available 

At LRGHealthcare, each practice has an 
Embedded Care Coordinator (RN).   The 
ECC’s follow patients who have had 4 or 
more ED visits and along with the 
patient’s PCP, they redirect patients to the 
appropriate level of care.  
 
They have an established workflow with 
Riverbend and HealthFirst to support 
patients in the greater Franklin area 
(Westside) to help get them back to 
integrated status. They hired a BSW in the 
ED to follow patients who have behavioral 
or mental health needs.  She coordinates 
care for those patients along with any 
other social needs. She can also support 
any of the practices for patients with 
other social needs.  
 
They also have an established workflow 
with Navigating Recovery, HealthFirst and 
Lakes Region Mental Health for our 
patients in the greater Laconia area.  This 
includes coordinated care to address the 
social and mental health needs of our 
patients.  
 
They also have the Recovery Clinic for 
medication-assisted treatment, which is 
part of their integrated network and have 
established a plan of care for substance 
misuse patients who present to the ED. 
 
ECC’s work with their providers to work 
collaboratively to manage complex 
patients. We have a closed loop referral 
system from providers to their ECC’s, their 
Ambulatory Social Worker, their 
Community Educator, and their 
Ambulatory Pharmacist.    
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Their providers work with their mental 
health agencies to manage mild to 
moderate depression in the practices.  
 
They use technology to identify at risk 
patients with daily ED and hospital 
discharges.  In addition, they run reports 
for patients who have chronic conditions.  
They are then managed by the ECC’s. 
 
They continue to enhance the components 
of the CCSA such as the mini-cog and the 
depression screening.  By the end of the 
year, they anticipate adding a substance 
use disorder screening in the ED and a 
social determinant of health survey.   
 

Since their last report, they now 
participate in CMT and have a global 
consent in place as well as a shared care 
plan. 

 

LRGH / Laconia 
Clinic (primary 
care) 

Information 
not available 

At LRGHealthcare, each practice has an 
Embedded Care Coordinator (RN).   The 
ECC’s follow patients who have had 4 or 
more ED visits and along with the 
patient’s PCP, they redirect patients to the 
appropriate level of care.  
 
They have an established workflow with 
Riverbend and HealthFirst to support 
patients in the greater Franklin area 
(Westside) to help get them back to 
integrated status. They hired a BSW in the 
ED to follow patients who have behavioral 
or mental health needs.  She coordinates 
care for those patients along with any 
other social needs. She can also support 
any of the practices for patients with 
other social needs.  
 
They also have an established workflow 
with Navigating Recovery, HealthFirst and 
Lakes Region Mental Health for our 
patients in the greater Laconia area.  This 
includes coordinated care to address the 
social and mental health needs of our 
patients.  
 
They also have the Recovery Clinic for 
medication-assisted treatment, which is 
part of their integrated network and have 
established a plan of care for substance 
misuse patients who present to the ED. 
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ECC’s work with their providers to work 
collaboratively to manage complex 
patients. We have a closed loop referral 
system from providers to their ECC’s, their 
Ambulatory Social Worker, their 
Community Educator, and their 
Ambulatory Pharmacist.    
 
Their providers work with their mental 
health agencies to manage mild to 
moderate depression in the practices.  
 
They use technology to identify at risk 
patients with daily ED and hospital 
discharges.  In addition, they run reports 
for patients who have chronic conditions.  
They are then managed by the ECC’s. 
 
They continue to enhance the components 
of the CCSA such as the mini-cog and the 
depression screening.  By the end of the 
year, they anticipate adding a substance 
use disorder screening in the ED and a 
social determinant of health survey.   
 

Since their last report, they now 
participate in CMT and have a global 
consent in place as well as a shared care 
plan. 

 

LRGH / Caring for 
Kids 

Information 
not available 

At LRGHealthcare, each practice has an 
Embedded Care Coordinator (RN).   The 
ECC’s follow patients who have had 4 or 
more ED visits and along with the 
patient’s PCP, they redirect patients to the 
appropriate level of care.  
 
They have an established workflow with 
Riverbend and HealthFirst to support 
patients in the greater Franklin area 
(Westside) to help get them back to 
integrated status. They hired a BSW in the 
ED to follow patients who have behavioral 
or mental health needs.  She coordinates 
care for those patients along with any 
other social needs. She can also support 
any of the practices for patients with 
other social needs.  
 
They also have an established workflow 
with Navigating Recovery, HealthFirst and 
Lakes Region Mental Health for our 
patients in the greater Laconia area.  This 
includes coordinated care to address the 
social and mental health needs of our 
patients.  
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They also have the Recovery Clinic for 
medication-assisted treatment, which is 
part of their integrated network and have 
established a plan of care for substance 
misuse patients who present to the ED. 
 
ECC’s work with their providers to work 
collaboratively to manage complex 
patients. We have a closed loop referral 
system from providers to their ECC’s, their 
Ambulatory Social Worker, their 
Community Educator, and their 
Ambulatory Pharmacist.    
 
Their providers work with their mental 
health agencies to manage mild to 
moderate depression in the practices.  
 
They use technology to identify at risk 
patients with daily ED and hospital 
discharges.  In addition, they run reports 
for patients who have chronic conditions.  
They are then managed by the ECC’s. 
 
They continue to enhance the components 
of the CCSA such as the mini-cog and the 
depression screening.  By the end of the 
year, they anticipate adding a substance 
use disorder screening in the ED and a 
social determinant of health survey.   
 

Since their last report, they now 
participate in CMT and have a global 
consent in place as well as a shared care 
plan. 

 

Speare Pediatric 
and Adolescent 
Medicine 

Information 
not available 

Speare Pediatric & Adolescent Medicine 
still does not have a Patient Care 
Coordinator on staff; however, should a 
patient arrive in the emergency room who 
meets the criteria and needs, the social 
support from the Community Care 
Coordinator would be inserted into the 
visit.   

 

 

Integrated 
Care Practice 

List of providers 
identified to make 
progress toward 
Integrated Care 

Practice 
designation 

12/31/17 6/30/18 12/31/18 
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 HealthFirst Family 
Care Center 

Integrated 
Care Level V 

HealthFirst has increased it behavioral 
health staff, increased team meeting time, 
fully cross-implemented shared clinical 
records, and instituted a 42 CFR Part 2 
compliant informed consent across the 
entire agency.  

The primary care and behavioral health 
care provider function in all aspects as an 
integrated unit focused on the client’s 
involvement in a joint treatment plan 
where the team and clients are all 
partners in seeking the most effective 
methods that the client can work with 
that achieves the highest possible 
measurable health and mental health 
outcomes. The teams function in an 
environment where full collaboration is 
encouraged and institutionalized in 
policies and procedures that stress the 
importance of shared integrated care 
plans and the regular exchange of info in 
actively working with the clients on all 
aspects of their care. Team members 
consult with each other throughout the 
workday in short impromptu consults that 
are true exchanges of ideas about patient 
care. The team meetings are an integrated 
discussion and sharing of methods and 
ideas from all disciplines and members of 
the team. 

 

 Mid-State Health 
Center 

Integrated 
Care Level V 

Mid-State offers an integrated primary 
care model with embedded behavioral 
health and outpatient substance use 
disorder treatment services. The 
electronic health record templates have 
been designed so that primary care 
clinicians can screen for mental health and 
substance use.  The same electronic health 
record is utilized across the integrated 
team. This facilitates sharing of chart 
notes to ensure care is coordinated across 
the care team.  Notes from both the 
medical clinicians and the mental health 
clinicians are immediately accessible to 
the clinical team responsible for the 
patient, further improving the 
coordination of care.   
 
Also, they have a diabetic support group 
that meets once every month and 
participation is opened to everyone not 
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only Mid-State Health patients.  During 
the support group meeting, they have 
specialists educate these patients about 
ways to control their A1C levels. They are 
on the verge of introducing “Cooking 
Matters” which is an initiative of helping 
their diabetic patients prepare or make a 
healthy meal. They will have a nutritionist 
educate these patients about how to shop 
for a healthy meal and each participant 
will be given an incentive to help them 
shop for a healthy meal.  

 LRGH / Westside 
Healthcare  

Co-located 
Care Level IV 

At LRGHealthcare, each practice operates 
similarly (as you will read similar progress 
for each LRGH practice) in that they have 
an Embedded Care Coordinator (RN).   The 
ECC’s follow patients who have had 4 or 
more ED visits and along with the 
patient’s PCP, they redirect patients to the 
appropriate level of care.  
 
They have an established workflow with 
Riverbend and HealthFirst to support 
patients in the greater Franklin area 
(Westside) to help get them back to 
integrated status. They hired a BSW in the 
ED to follow patients who have behavioral 
or mental health needs.  She coordinates 
care for those patients along with any 
other social needs. She can also support 
any of the practices for patients with 
other social needs.  
 
They also have an established workflow 
with Navigating Recovery, HealthFirst and 
Lakes Region Mental Health for our 
patients in the greater Laconia area.  This 
includes coordinated care to address the 
social and mental health needs of our 
patients.  
 
They also have the Recovery Clinic for 
medication-assisted treatment, which is 
part of their integrated network and have 
established a plan of care for substance 
misuse patients who present to the ED. 
 
ECC’s work with their providers to work 
collaboratively to manage complex 
patients. We have a closed loop referral 
system from providers to their ECC’s, their 
Ambulatory Social Worker, their 
Community Educator, and their 
Ambulatory Pharmacist.    
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Their providers work with their mental 
health agencies to manage mild to 
moderate depression in the practices.  
 
They use technology to identify at risk 
patients with daily ED and hospital 
discharges.  In addition, they run reports 
for patients who have chronic conditions.  
They are then managed by the ECC’s. 
 
They continue to enhance the components 
of the CCSA such as the mini-cog and the 
depression screening.  By the end of the 
year, they anticipate adding a substance 
use disorder screening in the ED and a 
social determinant of health survey.   
 
Since their last report, they now 
participate in CMT and have a global 
consent in place as well as a shared care 
plan. 

 
Lakes Region 
Mental Health 
Center 

Co-Located 
Care Level IV 

Lakes Region Mental Health Center Inc. 
(LRMHC) has coordinated with project 
partners, HealthFirst Family Care Center 
and Mid-State Health Center to develop 
an integrated model of care that has 
become a person-centered behavioral 
health home for people with serious 
mental illness (SMI and/or co-occurring 
substance use disorders0. The OneHealth 
program is funded by a Substance Abuse 
and Mental Health Services 
Administration (SAMHSA), Primary 
Behavioral Health Care Integration Grant.  

The population of focus is individuals with 
SPMI and/or co-occurring substance use 
disorders who have or are at risk for 
developing co-morbidity primary care 
conditions and/or chronic diseases. At the 
start of this program, less than 20% of 
LRMHC clients were noted in the 
electronic medical record as having a 
primary care provider, and those who did 
were mostly patients of their project 
partners. This poised the program 
collaboration to achieve improved 
outcomes, integration and 
communication. They also work with 
community partners to engage eligible 
minorities, refugees, victims of trauma, 
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veterans, persons with HIV/AIDS, and/or 
Hepatitis A, B & C in the project.  

The program includes two primary care 
providers, a Grant Nurse and an 
Integrated Care Manager with the goal of 
alleviating barriers to care for our rural 
area. All program activities support the 
Triple Aim, Million Hearts Initiative, and 
principles of recovery. With their partners, 
LRMHC has developed a patient-centered 
behavioral health home that improves 
health outcomes for persons with SMI by 
integrating primary and behavioral health 
care at the patient’s main access point – 
the community mental health center.  
 
Between January and June of 2018 they 
enrolled 53 new clients into the 
OneHealth program, bringing the total 
number of clients they have engaged to 
313. During this time, they hired a Peer 
Wellness Coach, who has either received 
services or is in recovery, to provide 
support with a recovery focus to adult 
clients and their families by maximizing 
client choice, self-determination and 
decision-making in the planning, delivery 
and evaluation of treatment, recovery, 
and support services. They also assist in 
helping clients keep their appointments 
within our building and other specialty 
appointments. In January, Lakes Region 
Mental Health Center moved to its new 40 
Beacon Street East, Laconia NH. The new 
building includes a defined clinic space 
including two exam rooms, a provider’s 
office, and nursing station. In March, they 
also added a half-day of clinic time to their 
schedule which has increased patient care 
time tremendously. Thei CLIA lab, which 
has been functioning since 2017, 
expanded beyond their SAMHSA funded 
labs to become a draw station. This allows 
their clients to receive lab draws in the 
same location as their other integrated 
services.  
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MAT is provided on a limited basis at 
LRMHC being applied only in the 
psychiatric inpatient setting at the DRF 
with support of Dr. Suarez prescribing 
patients these medications. LRMHC is 
currently in the process of credentialing 
one of their APRN’s to also provide MAT 
support to patients at the LRGH ED in the 
near future.  

 Horizons 
Counseling Center 

Integrated 
Care Level V 

Horizons has focused its integration 
efforts primarily on the Department of 
Corrections.  They are now fully integrated 
into the Medical Department of the 
Belknap County Department of 
Corrections with all behavioral health 
(SUD and MH) assessments and 
interventions being shared with the 
primary care providers and the nursing 
staff and regular communication among 
behavioral health and medical staff 
around the care of inmates.  
 
They have been meeting with primary 
care providers at the Department of 
Correction (DOC) around the development 
of protocols and procedures for 
introducing MAT into the Belknap County 
DOC. Preliminary protocols have been 
drawn up that are now going to the 
County for approval.  They are planning 
meetings with correctional authorities 
around implementation should the 
protocols be approved by the county.   

 

 
Riverbend 
Community Mental 
Health 

Co-located 
Care Level IV 

Riverbend has worked towards a higher 
level of integration in this past period 
through implementing a variety of tools, 
assessments and facilitating partnerships 
in the IDN community. To improve their 
clinical care, they have implemented the 
use of the PHQ-9 to standardize screening 
for depression and development of a plan 
to address the symptoms.  
 
They have also adjusted clinical intakes to 
include the CCSA. The CCSA has been 
integrated into their clinical record and 
pulls information from documents that 
are already in use such as the treatment 
plan and the Adult Needs and Strength 
Assessment. They have added question 
regarding domestic violence and cigarette 
smoking with immediate plans for 
appropriate referrals after the 
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assessment. They have instructed the 
intake clinicians to review the CCSA with 
the client to ensure that we are capturing 
all the necessary information to gain a 
holistic view of the client's life. They have 
also encouraged the clinicians to use the 
CCSA as a way to learn more about their 
client and to steer treatment with the 
client's multidisciplinary team.  They have 
a team of licensed clinicians, case 
manager's, vocational supports, 
psychiatric nursing and a psychiatrist. All 
cases are presented at a weekly team 
meeting and the team is able to share 
thoughts, concerns, and resources to help 
support the client's care.  
 
With the use of CMT, we are able to get a 
clinical picture of how the client is also 
presenting in crisis situations at local EDs. 
This information is also reviewed at team 
meetings and is included in the overall 
care and treatment with the client.  
 
Most importantly, Riverbend has noted 
having richer conversations with clients 
about their wellness as it relates to 
physical health, mental health, sobriety 
and their social systems. Riverbend 
continues to work as part of a greater 
team to improve client care by partnering 
with local PCP offices including 
HealthFirst, MAT programs such as the 
LRGH Recovery Clinic and local Emergency 
Departments. They look forward to 
furthering these connections and also 
developing an MAT psychotherapy group 
this fall 2018. 
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Projects C:  Care Transitions-Focused 

IDN Community Project Implementation and Clinical Services Infrastructure Plan 

C-1.  IDN Community Project: Core Components, Process Milestones, Training 
and Evaluation Project Plans 
 
There has been one change to the CHSN network composition of Key Organizations and Providers during 
this reporting period which includes the withdrawal of Northern Human Services as an affiliate partner 
(See PPI –Network Development section for further detail).  

Project Progress Made  

CHSN’s Supportive Community Re-Entry Program has made consistent progress this reporting period.  
Each affiliated partner has engaged with steps of implementation and has sustained involvement in 
making this program a success since the initial stages of implementation.  The form of intense care 
management for these individuals transitioning from correctional facilities back into the community is a 
unique wrap around approach to assessing and addressing the needs of this challenging population.  The 
integration of staff from the corrections facility, internal/external treatment providers, and peer support 
can all be effective bridges towards optimal outcomes.  These positive outcomes may include but are not 
limited to enhancement of quality of life, sustainment of sobriety via MAT and other supports, mental 
health symptom reduction, access to housing and other community-based resources.  By providing this 
client-centered approach, valuable relationships can also be established to properly connect each 
individual to resources they may need upon release as well as future use.  Development of fostering 
independence with accessing these valuable community based resources may enhance a stronger 
foundation for life skills.  This individualized care of supporting these skills will bridge active engagement 
of services needed (i.e. SUD treatment and/or BH treatment) resulting in lower recidivism into the 
corrections system, reduction in use of emergency departments, overall enhancement of support system 
to sustainment of a higher level of functioning. Ultimately with the supports provided through the C2 
project, it will support an enhanced quality of life for each client providing a sense of empowerment that 
they “are not alone” and can independently access resources needed to sustain community based living.  

The C2 Supportive Re-Entry Continuing Care Coordination and Transitional Supportive Case Management 
involves a team of staff from multiple community organizations and county corrections who will establish 
and maintain referral mechanisms for all inmates with a SUD and/or other behavioral health problems 
who have met the criteria for the community corrections program.  The Supportive Re-Entry Care 
Coordination team assigns and monitors re-entry responsibilities for inmates individually and as a whole.  
This coordination is initiated at 3 months prior to re-entry to the community and carry through the 
probation period or approximately 12 months after release. 

Data obtained prior to writing our Implementation Plan shows that 87% of sentenced inmates had a 
substance use disorder and 82% of those with a substance use disorder had a co-occurring mental health 
disorder. This staggering statistic is just one that has led to discussions between Horizons Counseling 
Center leadership and the County Corrections Administration to consider supporting Medication Assisted 
Treatment (MAT) in the jail. The ultimate goal would be to get inmates started on Naltrexone two weeks 
prior to release and have them leave with three pills and a 30-day prescription which would last long 
enough for them to get their Medicaid number issued and get their prescription filled. Other 
considerations are to offer shot of Vivitrol upon release which lasts for 30 days, but it is extremely costly 
and would not be covered by Medicaid if administered in the jail before their release. The Supportive 
Community Re-Entry team is in support of the expansion of MAT in the jail and believe it could be 
supported through case managers. 
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Significant development of protocols and workflows has occurred this reporting period. Individuals from 
key agencies serving on the C2 project workgroup met as subcommittees to formalize protocols between 
agencies. Much of the work and key partners within the C2 and D3 project are similar and thus there has 
been overlap in workflows. One protocol in place in the jail is for a HealthFirst or LRGH benefit navigator 
to come and meet with inmates every two weeks to complete Medicaid paperwork. A case manager 
follows up with individuals to facilitate their follow through with necessary documentation to DHHS or 
executing their Medicaid being turned on. Protocols were formalized for recovery coach pairing and was 
reported on in the December 2017 SAR. Inter-organizational care coordination protocols developed 
between Horizons Counseling Center and LRMHC; Horizons and Navigating Recovery; and Navigating 
Recovery and LRCS; and Horizons and LRCS.  Protocols between LRMHC and Horizons for share decision 
making and crisis management were developed and are in place though still to be revised as pieces are 
not working as intended. LRMHC and Horizons identified the need to further staff education to support 
implementation of the protocols. Procedures are also in place to track progress for CORE Program inmates 
through the program. Several other protocols were identified in previous reporting periods which include: 
Horizons Clinical Supervision and Peer Collaboration; Horizons Confidentiality Policy; Horizons Staff 
Credentialing Policy; Navigating Recovery’s CRSW Credentialing Pathway; Navigating Recovery’s Recovery 
Coach Pairing Process and Navigating Recovery’s Recovery Wellness Plan and Treatment Procedures. A 
sampling of the protocols developed during this reporting period which will assist in smooth care 
transitions and communication between the care team include:  

1. C2 Community Re-Entry Workflow (Attachment_C.1A) 
2. C2 Care Coordination Workflow between LRMHC and Horizons (Attachment_C.1B) 
3. Family Resource Center roles and responsibilities (Attachment_C.1C) 
4. Step Ahead referral (Attachment_C.1D) 

 
An ongoing effort to support families while a parent is incarcerated is to refer the inmate to the LRCS 
Family Resource Center (FRC) Step Ahead program, which offers support through their 14-week Sober 
Parenting Journey class. When the pre-release needs assessment is conducted in the jail and it indicates 
a need for family support from FRC, a referral form is filled out and sent to FRC via fax or via email. Once 
the referral is received, contact is made to the families within two weeks. CHSN-IDN 5 assisted LRCS in 
January 2018 by funding two staff members to attend a week-long facilitator training to become trained 
in a new parent education curriculum. Early statistics for this class have shown a 100% retention rate 
which speaks volumes for the dedication shown by these parents as well as the safe and supportive 
environment that has been created. The class does not just offer parents an opportunity to reflect on their 
own upbringing and personal parenting style but it also strengthens their commitment to their personal 
recovery and heightens awareness of relapse prevention strategies and supports.  
  

Challenges and Implementation Alternatives 

CHSN’s Supportive Community Re-Entry program is designed to piggyback the efforts and resources 
utilized within the Corrections Opportunity for Recovery and Education (CORE) program. The CORE 
program is critical to the successful re-entry of inmates back into their communities. When the CORE 
program was piloted in the Belknap County jail, it led to a 14% recidivism rate in the inmates that 
participated, compared to a recidivism rate of nearly 70% in the jail without the program.  

Due to an unstable county corrections political environment, CHSN elected to make alternative staffing 
plans for a counselor and a case manager that would be stationed outside of the Department of 
Corrections rather than in-house so we would have more control over the success of our project and its 
outcomes. 
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Additional challenges surround CHSN’s ability to engage Grafton County Department of Corrections. The 
workaround to this is for CHSN, shortly after the Belknap County aspect of this project area is well 
established, to work with Grafton County through their Plymouth area Field Services office to identify 
individuals who could benefit from similar care coordination and transitional care management services.  

The table below outlines the key activities, milestones and timelines, responsible party, and progress 
measures for implementation. Smartsheet detail and timeline is included as a graphic at the end of this 
section and included as Attachment_C.1E 

 
Implementation Activity/ Milestone Responsible 

Party/ 
Organization 

Time line Progress Measure / Notes 

Establish and support Re-Entry 
Leadership Team  

CHSN 
Executive 
Director; 
Team Lead – 
Executive 
Director of 
Horizons 
Counseling 
Center 

Within 30 days of 
plan approval; meet 
bi-monthly  

Milestone Met: Leadership Team 
established; regular meetings 
occurring with documentation of 
minutes. Leadership Team set up 
schedule for meetings with specific 
members meeting between full 
team meetings to complete 
specific tasks.  

Initiate recruitment process for 
identified staffing needs 

 Initiate by 
December 31, 2017 

Milestone Met: Recruitment 
initiated 

Develop case management approach 
and protocols including: 

- Assessment, supports, services, 
after-care planning in 
correctional facility via team 
approach  

- Recovery coach pairing before 
release 

- Primary care appointments 
made before release 

- MH/SUD service appointments 
made before release   

- Transportation to primary care 
and BH set up before release 

- After-care plans include 
appropriate supports and 
services before release with 
connections with staff of those 
supports and services made 
before release 

- After-care plans include 
incentives for sustained 
participation in plan, including 
connections with 
probation/parole and 
supportive court involvement 
as appropriate 

- Family/friend engagement and 
communication as appropriate 

- Identification of case manager 
(based on assessment) for 

Re-Entry 
Leadership 
Team  

Ongoing through 
December 31, 2018 

Protocol identification in process;  
CMS (NH) allows for inmates to 
apply for Medicaid within 2 weeks 
of release, with Medicaid turning 
on once they are released, but not 
before.  There is a protocol in 
place in the jail for a navigator 
from Health First or LRGH to come 
in to meet with inmates every two 
weeks (thereby capturing those 
projected for release within the 2 
week period) and completes the 
paperwork.  Case manager follows 
up with the individual to 
facilitate/encourage their follow 
through with providing necessary 
documentation to DHHS or simply 
executing their Medicaid being 
turned on.  
Protocols formalized for recovery 
coach pairing; 
Nursing staff arrange primary care 
appointments for all inmates 
whose release date they know 
(pre-trial inmates have no 
predictable release date and are 
not included in our target 
population for C2).  Nursing 
informs care coordinator of 
appointments arranged prior to 
inmate’s release. 
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Implementation Activity/ Milestone Responsible 
Party/ 
Organization 

Time line Progress Measure / Notes 

check-ins and one-on-one 
communications (e.g. choice of 
recovery coach, family support 
worker, clinical service staff) 

- Application to Medicaid/Health 
Insurance program upon 
release 

- Patient confidentiality and 
privacy assurances and 
releases established before 
release 

- Housing and employment 
supports before release 

- Other components of re-entry 
supports and services 

All inmates referred who are 
released on probation sign 
consents for care management 
and aftercare programs to 
communicate with Probation when 
the offender is on probation.  If 
the offender chooses not to sign 
the release, the PPO will enforce in 
at the first probation meeting. 
Protocol for assignment of case 
manager formalized between 
Horizons and LRMH. 

Develop inter-organizational care 
coordination protocols, including  
shared decision-making and crisis 
management 

Re-Entry 
Leadership 
Team and 
CHSN 
members 

Ongoing through 
December 31, 2018 

In Process; Inter-organizational 
care coordination protocols 
developed between Horizons and 
LRMHC, Horizons and Navigating 
Recovery, Navigating Recovery and 
LRCS and Horizons and LRCS 
developed but needs to be 
formalized.  Protocol between 
LRMH and Horizons for shared 
decision making and crisis 
management was developed and 
in place but not working as 
intended.  LRMH and Horizons 
identified need for further staff 
education to support implement-
ation of the protocols. 

Develop and implement procedures 
for data collection and sharing 

Re-Entry 
Leadership 
Team and 
CHSN Board 

Ongoing through 
December 31, 2018 

In Process; database developed for 
referred inmates in the CORE 
Program to track their progress 
through the program, including 
work-release, electronic 
monitoring and community based 
aftercare.   
No procedures yet developed for 
referred inmates not in the CORE 
program. 

Establish data sharing agreements 
with participating organizations 

CHSN ED, 
Board and 
participating 
organizations  

By December 31, 
2017 

Milestone met 

Establish and implement all NH 
DHHS and CHSN data collection and 
reporting requirements  

CHSN ED and 
CHSN 
members 

Ongoing through 
December 31, 2018 

Milestone Met; Ongoing; Data 
collection and reporting 
requirement procedures 
performed with DHHS, MAeHC and 
CHSN Data Analyst 
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Implementation Activity/ Milestone Responsible 
Party/ 
Organization 

Time line Progress Measure / Notes 

Initiate recruitment of required staff CHSN ED and 
participating 
organizations 

By October 1, 2017 Initiation of recruitment milestone 
met; Horizons re-entry care 
coordinator identified and in place; 
LRMH has identified care 
coordinator; Navigating Recovery 
re-entry recovery coaches 
identified and in place. 

Provide cross-training to all staff and 
organizations involved in the project 
(see training plan) 

Re-Entry 
Leadership 
Team 

Ongoing through 
December 31, 2018 

Training plans developed; Ongoing 

Initiate referral mechanisms and 
Continuing Care Coordination and 
Transitional Supportive Case 
Management 

All 
participating 
organizations 

Ongoing through 
December 31, 2018 

Milestone Met; Referral 
mechanisms in place 

Identify, develop and implement 
licensure and certification pathway 
support for project staff to meet 
requirements as needed (see 
workforce development plan) 

Re-Entry 
Leadership 
Team 

By June 30, 2018 
and ongoing 

Horizons licensed staff provides 
supervision for C2 project staff 
seeking LADC, MLADC and 
licensure by the Board of Mental 
Health Practice and CRSW 
Certification under agreement 
with the Belknap County DOC and 
Navigating Recovery of the Lakes 
Region.  Included in the agreement 
with the DOC is the supervision of 
a Community Corrections Officer 
working toward her LADC. 

Continue to develop relationship 
with Grafton County Department of 
Corrections 

Re-Entry 
Leadership 
Team 

By June 30, 2018 
and ongoing 

In process; Ongoing; Little 
response from Grafton County as 
they appear to be more immersed 
in IDN 7 work. 

Initiate referral mechanisms and 
Continuing Care Coordination and 
Transitional Supportive Case 
Management in partnership with 
Grafton County 

Re-Entry 
Leadership 
Team 

By January 1, 2019 
and ongoing 

Progress pending; see above 

Develop long-range project 
sustainability plan 

CHSN Board Initiate the 
development of a 
plan by September 
30, 2019 

Pending project implementation 

 

C-2.  IDN Community Project: Evaluation Project Targets 
 
Evaluation Plan 
Process evaluation of the Supportive Community Re-entry project include documenting the presence or 
occurrence of key features of the model, as well as specific outcome metrics. Data describing process and 
outcome measures associated with this community project are being collected from participating 
organizations including de-identified client data to track care coordination and case management 
activities and monitor project goals. In addition, a client satisfaction tool was developed in June 2018 
which will begin to be used to capture client feedback to assess perceptions of effectiveness and inform 
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on-going quality assurance.  The key partners in the project will review client feedback semi-annually to 
make adjustments and improvements to policies and protocols to ensure goals are met, standards are 
maintained, and individuals receiving services are satisfied with their care. 
The project anticipates serving approximately 60 individuals per year through the Re-Entry Care 
Coordination project and the socio-demographics of the population served through this project will be 
tracked to include housing, economic and employment stability; further criminal justice system 
involvement; and social and family supports. 
CHSN has begun reviewing data systems in place to support the evaluation of this community project via 
the CHSN Health Information Technology (HIT) work group, Enhanced Care Coordination staff and CHSN 
Data Analyst. Leveraging these data systems along with CMT, will help to support the IDN’s re-entry work. 
The following evaluation and performance measures began being collected in January 2018 and will be 
used to evaluate project process and outcomes. 
 
 

Evaluation Measure Source Frequency of Collection / 
Reporting 

Results / Notes 

Process Measures    
Percent of referred clients 
for whom assessment and 
continuing care plan 
development in 
correctional facility is 
completed 

DOC (number of 
referred clients) 
and Horizons 
(assessment / 
care plan) 

Effective January 2018 
Monitor quarterly / report 
semi-annually 

Pending;  
28 offenders referred; 
100% assessed with care plan 
developed; 13 still incarcerated 
in BCHOC; 2 transferred out of 
county due to the nature of their 
charges and/or behavior in the 
facility; 2 offenders removed 
from in-house programming due 
to needs the treatment program 
could not meet (still in custody 
and will be reassessed and 
paired with the needed services 
prior to their release in early 
2019); 2 refused services and are 
still incarcerated; 13 paired with 
case management and recovery 
coach and aftercare for SUD 
services and PCP appointment  
set up (2 went to transitional 
living out of county (outside the 
IDN), 3 returned to the counties 
(outside the IDN) from where 
they came and were referred to 
services in their area (SUD, 
primary care) 

Percent for whom care 
Coordinator pairing before 
release is completed 

DOC / Horizons Effective January 2018 
Monitor quarterly / report 
semi-annually 

Pending; See above 

Percent for whom recovery 
coach pairing before 
release is completed 

DOC / Horizons Effective January 2018 
Monitor quarterly / report 
semi-annually 

Pending; See above 

Percent for whom Primary 
care appointments are 
made before release 

DOC / Horizons Effective January 2018 
Monitor quarterly / report 
semi-annually 

Pending 
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Evaluation Measure Source Frequency of Collection / 
Reporting 

Results / Notes 

Percent for whom 
appropriate Behavioral 
Health service 
appointments are made 
before release 

DOC / Horizons Effective January 2018 
Monitor quarterly / report 
semi-annually 

Pending; See above   

Appropriate BH appointments 
for referred clients to date have 
been set up through co-
occurring services at Horizons 
and at the Transition Living (TL) 
services selected for one of the 
clients who went to TL. 

Percent for whom 
Transportation needs to 
primary care and BH are 
identified and advised prior 
to release 

DOC / Horizons Effective January 2018 
Monitor quarterly / report 
semi-annually 

100% of clients are advised on 
addressing transportation needs 
when signing up for Medicaid 
after release   

Percent for whom after-
care plans include 
incentives for sustained 
participation in plan, 
including connections with 
probation/parole and 
supportive court 
involvement as appropriate 

DOC / Horizons Effective January 2018 
Monitor quarterly / report 
semi-annually 

Pending 

 

Percent for whom 
family/friend engagement 
and communication as 
appropriate 

DOC / Horizons Effective January 2018 
Monitor quarterly / report 
semi-annually 

Pending; None to date.   

Family engagement is almost 
impossible in jail.   

Percent for whom 
application to 
Medicaid/Health Insurance 
program is made upon 
release 

DOC / Horizons Effective January 2018 
Monitor quarterly / report 
semi-annually 

Pending; All those discharged 
were assisted with initiating the 
Medicaid/Insurance application 
process. 

Percent for whom patient 
confidentiality and privacy 
assurances and releases are 
established before release 

DOC / Horizons Effective January 2018 
Monitor quarterly / report 
semi-annually 

Pending; IDN releases were not 
yet in place.  100% of those on 
probation post release signed 
consents for communication 
between Horizons aftercare, 
LRMHC (when referred there) 
and Navigating Recovery. 

Percent for whom housing 
and employment supports 
are arranged before release 

DOC / Horizons Effective January 2018 
Monitor quarterly / report 
semi-annually 

Pending 

 

Outcome Measures     

Recidivism rate; currently 
defined as re-booking 
within 1 year of program 
completion.  Working with 
County Corrections to 
further define measure 

DOC Effective January 2018 
Monitor quarterly / report 
semi-annually 

Pending; work with DOC to 
further define measure and data 
definitions / sources 

2 re-booked within the 6 month 
period (one was involved in 
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Evaluation Measure Source Frequency of Collection / 
Reporting 

Results / Notes 

definitions and feasibility of 
data collection).  

aftercare and one had left the 
IDN) 

Self-report of improved 
status of employment, 
housing, arrest, relapse, 
interpersonal relationships, 
family interaction, 
community connectedness 
and other measures of 
recovery stability; develop 
questionnaire based on 
national Transition from Jail 
to Community toolkit / 
guidance. 

Client self-
report; 
instrument to be 
administered by 
care 
coordinator; de-
identified 
aggregate data 
collected and 
analyzed by 
CHSN 

Effective January 2018 
Monitor quarterly / report 
semi-annually 

Pending 

*Initiation of SUD 
Treatment (1 visit within 14 
days) 

SUD treatment 
agency records 

Effective January 2018 
Monitor quarterly / report 
semi-annually 

Pending 

Retention in SUD/COBHD 
treatment for 
recommended duration per 
ASI/ASAM evaluation 

SUD treatment 
agency records 

Effective January 2018 
Monitor quarterly / report 
semi-annually 

Pending 

*Number / percentage of 
frequent (4+ per year) ER 
Visit Users  

Hospital ED data Effective January 2018 
Monitor quarterly / report 
semi-annually 

Pending 

*Number / percentage of 
Potentially Preventable ER 
Visits   

Hospital ED data Effective January 2018 
Monitor quarterly / report 
semi-annually 

Pending 

 



NH DHHS DSRIP Implementation IDN Process Measures Reporting Guide 110 
 

Performance Measure 
Name Target 

Progress Toward Target 

As of 12/31/17 As of 6/30/18 As of 
12/31/18 

 Number of individuals 
served 

Approximately 
60 per year once 
fully operational 

The CORE program 
began operating in the 
Belknap County DOC 
with its full curriculum 
in Oct. 2017. As of 
December 2017 it 
served 8 males and 5 
females in gender 
specific groups 
addressing substance 
use and co-occurring 
disorders.  Curricula 
implemented at that 
point included SUD 
education, CBT 
criminal and addictive 
thinking, relapse 
prevention and co-
occurring disorders 
(EBT A New Direction). 
Seeking Safety is 
scheduled to be added 
January 2018.   

The program has served 
28 individuals to date. 

 

Percent of referred clients 
for whom assessment and 
continuing care plan 
development in 
correctional facility is 
completed 

>90% by end of 
the waiver. 

None of the offenders 
have yet been 
referred for re-entry 
services as the 
program is 9 months – 
1 year in length.  
Numbers are small at 
this point because the 
CORE program was 
not yet fully funded. 

100%  

Percent for whom case 
manager pairing before 
release is completed 

>90% by end of 
the waiver. 

Pending, due to 
decreased funding, 
the internal case 
manager was never 
hired and none of the 
clients have reached 
the point of being 3 
months from release 
and transitioning from 
DOC providers to IDN 
funded case 
managers. 

46.4%  
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Performance Measure 
Name Target 

Progress Toward Target 

As of 12/31/17 As of 6/30/18 As of 
12/31/18 

Percent for whom recovery 
coach pairing before 
release is completed 

>90% by end of 
the waiver. 

Navigating Recovery 
began providing 
recovery support 
services in December 
2017.  Thirteen clients 
have begun working 
twice a week with and 
building relationships 
with same gender 
Recovery Coaches.  
Pairing scheduled to 
begin within 2-3 
months of release 
date. 

46.4%  

Percent for whom Primary 
care appointments are 
made before release 

>80% by end of 
the waiver. 

Pending, because 
none of the referred 
clients were at the 
point of pre-release 
planning. 

46.4%  

Percent for whom 
appropriate Behavioral 
Health service 
appointments are made 
before release 
• Horizons to collaborate 

with Genesis 
Behavioral Health for 
referral of high needs 
BH and SUD clients 
prior to release and to 
determine focus of 
primary agency/case 
manager responsible 
for those clients. 

>75% by end of 
the waiver. 

Horizons has protocols 
in place with Genesis 
Behavioral Health for 
referral of high needs 
BH and SUD clients. 
Other inter-agency 
workflows and 
protocols in process 
for connecting high 
need individuals with 
co-occurring disorders 
with care coordination 
and for determining 
primary responsibility 
for care coordination. 

46.4%  

Percent for whom 
Transportation needs to 
primary care and BH are 
identified and advised prior 
to release 

>90% by end of 
the waiver. 

Pending, because 
none of the referred 
clients were at the 
point of pre-release 
planning. 

100%; 
 

 

(Measure change) Percent 
for whom consents are put 
in place to include 
probation/parole in the 
care planning process in 
order to create offender 
incentives and supportive 
structure for sustained 
participation in the after-
care plan 

>90% for CORE 
graduates by 
end of the 
waiver. 

>75% for 
offenders not 
sentenced to the 
CORE program. 

Pending, because 
none of the referred 
clients were at the 
point of pre-release 
planning. 

89.2%; 
16 of the 28 referred also 
sentenced to a period of 
probation post release.   
9 signed ROIs to PCP, PPO 
prior to release (one is 
being released early July). 
The other 8 are still 
serving their sentence 
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Performance Measure 
Name Target 

Progress Toward Target 

As of 12/31/17 As of 6/30/18 As of 
12/31/18 

Percent for whom 
family/friend engagement 
and communication is 
established as appropriate 
(those who have identified 
safe friends, family 
members, spiritual 
supports, etc.) 

>70% by end of 
the waiver. 

Pending, because 
none of the referred 
clients were at the 
point of pre-release 
planning. 

0  

Percent of offenders 
without current coverage 
for whom application to 
Medicaid/Health Insurance 
program is made prior to 
release 

>80% by end of 
the waiver. 

Pending, because 
none of the referred 
clients were at the 
point of pre-release 
planning. 

46.4%; 
13 of 28 (25 still in 
custody) 

 

Percent for whom patient 
confidentiality and privacy 
assurances and releases are 
established before release 

>90% by end of 
the waiver. 

Pending, because 
none of the referred 
clients were at the 
point of pre-release 
planning. MAeHC and 
CMT contracts still 
under review. 

Pending; IDN uniform 
consent/releases were 
finalized for use and 
disseminated to partners 
in June 2018. 

 

Percent for whom housing 
referral is made as 
appropriate before release 
(This measure was updated 
to split into two measures- 
one for housing and one for 
employment. This was done 
because there is great 
variability in resource 
availability) 
• Horizons to establish 

partnership with Lakes 
Region Community 
Developers to provide 
transitional housing for 
inmates upon release 
back into the 
community.   

>75% by end of 
the waiver. 

Pending, because 
none of the referred 
clients were at the 
point of pre-release 
planning. Horizons is 
working with Lakes 
Region Community 
Developers to provide 
transitional housing 
for inmates upon 
release back into the 
community; this plan 
is a long-term venture. 

Horizons held one 
planning meeting with 
Lakes Region Community 
Developers and funding is 
being explored to provide 
transitional housing for 
inmates upon release 
back into the community. 
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Performance Measure 
Name Target 

Progress Toward Target 

As of 12/31/17 As of 6/30/18 As of 
12/31/18 

Percent for whom 
employment referral is 
made as appropriate before 
release. (This measure was 
updated to split into two 
measures- one for housing 
and one for employment. 
This was done because 
there is great variability in 
resource availability) 
 

>90% by end of 
the waiver. 

Pending, because 
none of the referred 
clients were at the 
point of pre-release 
planning. However, 4 
of the CORE 
participants were 
getting close to 
moving into Phase 2 
or the program, which 
is Work Release and 
would be beginning 
job searches in early 
2018. 

69.2%  

Criminal Recidivism rate at 
one-year post release. 

Reduce by 25% 
from baseline of 
72% 

Pending, because 
none of the referred 
clients were at the 
point of pre-release 
planning. 

15.4%; 
2 of 13 re-booked 
 

 

*Initiation of SUD 
Treatment (1 visit within 14 
days) 

>70% by end of 
the waiver. 

Pending, because 
none of the referred 
clients were at the 
point of pre-release 
planning. According to 
our project plans the 
addition of an 
intensive outpatient 
treatment program 
will increase area 
based resources and 
some agencies are 
adding MAT providers 
to accommodate 
demand for these 
services 

54%; 
Of the 13 released: 
2 were given 
appointments within 1 
week – they didn’t show 
up.  Rearrested on 
probation violation (one 
also on new charges) and 
incarcerated.   
2 entered transitional 
living directly from the 
HOC,  
4 given appointments 
within 1 week of release 
and currently in Horizons 
SUD programing,  
3 connected with services 
in their county of 
residence (outside the 
IDN) but no info on when 
appointments were given 
or whether they were 
kept. 
1 refused services.  
1 moved out of the region 
upon release to live with 
family. 
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Performance Measure 
Name Target 

Progress Toward Target 

As of 12/31/17 As of 6/30/18 As of 
12/31/18 

Retention in SUD/COBHD 
treatment for 
recommended duration per 
ASI/ASAM evaluation 

>70% by end of 
the waiver. 

Pending, because 
none of the referred 
clients were at the 
point of pre-release 
planning. However, all 
13 CORE participants 
referred by the courts 
and/or the DOC 
received initial 
screening and 
assessment with the 
ASI, ASAM criteria and 
a risk assessment with 
the ORAS within 1 
week of becoming 
eligible for programs 
under DOC 
regulations. 

54%; 
28 received ASI, ASAM 
assessment within 1 week 
of referral to the CORE 
program.  13 released 
were reassessed and d/c 
plan developed within 2 
weeks prior to release. 

 

*Number / percentage of 
clients engaged in criminal 
justice follow-up services 
(4+ per year) ER Visit Users  

8% reduction per 
client from their 
baseline. 
Baseline will be 
determined 
based on CMT 
data when 
available. 

Pending, because 
none of the referred 
clients were at the 
point of pre-release 
planning. 

CMT data not yet 
available. Contract has 
been signed and 
implementation will finish 
by September 2018. 

 

*Number / percentage 
Potentially Preventable ER 
Visits   

Reduce 
potentially 
preventable ER 
visits for the BH 
and Total 
population by 
8% each 
calendar year, 
beginning in 
2018 or until 
CMT data 
available. 

Pending; increased 
cooperation between 
agencies across 
community driven 
projects on sharing 
lists of high-utilizers 
and avoidable 
diagnosis codes to be 
determined. 

CMT data not yet 
available. Contract has 
been signed and 
implementation will finish 
by September 2018. 

 

 
 

C-3.  IDN Community Project: Workforce Staffing  
A total of 8 FTEs across four organizations were projected for new workforce staffing for the Community 
Re-Entry Project. The types of staff are shown by organization in the table below. The table below reflects 
that a total of 6 FTEs have been on boarded to assist with the Community Re-Entry project as of June 30, 
2018. 
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Provider Type IDN Workforce (FTEs) 
 

Projected 
Total Need  

Baseline 
Staffing 

on 
6/30/17 

Staffing 
on  

12/31/17 

Staffing on 
6/30/18 

Staffing on 
12/31/18 

Re-entry Care Coordinator (Horizons) 1 0 1 1  
Re-entry Care Coordinator (Genesis) 1 0 1 0  
Peer recovery support workers -future 
CRSW (Navigating Recovery) 2 0 2 2  

CRSW/Peer recovery workers  (HOPE for 
NH Recovery) 0.5 0 0 .5  

SUD Counselor/LADC (non-
reimbursable; positioned at jail) 
(Horizons) 

1 0 0.5 1 
 

SUD/ Co-occurring/MLADC (Horizons) 1 0 0 .5  
SUD/Co-occurring counselor/MLADC 
(Horizons – Plymouth) 0.5 0 0 0  

Case Manager or clinician, shared float 
(Horizons)   0.5 0 0 .5  

Case manager or Clinician (masters 
level) (Genesis) 0.5 0 0 .5  

   

C-4.  IDN Community Project: Budget 
Funds were budgeted for the Community Re-Entry project to support salaries and benefits of project staff 
as outlined in the previous section. Salaries were budgeted and agreed upon by the C2 workgroup based 
on prevailing wages by position type and fringe benefits were budgeted uniformly across all partner 
organizations at 31% of salary. Expenditures during this reporting period totaled $  for project 
staffing reimbursements. Navigating Recovery of the Lakes Region was reimbursed $ ; Lakes 
Region Mental Health Center was reimbursed $ ; HOPE for NH Recovery was reimbursed 
$ ; and Horizons Counseling Center was reimbursed $ . Financial reporting on actual 
expenditures between January and June 30, 2018 are reflected in the column below labeled “Jan – June 
2018 Actual Costs.” 

Budget Item Item Description 2017 Cost Jul – Dec 
2017 Actual 

Cost 

2018, 
2019, 2020 

(Costs 
Equally 

Distributed 
over 3 
years) 

Jan – Jun 
2018 

Actual 
Cost 

Total 
Project 

Cost 
 

Project Staff 
Salaries / Wages 
(subcontracted) 

Salaries for 
counselors, case 
managers, care 
coordinators, and 
recovery support 
workers 

$       

Project Staff 
Benefits 

31% of salary / 
wages 

$       

  SUB-TOTAL $     
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Supplies Miscellaneous 
expenses over 
waiver period 

 
 

 
 

$  

PROJECT TOTAL   $     

 

C-5.  IDN Community Project: Key Organizational and Provider Participants  
One change occurred this reporting period to the Key Organizational and Provider participants, which was 
the withdrawal of Northern Human Services as an affiliate member (see PPI – Network Development 
section for further details) which will have little to no effect on the Supportive Community Re-Entry 
Program. Representatives of each organization forming the Community Re-Entry Program Leadership 
Team are shown below. 

Organization/Provider 
Agreement Executed 

(Y/N) 
Horizons Counseling Center Y 
Belknap County Corrections Y 

Navigating Recovery Y 
Genesis Behavioral Health Y 
LRGHealthcare Y 

Lakes Region Community Services Family Resource Center Y 

Community Health Services Network Y 

 

C-6.  IDN Community Project: Standard Assessment Tools 
There have been no changes made since the last report on December 2017. The original tools identified 
are represented in the table below as they relate to the Assessment and Screening tools that will be used 
in the Community Re-entry Project. The assessment tool (ASI/ORAS) is administered one week before an 
inmate goes into the CORE program and is repeated when they go from work release to the bracelet to 
identify how high of a risk they are and if they meet criteria to continue in the program.   

Standard Assessment Tool Name Brief Description 

 Addiction Severity Index (ASI) The ASI is a computer-based assessment that 
address seven potential problem areas in 
substance-abusing patients: medical status, 
employment and support, drug use, alcohol use, 
legal status, family/social status, and psychiatric 
status. This tool will be administered a week before 
inmates go into the CORE program and repeated 
when they go from work release to the bracelet to 
identify how high of a risk they are and if they meet 
criteria to continue in the program.   

American Society of Addiction Medicine (ASAM) criteria The ASAM criteria provide guidelines for 
assessment, service planning, level of care 
placement, continued stay and transfer/discharge 
of patients with addiction and co-occurring 
conditions. 
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Standard Assessment Tool Name Brief Description 

Adult Needs and Strengths Assessment (ANSA) The ANSA is a multi-purpose tool developed for 
adult's behavioral health services to support 
decision making. 

Clinical Interview for DSM-5 The Structured Clinical Interview for DSM-5 is a 
semi-structured interview guide for making DSM-5 
diagnoses. It is administered by a clinician or 
trained mental health professional that is familiar 
with the DSM-5 classification and diagnostic 
criteria. 

Case Management (CM ) Assessment The CM Assessment assesses for certain health and 
behavioral health conditions (chronic illness, 
mental health, substance use), lifestyle and living 
conditions  
(employment, religious affiliation, living situation) 
to determine risk factors, establishes risk categories 
and hierarchy, severity, and level of need 

 
 

C-7.  IDN Community Project: Protocols for Patient Assessment, Treatment, 
Management, and Referrals 
Several protocols surrounding patient assessment, treatment, management and referral specific to the 
Supportive Community Re-entry Project are in process, others are completed and have been collected 
while others are still under development.  Since many of the same agencies are involved in both C2 and 
D3 projects and the defined work is similar, there is overlap in protocols and they will be emphasized in 
both projects.  

Horizons Counseling Center has a long history of working closely with the Belknap County Department of 
Corrections and has a manual of protocols and procedures that have been adopted and/or modified to 
support this project. 

 

Protocol Name Brief Description 
Use 

(Current/Under 
development) 

Progress Towards Target 

Client 
Identification 
and Referral 

Protocols and workflows for 
working with the corrections 
on timely identification of 
individuals who are within 3 
months of release 

Anticipated 
completion 
May 2018 
unless 
additional 
changes 
necessitated by 
county funding 
cuts impacts 
staff and 
programming 
this project was 
relying on. 

Currently the Case Manager (CM) that is 
functioning in the role to identify clients’ 
referral is actually a DOC employee 
(Corrections Officer working toward her 
LADC under Horizons supervision) who is 
working under the auspices of the 
Horizons program about 20 hours a week 
to do this screening, assessment and 
connection to community based 
resources.  This has provided a 
temporary solution to workforce 
shortage and has allowed the project to 
begin on a partial scale basis. 
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Protocol Name Brief Description 
Use 

(Current/Under 
development) 

Progress Towards Target 

Screening, 
assessment, 
treatment, and 
care plan 
development 

Protocols and workflows for 
application and frequency of 
screening and assessment 
tools and treatment planning; 
care plan development and 
review 

Screening and 
assessment 
protocols and 
workflows 
completed. 
Discharge care 
planning in 
process to be 
completed by 
May 2018 
unless 
additional 
changes 
necessitated by 
county funding 
cuts on the 
county level. 

• C2 workgroup has review the 
assessment tools and identified ASI, 
ORAS, and PHQ 9 for use with the 
assessment and treatment planning 
process. 

• The internal House of Corrections 
(HOC) workgroup, which includes 
CORE counselors and Horizons staff 
have met to review the assessment 
tools and has also added a tool for 
criminal thinking. 

• C2 workgroup has met several times 
to review protocols and workflows 
pertaining to screening and 
treatment planning.   

• Additional meeting have occurred 
with the CORE and DOC staff to 
review and approve the protocols 
and workflows. 

Team-based 
care 
coordination 
and case 
management 

Protocols and workflows for 
communication and case 
conferencing by community 
re-entry project staff including 
CRSWs 

Anticipated 
completion Q1 
2018 

Pending 

Data collection 
and evaluation 

Protocols and workflows for 
collection, reporting and 
analysis of client data for 
program monitoring and 
improvement 

Anticipated 
completion Q1 
2018 

Pending 

 

C-8.  IDN Community Project: Member Roles and Responsibilities 
Project Team Member Roles and Responsibilities 

 CADY / Offers restorative justice program for youth 

 NAMI NH / community supports 

 Horizons Counseling Center / Project Lead and SUD provider 

 Merrimack County / HOC leadership  

 Salvation Army / community supports 

 CHSN / Executive Director / oversight of project 

 LRMHC / key player in case management of inmates 

 Navigating Recovery of the Lakes Region / key player in recovery support 

 Belknap County / HOC leadership 

 LRCS / community supports / offer sober parenting course for inmates 

 CAP Belknap-Merrimack / community supports 
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Project Team Member Roles and Responsibilities 

 LRGH / hospital liaison to care coordinators and community supports 

 HOPE for NH Recovery / key player in recovery support  

 HealthFirst Family Care Center / FQHC offering PC, MAT, counseling, etc. 

 Dept. of Corrections / key player in HOC and project activities 

 

C-9.  Provide the training plan and curricula for each Community Driven Project 
as required in A-1.3. 
Training Plan  

As was previously reported, training activities specifically related to the Supportive Community Re-entry 
program will focus on team and partnership building, skill development for recovery coaches, cross-
training for corrections officers and education for individuals working in the court system. Specific training 
activities and target trainees are specified in the C2 Training Matrix shown below in Attachment_C.9 by 
project and agency. CHSN contracted with NHADACA to meet the training needs identified for our projects 
and staff and several of the identified trainings have occurred and/or are scheduled in the near future 
such as Motivational Interviewing, Suicide Prevention and Ethical Competency. The CHSN-IDN 5 Training 
Tracker (see Attachment A1.4A) identify individuals by name, practice and training topic they have 
participated in to date. The CHSN-NHADACA Draft Planning Guide (See Attachment_B1.8D) shows 
progress to date to offer trainings between June – December 2018 which is based on level of importance 
given the IDN’s defined needs for training.   

 
Project-Related Training Activities Target Trainees Time line Progress Measure / 

Notes 
New project staff orientation, team building, 
partner building 

Project Staff (8 
FTEs) and 
supervisors 

By December 
31, 2017 and 
ongoing 

Ongoing; 6 project 
staff have been 
hired. All staff have 
been trained in the 
1115 waiver and the 
mission of CHSN; 
they have been 
oriented to their 
roles within the 
program, have 
received training in 
ethics and 
boundaries, 
confidentiality, 
ethical 
communication in 
an integrated care 
environment and 
suicide prevention. 

Supervision of recovery coaches for 
maintenance of certification 

CRSWs based at 
Recovery Support 
Organizations 

By December 
31, 2017 and 
ongoing 

Milestone met; 
weekly supervision 
meetings are 
happening now. 
Two recovery 
coaches at 
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Project-Related Training Activities Target Trainees Time line Progress Measure / 
Notes 
Navigating Recovery 
have become 
certified as CRSWs 
and two others 
from Navigating and 
one from Horizons 
have submitted 
paperwork for 
action by the LADC 
Board. Recovery 
coaches continue to 
receive weekly 
MLADC supervision 
through Horizons. 

Cross-training for corrections officers – 
understanding roles, recognizing signs and 
symptoms of SUD / MH for non-clinicians, 
suicide prevention for corrections staff  

Corrections Officers Identify staff 
and initiate 
training by 
January 1, 2018 
and ongoing 

Milestone met; 
Ongoing;  

did a 
training for police 
departments, 
sheriffs’ 
departments and 
corrections from 
several counties in 
June regarding Co-
occurring disorders, 
recovery 
recognizing signs 
and symptoms of 
withdrawal, mental 
illness and SUDs. 
Two Belknap County 
Cos and one deputy 
sheriff attended.  

Education for Justice System on project 
purpose and goals; understanding relationship 
of SUD / MH intervention and reducing costs / 
recidivism; understanding value of longer term 
monitoring in exchange for shorter 
incarceration 

Judges, other court 
personnel and 
attorneys 

Identify 
trainees and 
initiate training 
by December 
31, 2018  

Milestone met; 
Training was 
provided to judges 
on MAT, the 
different types and 
positive use of MAT 
and on ASAM 
criteria of client 
placement. 
Education also 
provided to nursing 
staff at the HOC on 
ASAM criteria. 
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Attachment_C.9 

 
 

C-10.  Project Scoring: IDN Community Project Process Milestones  
DHHS will use the tool below to assess each IDN’s Community Projects activities. Grayed areas indicate 
that no submission is expected for the time frame. A score of “Met” will be scored for a timely and 
complete submission. A score of “Not Met” will be scored for late and/or incomplete information.    

Process 
Milestone 
Number 

Process Detail Submission 
Format  

Results (Met/ Not Met) 

6/30/17 12/31/17 6/30/18 12/31/18 

C-1 

IDN Community Project 
Timeline, Key 
Milestones and 
Evaluation Project Plan 

Spreadsheet 
(Microsoft Project 

or similar 
platform) 

    

C-2 
IDN Community Project 
Evaluation Project 
Targets 

Table     

C-3 IDN Community Project 
Workforce Staffing  Table     

C-4 IDN Community Project 
Budget 

Narrative and 
Spreadsheet     

C-5 
IDN Community Project 
Key Organizational and 
Provider Participants 

Table     
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Process 
Milestone 
Number 

Process Detail Submission 
Format  

Results (Met/ Not Met) 

6/30/17 12/31/17 6/30/18 12/31/18 

C-6 

Clinical Infrastructure: 
IDN Community Project 
Standard Assessment 
Tools 

Table     

C-7 

Clinical Infrastructure: 
IDN Community Project 
Protocols For Patient 
Assessment, 
Treatment, 
Management, and 
Referrals 

Table     

C-9 

Provide the training 
plan and curricula for 
each Community 
Driven Project as 
required in A-1.3 

Training schedule 
and table     

  

Attachment_C.1E 
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Projects D:  Capacity Building Focused 
IDN Community Project Implementation and Clinical Services 
Infrastructure Plan 
D-1.  IDN Community Project: Implementation Plan, Timelines, Core 
Components, Process Milestones, and Evaluation Project Plan 
 
There has been one change to the CHSN network composition of Key Organizations and Providers during 
this reporting period which includes the withdrawal of Northern Human Services as an affiliate partner 
(See PPI Network Development section for further detail).  

Project update and Overview 

One goal of the expanded IOP services connected to Medication Assisted Treatment (MAT) is to reduce 
the need for costly inpatient detox. Expanded IOP services will provide the social supports and structure 
as well as early access to treatment that can make outpatient medically managed detox more realistic for 
many individuals who would otherwise require more expensive hospital based medical management.  In 
addition, IOP with MAT for detox and maintenance therapy that is community based will reduce the 
emergent need for inpatient detox for many individuals with opioid use disorders, facilitate earlier entry 
into intensive SUD treatment, improve their chances for retention in treatment, and support those 
individuals in remaining active in their families and employment situations to the extent possible. In the 
past 6 months the limited IOP expansion that has been realized under the D3 Project initiative has worked 
with the LRGHealthcare Recovery Clinic to facilitate patient entrance into coordinated services either 
through Horizons’ SUD services or through the Recovery Clinic, with expedited follow-up by the reciprocal 
service.  In this way, patients can begin to stabilize on the medication deemed most appropriate in the 
quickest manner possible.  The 1/3 expansion in capacity to date has enabled a quicker entrance into IOP 
services by coordinated care clients and a quicker transition from interim services into the IOP level of 
care where interim services where needed. It is also a goal of the IDN to build on the expansion of IOP 
services in the fourth year of this service delivery transformation project by building on the IOP by adding 
a partial hospital component to further cut down on the need for more expensive inpatient treatment. 

The Belknap County Correctional facility does medically managed detox for all offenders who are admitted 
to the facility who meet criteria for either ambulatory or non-ambulatory detox.  The Supportive 
Community Re-entry project will free up currently available counselor / case manager staff (this is one 
DOC employee who is a counselor/case manager; not 2 separated positions) dedicated to offender re-
entry planning to begin intervention and post detox level of care assessment with those inmates receiving 
this medical service without the benefit of aftercare planning, and facilitate and coordinate referral and 
access to the appropriate post release level of care for offenders being released from confinement shortly 
after detox or prior to this medical intervention being completed. Since January 2018, approximately 62% 
of sentenced inmates were assessed and received intensive treatment followed by work release training 
through the DOC CORE Program. The remaining 38% inmates sentenced to the Belknap County DOC 
between 1/1/2018 - 6/30/2018, no one has, as yet, been released to the community though all have been 
referred for assessment for treatment and psychosocial needs and referral to medical and behavioral 
health services along with supported case management through the D3 Project within one month of their 
release date.   

There are over 200 clients currently enrolled in the MAT program operated in coordination between LRGH 
and Horizons, it is clear the region is in need of expansion options.  These two organizations have worked 
together to integrate care of MAT recipients with Horizons providing initial assessment and level of care 
recommendations to the LRGH Recovery Clinic and providing the treatment and recovery supports for 
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MAT patients receiving medication and medical supervision through the Recovery Clinic.  The Recovery 
Clinic has no wait for services at this time and has been adding MAT providers as needed to meet the 
demand. Horizons has created group treatment for Recovery Clinic integrated care clients so that there is 
no wait for counseling services for clients in MAT services who are not assessed as needing the IOP level 
of care.   

Horizons contracted for expanded office space for the expanded IOP in the last reporting period.  
However, due to renovation delays, the space was not ready for program use in late May or early June 
2018 as expected.  The completion of this space is now expected at the beginning of August 2018 at which 
time the expanded day program will move to evening. The Expansion of Intensive Outpatient Program 
(IOP) services has been an exciting and challenging process of implementation.  The existing IOP services 
are offered 3 mornings each week for 3-3.5 hours and continues to be successful.  The expansion of the 
IOP is designed to offer flexibility for those eligible to attend 3 evenings per week to most efficiently meet 
their life schedule needs.  The barriers that may exist for those to attend the morning IOP may include 
employment (work scheduling conflict), job searching or caregiving for their families during the daytime 
hours.  As the presence of co-occurring mental illness and SUD continues, the waitlist continue to increase 
with service providers i.e. Community Mental Health Centers.  With this consistent reality present, these 
extended hours will be a valuable bridge of this gap to enhance access to support in the evening hours to 
begin the process of engagement to address their treatment needs. 

HealthFirst Family Care Center initiated their MAT program early in 2018. They have three Nurse 
Practitioners and two Physicians waivered to prescribe Medication Assisted Therapy (MAT), which 
consists of Suboxone and Vivitrol. As part of the MAT program, all patients are required to participate in 
behavioral health counseling which assists patients navigating through their substance use disorder and 
helps them to obtain and sustain recovery. Within their primary care setting, they have integrated 
Behavioral Health services with three FT and one PT Masters prepared counselors. One counselor is an 
MLADC; however, all four Behavioral Health counselors have been trained and are prepared to provide 
counseling services to MAT patients. Currently, there are six patients enrolled in HealthFirst’s MAT 
program. Following the team-based Risk Reduction Model, all patients seeking enrollment in the MAT 
program are assessed by a Behavioral Health counselor and discussed with the MAT Team. Once accepted 
into the MAT program, patients begin with weekly MAT appointments with both medical and behavioral 
health providers. Gradually, patients will be extended to bi-weekly meetings, and then finally to monthly 
meetings as their recovery progresses. As they follow the Risk Reduction Model, they do expect patients 
to have difficulty maintaining consistent sobriety and are prepared to adjust their treatment to focus on 
their individualized needs. Sobriety and recovery are life-long commitments that HealthFirst is prepared 
to participate in helping their patients be successful with for as long as they need help doing so.  

This unique approach will enhance collaboration between providers and patients as well as effectively 
integrate improved efficiency of integration of care. To date, the majority of referrals for the IOP services 
express a preference for daytime programming.  This trend will continue to be addressed as to how to 
best capture interest in the evening IOP program and continue progress with this valuable community 
based resource.  An active discussion that will continue is to explore child care which may reduce this 
element as a potential barrier to attending IOP services.  Discussions are taking place now between 
Horizons and Lakes Region Community Services Family Resource Center to make child care available.    

Progress with recruitment efforts continued this reporting period with the successful onboarding of 
additional staff for a total of 5.1 FTEs out of the 9.45 FTE staffing goal.  Training for the previously identified 
staff hired by Horizons Counseling Center inclusive of a MLADC, LADC and recovery support worker 
designated for the evening IOP continues through direct exposure to the morning IOP program.  This direct 
interaction continues to enhance their skill base and competency to apply in the evening IOP program as 
the progression implementation of this project continues. There continues to be challenges associated 
with recruitment of staff specifically for the evening IOP at this time.   
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An exciting milestone to highlight this quarter is the recent contract to expand space for SUD programming 
in a centralized location in downtown Laconia.  This location will bring great benefit to this unique 
population existing in close proximity to other supportive social service agency offices. This space will 
further allow for expansion for SUD services, potentially reduce the barrier of access to care related to 
transportation due to its centralized location and enhance overall access to care for individuals suffering 
from substance use challenges.  Due to unanticipated renovation related challenges, the anticipated 
opening for this site is experiencing a delay with the expectation to be up and running next quarter.  
Outreach to the media will happen upon completion of the site preparation and official opening of the 
new IOP site.   

In the interim, active outreach has occurred by CHSN and Horizons to PCP offices, behavioral health and 
other social services and all IDN partners to begin enhancement of awareness of this exciting project near 
future program IOP evening expansion.  On June 5, 2018 CHSN sent out a promotional flyer with 
information on the evening IOP programming available to all network partners. Continued outreach 
efforts will continue to encourage referrals and active collaboration amongst IDN affiliates.  

To address the previous challenge related to clients referred to Horizons that result in being on a waitlist, 
progress has occurred this reporting period.  This unique group is directed to be placed in Interim Services 
(IS) related to the appropriate level of care per ASAM criteria with the expectation they will be offered 
interim services within 2-3  business days. Since implementation, the waitlist for services has decreased 
to 3 weeks. The Interim Services option was offered to 100% of clients placed on the waitlist a total of 12. 
Of these clients, five accepted interim services via Horizons Counseling Center and 2 successfully 
transitioned to recovery support services through Navigating Recovery. To continue decreasing wait time 
for clients on the waitlist, Interim Services is actively partnering with recovery support services at 
Navigating Recovery to expand access to supportive resources to increase timely intervention 
opportunities for clients awaiting IOP level of care programming.       

The CHSN training and education plan continues to promote efforts for staff recruitment and offering new 
counselors additional support with direct supervisory hours when applicable to assist them towards 
licensure.  This training plan has proven to be effective in fostering collaborative efforts across agencies 
to enhance clinician cross training in working with this high risk, high needs population. Horizons 
Counseling Center has provided in-service training for internal staff and for Navigating Recovery.  This 
collaborative effort ensures that education be provided to staff across both entities tailored to working 
with SUD individuals. Another successful collaborative relationship this reporting period was established 
with NHADACA. NHADACA has been coordinating trainings which were identified within the CHSN Master 
Training Matrix to offer to CHSN partners’ staff and are offering CEU’s for licensed/certified staff and staff 
seeking licensure or certification. To further highlight the benefit of these cross training opportunities and 
collaboration of care, IDN partners continue to work to provide timely interventions related to SUD 
outpatient services.  One strong alliance developed was between Horizons and Lakes Region Mental 
Health Center, specifically related to expanding supervision and support to existing MH counselors  

Current Challenges and Implementation Alternatives 

The process of recruiting both CRSW and MLADC expertise in the Plymouth region continues to be 
challenging. The area’s limited services currently with Plymouth Area Recovery Connection (PARC) have 
brought forth challenges as PARC’s board/structure has presented foundational challenges of a new 
agency. CHSN plans to utilize CRSWs as an integral part of the IOP team in the Plymouth region by fall 
2018. CHSN, and a few of its Plymouth based network partners held discussions with PARC to see how 
they can assist them with organizational development and recruitment of CRSW staff. Additionally, 
Horizons Counseling Center has been attempting to recruit a counselor for the Plymouth region for over 
a year. IDN resources for recruitment incentives through its Employee Retention Incentive Plan may aid 
in this recruitment effort.  
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CHSN’s Implementation Plan addressed the intent to fund Riverbend Community Mental Health via a 
stipend which would support two Medicaid slots in their Franklin IOP slated to open in 2018. Due to 
Riverbend struggling to fully staff their Concord IOP, they put their plans for expansion into Franklin on 
hold until 2019. CHSN will remain in close contact with Riverbend regarding this issue as they remain an 
active participant and member of our D3 and E5 workgroups.  

The table below outlines the key activities, milestones and timelines, responsible party, and progress 
measures for implementation. Smartsheet detail and timeline is included as a graphic at the end of this 
section and included as Attachment_D.1 

 
Implementation Activity/ 
Milestone 

Responsible 
Party/ 
Organization 

Timeline Progress Measure / Notes 

Establish and support SUD 
Treatment Options 
Leadership Team 

CHSN Executive 
Director; 

Team Lead – 
Executive 
Director of 
Horizons 

Within 30 
days of plan 
approval; 
meet bi-
monthly 

Milestone met: Leadership Team 
established and an organizational 
meeting was held January 23rd. 
Regular bi-monthly meetings are 
occurring with documentation of 
minutes; small workgroups of 
stakeholders including Horizons, 
LRMHC, Navigating Recovery, LRCS 
meet between Leadership Team 
meetings to discuss related tasks 
and process challenges. 

Develop Expanded IOP with 
care coordination and 
integrated recovery coaching 
approach and protocols 
including: 

-Referral pathways, 
assessments, care 
coordination 

-Patient confidentiality 
agreements 

-Recovery coach pairing  

-Transportation needs for 
non-Medicaid services 

-Family/support system 
engagement and 
communication as 
appropriate 

SUD Treatment 
Options 
Leadership Team  

By June 30, 
2018 

D3 meetings were held on March 13 
and May 8 to review protocols, 
referral pathways and assessment 
protocols developed to date by the 
workgroup. Workgroup members 
began the discussion of meeting 
transportation needs for non-
Medicaid clients and how to 
maximize the benefit of the 
transportation van designated for 
the Grafton County constituents. 
This discussion will continue into the 
next reporting period as barriers still 
remain for those who do not have 
reliable transportation or a 
Medicaid transportation benefit. 

The D3 workgroup developed 
protocols for assigning care 
coordinators to individual clients.   

Horizons met with Lakes Region 
Community Developers to examine 
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Implementation Activity/ 
Milestone 

Responsible 
Party/ 
Organization 

Timeline Progress Measure / Notes 

-Assigning of care 
coordinators per individual 
client needs 

-Application to 
Medicaid/Health Insurance 
program  

-Patient confidentiality and 
privacy assurances and 
releases established before 
release 

-Housing and employment 
supports  

-Other community supports 

the options for expanding safe, 
sober housing options for high need 
clients/families and to support the 
development of sober housing in 
the IDN.   

Patient confidentiality consents and 
agreements revised, formalized and 
introduced to the Leadership Team.  
Navigating Recovery coaching staff 
began training on how and when to 
utilize HIPAA and Part 2 compliant 
consents and how to approach 
clients to help them understand the 
benefits they will receive from the 
care coordination made possible by 
these consents. 

Protocols for engaging family in the 
treatment and recovery process is 
being formalized with the 
coordination of effort between 
Horizons and Navigating Recovery.  
Protocols for referring family 
members of IOP clients to 
Navigating Family Support Services 
have been developed and are in the 
process of being finalized and 
accepted by both organizations. 

Application to Medicaid/Health 
Insurance, housing, employment 
and other community supports 
protocols complete and being 
implemented. 

Horizons and Navigating Recovery 
met several times to focus 
specifically on the workflows 
between the recovery coaches and 
counselors and how to engage the 
client’s family. 
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Implementation Activity/ 
Milestone 

Responsible 
Party/ 
Organization 

Timeline Progress Measure / Notes 

Workflows between recovery 
coaches and counseling staff 
completed. 

Initiate recruitment of staff 
for evening IOP in Belknap 
County 

Hiring 
organization; 
SUD Treatment 
Options 
Leadership Team 

By 
December 
31, 2017 

Milestone met; Evening IOP fully 
staffed as of mid-April.  

Develop inter-organizational 
care coordination protocols, 
including shared decision-
making and crisis 
management 

SUD Treatment 
Options 
Leadership Team 
and CHSN 
partners 

By June 30, 
2018 

Protocol identification in process; 
workflows between LRMHC and 
Horizons are actively under 
development.  This task has been 
challenging due to the complexity 
defining staff roles and staff 
turnover.  Both LRMHC and Horizons 
have a verbal agreement of what 
these protocols will reflect for 
optimal transition of care.   

The protocols related crisis 
management of shared clients 
continues to make progress.  There 
has been internal challenges related 
to new staff at LRMHC that will 
require additional training. This 
training will specifically address how 
to best support the new staff to 
view the clients as “joint” clients vs. 
feeling territorial about their agency 
affiliation. Training may be valuable  
across other IDN projects to 
enhance the concept of integration 
across all entities for enhancement 
of outcomes and quality of care for 
clients. 

Develop and implement 
procedures for data collection 
and sharing 

SUD Treatment 
Options 
Leadership Team 
and CHSN Board 

By 
December 
31, 2017 

Development of data sharing 
procedures in process. 

Development of data sharing 
procedures for SUD (Part2) and co-
occurring information continues to 
be in process. The B1 Integration 
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Implementation Activity/ 
Milestone 

Responsible 
Party/ 
Organization 

Timeline Progress Measure / Notes 

sub-committee met several times to 
examine the integration of Part 2 
information into the data collection 
process. 

Establish data sharing 
agreements with participating 
organizations 

CHSN ED, Board 
and participating 
organizations  

By 
December 
31, 2017 

Milestone Met; Data sharing 
agreements distributed to partners. 

Establish and implement all 
NH DHHS and CHSN data 
collection and reporting 
requirements  

CHSN ED and 
CHSN partners 

By 
December 
31, 2017 and 
ongoing 

In process; Data collection 
procedures in development 

 

Provide cross-training to all 
staff and organizations 
involved in the project (see 
training plan) 

SUD Treatment 
Options 
Leadership Team 

By January 
31, 2018 and 
ongoing 

In process; Training plans with 
NHADACA underway since April 
2018 

Initiate referrals, IOP services 
and care coordination for 
evening program in Belknap 
County 

All participating 
organizations 

By January 
31, 2018 and 
ongoing 

In process; waiting on completion of 
staff recruitment and development 
activities.  

Evening IOP began seeking referrals 
from the C2 project target 
population at the Belknap County 
DOC in May 2018. 

Announcement flyer of the 
expansion of the IOP to evening 
program went out to all IDN 
partners on June 5, 2018.  Horizons 
has been accepting referrals to the 
evening program in April 2018 and 
began the process of transitioning 
IOP clients assigned to the expanded 
morning program to evening 
services.  To date, the majority of 
referrals continue to express a 
preference for daytime 
programming.  Assessment of the 
viability of evening programming in 
this region will be done by the D3 
workgroup and the Leadership Team 
in Q3 2018.  In the meantime, 
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Implementation Activity/ 
Milestone 

Responsible 
Party/ 
Organization 

Timeline Progress Measure / Notes 

Horizons will be meeting with 
partners at Lakes Region Community 
Services Family Resource Center to 
look at the feasibility of adding a 
childcare component through LRCS 
to the evening program to facilitate 
the participation of parents in the 
program. 

Horizons has contracted for 
expanded space to accommodate 
the program expansion.  The site is 
in a central area in Laconia that is 
close to other care and social service 
resources. Due to unanticipated 
problems with renovations on the 
site, opening has been delayed and 
is slated to open August 2018. 
Media announcements and grand 
opening will occur once the site is 
complete. 

Client interest in the evening IOP 
remains a consistent barrier at this 
time.  

Execute agreement with 
Riverbend Mental Health for 
IOP capacity as part of IOP 
expansion in the Franklin area 
being undertaken by the 
Capital Region IDN 

CHSN Executive 
Director 

By January 
31, 2018.  

Pending; Discussions with Riverbend 
revealed that due to their inability 
to fully staff their Concord IOP they 
no longer plan to open an IOP in 
Franklin until late 2018 or early 
2019. This item will be revisited.   

Publicize expanded IOP 
availability through 
communication to all PCP 
practices, local media (radio, 
newspaper, public access 
channel), grand opening 
event  

SUD Treatment 
Options 
Leadership Team 

By January 
31, 2018  

In Process; PCP practices and IDN 
partners notified.  Media 
announcement pending completion 
of the site preparation and opening 
of the new site of the IOP. 

Initiative recruitment of staff 
for Plymouth area IOP 

Hiring 
organization; 
SUD Treatment 

By June 30, 
2018 

In process of recruitment of staff 
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Implementation Activity/ 
Milestone 

Responsible 
Party/ 
Organization 

Timeline Progress Measure / Notes 

Options 
Leadership Team 

Initiate recruitment of part-
time driver in coordination 
with LRMHC to operate van 
for IOP program 

SUD Treatment 
Options 
Leadership Team 
and hiring 
organization 

By June 30, 
2018 

In Process; the van was originally 
designated for the Plymouth IOP.  
To date, Grafton clients continue to 
access services in Gilford utilizing 
their own resources and the 
Medicaid transportation benefit.  
The large area from which Grafton 
clients travel has made a central 
source of transportation inefficient.  
This may change once the Plymouth 
IOP is operational. 

Initiate referrals, IOP services 
and care coordination for 
Plymouth area IOP 

All participating 
organizations 

By 
December 
31, 2018 and 
ongoing 

Pending completion of staff 
recruitment and development 
activities.  

Staff recruitment efforts continue 
for the Plymouth IOP.  

Potential site locations to hold IOP 
services are being explored at this 
time. Space available at The Whole 
Village was assessed for feasibility 
and was deemed insufficient for IOP 
spacial needs.  

Develop criteria and 
certification pathway support 
for project staff to meet 
requirements as needed (see 
workforce development plan) 

SUD Treatment 
Options 
Leadership Team  

By June 30, 
2018 and 
ongoing 

Horizons is providing in-service 
training for its staff and for 
Navigating Recovery staff to support 
meeting the education needs of the 
workforce.  Horizons has also 
developed an agreement with 
NHADACA for co-sponsorship of in-
house in-service training to facilitate 
offering CEU’s for licensed/certified 
staff and for staff seeking 
licensing/certification. 

Develop long-range project 
sustainability plan 

CHSN Board Initiate 
development 
by 

Pending; More time to implement 
projects is needed to gain and 
knowledge of processes needed 
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Implementation Activity/ 
Milestone 

Responsible 
Party/ 
Organization 

Timeline Progress Measure / Notes 

September 
30, 2019 

before developing sustainability 
plans.  

 

D-2.  IDN Community Project: Evaluation Project Targets 
 
Evaluation Plan 

Process evaluation of the SUD Treatment Expansion project will entail documenting the occurrence of key 
features of the model, as well as specific outcome metrics. Once the expanded IOP programs are fully 
operational, the data collection process and outcome measures associated with this community project 
are being collected from participating organizations on a quarterly basis including data associated with 
training and workforce development activities, and client data to track IOP participation, case 
management and referred activities and monitor project goals.  In addition, a client satisfaction tool was 
developed to capture client feedback to assess client perceptions of effectiveness and inform on-going 
quality assurance.  Key partners in the project will review client feedback semi-annually to make 
adjustments and improvements to policies and protocols to ensure goals are met, standards are 
maintained, and individuals receiving services are satisfied with their care. 
CHSN anticipates serving 50 individuals per year once the expanded IOP services are fully operational 
through the SUD Treatment Expansion project.  The socio-demographic characteristics of the population 
served through this community project will be tracked to include housing, economic and employment 
stability, and social and family supports. 
The CHSN Executive Director, Project Manager and Data Analyst will have overall responsibility for internal 
evaluation of this community project. Data systems to support evaluation of this community project will 
be established in conjunction with the CHSN Health Information Technology (HIT) work group and the 
Enhanced Care Coordination community project. Leveraging these and other data systems set up to 
support the IDN’s re-entry work, the following measures and data sources will be used to evaluate project 
process and outcomes (selected State-defined outcome measures are indicated by an asterisk).  
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Percent of referred clients for 
whom assessment occurs 

within 48 hours 
Performance Measure Name 

Target 

Progress Toward Target 

As of 12/31/17 As of 6/30/18 As of 
12/31/18 

 Number of individuals 
served 

• Develop job 
descriptions for 
counselors and 
recovery support 
workers to be hired 

• Hire staff for 
expansion in IOP 
services, inclusive of 
CRSWs 

• Formalize program 
protocols for 
referrals to the IOP, 
the assessment and 
treatment planning 
process and the 
responsibilities of 
each partner in the 
IOP for these tasks. 

• Train new staff in 
IOP programmatic 
workflows and 
protocols 

50 additional 
IOP clients 
per year once 
fully 
operational 
in all 3 sub-
regions  

Job descriptions 
developed in 
conjunction with 
Navigating Recovery, 
positions posted and 
interviews of potential 
staff were conducted.  
Offers were made and 
two new staff began in 
Q4 2017 and are in 
training. Horizons and 
Navigating Recovery to 
interview/hire for 
CRSWs in Q1 2018. 

Horizons also created a 
job description for an 
IOP Director, 
interviewed candidates 
and hired a Director to 
oversee program 
planning and 
implementation as the 
program grows and 
expands (This position in 
not paid for with IDN 
funds, but is seen by the 
D3 workgroup as 
necessary for program 
accountability). Program 
protocols for referrals to 
the IOP, the assessment 
and determination of 
appropriate level of care 
and the development of 
treatment plans for each 
client was completed. 
The plan for Q1 2018 is 
to work with Navigating 
Recovery and Genesis 
Behavioral Health to 
expand those protocols 
to include each partners’ 
responsibility within 
those protocols and how 
responsibilities will be 

Horizons has hired 
and trained 2 
counselors for the IOP 
expansion.  
Unfortunately, one 
experienced counselor 
took FMLA due to 
family health concerns 
and the search for a 
temporary 
replacement has been 
unsuccessful. Horizons 
has decided to do job 
sharing with 
outpatient staff to 
ensure adequate 
staffing for the 
expanded IOP.  
Horizons began 
expanding the number 
of clients served in the 
IOP level of care in Q1 
of 2018, providing an 
additional cohort in 
the morning as the 
majority of 
applications for 
services assessed as 
appropriate for the 
IOP level of care have 
been for AM 
programming. This has 
also allowed for 
smooth position 
sharing between 
programs and for the 
training of the new 
evening program 
providers. Horizons 
served 34 clients in 
the IOP level of care in 
the first quarter of 
2018 and 35 clients in 
the 2nd quarter of 
2018 for a total of 32 
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coordinated and 
tracked. 

Policies for how to deal 
with clients found 
inappropriate for IOP 
are pending 
coordination with 
Genesis, HealthFirst and 
Farnum Center to 
finalize - projected for 
Q1 2018. 

This is still pending as it 
is not yet fully 
operational in all 3 sub-
regions. In Q1 2018 the 
initiation of 2 additional 
staff members will be 
on-boarded to expand 
capacity of the daytime 
IOP services and then 
move towards evening 
expansion. 

Navigating Recovery will 
identify Recovery 
Coaches to be 
embedded in the IOP. 

All new staff will receive 
training in the goals of 
the DSRIP, the 
programmatic 
workflows and their 
roles in them, and in the 
issues of ethics, 
boundaries and 
confidentiality of client 
protected health, 
including SUD 
information (Part 2) in 
Q1 2018. 

Protocols for MAT with 
LRGH Recovery Clinic 
completed.  Pending are 
protocols with 
HealthFirst as they 
implement MAT in May 
2018. 

unduplicated clients.  
11 of these were 
served in the 
expanded IOP service 
that was begun in the 
first quarter of 2018.    

CHSN and Horizons 
have reached out to 
primary care, 
behavioral health and 
other social services 
providers to make 
them aware that an 
evening program 
would open June 
2018.  CHSN sent out 
an announcement and 
flyer to all IDN 
partners on June 5, 
2018 announcing the 
availability of evening 
programming.  To 
date, applications 
seeking evening 
program have been 
slow and Horizons has 
continued to offer 
expanded AM IOP 
services to avoid 
renewed waitlist 
growth.  Horizons and 
IDN partner LRCS have 
begun to explore 
strategies for 
targeting parents 
requiring SUD 
treatment by offering 
childcare through 
LRCS resources to 
support parents in 
accessing IOP services 
during hours when 
their children are not 
in school. 

Protocols were 
developed for 
referring clients not 
meeting ASAM criteria 
for the IOP level of 
care with Farnum 
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Center within the IDN 
and also with Phoenix 
House and 
Southeastern NH 
Services outside the 
IDN for those 
requiring a higher 
level of care.  
Protocols with LRMHC 
have been developed 
for referral for 
psychiatric services 
when this is 
determined to be the 
appropriate service or 
when psychiatric 
stabilization is 
necessary to assist a 
patient in being 
appropriate for and 
successful in the IOP.  
Agreements on joint 
decision-making 
regarding shared 
clients are still in 
negotiation.   

Protocols include 
interim services to be 
provided by the 
agency identified as 
the most appropriate 
to meet the interim 
needs of a patient 
until the appropriate 
level of care is 
available. 

Percent of referred clients 
placed in interim services 
pending appropriate level of 
care per ASAM criteria 

>75% by end 
of waiver. 

When a client is placed 
on the waitlist, they are 
offered Interim Services 
(IS) within 2-3 business 
days. 

Wait list for services 
has decreased to 3 
weeks.  Interim 
services were offered 
to 100% of clients 
placed on the wait list 
(12 in Jan-June 2018) 
with 5 accepting 
interim services 
through Horizons and 
2 receiving recovery 
support services at 
Navigating. 
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Waiting list for treatment 
services, number of clients 
and wait time (As of Dec. 
2017 wait list is 6 weeks for 
IOP services).  

• Develop alternative 
plan to address long 
wait time for clients 

• Implement new 
plan/Interim 
Services to offer 
clients case 
management care 
and SUD education 
and recovery 
support while they 
await a spot in IOP 

 

Decrease by 
50% of 
current wait 
time 

Due to the high needs 
for services a new 
program called “Interim 
Services” has been 
developed and 
implemented. When a 
client is placed on the 
waitlist, they are offered 
Interim Services (IS) 
within 2-3 business days.  
Horizons recovery 
coaches staff the IS 
program and focus on 
addressing social and 
recovery support needs 
of clients connecting 
them to resources, 
including community 
based peer recovery 
support programs. They 
also provide SUD 
education, education 
about different peer 
support programs in the 
community and an 
opportunity to discuss 
and learn from their 
experiences with 
program they have tried.  
Clients remain at this 
level of care until an IOP 
spot opens up. It has 
been noted that 
sometimes clients do 
not end up needing IOP 
once engaged in IS 
because they have 
stabilized and are now 
appropriate for 
traditional OP services. 

Waitlist reduced to 3 
weeks for IOP services 
with IOP expansion. 

Interim Services (IS) 
now partnering with 
recovery support 
services at Navigating 
Recovery to expand 
options for support 
and intervention 
opportunities for 
individuals awaiting 
IOP level of care. 

 

Percent for whom recovery 
coach pairing is completed 

• Develop protocol of 
Recovery Coach 
pairing with 
Navigating Recovery 
of the Lakes Region 

>90% by end 
of waiver. 

Navigating Recovery 
developed and 
submitted to CHSN 
protocol for Recovery 
Coach pairing and their 
CRSW credentialing 
pathway. 

Navigating Recovery has 
completed a contract 
with Horizons to provide 

Protocol for recovery 
coach pairing of 
clients in the IOP is 
complete. Navigating 
Recovery has 
identified two (one 
male and 1 female) 
coaches who will be 
embedded in the 
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• Outline the CRSW 
Credentialing 
pathway 

the supervision 
necessary for CRSW 
credentialing and billing 
to Medicaid. This 
supervision has begun. 

expanded IOP 
beginning July 2018.   

Horizons recovery 
coaches are serving 
the purpose of 
providing recovery 
supports within the 
prior existing IOP.  
Navigating Recovery 
and Horizons are now 
developing a protocol 
for transitioning 
clients receiving 
recovery support 
services at Horizons to 
Navigating Recovery 
coaches for on-going 
recovery support and 
recovery monitoring 
at the point where 
they are working 
toward leaving care at 
Horizons. 

Percent for whom 
family/friend engagement 
and communication is 
established as appropriate 

>60% by end 
of waiver. 

Pending, because 
program is not 
operational yet. 

7 of the 32 clients 
served in the first half 
of 2018 have engaged 
family/social support 
persons in their 
treatment.  Attempts 
were made to engage 
family of 2 others 
without success.     

 

*Initiation of SUD Treatment 
(1 visit within 14 days)  

>70% by end 
of the waiver. 

Pending, because 
program is not 
operational yet. 
According to our project 
plans the addition of an 
intensive outpatient 
treatment program will 
increase area based 
resources and some 
agencies are adding 
MAT providers to 
accommodate demand 
for these services 

Horizons has been 
successful in initiating 
SUD services for 
within 14 days or 
contact for 37.5% (12) 
of clients seeking IOP 
services utilizing 
interim services. 

 

Retention in SUD/COBHD 
treatment for recommended 

>70% by end 
of waiver. 

Pending, because 
program is not 
operational yet. 

Of the 32 individuals 
served in the IOP level 
of care, 6 did not 
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D-3.  IDN Community Project: Workforce Staffing  
A total of 9.45 FTEs across four organizations were identified as needed to operationalize the Expansion 
of Intensive IOP Services Project. A total of 5.1 FTEs have been recruited to date. The types of staff are 
shown by organization in the table below along with staff that was on boarded to assist with the 
Community Re-Entry project during this reporting period. 

duration per ASI/ASAM 
evaluation 

remain in treatment 
for the recommended 
duration based on 
ASAM criteria.  The 
remainder have 
completed the 
recommended course 
of treatment or are 
still involved in 
recommended 
treatment. 

*Number / percentage of 
clients engaged in IOP 
services frequent (4+ per 
year) ER Visit Users  

• Review and sign 
CMT contract for 
shared care plan 
software and event 
notification 

8% reduction 
per client 
from their 
baseline. 
Baseline will 
be 
determined 
based on 
CMT data 
when 
available. 

Pending, because 
program not operational 
yet. CMT contracting 
process still under 
review. 

Pending because 
program not yet fully 
operational in CMT.   

 

 

*Number / percentage of 
potentially preventable ER 
Visits   

• Review and sign 
CMT contract for 
shared care plan 
software and event 
notification 

Reduce 
potentially 
preventable 
ER visits for 
the BH and 
Total 
population by 
8% each 
calendar 
year, 
beginning in 
2018 or until 
CMT data 
available. 

Pending; increased 
cooperation between 
agencies across 
community driven 
projects on sharing lists 
of high-utilizers and 
avoidable diagnosis 
codes to be determined. 
CMT contracting process 
still under review. 

 

Pending; program not 
yet fully operational in 
CMT.   

To date, 1 individual in 
the IOP program used 
the ED twice for 
avoidable reasons.  
One client was seen in 
the ED once for a 
medical emergency 
precipitated by 
substance use and one 
was seen twice in the 
last 2 months for a 
newly diagnosed 
medical condition that 
has not yet been 
stabilized. 
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Provider Type IDN Workforce (FTEs) 
 

Projected 
Total Need  

Baseline 
Staffing 

on 
6/30/17 

Staffing 
on  

12/31/17 

Staffing on 
6/30/18 

Staffing on 
12/31/18 

MD (Horizons) (increase to 0.2 when 
expand to Plymouth) 0.1 0 0 0 

 

SUD Counselors / LADC (Horizons) 2 0 1 1  

SUD/Co-occurring counselors / MLADC 
(Horizons) 2 0 1 1 

 

Admin. Assistant  (Horizons) 0.5 0 0.5 .5  

Recovery support worker (Horizons) 1 0 1 1  

Benefit Navigator (LRGHealthcare) 0.1 0 0.1 0.1  

Benefit Navigator (HealthFirst) 0.1 0 0.1 0.1  

Case Manager / Care Coordinator 
(Genesis) 0.4 0 0.2 0.4  

Transportation Driver (LRMHC) 0.25 0 0 0  

Recovery Support Worker (Navigating 
Recovery) 1 0 0.5 1  

Recovery Support Worker (PARC) 2 0 0 0  

 
 

D-4.  IDN Community Project: Budget 
Funds were budgeted for the Expansion in IOP project to support salaries and benefits of project staff as 
outlined in the previous section. Salaries were budgeted and agreed upon by the D3 workgroup based on 
prevailing wages by position type and fringe benefits were budgeted uniformly across all partner 
organizations at 31% of salary. Expenditures in the reporting period include reimbursements to 
LRGHealthcare for $ , LRMHC for $1 , Horizons Counseling Center for $  and 
Navigating Recovery for $  for a total of $  in project staffing. Financial reporting on 
actual expenditures between January and June 30, 2018 are reflected in the column below labeled “Jan – 
Jun 2018 Actual Cost.” 

 
Budget Item Item Description 2017 Cost Jul – Dec 

2017 Actual 
Cost 

2018, 
2019, 2020 

(Costs 
Equally 

Distributed 
over 3 
years) 

Jan – Jun 
2018 Actual 

Cost 

Total Project Cost 
(3.5 years) 

Salaries and 
Wages 
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Project Staff 
Salaries / 
Wages 
(subcontracted) 

Salaries for 
clinicians, 
recovery support 
workers, case 
managers, 
benefit 
navigators, 
admin support 
and driver as 
outlined in the 
previous section 

$      

Project Staff 
Benefits 

31% of salary / 
wages 

$      

IOP 
subcontract 

Stipend for 
Treatment slot 
with Riverbend 
IOP serving 
Franklin in 2019 
& 2020 

 

 

$  

 $  

  SUB-
TOTAL 

$     

Other Direct 
Costs 

 

Transportation 
van 

Reimbursement 
for travel @ .535 
p/mile 
(estimated @100 
miles p/week x 
50 weeks 

 

 

$  

 

 

Supplies Miscellaneous 
expenses over 
waiver period 

 
 

 
 

$  

PROJECT TOTAL   $     

 

D-5.  IDN Community Project: Key Organizational and Provider Participants  
There has been one change to the CHSN network composition during this reporting period which was the 
withdrawal of Northern Human Services as an affiliate partner. Their withdrawal does not impact the D3 
project in any way. The following organizations are the Key Participants in the SUD Treatment Expansion 
Program with representatives of each organization forming the SUD Treatment Options Leadership Team. 

 

Organization/Provider 
Agreement Executed 

(Y/N) 
Horizons Counseling Center Y 

Navigating Recovery Y 
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Organization/Provider 
Agreement Executed 

(Y/N) 
Lakes Region Mental Health Center Y 
LRGHealthcare Y 

Plymouth Area Resource Connection Y 

HealthFirst Y 

Community Health Services Network Y 

 

D-6.  IDN Community Project: Standard Assessment Tools 
 
The table reiterates some of the Assessment and Screening tools that continue to be used for the SUD 
Treatment Expansion Project. The following assessment / screening tools have been identified by our 
primary SUD provider as valuable assessment tools for this targeted population: 

• Addiction Severity Index (ASI) 
• DSM IV Psychosocial Interview 
• American Society of Addiction Medicine (ASAM) Criteria for Patient Placement Assessment for 

level of care 
• PHQ 9 
• Beck Depression Scale 
• PTSD Checklist 
• GAD 7 
• Columbia Suicide Severity Rating Scale (C-SSRS) 
• Suicide Assessment Five-step Evaluation and Triage (SAFE-T) Screening Tool 

 
Upon review of the above standard assessment tools, progress has been made determining the most 
appropriate screening tools to utilize with this high risk population. To effectively assess a client’s level of 
depression, two possible forms of assessment were discussed as potential options including the PHQ 9 
and the Beck Depression Scale. Both are valuable standardized assessment tools in effectively measuring 
the severity of depressive symptoms relative to overall independent functioning. For the purposes of this 
project, both screening tools will be available for use at the discretion of the provider.  This flexibility 
enhances the provider’s ability to apply their clinical judgment on which assessment best fits the needs 
of the client.  
 

Standard Assessment Tool Name Brief Description 

 Addiction Severity Index (ASI) The ASI is a semi-structured interview designed to 
address seven potential problem areas in 
substance-abusing patients: medical status, 
employment and support, drug use, alcohol use, 
legal status, family/social status, and psychiatric 
status. 

American Society of Addiction Medicine (ASAM) criteria The ASAM criteria provide guidelines for 
assessment, service planning, level of care 
placement, continued stay and transfer/discharge 
of patients with addiction and co-occurring 
conditions. 
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Standard Assessment Tool Name Brief Description 

Clinical Interview for DSM-5 The Structured Clinical Interview for DSM-5 is a 
semi-structured interview guide for making DSM-5 
diagnoses. It will be administered by a counselor 
licensed or being supervised for licensure familiar 
with and trained in the DSM-5 classification and 
diagnostic criteria. 

D-7.  IDN Community Project: Protocols for Patient Assessment, Treatment, 
Management, and Referrals 
 
CHSN has made great strides in regards to the development of protocols for patient assessment, 
treatment, management and referrals. The D3 workgroups formed subcommittees to focus energies on 
working together to agree on processes and formalizing and documenting protocols. To actively support 
continued protocol and workflow development, CHSN-IDN 5 has outreached to other IDNs to enhance 
collaborative efforts towards standardization of integrated work throughout the state of New 
Hampshire. The process of integrating protocols statewide (specifically for management and referral) 
will support the mission of this project in implementing best practices across all settings to provide 
quality of care to all patients.  This standardization will create increased efficiency of care to patients 
and providers resulting in more optimal project outcomes. The IDNs collaborative approach to protocol 
development will be completed no later than December 31, 2018.  
 
CHSN continues to feel privileged to have an expert in the field of confidentiality and SUD treatment in its 
network.  Horizon’s Executive Director, Jacqui Abikoff, led a B1-Clinical Integration subcommittee with her 
expertise which allowed for the development of CHSN-IDN 5’s own universal consent documents for 
release of patient information to treating and non-treating providers. These forms were finalized and 
distributed to partners in June 2018 which, when adopted and in use by partners, will offer huge time 
savings when seeking information from other providers as it relates to a patients treatment, management 
and referrals. The impacts of their implementation will be significantly worthwhile in each of the 
community-driven projects.  
 
Protocols developed within this reporting period cover referrals, aftercare procedures and care 
coordination efforts which will ensure smooth care transitions for this fragile population. They include: 
 

1. Horizons and LRMHC Referral and Care Coordination Protocol (Attachment_D.7A) 
2. Horizons and LRGHealthcare Recovery Clinic/Integrated MAT Protocol (Attachment_D.7B) 
3. Horizons Aftercare Policy (Attachment_D.7C) 
4. Horizons Administrative Discharge Procedure (Attachment_D.7D) 
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Protocol Name Brief Description Use (Current/Under development) 

Client Identification and 
Referral 

Protocols and communication 
procedures timely identification and 
referral from primary care, emergency 
departments, and other health and 
human service providers of individuals 
who may benefit from SUD-related 
assessment, evaluation and connection 
to appropriate treatment 

The D3 Leadership Team subcommittee 
on continues work on formalizing 
protocols for communication among 
potential referral sources.  Protocols 
have been completed with Lakes Region 
MH and Navigating Recovery of the 
Lakes Region and protocols have been 
informally developed with Health First, 
with formalization and acceptance by 
each organization pending and targeted 
for the end of 2018.  To actively 
support continued protocol and 
workflow development, CHSN-IDN 5 
has outreached to other IDN’s to 
enhance collaborative efforts towards 
standardization of integrated work 
throughout the state of New 
Hampshire. The process of integrating 
protocols statewide will support the 
mission of this project in implementing 
best practices across all settings to 
provide quality of care to all 
patients.  This standardization will 
create increased efficiency of care to 
patients and providers resulting in 
more optimal project outcomes. 
Horizons staff has met with Navigating 
Recovery of the Lakes Region, 
behavioral health staff at Health First, 
Family Resource Center of Greater NH 
(Lakes Region Community Services), the 
Whole Village Family Resource Center in 
Plymouth and the NH Public Defender 
Program in Laconia, the Belknap County 
Restorative Justice Program, the 
Belknap County DOC medical 
department and the DOC Community 
Corrections Officers and in-house 
counselor/case manager to provided 
information on ASAM patient 
placement criteria, referral process to 
the IOP (as well as to IOP and MAT 
services).  Similar outreach efforts 
planned with DCYF (date to be 
scheduled in Q4 of 2018).  Efforts of the 
D3 subcommittee to identify primary 
care practices for outreach is ongoing.  



NH DHHS DSRIP Implementation IDN Process Measures Reporting Guide 144 
 

Protocol Name Brief Description Use (Current/Under development) 

Screening, assessment and 
care plan development 

• Add B1 section 
CCSA 

• PHQ  9 utilized 
more frequently 
than the Beck’s  

Protocols and workflows for 
application and frequency of screening 
and assessment tools; care plan 
development and review 

Existing assessments include: Addiction 
Severity Index (ASI) 
DSM IV Psychosocial Interview, 
American Society of Addiction Medicine 
(ASAM), PHQ 9, Beck Depression Scale, 
PTSD Checklist, GAD 7, Columbia Suicide 
Severity Rating Scale (C-SSRS), and 
Suicide Assessment Five-step Evaluation 
and Triage (SAFE-T) Screening.  
Workflows and referral agreements 
have been established among Horizons 
and LRMHC, Horizons and Navigating 
Recovery, Horizons, Navigating 
Recovery and LRCS Family Resource 
Center.  Workflows and referral 
protocols between the medical 
department at Belknap County DOC are 
in progress with referral protocols 
between the DOC CORE program and 
SUD services through Horizons and 
Health First are in draft and require 
acceptance by the organizations. 

IOP procedures Protocols and workflows for 
appropriate group placement, core and 
enhance program content, client 
progress assessment, discharge and 
connection to community services and 
supports 

Collection of existing protocols in 
process. Active discussion of protocol 
development occurred in project 
workgroup meetings 06/14/18 and 
08/14/18. Review of progress for 
protocol development to be the focus 
of discussion at the next scheduled 
project workgroup meeting 10/23/18. 
In addition to this scheduled meeting, 
another forum to collaborate content 
of these protocols will take place at a 
specialized Plymouth IOP workgroup 
meeting on 10/24/18.   
Subcommittee work to review 
protocols. Some protocols developed in 
part, but integration and formalization 
across partner agencies remains in 
process. 

Data collection and 
evaluation 

Protocols and workflows for collection, 
reporting and analysis of client data for 
program monitoring and improvement 

In process; item remains pending due to 
data collection issues making reporting 
difficult. CMT is also not functional yet. 
Continued work with CHSN data analyst 
to occur in regards to collection and 
reporting of data for program 
monitoring.  

 



NH DHHS DSRIP Implementation IDN Process Measures Reporting Guide 145 
 

D-8.  IDN Community Project: Member Roles and Responsibilities 
Project Team Member Roles and Responsibilities 

 Horizons Counseling Center / Project Lead and SUD provider 

 CHSN / Executive Director / oversight of project 

 Pemi-Baker Community Health / community supports 

 LRMHC / key player in case management, counseling services 

 Cornerbridge / peer support 

 Navigating Recovery of the LR / key player in recovery support 

 Farnum North / recovery center  

 Speare Hospital / ED coordinator 

 LRGHealthcare, recovery clinic within hospital 

 Riverbend / CMHC 

 PARC / recovery support  

 HOPE for NH Recovery / key player in recovery support  
 

D-9.  Provide the training plan and curricula for each Community Driven Project 
as required in A-1.3 
Training Plan 

Training activities specifically related to the SUD Treatment Expansion project will focus on team and 
partnership building, skill development for recovery coaches, cross training for project staff and partner 
organizations. Specific training activities and target trainees for the SUD Treatment Expansion project can 
be found in the D3 Training Matrix which also shows separate tabs identifying trainings by agency. See 
Attachment_D.9 and screenshot below. 

CHSN contracted with NHADACA to meet the training needs identified for our projects and staff and 
several of the identified trainings have occurred and/or are scheduled in the near future such as 
Motivational Interviewing, HIPAA, Mental Health First Aid, Narcan Awareness, Suicide Prevention and 
Ethical Competency. The CHSN-IDN 5 Training Tracker (see Attachment A1.4A) identify individuals by 
name, practice and training topic they have participated in to date. The CHSN-NHADACA Draft Planning 
Guide (See Attachment_B1.8D) shows progress to date to offer trainings between June – December 2018 
which is based on level of importance given the IDN’s defined needs for training.   
 

Project-Related Training Activities Target Trainees Time line Progress Measure / Notes 
New project staff orientation, 
team building, partner building 

Project Staff 
(approximately 15 
staff, 10 FTEs) and 
supervisors 

By December 
1, 2017 and 
ongoing 

In process; Ongoing; 6 project 
staff have been hired. All staff 
have been trained in the DSRIP 
1115 waiver and the mission of 
CHSN, they have been oriented 
to their roles within the program, 
have received training in ethics 
and boundaries, confidentiality, 
ethical communication in an 
integrated care environment and 
suicide prevention. 
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Project-Related Training Activities Target Trainees Time line Progress Measure / Notes 
HIPAA and CFR 42 Part 2; Ethics 
and Boundaries 

All new staff 
including recovery 
coaches 

Begin January 
2018 and 
ongoing 

Milestone Met for those hired; 
Ongoing as new staff is 
onboarded (see above) 

Supervision of recovery coaches 
and SUD counselors/LADCs for 
maintenance of certification and 
licensure respectively.  

CRSWs based at 
Recovery Support 
Organizations and 
at the IOPs.  SUD 
counselors/LADCs 
based at the IOPs. 

Begin January 
2018 and 
ongoing 

In process; weekly supervision 
meetings have been happening. 
Two recovery coaches at 
Navigating Recovery have 
become certified as CRSWs and 
two more from Navigating and 
one from Horizons have 
submitted their paperwork for 
action by the LADC Board.  
Recovery coaches continue to 
receive weekly MLADC 
supervision through Horizons. 
In the last 3 months, supervision 
has included training on ASAM 
client placement criteria, IOP 
protocols, interventions and 
curricula, criteria for client 
transitions to higher or lower 
levels of care and the role of 
recovery coaches in the 
treatment setting.  One Horizons 
Recovery Support Worker has 
been embedded in the IOP as of 
February 2018. 

Cross-training for interagency 
team – understanding roles, 
recognizing signs and symptoms of 
SUD / MH  

Counselors, care 
coordinators, 
recovery coaches, 
ED and PCP practice 
staff, other CHSN 
partner 
organizations 

Identify staff 
and initiate 
training  
January 2018 
and ongoing  

In process; Ongoing; Horizons 
staff provide training. Activity to 
be connected more specifically to 
the IOP project implementation. 
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Project Scoring: IDN Community Project Process Milestones  
DHHS will use the tool below to assess each IDN’s Community Projects activities. Grayed areas indicate 
that no submission is expected for the time frame. A score of “Met” will be scored for a timely and 
complete submission.  A score of “Not Met” will be scored for late and/or incomplete information.  

Process 
Milestone 
Number 

Process Detail Submission 
Format  

Results (Met/ Not Met) 

6/30/17 12/31/17 6/30/18 12/31/18 

D-1 

IDN Community Project 
Timeline, Key 
Milestones and 
Evaluation Project Plan 

Spreadsheet 
(Microsoft Project 

or similar 
platform) 

 

   

D-2 
IDN Community Project 
Evaluation Project 
Targets 

Table  
   

D-3 
IDN Community Project 
Workforce Staffing  Table     

D-4 
IDN Community Project 
Budget 

Narrative and  
Spreadsheet     

D-5 
IDN Community Project 
Key Organizational and 
Provider Participants 

Table  
   

D-6 

Clinical Infrastructure: 
IDN Community Project 
Standard Assessment 
Tools 

Table  
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Process 
Milestone 
Number 

Process Detail Submission 
Format  

Results (Met/ Not Met) 

6/30/17 12/31/17 6/30/18 12/31/18 

D-7 

Clinical Infrastructure: 
IDN Community Project 
Protocols For Patient 
Assessment, 
Treatment, 
Management, and 
Referrals 

Table  

   

D-9 

Provide the training 
plan and curricula for 
each Community 
Driven Project as 
required in A-1.3 

Training schedule 
and table  

   

 

Attachment_D.1 
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Projects E:  Integration Focused 
IDN Community Project Implementation and Clinical Services 
Infrastructure Plan 
E-1.  IDN Community Project: Implementation Plan, Timelines, Core 
Components, Process Milestones, and Evaluation Project Plan 
 
There has been one change to the CHSN network composition of Key Organizations and Providers during 
this reporting period which includes the withdrawal of Northern Human Services as an affiliate partner 
and does not significantly impact the E5 project (See PPI Network Development section for further detail).  

Project update and milestones 

The Enhanced Care Coordination for High-Need Populations project’s intent is to continue connecting 
patients and their families to much needed resources through collaborative efforts among multiple health 
and human service agencies in order to address the following challenges:  

• Difficulties with accessing appropriate and timely care and support; 
• Limited collaboration and information sharing between physical health care, behavioral health 

care, and community services; 
• Providers having limited information and communication beyond their own organizations, and in 

some cases duplication of efforts for complex high-need patients;  
• Limited staff capacity and high turnover of case management staff; 
• Inconsistent linkages between hospital emergency and inpatient care, primary care, behavioral 

health care, and home and community-based care. 
 
Smartsheet detail and timeline is included as a graphic at the end of this section and included as 
Attachment_E.1 

Project update and milestones 

The Enhanced Care Coordination for High-Need Populations project is intended to establish a creative 
wrap-around approach among service providers and community-based agencies to meet the complex 
needs of a high risk, high needs population. This valuable client centered approach is unique in providing 
consistency of care upon initial interaction with the Community Care Coordinator (CCC ’s), throughout the 
process of their connection to community based resources and after their connection to identified 
resource is met.  This quality of care supports development of rapport with individuals that often lack the 
presence of any natural supports.  The CCC often serves as the initial contact to building a support network 
and they may assist them with empowerment skills towards independent functioning.  Another value to 
this individualized care is to provide psychoeducation discussion as to when it is appropriate to seek care 
from the emergency department versus making an appointment to see their primary care provider. This 
form of support can lead to a reduction of use of the emergency departments with implementation of this 
quality based care from the CCC’s. Although the role of “case management” exists across other 
organizations the “quality of individualized care” can be limited potentially resulting in these individuals 
relapsing with substance use, non-compliance with medications, exacerbation of mental health symptoms 
or other circumstantial stressors that may all influence frequency of use of local emergency departments.  

Some challenges related to “case management” from other organizations may include: 
• Lack of skills/training from service provider to properly assess needs which may lead to resistance 

of engagement and proper connection to needed resources; 
• Consistent turn-over of assigned team members working with an individual. Needs may be 

partially met or not addressed due to lack of communication to bridge proper transition of care; 
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• Staff unable to provide “quality of care” to meet all the needs for each individual due to high 
caseloads, limited time in work schedule or standards of care directly affecting quality of care; 

• Collaborative challenges to efficiently link transition care to other providers including hospitals, 
primary care, substance use treatment providers, mental health care providers, and other 
community based or social services. 

As this project continues to develop, the individualized enhanced care coordination approach provided 
by the CCC’s directly minimizes the barriers outlined above to ensure all needs are met by delivery of 
personalized care upon initial interaction. This unique role encourages enhancement of collaborative 
efforts across various service providers. The E5 project care coordination sub-regional teams, (Laconia, 
Franklin, Plymouth) have intend to continue establishing rapport with service providers to effectively 
“meet clients in the time of need” related to their emergency department utilization.  To highlight the 
dynamic potential collaborative efforts amongst providers, the teams reflect a diverse group of disciplines 
inclusive of behavioral health, primary care, hospitals, home health and substance use treatment and 
recovery supports. The placement of each of the Community Care Coordinators offers enhancement of 
skills within each organization, provides consistency of care between service providers which ensures 
follow through of client needs and effectively facilitating the comprehensive wraparound of services for 
this high risk population.  

The E5 Enhanced Care Coordination project identified the need for 10.3 Community Care Coordinators 
(CCCs) across various agencies to establish common responsibilities and standardized team descriptions 
inclusive of cross-training such that care coordinators can support each other’s work both on a sub-region 
level and also regionally.  At this time, 8.9 of those identified have been hired or assigned at the various 
agencies.  

One success to highlight this reporting period was the on boarding of a Coordinated Care Team Leader in 
January which provided a foundational layer of support for all the CCC’s across the region. This role 
effectively facilitated logistical support for the CCC’s as they transitioned to their new roles and provided 
essential support such as project development, activities to enhance visibility of the project, community 
networking amongst providers, facilitation of trainings, support with development of best practices, 
development of tracking tools to support outcome measures and standardization of workflows for each 
CCC. This position has proven to be an effective addition to this project to address specific implementation 
concerns as they arise during the development of the demonstration project. This role has been a 
consistent source of support for all the CCC’s across the diverse disciplines to assist with supporting 
individualized training needs, implementation of a structural foundation for the CCC role and fostering of 
relationships with affiliated partners to effectively establish a consistent forum for high utilizer referrals 
to the CCC’s.   

The individual serving in the CCTL role resigned in early May and a new hire occurred  in early June, though 
the position description and title was revised to Project Manager whose responsibility is 75% oversight of 
the E5 project serving in a similar capacity as to the CCTL. Upon the Project Manager’s transition she 
provided a survey to each of the CCC’s to assess their satisfaction across various domains. This survey  
encouraged identification of barriers to effectively perform their role, elaborate on ways they feel 
supported, level of satisfaction related to project related communication as well as overall feedback of 
their perception of this valuable project.  Overall, the CCC’s expressed satisfaction with support provided 
by their direct supervisors and CCTL to date.  All CCC’s reported they felt the use of Smartsheet as a data 
collection tool valuable to capture encounters including outcome measures and is user friendly.  
Additional feedback expressed reiteration of gaps to effectively performing their roles related to lack of 
access to high utilizer lists and lack of development of universal consent forms currently limiting the 
sharing of information between providers to effectively collaborate care between service providers.  
Overall, this comprehensive survey provided beneficial feedback in development of a new baseline of 
information to continue project development activities and sustain existing components of processes that 
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are currently working well. The following documents highlight the related survey instruments included 
survey feedback provided: 

o Community Care Coordinator Survey see Attachment_E.1A  
o Community Care Coordinator Survey Feedback see Attachment_E.1B 

Throughout the past several months, the Community Care Coordinators have consistently expressed 
motivation to attend related training to enhance their skill base in their roles.  They have actively sought 
out trainings offered via NHADACA as well as other community based opportunities.  Due to the diversity 
of skill base of the Community Care Coordinators not all trainings may be necessary to everyone.  For 
example, a staff with clinical experience vs. staff without any clinical experience may require additional 
support in specific focused areas to work with this targeted population. Within this reporting period, there 
has been active participation in 67 trainings from CCC’s in a variety of training opportunities. See Training 
Tracker (Attachment_A2.4A) for more detailed information. 

The recruitment of Community Care Coordinators has been a challenging process yet exciting to having 
achieved a strong foundation of committed staff across the region.  Three sub-regional teams have been 
established this reporting period to consistently strengthen visibility of the E5 project and work towards 
consistency of encounters via networking internally as well as throughout the community. The E5 
Community Care Coordination Teams specific to each region are reflected in the table below.  

 
E5 Community Care Coordination Teams  

 
Laconia   

LRGH/Franklin Hospital  Embedded Care Coordinator, Hillside 
Embedded Community Care Coordinator 

ServiceLink  Care Transition Specialist, Belknap County 

Health First  
 

Community Care Coordinator 
 

Lakes Region Mental 
Health Center 

 Hospital Liaison, Adult Services 
 

Horizons Counseling  Assistant Director 

 
Franklin   

LRGH/Franklin Hospital  Social Worker Franklin ED 
Community Care Coordinator 

Health First 
 

Community Care Coordinator 
 

Riverbend Community 
Mental Health 

 Community Care Coordinator 

 
Plymouth   

Speare Memorial Hospital  Embedded Community Care Coordinator 

Mid-State Health Center  Community Care Coordinator 

Lakes Region Mental 
Health Center 

 Clinical Coordinator, Adult Services 
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Pemi-Baker Community 
Health 

 Community Care Coordinator 

 
• Logistical aspects addressed in this reporting period: 

o CCC teams have established weekly meetings based on their regional designated sites 
(Laconia, Franklin, Plymouth) to enhance collaborative efforts of implementation, process 
related challenges and highlight successes each week.  Each team is utilizing a standardized 
meeting agenda for these meetings with room for other topics to be added as well. Please 
refer to Attachment_E.1C.  These small CCC teams come together as one large team once a 
month in their “All Team Meeting” to collectively discuss strategies to address optimal 
outcome measures, enhance workflow development, highlight successes of integration of 
care and process related challenges with the facilitation of the CHSN Project Manager.  

o The original E5 workgroup transitioned to serve as the E5 Steering Committee as of January 
1st. This active advisory committee continues to meet on a monthly basis to discuss project 
related implementation activities, providing consistent support of operational project efforts 
and addresses implementation challenges.   

o CHSN has been reimbursing network partner agencies who have hired CCC’s and are 
reimbursed for salary/benefits, mileage, laptop/cell phone expenses, etc. Reimbursement 
occurs either on a monthly or quarterly basis depending on the agency.  

o Another valuable tool to support building a strong foundation of internal referrals for the 
CCC’s is the development of a Referral Process Development Form. This specific form is 
designed to assess the current relationship with potential referral sources within the entity 
in which they are designated and encourage outreach to those contacts that could 
potentially be ideal points of contact to increase encounters and program engagement. 
Please refer to Attachment_E.1D.  

• Community engagement - the CCC’s have consistently strived to make community based connections 
with potential referral sources to enhance project visibility across the region.   

o The Plymouth CCC team has established solid working relationships with area resources 
as a result of actively participating in the Plymouth Area Transitions Team (PATT) meeting.  
This meeting has been the perfect networking forum for awareness of the CCC role in the 
community and for the CCC’s to explore community based resources available to refer 
clients.  

o The Laconia CCC team has also expanded their connections throughout the Lakes Region 
Community by attending a local community based networking meeting hosted each 
month at the local Salvation Army. This meeting has been in existence for years and has 
proven to be an excellent meeting to network this unique and valuable program.  CCC’s 
attend this meeting consistently, providing updates, handing out flyers and networking 
with all community-based agencies. They are continuing to establish rapport with 
community-based referral sources as well as provide education to others about the value 
of their role as Community Care Coordinators.  Recently from this networking meeting, a 
local service provider presented a ‘financial fitness program’ that may provide another 
connection to referring clients who need budgeting support and the provider expressed 
interest in work collaboratively with the local CCC’s to enhance collective impact.     

o The Franklin CCC team also discovered a new local community based meeting that will 
enhance project visibility and encourage collaborative efforts towards meeting the needs 
of this high risk population. A monthly meeting at the McKenna House in Concord, NH 
provides a supportive forum ideal for the CCC’s to present the E5 Enhanced Care 
Coordination project.  Attendance at this and other meetings will consistently reiterate 
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the value in client centered care and encourage collaboration amongst other community 
based service providers across the sub-region.   

o In mid-June, Myers & Stauffer requested care coordinators from IDN 5 to serve on a panel 
discussion at the monthly B1-Integrated health learning collaborative meetings being held 
in July at DHHS with IDN leads and affiliated partners. The purpose of the panel will be to 
discuss care coordination and how IDNs are handling it differently, their experiences to 
date, defining of the barriers and what has been done to overcome them. To effectively 
capture the essence of the enhanced care coordination role across each sub-region, three 
CCC’s, one from each region (Laconia, Franklin, Plymouth) were nominated to participate 
in this upcoming panel discussion. Preparations have included formalization of workflows 
to highlight key components of the care coordination role as well as topics of discussion 
related to barriers, challenges and successes experienced since implementation. 
Workflows illustrate an effective CCC model that related to Speare Memorial Hospital and 
the value of having an embedded CCC which has true advantages for engaging patients 
as they seek care via the emergency department. Another workflow effectively illustrates 
the process for a CCC to manage patient care related to mental health crisis.  

 
To highlight this exciting workflow development progress, the following workflows have been 
implemented to effectively streamline the integration of the CCC with actively engaging the project’s 
targeted population.  As this project continues implementation additional workflows will be confirmed to 
tailor to the CCC’s site specific needs to effectively perform their role.  The following workflows illustrated 
below are currently being utilized by CCC’s affiliated with local hospitals including Speare Memorial 
Hospital, Lakes Region General Hospital/Franklin Hospital and Healthfirst.  
 

o Speare Memorial Hospital Process for CCC working with Mental Health Patients  
see Attachment_E.1E  

o Speare Memorial Hospital Process for CCC working via Emergency Department  
see Attachment_E.1F  

o LRGH Emergency Department Non-Behavioral Health Walk-In Process Map  
see Attachment_E.1G   

o LRGH/FRH Behavioral Health Process Map  
see Attachment_E.1H   

o LRGH/FRH SUD Process Map  
see Attachment_E.1I   

o Healthfirst LRGH Workflow 
see Attachment_E.1J  

Current Challenges and Implementation Alternatives 

While the E5 project has experienced some big challenges this period, there has also been significant 
growth in developing the role of the CCC within the community. Great strides have been made to building 
a strong foundation of collaborative progress. The coordination of activities across diverse settings can be 
challenging in relation to anticipated goal attainment. To support overall enhancement of communication 
across sites a structured schedule has been established for each of the regional teams (Laconia, Franklin, 
Plymouth) to meet weekly to continue workflow development, strategic planning related to optimal 
enhanced care coordination efforts for clients, and consistent discussion related to challenges, successes, 
sharing of resources, and training updates.   

One of the consistent barriers related to this project is the slow implementation of CMT.  This has created 
a consistent care coordination challenge as it relates to sharing information with service providers for this 
complex targeted population.  Until CMT is fully operational across all sites, it will continue to be necessary 
for each Community Care Coordinator to obtain consent via existing privacy/consent forms within the 
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organization they are affiliated with to ensure compliancy with HIPAA and 42 CFR Part 2 confidentiality 
standards.  That said, in June, a B1-Integrated Health subcommittee finalized its universal consent forms 
titled, Authorization and Consent to Disclose Personal Health Information to Treating Providers and 
another was developed for Non-Treating Providers. (Previously introduced as Attachments_A2.3A and 
A2.3B). Given these have just been shared with network partners in late June, their impact has not yet 
been felt. Training also still needs to occur on the use of the forms and the workflows surrounding their 
use. However, we are hopeful and excited that as agencies adopt their use, it will provide for a more 
efficient and enhanced experience that will offer ease in sharing care plans between providers, care 
coordinators and agencies/practices for all clients, but specifically for this high need population.  
 
An ongoing challenge experienced within the E5 project is the lack of access to a regional high utilizer 
Medicaid member list. By not having this data provided to IDNs by DHHS or the MCO’s as was originally 
anticipated, it has limited our ability to effectively identify and engage this high risk population. Ideally a 
CCC wants to reach the client “in the moment of need” and if these lists existed, it would allow for 
individuals to be captured at their most vulnerable and fragile state, post hospitalization. The Community 
Care Coordinators that are physically housed within a hospital setting and/or primary care provider office 
are fortunately able to identify potentially eligible individuals to outreach and engage with, whereas those 
housed in other settings have significant difficult obtaining a list or receiving adequate referrals to reach 
out to. As this project continues to effectively capture these encounters, we will continue to explore 
options and find creative alternatives to obtaining the most current, useful lists and referrals which will 
assist in identifying this target population we are seeking to assist.  
 
E-2.  IDN Community Project: Evaluation Project Targets 
 
The E5 care coordinators utilize a tracking mechanism for measuring patient adherence, impact 
measures, and fidelity to evidenced-supported project elements via Smartsheet. The E5 CCC Patient 
Encounter Tracking Form below (Attachment_E.2A) is a representation of the template that is utilized 
by one CCC working at HealthFirst. 
 
E5 CCC Patient Encounter Tracking Form 
    Attachment_E.2A 
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Performance 
Measure Name Target 

Progress Toward Target 

As of 12/31/17 As of 6/30/18 As of 
12/31/18 

Number of 
individuals served 
 

400 clients per year 
once fully 
operational in all 3 
service areas  
Target for 6/30/18 
will be 100 
individuals served. 
 

Due to the delay in 
operationalizing the E5 
CCC teams there is no 
data point for this target 
in the reporting period, 
however, E5 leadership 
has determined the initial 
target for 6/30/18 will be 
100 individuals served. 

For this reporting period 
there were 274 
individuals served across 
the region. With the now 
8 CCCs in place, this 
number will steadily 
increase as they develop 
creative strategies to 
capture high utilizers and 
obtain referrals.  

 

Time interval from 
referral and to first 
care coordination 
team contact to be 
3 business days 

>80% by end of 
waiver. 

Progress made during this 
reporting period include 
review of performance 
measures by E5 
leadership team and 
determination of targets. 

Progress made includes 
consistent report from all 
CCC’s that encounters are 
occurring within 3 
business days. In Q3 2018 
CCC’s will capture this 
measure via expansion of 
an additional field in the 
Patient Encounter 
Tracking Form. 

 

Time interval for 
follow-up by care 
coordination team 
after an emergency 
department visit or 
hospitalization by 
enrolled client 3 
business days 

>80% by end of 
waiver. 

Progress made during this 
reporting period include 
review of performance 
measures by E5 
leadership team and 
determination of targets 
0 

Same as above to address 
this measure. 

 

Percent of Clients 
engaged with CCC 
team having 4+ ER 
visits  

8% reduction per 
client from their 
baseline. Baseline 
will be determined 
for the dates 4/1/17 
– 3/31/18 due to 
the CCC team 
operationalizing Q2 
2018.  

New measure developed 
by E5 leadership team to 
reflect progress made in 
reduction of ER use by 
high needs population 
engaged with the CCC 
team. This measure is 
based on projected client 
served of 400/year once 
fully operational in all 3 
regions.  

Baseline work was 
delayed due to no 
available method of 
tracking ER use without 
PreManage ED being 
operational in our region.  
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Performance 
Measure Name Target 

Progress Toward Target 

As of 12/31/17 As of 6/30/18 As of 
12/31/18 

*Potentially 
Preventable ER 
Visits for the BH 
Population and 
Total Population 

Reduce potentially 
preventable ER 
visits for the BH and 
Total population by 
8% each calendar 
year, beginning in 
2018 or until CMT 
data available. 

Pending; outcome 
measurements have been 
discussed at E5 meetings 
and high utilizer criteria  
identified; increased 
cooperation between 
agencies on sharing lists 
of high-utilizers and 
avoidable diagnosis 
codes. 

Progress pending; since 
last reporting period high 
utilizer criteria progress 
has been made to 
increase identification of 
the BH  population to 
collaboratively transfer of 
care to the appropriate 
providers. The CCC’s 
embedded in the 
hospitals have actively 
been outreaching CCC’s 
within PCP offices to 
support identification of 
BH needs to effectively 
apply the wraparound 
approach at LRMHC.  

 

Self-report of 
improved status of 
employment, 
housing, criminal 
justice involvement, 
interpersonal 
relationships, family 
interaction, 
community 
connectedness and 
other quality of life 
measures 

>80% self-report of 
improved status by 
end of waiver. 

The CCSA process 
continues to be reviewed 
with key partner agencies 
to determine the method 
of collecting data points 
and process of training 
and engaging key 
providers. 

This reporting period the 
CCC’s continue to expand 
their knowledge of 
community based 
resources to establish 
appropriate data points. 
The development of a Pre 
and Post Client 
Satisfaction Survey 
(Reference 
Attachment_B1.2B) was 
created to highlight 
capturing these domains 
as an effective tool to 
tracking project related 
trends.  

 

*Initiation of SUD 
Dependence 
Treatment (1 visit 
within 14 days) 

>70% by end of 
waiver. 

Due to the delay in 
operationalizing the E5 
CCC teams there is no 
data point for this target 
in the reporting period, 
but our other community 
driven projects  address 
the  addition of an 
intensive outpatient 
treatment program will 
increase area based 
resources and some 
agencies are adding MAT 
providers to 
accommodate demand 
for these services 

As the E5 CCC teams 
continue to be 
implemented and 
workflows defined this 
milestone continues to be 
in process this reporting 
period. In the interim to 
support this need the 
CCC’s are referring clients 
to the Interim Services 
program to address the 
SUD needs as well as 
enhancement of 
collaboration with LRMHC 
to address their MH 
needs.  
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E-3.  IDN Community Project: Workforce Staffing  
A total of 10.3 FTEs across fifteen organizations were identified as being needed to fully staff the Enhanced 
Care Coordination project. The Community Care Coordinators are listed below by organization and FTEs 
in the table below. In this reporting period, a total of 4.9 FTEs were hired or assigned for a total of 8.9 
positions filled to date out of the 10.3. The Coordinated Care Team Leader position previously dedicated 
to the E5 project was removed in May when a staffing change occurred - the new CHSN Project Manager 
will, as part of her duties, serve as the CCTL and we have therefore removed it from the E5 workforce 
staffing plan. Most agencies have hired their Community Care Coordinator positions and a few remaining 
agencies such as the VNAs have not yet assigned their .15 or .20 individual from within their organization.  

Provider Type IDN Workforce (FTEs) 
 

Projected Total 
Need  

Baseline 
Staffing 

on 
6/30/17 

Staffing 
on  

12/31/17 

Staffing on 
6/30/18 

Staffing on 
12/31/18 

Care Coordinator (LRGHealthcare) 1.25  0 1.0 1.25  

Care Coordinator (Horizons) 1.0 0 0 1.0  

Care Coordinator (ServiceLink) 0.5 0 0.5 .5  

Care Coordinator (HealthFirst)  

.25 shared with Riverbend 

2.25  0 .25 2.25  

Care Coordinator (LRMHC) 

1 – Laconia; .5 - Plymouth 

1.5   1.5 1  

Transportation Driver (Genesis) 0.25  0 0 0  

Care Coordinator (Riverbend) 

.75 shared with HealthFirst 

.75 0 .75 .75  

Care Coordinator (Speare Memorial) 1.0 0 0 1.0  

Care Coordinator (Mid-State) 1.0  0 0 1.0  

Care Coordinator (NANA) 0.15 0 0 0  

Care Coordinator (Lakes Region 
VNA) 

0.15 0 0 0  

Care Coordinator (Central NH VNA) 0.2 0 0 0  

Care Coordinator (Pemi-Baker 
Community Health) 

0.15 0 0 .15  

Care Coordinator (Franklin VNA & 
Hospice) 

0.15 0 0 0  

E-4.  IDN Community Project: Budget 
Provide a narrative and a brief project budget outlining actual expenditures and projected costs to support 
the community project which must include financial reporting. 

Funds were budgeted for the Enhanced Care Coordination of High Need Populations project to support 
salaries and benefits of project staff as outlined in the previous section. Salaries were budgeted and 
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agreed upon by the E5 workgroup based on prevailing wages by position type and fringe benefits were 
budgeted uniformly across all partner organizations at 31% of salary. Expenditures in the reporting period 
include reimbursements for project staffing totaling $ . Reimbursement was made to 
HealthFirst for $ , Horizon’s Counseling Center for $ , LRGHealthcare for $ , 
LRMHC for $ , MidState Health Center fo $ , Pemi-Baker Community Health for 
$ , Riverbend Community Mental Health for $ , Speare Hospital for $  and the 
Partnership for Public Health for $ . Additional reimbursement of cell phone monthly fees, 
mileage for CCC’s and office supplies are represented below for total expenditures totaling $ .  
Financial reporting on actual expenditures between January and June 30, 2018 are reflected in the column 
below labeled “Jan – Jun 2018 Actual Cost.” 

 
Budget Item Item 

Description 
2017 Cost Jul – Dec 

2017 Actual 
Cost 

2018, 2019, 
2020 (Costs 

Equally 
Distributed 

over 3 
years) 

Jan – Jun 
2018 Actual 

Cost 

Total Project 
Cost 

 

  Salaries and Wages 

Project Staff 
Salaries / Wages 
(subcontracted) 

Salaries for lead 
care 
coordinator, 
agency-based 
care 
coordinators 
and 
transportation 
driver 

$      

Project Staff 
Benefits 

31% of salary / 
wages 

$      

Staff 
Development 

  $     

  SUB-
TOTAL $     

  Other Direct Costs 

Hardware Laptop 
Computers and 
cell phones for 
Care 
Coordinators @ 
$1,000 x 11 
units (2017 
only) 

$  
 

    

Software Internet, 
software 
license fees and 
cell phone 
service plan @ 
$65/month x 
11 units ($715 x 

$  
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12 mos. = 
$8580 annually) 

Transportation 
van 

Reimbursement 
for travel @ 
.535 p/mile 
(estimated 
@100 miles 
p/week x 50 
weeks x 3 
years) 

 

 

$    

Mileage Reimbursement 
for care 
coordinator 
travel @ .535 
p/mile 
(estimate only, 
actual 
unknown) 

$  

 

   

Cell phone 
reimbursements 
of CCC’s  

 
 

 $   

Supplies Miscellaneous 
expenses over 
waiver period 

 
 

 $   

PROJECT TOTAL   $     

 

E-5.  IDN Community Project: Key Organizational and Provider Participants  
As described throughout, there are three geographically-based care coordination teams that are multi-
agency and multi-disciplinary in nature. This set of organizations includes not only those that have 
intensive contact with high-need patients for clinical services, but also organizations that can help to 
address broader social determinants of health. The table below lists the ‘key’ organizations that will have 
lead roles and CHSN funded care coordinator positions. There have been no changes to the Key 
Organizational participants within the Enhanced Care Coordination Program.  

Organization/Provider 
Agreement Executed 

(Y/N) 
LRGHealthcare (LRGH, FRH) Y 

Speare Memorial Hospital Y 

HealthFirst Y 

Mid-State Health Center Y 

Lakes Region Mental Health Center Y 

Horizons Counseling Center Y 
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Organization/Provider 
Agreement Executed 

(Y/N) 
PPH / ServiceLink Y 

Riverbend  Y 

NANA Y 

Lakes Region VNA Y 

Central NH VNA Y 

Pemi-Baker Home Health Y 

 

E-6.  IDN Community Project: Standard Assessment Tools 
The table describes the Assessment and Screening tools that will be used for the Enhanced Care 
Coordination Project.  
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Standard Assessment Tool Name Brief Description 

Case Management (CM) Assessment. The following processes and/or  
tools to develop a standard assessment and intake process 

• Scripting for the CCCs for introduction to a new client  
• Intake form 
• Case presentation form and client progress tracking form 
• Adoption of a common protocol for release of client/patient 

information 
• Review of communication channels and implementation of 

secure messaging 
• Review of referral process 

 

The process for increasing 
standardization of CM Assessment 
tools continues to be in development 
this reporting period as each CCC 
transitions to their role, develops 
working alliances with their referral 
sources and applies site specific 
workflow to their role.  The Intake 
Form continues to progress into the 
implementation stages as each partner 
agency supports embraces use of this 
tool at each site. 
 
Next reporting period the Intake Form 
will be used by CCC’s to assess efficacy 
to support the standardization of this 
assessment process relative to the role 
and driving integration of providers 
and quality of care for the patient.  
 
Workflows continue to be developed 
for each CCC at their designated site 
and changes are implemented as 
needed. Additional workflows will be 
explored next reporting period to also 
incorporate collaboration between 
CCC team members.  
 
Current forms being actively used at 
this time to support this protocol 
development and referral process 
include: 

1. LRGH.FRH Workflow  
2. SMH Workflow via ED  
3. SMH Workflow ER  
4. Healthfirst LRGH Workflow 
5. Referral Process Development 

Form  
6. CCC Meeting Template  

 
As follow up to last reporting period, 
related to practices that can 
communicate through secure email 
currently 88.9% report the ability to 
electronically protect secure data.  
 
Also related, pertaining to practices 
that can send and receive electronic 
referrals currently 85.7% report >= 5 
on the SSA for “Coordination of 
referrals and specialists.” 



NH DHHS DSRIP Implementation IDN Process Measures Reporting Guide 162 
 

Standard Assessment Tool Name Brief Description 

Comprehensive Core Standardized Assessment (CCSA) 
• After review of CCSA process and domains by B project and 

the development of sample CCSA tool then E5 leadership to 
review for alignment with CCC intake process. 

• Crosswalk all intake forms of core CCC team members for 
common CSA domains. 

• Review of CCC role in data collection of CSA domains. 
 

Huge progress was made in the 
identification of and adoption of a 
CCSA process during this reporting 
period.  In January, the B1 - Clinical 
Integration Committee collected and 
reviewed existing tools utilized by 
partner agencies and other IDNs and 
developed its own list of questions  
associated with each domain that a 
partner agency could utilize if they 
were not currently capturing that 
domain. In addition, a resource guide 
to the CCSA domains was developed. 
Both were shared at an all IDN 
partners in February 2017 where the 
CCSA was the primary agenda topic. 
Given several partners had existing 
CSA tools in use, we opted to 
supplement what they currently had in 
place rather than develop one tool for 
all to use (and we anticipated 
significant push back and non 
adherence if we went that route). This 
way, agencies are just updating their 
existing tools to incorporate gaps in 
domains so they can be deemed 
“comprehensive” based on waiver 
requirements. For some this is simply 
happening on paper while others are 
working to update their EMRs to 
accommodate new questions.  
Currently 33.33% of partner practices 
have a complete CCSA and CCSA 
workflow within their organization.  
The remaining Tier 1 practices are 
working on filling gaps previously 
identified in their CCSA.  

 

E-7.  IDN Community Project: Protocols for Patient Assessment, Treatment, 
Management, and Referrals 
The protocols for patient assessment, treatment, management and referral specific to the Enhanced Care 
Coordination Project continue development towards the next phases of implementation. To actively 
support continued protocol and workflow development, CHSN-IDN 5 has outreached to other IDN’s to 
enhance collaborative efforts towards standardization of integrated work throughout the state of New 
Hampshire. The process of integrating protocols statewide (specifically for Assessment, Treatment, 
Management and Referral) will support the mission of this project in implementing best practices across 
all settings to provide quality of care to all patients.  This standardization will create increased efficiency 
of care to patients and providers resulting in more optimal project outcomes. The IDNs collaborative 
approach to protocol development will be completed no later than December 31, 2018. 
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Several key organizations have existing protocols and procedures that have been identified, adopted 
and/or modified to support this project. All examples illustrated below can be found as attachments in 
section E-1: LRGH.FRH Workflow; SMH Workflow via ED; SMH Workflow ER; CCC Healthfirst LRGH 
Workflow; CCC Referral Process Development Form and CCC Meeting Template.  

Protocol Name Brief Description Progress to date  

 Client Identification and Referral 
• Work w/partner agencies to 

develop process of 
identifying the high needs 
populations. 

• Develop/identify referral 
process to and within the 
Community Care 
Coordination team(s.) 
• Identify current 

communication 
channels across the 
Community Care 
Coordination team 
partner agencies. 

• Evaluate 
communication 
channels and determine 
best practices for  
implementation. 

• Implement best 
practice communication 
channels. 

Protocols and communication 
procedures timely identification 
and referral from primary care, 
emergency departments, and 
other health and human service 
providers of individuals who may 
benefit from assessment, 
evaluation and connection to 
appropriate Enhanced Care 
Coordination 

Progress during this reporting 
period includes the following:  
 
Targeted criteria for the high 
utilizer population confirmed this 
reporting period with the use of 
outcome metrics to sustain 
progress with project 
implementation related tasks.  
 
Consistent communication with 
partner agencies continues to 
develop to enhance efficacy of 
developing consistent referrals. 
One tool implemented this 
reporting period is the use of the 
CCC Referral Process Development 
Form to support this process. Use 
of this form began 06/27/18.  
 
The following workflows have 
been created to support 
collaboration amongst partner 
agencies and the CCC teams: 
LRGH.FRH Workflow; SMH 
Workflow via ED ; SMH Workflow 
ER ; CCC Healthfirst LRGH 
Workflow. Consistent active 
discussion takes place during all 
CCC team meetings to adapt to 
site-specific changes and enhance 
efficacy of service delivery across 
regions based on various 
identified needs of each site and 
patient population.  
 
Active discussion continues to 
enhance referral collaboration 
with CCC’s at their weekly regional 
team meetings (Laconia, Franklin, 
Plymouth) and monthly all team 
meetings.  
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Protocol Name Brief Description Progress to date  

Screening, assessment and care plan 
development 

• Identify and crosswalk 
current screening, 
assessment, and care plan 
tools used by partner 
agencies for care 
coordination.  

• Evaluate screening, 
assessment, and care plan 
tools and identify/develop 
tool for Community Care 
Coordinator (CCC) use. 

• Pilot CCC use of screening, 
assessment, and care plan 
tools. 

Protocols and workflows for 
application and frequency of 
screening and assessment tools; 
care plan development, shared 
care plan charting and review 

This reporting period the initial 
implementation of initial Intake 
Form is still in progress due to CCC 
staff changes and other project 
related challenges.  This 
comprehensive assessment tool 
will continue with implementation 
stages as the process for use is 
developed, approved and 
successfully integrated into the 
CCC’s workflows.  After these 
steps are completed a pilot CCC 
use will take place to assess 
efficacy and revise if necessary. To 
continue implementation of this 
Intake Form, there is an active 
Shared Care Plan (SCP) Task Force 
developed with representatives 
from IDN-5 and other IDNs to 
collaboratively strategize 
standardization of protocols 
towards utilization. There are 2 
representatives from IDN-5 
participating in this SCP Task 
Force to express regional 
concerns and actively support 
steps towards full 
implementation across regions.  
The following forms were 
developed to improve this process 
of screening, assessment and care 
plan development: Intake Form, 
CCC Referral Processing Form and 
CHSN Universal Consent Forms. 
The Universal Consent Forms 
were reviewed/approved 
06/29/18 and provided to all 
partners for use this reporting 
period to enhance integrated 
service delivery across agencies.  
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Enhanced Care Coordination 
procedures 

• Identify current protocols 
and workflows for care 
coordination assignments 
within designated agencies. 

• Develop process for 
assigning CCC caseload 
based on population 
distribution and level of CCC 
involvement. 

• Develop/Identify tools for 
care planning and client 
progress. 

• Pilot use of care planning 
and client progress tool. 

• Track client engagement 
with community supports 
and positive referral 
process. 

• Identify/develop discharge 
criteria and process for 
client completion or 
withdrawal from CCC team 
engagement. 

Protocols and workflows for 
appropriate care coordinator 
assignment, care plan 
development and presentation, 
client monitoring and progress 
assessment, connection to 
community services and supports, 
and discharge 

This reporting period there has 
been progress with development 
of efficient protocols and 
workflows related to all entities 
between PCP offices, hospitals, 
SUD providers and BH agencies. 
Further development and 
reevaluation of these processes 
are anticipated to improve efficacy 
as needed to capture intended 
outcomes. To actively support 
continued protocol and workflow 
development, CHSN-IDN 5 has 
outreached to other IDN’s to 
enhance collaborative efforts 
towards standardization of 
integrated work throughout the 
state of New Hampshire. The 
process of integrating protocols 
statewide will support the 
mission of this project in 
implementing best practices 
across all settings to provide 
quality of care to all patients.  
This standardization will create 
increased efficiency of care to 
patients and providers resulting 
in more optimal project 
outcomes. 
 
Progress made towards 
development/identification of 
protocols pertaining to CCC 
assignment of cases:  
 
The process for tracking CCC 
caseloads continue to be 
developing as site-specific baseline 
for productivity continues to be 
established.  The current 
caseloads reflecting activity may 
vary based on the entity having 
access to CMT vs. sites that do not 
have this access and obtain 
encounters through a more 
complex manner. Through 
consistent data entry and analysis 
of trends of this data,  a CCC’s 
caseload will be more defined  
based on number of encounters, 
level of acuity of needs, domain 
related to need i.e. PCP vs. 
housing. 
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Protocol Name Brief Description Progress to date  
Progress made towards 
developing/identifying care 
planning tools: 
Initial Intake form to continue to 
roll out towards full 
implementation across sites 
through training and continued 
development of process for use. 
 
Future work to continue progress 
include:  
Pilot of the Intake Form to assess 
efficacy. 
Development of integration of the 
Intake Form with the CCC 
workflow to enhance efficiency of 
utilization.  
 
Development of task specific 
workgroups to actively target 
modification of process as needed. 
 
Process made towards tracking 
client engagement with 
community supports and positive 
referral process:  
 
A Pre and Post Client Satisfaction 
Survey was developed in June and 
is ready for use to assess trends of 
satisfaction related to project 
engagement and outcomes.  
 
Development of workflows 
between partner agencies created 
this reporting period will support 
increasing a strong foundation of 
referrals across sites.  
 
Since last reporting, progress 
continues to develop related to 
identification of discharge criteria 
as previously created by the E5 
leadership team. 
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Data collection and evaluation 
• Develop method(s) of data 

collection of CCC team 
process measures and 
performance. 

• Pilot method/tool for data 
collection and evaluate 
against target measures. 

• Analyze data for ongoing 
monitoring and process 
improvement. 

Protocols and workflows for 
collection, reporting and analysis 
of client data for program 
monitoring and improvement 

Progress made towards 
developing method of data 
collection of CCC team process 
measures and performance: 
 
The CCC tracking form previously 
created, continues to successfully 
link to a Master tracking sheet to 
capture CCC caseload 
development, number of 
encounters, level of need acuity, 
domain specific needs, and 
referral sources.  To support data 
reporting requirements, monthly 
Smartsheet activity reports are 
being developed to illustrate 
levels of activity at each site to 
support development of robust 
referral bases across the regions.  
 
The tracking forms are currently in 
use assess efficacy of capturing 
project related outcomes. 
Continued expansion will be 
necessary as trends are identified 
to increase efficacy. To assess this 
tracking tool questions related to 
this data collection instrument are 
integrated in the Pre and Post 
Client Satisfaction Survey as a 
formative evaluation tool. 
 
Future work will include 
development of a training 
reference guide for CCC’s to utilize 
to confirm accurate interpretation 
of each column for each client 
encounter. This process will also 
integrate the discharge criteria 
defined by the E5 leadership team 
to streamline interpretation of 
use.   This will be a collaborative 
process to include feedback from 
all CCC’s to ensure competency 
throughout the data collection 
process as well as create a 
reference guide for any new CCC’s 
transitioning to the CCC role. This 
standardized Smartsheet User 
Manual will be distributed across 
all sites to ensure competency of 
each CCC relative to data 
collection prior to December 
2018. Each region will identify a 
designated CCC as a peer mentor 
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Protocol Name Brief Description Progress to date  
to provide 1:1 training for others 
across sites as needed.  
 

 

E-8.  IDN Community Project Member Roles and Responsibilities  
Project Team Member Roles and Responsibilities 

 LRMHC / Project Lead & CEO of CMHC 

 CHSN / Executive Director / oversight of project 

 CHSN / Project Manager / E5 coordinated care team leader 

 HealthFirst / community care coordinator (Laconia) 

 HealthFirst / community care coordinator (Franklin) 

 Riverbend / community care coordinator (Franklin) 

 MidState / community care coordinator (Plymouth) 

 ServiceLink / care coordinator (Laconia) 

 LRMHC / community care coordinator (Laconia) 

 LRGHeathcare / community care coordinator (Laconia) 

 Speare Hospital / community care coordinator (Plymouth)  

E-9.  Provide the training plan and curricula for each Community Driven Project 
as required in A-1.3 
Training activities specifically related to the E5 Enhanced Care Coordination project focus on a broad 
variety of team and partnership building. CHSN contracted with NHADACA to meet the training needs 
identified for our projects and staff and several of the identified trainings have occurred and/or are 
scheduled in the near future such as Motivational Interviewing, Cultural Competency, Mental Health First 
Aid, Trauma Informed Treatment, Suicide Prevention, Basics of Medicaid, Ethical Competency and much 
more. The CHSN-IDN 5 Training Tracker (see Attachment A1.4A) identifies individuals by name, practice 
and training topic they have participated in to date. The CHSN-NHADACA Draft Planning Guide (See 
Attachment_B1.8D) shows progress to date to offer trainings between June – December 2018 which is 
based on level of importance given the IDN’s defined needs for training.   
 
Specific trainings identified for E5 providers can be found in the E5 Training Matrix and in Attachment_E.9 
below. 
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Project-Related Training Activities Target Trainees Time line Progress Measure / Notes  
New project staff orientation, 
team building, partner building, 
DSRIP 101; understanding 
Medicaid 

Project Staff and 
supervisors 

By December 
31, 2017 and 
ongoing 

In Process; Ongoing;  
8.9 staff have been hired and 
trained to date in DSRIP 101, 
Basics of Medicaid, new staff 
orientation, and team building 
occurs at monthly All Team 
meetings.  

HIPAA and CFR 42 Part 2; Ethics 
and Boundaries; familiarity with 
patient consent to interagency 
data sharing form and procedures 

All new staff  By January 1, 
2018 and 
ongoing 

Milestone Met; CCCs have had 
HIPAA and CFR 42 Part 2 training 
through their employer agencies 
and CHSN coordinated an Ethical 
Communications in an Integrated 
Environment training specific for 
CCC’s which covered 3+ hours of 
confidentiality and ethical 
boundary training.  
The region’s universal consent 
documents were finalized in June 
2018 and specific trainings on the 
forms and workflows surrounding 
their use between partner 
agencies is yet to occur. 
Anticipated to occur in Q3 2018. 
The use of these forms by CCCs 
and others will allow for more 
comprehensive and efficient 
sharing of patient information to 
enhance care coordination.  

Cross training for care 
coordination stakeholders to 
increase shared knowledge base; 
e.g. understanding chronic 
physical health conditions for 
behavioral health-based care 
coordinators; understanding 
mental health conditions for 
primary care and home health 
based care coordinators 

Project Staff and 
supervisors 

By January 31, 
2018 and 
ongoing 

In Process; a number of trainings 
have been coordinated since 
mid-April 2018 when CHSN 
contracted with NHADACA to 
meet its identified training needs 
by project. In addition, CCC’s 
have taken advantage of over 67 
trainings to date in related topics.   
  

Understanding EMS and law 
enforcement rules and protocols; 
e.g. for protective custody; for ED 
transport  

All staff and 
community-based 
partners 

By June 30, 
2018 and 
ongoing 

Pending; conversations to 
coordinate this training have 
occurred with EMS and ED 
personnel. No date has been set. 

 

DHHS Project Scoring: IDN Community Project Process Milestones  
DHHS will use the tool below to assess each IDN’s Community Projects activities. Grayed areas indicate 
that no submission is expected for the time frame. A score of “Met” will be scored for a timely and 
complete submission.  A score of “Not Met” will be scored for late and/or incomplete information.  
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Process 
Milestone 
Number 

Process Detail Submission 
Format  

Results (Met/Not Met) 

6/30/17 12/31/17 6/30/18 12/31/18 

E -1 

IDN Community Project 
Timeline, Key 
Milestones and 
Evaluation Project Plan 

Spreadsheet 
(Microsoft Project 

or similar 
platform) 

 

   

E -2 
IDN Community Project 
Workforce Staffing  Table     

E -3 
IDN Community Project 
Evaluation Project 
Targets 

Table  
   

E -4 
IDN Community Project 
Budget 

Narrative and 
Spreadsheet     

E -5 
IDN Community Project 
Key Organizational and 
Provider Participants 

Table  
   

E -6 

Clinical Infrastructure: 
IDN Community Project 
Standard Assessment 
Tools 

Table  

   

E -7 

Clinical Infrastructure: 
IDN Community Project 
Protocols For Patient 
Assessment, 
Treatment, 
Management, and 
Referrals 

Table  

   

E-9 

Provide the training 
plan and curricula for 
each Community 
Driven Project as 
required in A-1.3 

Training schedule 
and table  
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Project APM: DSRIP Alternative Payment Model (APM) 
Implementation Planning 

APM-1.  Project APM Scoring: IDN Participation in Statewide APM Taskforce and 
Implementation Plan Development and IDN APM Implementation Plan 

Several CHSN member organizations have experience with Alternative Payment Models (APM) ranging 
from developmental activities to many years of experience. CHSN has worked with partners through 
training and education of APMs. CHSN has been and will continue to participate fully in Statewide APM 
Taskforce activities such as the APM Stakeholder Group, which CHSN Board Chair Maggie Pritchard serves 
on, to assist with the completion of a Statewide APM Implementation Plan, and completion of an IDN-
specific APM Implementation Plan.  

The APM Strategies Recommendations draft revised in April 2018 was shared with CHSN-IDN 5’s Board 
and a survey was recently distributed to partners asking about their experiences with APMs to date. From 
this information, we have begun developing a draft plan working document, utilizing the current outcome 
measures and APM(s) of which our members currently participate.  CHSN has three partner organizations 
currently in APM, and five organizations who participate in public (MCO) and private (e.g. Anthem, HP, 
CIGNA) outcome incentive payments for quality measures.  The draft plan will allow us to test the existing 
measures with a larger group of organizations to evaluate the feasibility of expanding or modifying them 
to implement across the region.  

The establishment of CHSN as a non-profit LLC was constructed in anticipation of the state’s movement 
to APM for all Medicaid recipients.  The current financial administration was intentionally established 
within the local public health entity because of its history and strength in monitoring vendor contracts, 
distribution of funds as well as its focus on population health including the social determinants of health 
as its tenants.   

It is clear within our draft APM that our challenges rest in the development of infrastructure for members 
and affiliate agencies who lack capacity, infrastructure and resources to report and actuarial support to 
the region ensure costing models are fair and equitable in negotiating with payers.  

 

Statewide APM Taskforce and Implementation Plan Activity 

Progress  

As of 
12/31

/17 

As of 
6/30/

18 

As of 
12/31

/18 

Participate in development of statewide APM roadmap through workgroups and 
stakeholder meetings 

Yes Yes  

Develop an IDN-specific plan for implementing the roadmap which will contain IDN-
specific outcome measures 

 Yes  

Develop the financial, clinical and legal infrastructure required to support APMs   No  

Meet IDN-specific measures identified in the roadmap that measure progress 
toward meeting APM goals, including financial, legal and clinical preparedness and 
engagement with MCOs 

 No; in 
proce
ss 
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DSRIP Outcome Measures for Years 2 and 3 
Each IDN may earn up to 10% of the total IDN performance funding in Year 2 (CY 2017) and 25% of the 
total performance funding in Year 3 (CY 2018). The Table below, provided for information only, includes 
the DSRIP Outcome Measures that will be used for incentive payments for Years 2 and 3. For Years 2 and 
3, use the current DSRIP Outcome Measures that must be reported as indicated in the Table below; cross 
reference to the final DSRIP Outcomes Measures documentation, located in eStudio. For additional 
information regarding Years 2-5 incentive payment mechanics, see the STCs, Attachment D, located in 
eStudio.  

For Years 4 and 5, CY 2019 and 2020, 100% of the performance funding will be based on the DSRIP 
Outcomes Measures.  See the DSRIP Outcomes Measures, available on the DSRIP website, for more 
information. 

DSRIP Outcome Measures 

Year 2 (CY 2017) Incentive 
Payment for Reporting 

Measures 

Year 3 (CY 2018) 

Incentive Payment for 
Reporting Measures  

Incentive Payment for Performance 
Improvement Measures 

Use of Comprehensive Core 
Standardized Assessment by 
Medicaid Billing IDN Providers 

Recommended U.S. Preventive 
Services Task Force (USPSTF) 
A&B Services Provided for 
Behavioral Health Population 
by IDN Providers (reporting) 

Physical Health-Focused HEDIS Measures 
for BH Population:  Summary Score 
(reporting) 

Appropriate Follow-Up by 
Medicaid Billing IDN Providers 
for Positive Screenings for 
Potential Substance Use 
Disorder and/or Depression 

Smoking and Tobacco 
Cessation Screening and 
Counseling for Tobacco Users 
by Medicaid Billing IDN 
Providers (reporting) 

Experience of Care Survey:  Summary 
Score 

Conduct IDN Baseline 
assessment of current use of 
capacity to use APMs among 
partners 

Timely Transmission of 
Transition Record After 
Hospital Discharge (reporting) 
 

Frequent (4+ per year) Emergency 
Department Use in the Behavioral Health 
Population 

Participate in development of 
statewide APM roadmap 
through workgroups and 
stakeholder meetings 

Develop an IDN-specific 
roadmap for using APMs 

Potentially Avoidable Emergency 
Department Visits 

  Follow-up After Emergency Department 
Visit for Mental Illness Within 30 Days 

  Follow-up After Emergency Department 
Visit for Alcohol and Other Drug 
Dependence Within 30 Days 

  Follow-up After Hospitalization for 
Mental Illness Within 7 Days 

  Follow-up After Hospitalization for 
Mental Illness Within 30 Days 

  Extended Daily Dosage of Opioids 
Greater Than 120mg Morphine 
Equivalent Dose 

 



BL F/U 1

 1. Level of integration: primary care and mental/behavioral health care

 2. Screening and assessment for emotional/behavioral health needs (e.g.
stress, depression, anxiety, substance abuse)

 3. Treatment plan(s) for primary care and behavioral/mental health care

 4. Patient care that is based on (or informed by) best practice evidence for
BH/MH and primary care

 5. Patient/family involvement in care plan

 6. Communication with patients about integrated care

 7. Follow-Up of assessments, tests, treatment, referrals and other
services

 8. Social support (for patients to implement recommended treatment)

 9. Linking to community resources 7.9

8.1

7.7

7.9

8.0

7.5

6.9

7.7

4.9

7.1

7.9

7.0

7.1

7.8

6.9

6.5

8.2

4.8

Average Scores: Domain One
Integrated Services and Patient and Family Centeredness

Site Self-Assessment (SSA) Roll-Up Report

BL F/U..

 1. Organizational leadership for integrated care

 2. Patient care team for implementing integrated care

 3. Providers' engagement with integrated care ("buy-in")

 4. Continuity of care between primary care and behavioral/mental
health

 5. Coordination of referrals and specialists

 6. Data systems/patient records

 7. Patient/family input to integration management

 8. Physician, team and staff education and training for integrated care

 9. Funding sources/resources 5.1

6.4

7.1

6.2

6.7

7.2

7.8

7.5

8.1

3.5

4.7

6.2

6.2

6.3

6.3

7.2

6.6

7.4

Average Scores: Domain Two
Practice/Organization

IDN Region:
5

Copyright © 2018 University of New Hampshire.
All rights reserved.

Institute for Health Policy & Practice
Maine Health Access Foundation. Site Self-Assessment. Updated 2016

Note: BL - Baseline Assessment; F/U 1 - First Follow-Up Assessment; F/U 2 - Second Follow-Up Assessment

Attachment_PPI.1



 1. Level of integration: primary
care and mental/behavioral
health care

 2. Screening and assessment for
emotional/behavioral health
needs (e.g. stress, depression,
anxiety, substance abuse)

 3. Treatment plan(s) for primary
care and behavioral/mental
health care

 4. Patient care that is based on
(or informed by) best practice
evidence for BH/MH and primary
care

 5. Patient/family involvement in
care plan

BL F/U 1 BL F/U 1 BL F/U 1 BL F/U 1 BL F/U 1
0

2

4

6

8

10

S
co
re 4.8 4.9

8.2
7.7

6.5
6.9 6.9

7.5
7.8 8.0

Graphics: Domain One, Integrated Services and Patient and Family Centeredness

 6. Communication with patients
about integrated care

 7. Follow-Up of assessments,
tests, treatment, referrals and
other services

 8. Social support (for patients to
implement recommended
treatment)

 9. Linking to community
resources

BL F/U 1 BL F/U 1 BL F/U 1 BL F/U 1
0

2

4

6

8

10

S
co
re

7.1

7.9

7.0

7.7 7.9 8.1

7.1

7.9

Copyright © 2018 University of New Hampshire. All rights reserved.
Institute for Health Policy & Practice

..



 1. Organizational leadership for
integrated care

 2. Patient care team for
implementing integrated care

 3. Providers' engagement with
integrated care ("buy-in")

 4. Continuity of care between
primary care and
behavioral/mental health

 5. Coordination of referrals and
specialists

BL F/U 1 BL F/U 1 BL F/U 1 BL F/U 1 BL F/U 1
0

2

4

6

8

10

S
co
re

7.4
8.1

6.6

7.5
7.2

7.8

6.3

7.2

6.3
6.7

Graphics: Domain Two, Practice/Organization

 6. Data systems/patient records
 7. Patient/family input to
integration management

 8. Physician, team and staff
education and training for
integrated care  9. Funding sources/resources

BL F/U 1 BL F/U 1 BL F/U 1 BL F/U 1
0

2

4

6

8

10

S
co
re

6.2 6.2 6.2

7.1

4.7

6.4

3.5

5.1

Copyright © 2018 University of New Hampshire. All rights reserved.
Institute for Health Policy & Practice

..



Practice
SSA  No.

BL F/U 1
5-100
5-111
5-113
5-115
5-110
5-109
5-118
5-107
5-105
5-119
5-106
5-101
5-103
5-108
5-102
5-104
5-112
5-114
5-116
5-121
5-122
5-123
5-124
5-126
5-127

63
99
105
111
117
117
120
128
145
152
158
158
158
172

92
92
93
158
158
158
141
117
110
90
112
45
114
75
116
112
127
125
105
124
142
111
109
155
159

Composite Scores by Practice

13
Yes

12
No

"Did you discuss these ratings with other
members of your team?"
(Most Recent SSA Taken by Practices)

BL F/U 1
0

30

60

90

120

150

180

C
om
po
si
te
 S
co
re

Composite Score Distribution

Copyright © 2018 University of New Hampshire. All rights reserved.  Institute for Health Policy & Practice

Site Self-Assessment (SSA) Trend Report
For IDN Leadership Use Only

Baseline:
Upper Whisker: 154
Upper Hinge: 129
Median: 119
Lower Hinge: 109
Lower Whisker: 80

Follow-Up 1:
Upper Whisker: 136
Upper Hinge: 127
Median: 121
Lower Hinge: 119
Lower Whisker: 109



SSA  No.

 1. Level of
integration:
primary care
and mental/
behavioral
health care

 3. Treatment
plan(s) for
primary care
and
behavioral/
mental health
care

 4. Patient care
that is based
on (or
informed by)
best practice
evidence for
BH/MH and
primary care

 7. Follow-Up
of
assessments,
tests,
treatment,
referrals and
other services

 2. Screening
and
assessment
for emotional/
behavioral
health needs (
e.g. stress,
depression,
anxiety,
substance ab..

 6. Communic
ation with pati
e..

 9. Linking to
community
resources

 5.
Patient/family
involvement in
care plan

 8. Social
support (for
patients to
implement
recommended
treatment)

F/U 1

BL 7.9

8.1

7.8

8.0

7.1

7.9

7.1

7.9

8.2

7.7

7.0

7.7

6.9

7.5

6.5

6.9

4.8

4.9

Domain One Improvement Opportunities (Average Scores by Question Shown in Ascending Order)

SSA  No.

 9. Funding
sources/
resources

 6. Data
systems/
patient
records

 8. Physician,
team and staff
education and
training for
integrated ca..

 5.
Coordination
of referrals
and
specialists

 7.
Patient/family
input to
integration
management

 4. Continuity
of care
between
primary care
and behavior..

 2. Patient care
team for
implementing
integrated
care

 3. Providers'
engagement
with
integrated
care ("buy-in")

 1.
Organizational
leadership for
integrated
care

F/U 1
BL 7.4

8.1
7.2
7.8

6.6
7.5

6.3
7.2

6.2
7.1

6.3
6.7

4.7
6.4

6.2
6.2

3.5
5.1

Domain Two Improvement Opportunities (Average Scores by Question Shown in Ascending Order)

Copyright © 2018 University of New Hampshire. All rights reserved.  Institute for Health Policy & Practice



A1 Statewide BH Workforce (IDN 5)
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Attachment_A1.4A

Agency Name Position DSRIP 101

2 day Suicide 

Prevention 

academy

PSU Suicide 

Awareness & 

Prevention

Basics of 

Medicaid

Initial Training on 

Addiction & 

Recovery

HealthFirst

 

IDN 5 Training Tracking



LRGHealthcare



 

 

 

Broadleaf

Franklin VNA



 

NHADACA



51 2 1 7 6Total Attendees



 Be the Change 

Learning 

Collaborative

Social Determinants 

of Health Learning 

Collaborative

Understanding 

Adverse Childhood 

Experiences & 

Complex Trama

Recovery Management: 

Initiating & Sustaining 

Recovery (W)

Connection between 

Substance misuse & 

Suicide (W)

Opioid Addiction & 

Treatment: 

Understanding the 

disorder, treatment, & 

Protcol (W)

Understanding Adverse 

Childhood Experiences & 

Working w/Complex 

Trauma

Motivational 

Interviewing Basics 

(W)

6/15/2018 5/3/2018 5/23/2018 5/3/2018 6/15/2018 4/24/2018

6/15/2018 4/26/2018 4/26/2018 4/24/2018

2/7/2018

2/7/2018

5/16/2018 6/15/2018 6/15/2018 6/15/2018 6/15/2018 6/15/2018 6/15/2018

5/16/2018 6/15/2018 5/25/2018



6/14/2018

5/16/2018

6/15/2018

5/16/2018

6/15/2018

6/15/2018

6/15/2018

6/15/2018 4/18/2018 4/23/2018



5/16/2018 6/15/2018

2/7/2018

6/5/2018



2/7/2018

6/15/2018

6/15/2018 4/18/2018 4/19/2018 5/7/2018 5/7/2018

6/15/2018



4 5 13 6 3 6 2 5



Ethical 

Communication 
SBIRT

DSRIP Lunch & 

Learn

OneHealth 

Presentation

Engaging Community 

Partners Using Social 

Determinants of 

Health

Suicide 

Prevention (W)

Ethical Issues 

for Recovery 

Support 

Workers

MI Basic for 

Recovery 

Support

Intro. To 

Motivational 

Interviewing

Caring for 

Substance 

Exposed Infants

Navigating Delights & 

Dilemmas of Treating 

Adolescents Struggling 

w/Co-Occuring Disorders

5/2 & 5/30/2018 4/18/2018 4/25/2018 5/16/2018 5/8/2018

6/15/2018

4/26/2018

5/2 & 5/30/2018

5/2 & 5/30/2018 4/30/2018

6/15/2018

6/15/2018

6/15/2018

6/15/2018

6/15/2018

6/15/2018



6/15/2018

6/15/2018

6/15/2018

6/15/2018

6/15/2018

6/15/2018

6/15/2018

6/15/2018

6/19/2018

5/2 & 5/30/2018

5/2 & 5/30/2018 6/15/2018

6/16/2018

6/16/2018

4/23/2018 4/26/2018



5/30/2018

5/2 & 5/30/2018

5/30/2018

5/30/2018

5/30/2018

5/30/2018

5/30/2018

5/30/2018

5/30/2018

5/30/2018

5/30/2018 6/15/2018



5/30/2018

5/2 & 5/30/2018 4/6/2018 5/16/2018 5/17/2018 5/22/2018 6/22/2018 6/25/2018 4/15/2018

5/30/2048 5/4/2018

4/26/2018 5/4/2018

5/4/2018

5/4/2018

4/26/2018 5/4/2018



7 11 2 2 2 5 2 2 18 4 6



Difficult Ethical 

Cases in BH & 

How to Manage 

Skillfully

The Era of Legal 

Cannabis

Support Group 

Facilitator Traning

Confidentiality & 

Ethical Practice

Cultural 

Considerations for 

Increasing Positive 

Outcomes

Intro. To 

Motivational 

Interviewing

Criminal 

Thinking & 

Antisocial 

Logic







5/8/2018 5/15/2048

6/15/2018

6/15/2018

6/15/2018

6/27/2018

6/27/2018

5/8/2018

5/19/2018 5/21/2018

5/21/2018

6/27/2018

5/19/2018

6/27/2018

5/30/2018 6/27/2018

6/15/2018

6/15/2018

6/15/2018



2 1 2 2 1 6 5 191
24 in 2017



CHSN/IDN 5

Project Design and Capacity Building

  

(Design/capacity 

bldg funds)         

 (Project Plan 

approval)         

Year 1/pymt 2   Total 

 YTD Expenditures 

(thru 6/30/17) 

 Year 2/pymt 1 

(Jan-Jun 2017) 

 Year 2/pymt 2 

(Jul-Dec 2017) 

 Year 3/pymt 1 

(Jan-Jun 2018) 

 Year 3/pymt 2 (Jul-Dec 

2018) 

Capacity Building Funds avail as of 6/30/17 2,293,487$         495,603$            2,789,090$  1,238,010$        1,238,010$        1,238,010$           1,238,010$                         

ADMINISTRATIVE EXPENSES and OPERATING 

BUDGET for IDN 5   $                    302,457 139,250$            139,250$           152,600$              152,600$                            

 STATEWIDE PROJECTS  

A1 - Workforce Development 11,429$             11,429$                 11,429$                              

7,500$               7,500$                   7,500$                                

Licensure / Certification support for project staff (C2, D3, E5) 1,500$               1,500$                   1,500$                                

21,429$             21,429$                 21,429$                              

30,000$                 30,000$                              

87,500$                 87,500$                              

90,000$                 90,000$                              

90,000$                 90,000$                              

A2 - H.I.T. & Data Analytics 26,000$             26,000$                 26,000$                              

120,000$           17,125$                 17,125$                              

27,300$                 27,300$                              

625$                      625$                                    

Technology upgrades to bring partners up to HIT minimum standards 1,200$               1,000$                   1,000$                                

7,500$                                

5,500$               

 CORE COMPETENCY PROJECT  

B1 - Integrated Healthcare 2,500$                   2,500$                                

2,000$                   2,000$                                

37,500$              37,500$             37,500$                 37,500$                              

5,000$               

25,000$                 25,000$                              

2017 - 90% Process / 10% Outcome Perf 2018 - 75% Process / 25% Outcome Perf2016 - 100% Process

STATEWIDE Trainings (Shared with other IDNs)

REGIONAL Trainings for IDN agencies and staff related to Integration

Training Contract with  

 

Employee Retention Incentive Plan Tier 2 partners

Employee Retention Incentive Plan Tier 1 partners

Employee Retention Incentive Plan Tier 3 partners

Loan repayment plan (TBD)

 

 Annual subscription

 Implementation cost and annual fees

Legal fees for work on data sharing/confidentiality documents

 

 

Data consultant fees for partner assistance w/report automation and 

writing  

 

 



 COMMUNITY PROJECTS 
C2 - Supportive Community Re-Entry for Justice 

Involved Youth and Adults with BH 206,980$           206,980$              206,980$                            

D3 - Expansion in Intensive Outpatient 

Program (IOP) SUD Treatment Options 229,678$           229,678$              229,678$                            

E5 - Enhanced Care Coordination for High-Need 

Populations 371,385$           371,385$              371,385$                            

15,290$             4,290$                   4,290$                                

All Community projects D3/E5 2,675$                   2,675$                                

E5 Care Coordinator Mileage 20,000$             50,000$                 50,000$                              

All community projects 857$                   857$                      857$                                    

 OTHER EXPENSES 

Discretionary Grant Fund 8,333$               8,333$                   8,333$                                

Consulting Fees  10,000$             5,000$               

Legal Fees (MOUs, privacy/consent form review) 5,500$               

Reimbursements to 3 IDN Project Leads 15,000$             15,000$                 15,000$                              

Unknown taffing, consulting, project and 

technology needs: 107,143$           107,143$              107,143$                            

Revised 6.30.18

Staffing costs associated with identified plan of 9.5 FTEs

Staffing costs associated with identified plan of 8 FTEs 

 

 IOP in Franklin (2019-2020)

Staffing costs associated with identified plan of 11.3 FTE 

Initial purchase of laptops and cell phones for care coordinators x11 

($11,000);  software license fees, ongoing internet and cell phone monthly Mileage reimbursement for D3 & E5 van driver 

Mileage reimbursement for care coordinators in E5 project 

Miscellaneous supplies for all projects



 Year 4/pymt 1 

(Jan-Jun 2019) 

 Year 4/pymt 2 

(Jul-Dec 2019) 

 Year 5/pymt 1 

(Jan-Jun 2020) 

 Year 5/pymt 2 

(Jul-Dec 2020) 

1,238,010$        1,238,010$          1,283,862$        1,283,862$          12,784,874$   Potential DSRIP earnings over waiver term

152,600$            152,600$             152,600$           152,600$             1,496,557$     Administrative Expenses

11,288,317$         DSRIP Funds Available for projects

11,429$              11,429$               11,429$             11,429$                80,000$           

7,500$                7,500$                 7,500$               7,500$                  52,500$           

1,500$                1,500$                 1,500$               1,500$                  10,500$           

21,429$              21,429$               21,429$             21,429$                150,000$        

20,000$              5,000$                 5,000$               5,000$                  95,000$           

87,500$              87,500$               87,500$             87,500$                525,000$        

90,000$              90,000$               90,000$             90,000$                540,000$        
90,000$              90,000$               90,000$             90,000$                540,000$        1,993,000$            

26,000$              26,000$               26,000$             26,000$                182,000$        

17,125$              17,125$               17,125$             17,125$                222,750$        

27,300$              27,300$               27,300$             27,300$                163,800$        

625$                   625$                     625$                   625$                     3,750$             
1,000$                1,000$                 1,000$               1,000$                  7,200$             

7,500$                15,000$           
5,500$             600,000$               

2,500$                2,500$                 2,500$               2,500$                  15,000$           

2,000$                2,000$                 2,000$               2,000$                  12,000$           

37,500$              37,500$               37,500$             37,500$                300,000$        

5,000$             

25,000$              25,000$               100,000$        432,000$               

2019 & 2020 - 100% Outcome Performance



206,980$            206,980$             206,980$           206,980$             1,448,860$     

229,678$            229,678$             229,678$           229,678$             1,607,749$     

7,187$                7,187$                 7,187$               7,187$                  43,120$           

371,385$            371,385$             371,385$           371,385$             2,599,695$     

4,290$                4,290$                 4,290$               4,290$                  41,030$           

2,675$                2,675$                 2,675$               2,675$                  16,050$           

50,000$              50,000$               50,000$             50,000$                320,000$        
857$                   857$                     857$                   858$                     6,000$             6,082,504$            

8,333$                8,333$                 8,333$               8,333$                  50,000$           

15,000$           

5,500$             
15,000$              15,000$               15,000$             15,000$                105,000$        175,500$               

107,143$            107,143$             107,143$           107,143$             750,000$        750,000$               

10,033,004$     DSRIP projected expenses

1,128,831.69$          
10% reserve for DHHS matching fund 

uncertainty

126,482$                   
Reserve for IDN achievement of performance 

metrics



Attachment_A2.3A 
 

Treating Providers - FINAL 6.26.2018 

AUTHORIZATION AND CONSENT TO DISCLOSE PROTECTED HEALTH INFORMATION 

for TREATING PROVIDERS 
 

I, ________________________________________ (Name of client), date of birth ___/____/________ authorize  

_________________________________________ (Name of Entity/Treating provider/Program) to disclose to, receive from, 

and share among all my past, current and future treating providers my medical, mental health and substance use disorder 

protected health information (PHI). 

I understand that my medical, behavioral health, and substance use disorder treatment records are protected by the Health 

Insurance Portability and Accountability Act of 1996 (HIPAA), 45 C.F.R. pts 160 & 164 and that my substance use disorder 

treatment records are further protected by the federal regulations governing Confidentiality of Substance Use Disorder 

Treatment Records, 42 C.F.R. Part 2, and cannot be disclosed without my written consent unless otherwise provided for by 

the regulations and state law.  

The purpose of this consent is to allow all my past, current and future treating providers to disclose and share my protected 

healthcare information among treating provider programs for the coordination of my care and treament for the purpose of 

supporting and coordinating my physical and behavioral health care and as otherwise authorized by me or permitted by law.   

I understand my treating providers at (Name of Entity) will be providing and helping to coordinate aspects of my care and 

treatment and will therefore need to share certain private health information about my referral, diagnosis and/or treatment 

for substance use disorders and mental health with my treatment team, with other treating providers, with other individuals 

or entities involved in my treatment and/or recovery, with entities responsible for payment, and with others listed below as 

authorized by me or by law. If at any time I should want to share limited information with select providers, then a separate 

release will be needed. 

I authorize my treating providers at (Name of Entity) to access, use, disclose and communicate orally, in writing and 

electronically my private health care information including information pertaining to substance use disorder treatment, 

physical health, and mental health treatment information for the purpose of treatment, payment and heath care operations 

and as otherwise authorized by law, and may include the following health information: Check all that apply: 

☐An entire copy of my physical and mental health care record (excluding psychotherapy notes) 

☐Intake, assessments, progress notes and discharge summaries 

☐Benefit eligibility 

☐Substance use disorder history and report of current use, treatment history, treatment records, assessments, 

diagnoses, treatment plans, attendance, compliance and progress in treatment, progress notes, (excluding 
psychotherapy notes) and discharge summaries  

☐Participation in and compliance with substance use disorder recovery support services 

☐Mental health history, treatment records and treatment history, treatment records, assessments, diagnoses, 

treatment plans, attendance, compliance, and progress in treatment, progress notes (excluding psychotherapy 
notes) and discharge summaries 

☐Medical, mental health, and substance use disorder case management and care coordination information. 

☐Medications and medication history 

☐Substance use disorder coaching, recovery supports and recovery plans 

☐Referrals  

☐Legal history, current pending legal charges and convictions, court orders and criminal justice requirements 
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☐Laboratory test results including: 

☐ Drug and alcohol screening and test results 

☐ HIV test results 

☐ STD test results 

☐ Other tests ordered by Medical provider for diagnostic and treatment purpose 

☐Other: ______________________________________________________________________________  

I also authorize my treating providers at (Name of Entity) to release and share information regarding my treatment for HIV 

infection, AIDS and STD’s.  

I authorize the disclosure verbally, electronically and in writing to and from all my past, current and future treating providers 

for the purpose of my ongoing treatment and recovery and for the management and coordination of my care.  In addition, I 

authorize the sharing of my treatment and recovery information as delineated above with: 

☐Care Coordinators:       

☐Community Health Services Network staff:  

                                                                                        
for the purpose of care management, care coordination, data collection and evaluation of the programs providing my 
medical, mental health and substance use disorder care.    
 
_______I authorize the disclosure of my protected healthcare/treatment information as delineated above to the 
Massachusetts eHealth Collaborative (MAeHC) for the purpose of data collection and storage and with Collective Medical 
Technologies, Inc. (CMT) for the purpose of case management and care coordination and I authorize all of my past, current 
and future treatment providers to access that information as needed for the coordination of my care and treatment and for 
assessment and quality improvement of the care I am receiving. 
 
Acknowledgement of Rights 

I understand that my substance use disorder treatment records are protected under the federal regulations governing 

Confidentiality of Substance Use Disorder Treatment Records, 42 C.F.R. Part 2, and the Health Insurance Portability and 

Accountability Act of 1996 (HIPAA), 45 C.F.R. pts 160 & 164 and cannot be disclosed without my written consent unless 

otherwise provided for by the regulations and state law. I understand that the information disclosed pursuant to this 

authorization may be subject to re-disclosure by the recipient and if so may not be protected by federal or state law; however 

federal law prohibits the recipient of information disclosed pursuant to this authorization from making any further disclosure 

of substance use disorder treatment records without the express written consent of the person to whom it pertains or as 

otherwise permitted by law.  

This consent shall be valid until such time as ________________________________________________, until the date listed 

here _______________ , upon my death, or until otherwise revoked by me. I understand that I may revoke this consent orally 

or in writing at any time except to the extent that disclosures have been made in reliance on it.  

Upon request, I can inspect or obtain a copy of the information I am authorizing to be released and I can receive a list of all 

disclosures that have been made, to whom and when they were made.  

I understand that I may be denied services if I refuse to consent to a disclosure for the purposes of my treatment, payment or 

healthcare operations if permitted by state law.  I will not be denied services if I refuse to consent to a disclosure for other 

purposes.  I acknowledge that I have been given a copy of this consent form.  

 

________________________________________________________  ___________________ 

Signature of Patient or legal representative or guardian    Date 

 

__________________________________________________________ 

Authority/Relationship of representative to patient    
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(attach copy of documentation of authority to sign for the patient)  
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AUTHORIZATION AND CONSENT TO DISCLOSE PROTECTED HEALTH INFORMATION 

for NON-TREATING PROVIDERS 
 

 

I, _____________________________________ (Name of client), date of birth ___/____/________ authorize  

___________________________________________________ (Name of Entity/ Treating Provider/ Program)  

to disclose to and receive from the following non-treating providers: 

☐Division of Field Services Laconia District Office including                                                                                                               
 

☐Carey House: (Title/Name of Individual)____________________________________ 

☐Salvation Army: (Title/Name of Individual) __________________________________ 

☐Lakes Region Community Services Family Resource Center of Central NH:  
___________________ 

☐Community Action Program Belknap County: (Title/Name of Individual)____________________________ 

☐Laconia Fire Department:  

☐Laconia Police Dept.:  

☐DCYF (caseworker’s name)___________________________________________ 

☐Belknap House: (Title/Name of Individual)_____________________________________________________ 

☐New Beginnings: (Title/Name of Individual)____________________________________________________ 

☐Other:______________________________________________________________ 
I understand that my medical and behavioral health and substance use disorder treatment records are protected by 
the Health Insurance Portability and Accountability Act of 1996 (HIPAA), 45 C.F.R. pts 160 & 164 and that my substance 
use disorder treatment records are further protected by the federal regulations governing the Confidentiality of 
Substance Use Disorder Treatment Records, 42 C.F.R. Part 2and cannot be disclosed without my written consent unless 
otherwise provided for by the regulations and state law.  

The purpose of this consent is to authorize ___________________________________________ (Name of 

Entity/Treating Provider/Program) to disclose and share aspects of my protected healthcare information with the 

above named non-treating provider and individual(s) in that non-treating provider entity for the purpose of: 

☐Monitoring and supporting my ongoing recovery  

☐Assessing/evaluating my readiness/ability to participate in housing/employment/vocational training  

☐Confirming compliance with court ordered treatment and stipulations of probation or parole  

☐For the purpose of care of my children 

☐To assist DCYF in investigating child abuse or neglect 

☐To assist DCYF in monitoring my compliance treatment and with my parenting plan  

☐Other:________________________________________________________________ 
Specific information to be disclosed and shared include: 

Check all that apply: 

 ☐Name and other identifying information; 

☐Substance use assessments and diagnoses; 

☐Mental health assessments and diagnoses;  

☐Psychiatric evaluations and diagnoses;  

☐Attendance, participation, compliance and progress in substance use disorder treatment; 

☐Attendance, participation, compliance and progress in recovery support services;  
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☐Attendance, participation, compliance and progress in mental health treatment; 

☐Substance use disorder history and amounts, frequency and patterns of current use;  

☐Substance use disorder treatment plans; 

☐Substance use disorder recovery plans; 

☐Mental health treatment plans; 

☐Medical treatment plans; 

☐Discharge plans and recommendations; 

☐Family and social history;  

☐Emergency room treatment episodes; 

☐Hospital admissions; 

☐Medical, mental health, and substance use disorder case management, treatment and recovery plans 
including case management/care coordination activities regarding medical, mental health and substance use 
disorder treatment, disease management and related psychosocial needs 

☐Medications and medication history 

☐Housing needs 

☐Legal history, current pending legal charges and convictions, court orders and criminal justice 
requirements 

☐Results of alcohol and other drug screening (urinalysis and breathalyzer); 

☐Other:_______________________________________________________________________ 

_______I authorize the disclosure of my protected healthcare information as delineated above to the Massachusetts 
eHealth Collaborative (MAeHC) for the purpose of data collection and storage and with Collective Medical 
Technologies, Inc. (CMT) for the purpose of case management and care coordination and I authorize all of my past, 
current and future treatment providers to access that information as needed for the coordination of my care and for 
assessment and quality improvement of the care I am receiving. 

Acknowledgement of Rights 

I understand that my substance use disorder treatment records are protected under the federal regulations governing 
Confidentiality of Substance Use Disorder Treatment Records, 42 C.F.R. Part 2, and the Health Insurance Portability 
and Accountability Act of 1996 (HIPAA), 45 C.F.R. pts 160 & 164 and cannot be disclosed without my written consent 
unless otherwise provided for by the regulations and state law. I understand that the information disclosed pursuant 
to this authorization may be subject to re-disclosure by the recipient and if so may not be protected by federal or state 
law, however federal law prohibits the recipient of information disclosed pursuant to this authorization from making 
any further disclosure of substance use disorder treatment records without the express written consent of the person 
to whom it pertains or as otherwise permitted by law.  

This consent shall be valid until such time as ________________________________________________, until date 
listed _______________ , upon my death or until otherwise revoked by me. I understand that I may revoke this consent 
orally or in writing at any time except to the extent that disclosures have been made in reliance on it.  

Upon request, I can inspect or obtain a copy of the information I am authorizing to be released and I can receive a list 
of all disclosures that have been made, to whom and when they were made.  

I understand that I may be denied services if I refuse to consent to a disclosure for the purposes of my treatment, 
payment or healthcare operations if permitted by state law.  I will not be denied services if I refuse to consent to a 
disclosure for other purposes.  

I acknowledge that I have been given a copy of this consent form.  

________________________________________________________  __________________________ 
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Signature of Patient or legal representative or guardian    Date 
 

________________________________________________________ 
Authority/Relationship of representative to patient  
(attach copy of documentation of authority)   
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Updated 4.15.18 

Consent to Release Information for the Purpose of Billing for Services 

 

I understand that my mental health and substance use disorder treatment records are protected by the Health 

Insurance Portability and Accountability Act of 1996 (HIPAA), 45 C.F.R. pts. 160 & 164 and that my substance use 

disorder treatment records are further protected under the federal regulations governing Substance Use Disorder 

Treatment Records (42 C.F.R. Part 2) and cannot be disclosed without my written consent unless otherwise provided 

for in the regulations.   

 

I understand that my Protected Health Information (PHI) may be used in connection with billing statements sent to 

me and in connection with checking for eligibility for health insurance coverage and preparing claims for my 

insurance company where appropriate.   

 

I, _______________________________________ authorize _____________________________ to release/disclose 

any and all information pertinent to the authorization of my services by my insurance company and pertinent to the 

billing for services I receive to _____________________________________________________.  

                                                                                         (Third party payer) 

 

This information may include the following substance use and mental health disorder information: 

My name, date of birth, address, social security number and other demographic data; 

My substance use disorder history including substances used, frequency and severity of use, medical 

complications and withdrawal, and legal, vocational and social consequences of my use; 

My diagnosis/diagnoses; 

My treatment plans; 

My attendance and non-attendance in services treatment and dates of service; 

My compliance and progress in treatment including copies of progress notes; 

 

I understand that I might be denied services if I refuse to consent to a disclosure for the purpose of treatment, 

payment or health care operations, if permitted by state law, but I will not be denied services if I refuse to sign a 

consent form for a disclosure for other purposes.   

 

I understand that ____________________________________ will not disclose my substance use disorder 

assessment and treatment information to my insurance company without my express written consent. I agree to be 

financially responsible for the services I receive at ______________________________________ if I refuse to sign 

a consent allowing for the disclosure of substance use disorder assessment and treatment information necessary for 

the Program to bill my insurance company for those services.  

 

I understand that I may revoke this consent at any time except to the extent that action has been taken in reliance on it.  

 

This release will expire 12 months from my completion of or withdrawal from services at _____________________ 

or 12 months from such time as I no longer have health insurance coverage from ____________________________. 

                    (Name of third party payer) 

                  

I have read this release and understand its contents. I have also been provided a copy or this consent form. 

 

 

_______________________________________ _______________________ ________________ 

Client’s Signature    DOB                              Date 

 

_________________________________ _______________________________  ________________ 
Signature of Person Signing for Client Relationship to Client    Date 

 

(Attach copy of documentation of authority to sign for the patient) 



A2 Statewide HIT (IDN 5)
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Task Complete Start End

1 Phase 1- Initiation 10/01/16 04/30/17

2 Participate in Statewide HIT Taskforce 10/01/16 04/30/17

3 Participate in State assessment of HIT for participating members of IDNs 10/01/16 04/30/17

4 Assist in developing standardized current-state assessment tool 10/01/16 04/30/17

5 Conduct an IDN-member assessment of existing and scheduled HIT efforts and develop a statewide report. 10/01/16 04/30/17

6 Assist taskforce in conducting an updated review of pertinent State and Federal Privacy laws 10/01/16 04/30/17

7 Review HIT assessment and create gap analysis for both IDN and State levels 10/01/16 04/30/17

8 Phase 2 Building Consensus of minimal, desired, and optional HIT requirements for IDN infrastructures 10/01/16 07/31/17

9 Maintain standing CHSN HIT committee with responsibility to make recommendations to the board 02/01/17 07/31/17

10 Alignment of goals designed to help close the gaps in HIT that will support the DSRIP demonstration 10/01/16 07/31/17

11 Development of acceptable levels of ONC certified Technology adoption and electronic health record functionality 10/01/16 03/30/17

12 Identify transaction sets, methods, and mechanisms for health information exchange ((HIE) between IDN participants 10/01/16 03/30/17

13 Evaluate requirements for a shared care record across the care continuum 10/01/16 03/30/17

14 Engage in discussion to enable clinical outcomes and financial performance measurement and reporting functions 10/01/16 07/31/17

15 Discuss adoption of electronic Clinical Quality Measures (eCQMs) 10/01/16 07/31/17

16 Discuss utilization reporting 10/01/16 07/31/17

17 Discuss financial performance reporting 10/01/16 07/31/17

18 Discuss managing reporting between IDNs and the State using a Stat-approved standardized format for the 10/01/16 07/31/17

19 Discuss availability of  State-approved standardized data sets to be provided by the State and  MCO partners 10/01/16 07/31/17

20 Consensus Report Published 10/01/16 07/31/17

21 Phase 3 Develop IDN specific HIT Implementation Plan 04/01/17 06/30/18

22 Develop a HIT implementation plan and timeline 04/01/17 07/31/17

23 Ensure inclusion of IDN provider(s): hospital, CMHC, community mental health providers, primary care, SUD, and DRF 04/01/17 06/29/17
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24 Initiate recruitment of Health Data Analyst 04/08/17 10/31/17

25 Develop IDN 5 Privacy forms 09/01/17 12/31/17

26 Meet with leads on form development 09/01/17 12/31/17

27 Consult with Legal about forms 10/01/17 11/30/17

28 Develop/identify procedures for gaining informed patient consent 06/01/17 06/30/18

29 Develop inter-agency data sharing agreements 06/01/17 12/30/17

30 Execute agreement with CMT (Collective Medical Technologies) 07/01/17 09/30/17

31 Review applications and select vendor for data aggregation 07/01/17 10/31/17

32 Identify key Network partners for participation in a Data Analytics team and invite to first meeting 06/25/17 08/31/17

33 Install kno2 for partners without existing secure messaging based on minimum standards 07/01/17 12/30/17

34 Phase 4 Implementation of IDN-specific Plan 09/01/17 09/30/18

35 Convene CHSN Data Analytics subcommittee 09/01/17 12/31/17

36 Initiate development of capacity for intra-network data aggregation 09/01/17 12/31/17

37 Initiate PreManage Primary Implementation with FQHCs and BH Providers 09/01/17 09/30/18

38 Send list of prioritized clinics to CMT 09/01/17 10/01/17

39 CMT contracts prioritized agencies/practices 10/01/17 06/30/18

40 Agency/Practices implementation steps 10/01/17 09/30/18

41 View video demo of PreManage 10/01/17 10/31/17

42 Set up Q & A meeting with CMT 10/01/17 06/30/18

43 Set up eligibility file discussion 10/01/17 06/30/18

44 Complete onboarding packet 10/01/17 06/30/18

45 Train users on PreManage Primary 10/01/17 09/30/18

46 Train providers in Confidentiality/Privacy 10/01/17 03/31/18

47 Initiate PreManage ED Implementation with hospitals 10/01/17 12/31/18

48 IT steps 10/01/17 12/31/18

49 Establish VPN connectivity 10/01/17 09/01/18

50 ADT Feed/Messages- receive ADT feed from hospitals 10/01/17 12/31/18

Page 3 of 6Exported on July 25, 2018 5:23:42 PM EDT



Responsible
Party/assigned to Predecessors Duration

Page 4 of 6Exported on July 25, 2018 5:23:42 PM EDT



Task Complete Start End

51 Historic file- 12-24 months of patient enrollment and encounter data prior to going live 10/01/17 10/31/18

52 Notification return type 10/01/17 12/31/18

53 Clinical steps 10/01/17 12/31/18

54 Clinical workflow discussion 10/01/17 12/31/18

55 User provisioning 10/01/17 12/31/18

56 Train providers 10/01/17 12/31/18

57 Train users 10/01/17 12/31/18

58 Select data aggregation vendor 11/01/17 12/31/18

59 Facilitate agreements with participating agencies/practices to build interfaces with MAeHC data aggregator (DA) 12/01/17 01/31/18

60 Configure data aggregator 01/01/18 06/30/18

61 Define CCSA tracking requirements 01/01/18 06/30/18

62 Configure other DSRIP measure tracking requirements 01/01/18 06/30/18

63 Initiate PreManage Primary Implementation with hospital affiliated primary care practices 01/01/18 12/31/18

64 Send list of prioritized clinics to CMT 01/01/18 05/31/18

65 CMT contacts prioritized agencies/practices 01/01/18 05/31/18

66 Agency/Practices implementation steps 01/01/18 12/31/18

67 View video demo of PreManage 01/01/18 12/31/18

68 Set up Q & A meeting with CMT 01/01/18 12/31/18

69 Set up eligibility file discussion 01/01/18 12/31/18

70 Complete onboarding packet 01/01/18 12/31/18

71 Train users on PreManage Primary 01/01/18 12/31/18

72 Monitor PreManage utilization, troubleshoot; provide ongoing training and support 11/01/17 12/31/18

73 Test/initiate clinical quality measures reporting 01/01/18 12/31/18

74 Provide ongoing support and training on use of data aggregator functions 03/01/18 12/31/18

75 Phase 5 Develop Sustainability plan 01/01/19 12/31/19

76 Initiate development of tracking and reporting of utilization and cost to inform development of APMs 01/01/19 12/31/19

77
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CMT and HIT Committee 396d

CMT and HIT Committee 457d

CMT and HIT Committee 457d

CMT and HIT Committee 457d

CMT and HIT Committee 457d

CMT and HIT Committee 457d

CMT and HIT Committee 457d

DA vendor and HIT committee 426d

DA vendor and HIT committee 62d

DA vendor and HIT Committee 181d

DA vendor and HIT Committee 181d

DA vendor and HIT Committee 181d

CMT and HIT Committee 365d

CMT and HIT Committee 151d

CMT and HIT Committee 151d

CMT and HIT Committee 365d

CMT and HIT Committee 365d

CMT and HIT Committee 365d

CMT and HIT Committee 365d

CMT and HIT Committee 365d

CMT and HIT Committee 365d

CMT and HIT Committee 426d

DA vendor and HIT Committee 365d

DA vendor and HIT Committee 306d

DA vendor and HIT committee 365d

DA vendor and HIT committee 365d
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B1 Integrated Healthcare (IDN 5)

Attachment_B1.2A

Task Name Complete Start Date End Date Responsible party/assigned to
Planning phase 03/01/17 03/31/18

Research DSRIP waivers in other states to ascertain "lessons learned" 03/01/17 04/14/17

 1 of 3



Task Name Complete Start Date End Date Responsible party/assigned to
Identify Core team meeting/communication Process  as defined in E5 project plan 07/01/17 08/31/17 E5 workgroup

Process Measurement created- See E5 10/01/17 12/31/17 E5 workgroup

Develop/Identify mechanisms (e.g. registries) to track and monitor individuals served by the program, adherence, impact measures, and fidelity to integration 09/01/17 02/17/18 E5 workgroup

Develop Shared Care Plan for treatment and follow-up of both BH and physical health to appropriate medical, behavioral health, community, and social services based on 01/01/18 09/30/18 Clinical Integration Committee, HIT team,

Develop/Identify Referral protocols including to those to/from PCPs, BH providers, social service support providers, Hospitals, and EDs 01/01/18 03/31/18 Clinical Integration Committee, HIT team,

Participating partners referral workflows mapped and protocols identified 01/01/18 08/31/18 E5 workgroup and Clinical integration

Meta-evaluation of closed loop referral process 01/01/18 09/30/18 E5 workgroup and Clinical integration

Training plan developed 10/01/17 03/31/18 Clinical Integration Committee, Training

Experts in the State identified and Statewide initiatives tapped into as appropriate 10/01/17 03/31/18 Clinical Integration Committee, Training

Ongoing Training scheduled and opportunities reviewed from other project- A1, A2, E5 10/01/17 03/31/18 Clinical Integration Committee, Training

Evaluation plan 07/01/17 12/31/17 Clinical Integration Committee, HIT team,

CCSA measurement collection process implemented and evaluated 01/01/18 06/30/18 Clinical Integration Committee, HIT team,

Identify Medication-assisted treatment (MAT) in IDN 5 primary care and BH practice settings and challenges 07/03/17 01/31/18

Implementation of workforce plan 07/01/17 02/28/18 Clinical Integration Committee

Initiate recruitment of multi-disciplinary care team members previously identified see E5 07/01/17 02/28/18 E5 workgroup

Roll out Employee Retention Incentive plan for network partners 07/01/17 12/31/17

Implement CCSA process and methods for aggregating information from multiple providers 11/01/17 05/03/18 Clinical Integration Committee, Training

Initiate usage of MAeHC for data aggregator 01/01/18 03/01/18

Facilitate use of Comprehensive Core Standardized Assessment tool or process 01/01/18 05/03/18 Clinical Integration Committee, Training

Facilitate adoption of evidenced based screening & assessment tools 01/01/18 05/03/18 Clinical Integration Committee, Training

Facilitate adoption of SBIRT by designated primary care providers 01/01/18 05/03/18 Clinical Integration Committee, Training

Facilitate adoption of PHQ 2 & 9 by designated BH providers 01/01/18 05/03/18 Clinical Integration Committee, Training

Facilitate adoption of developmental screenings by designated pediatric providers 01/01/18 09/30/18 Clinical Integration Committee, Training

Implement use of shared care plan and coordinated care model 10/01/17 03/31/18 Clinical Integration Committee, HIT team,

Implement intake procedures to include consent to share information among providers 10/01/17 12/31/17 Clinical Integration Committee, HIT team,

Operationalization of Core Team meeting/communication plan (including case conferences) 10/01/17 03/31/18 E5 workgroup and Clinical integration

Review and modify protocols and workflows as needed 10/29/17 01/31/18 E5 workgroup and Clinical integration

Develop process for designated Primary Care and Behavioral Health practices to show progress towards Integrated Care Practice designation 07/03/17 07/27/18 Clinical Integration Committee

Provide consultation on selection/use of certified EHR and related technology to support integrated care 01/01/18 03/31/18 Clinical Integration Committee, HIT team,

Identify trainings for adoption of evidenced based treatment of mild-to-moderate depression within IDN 5 practices moving to Integrated Care Practice Level 03/01/18 04/30/18 Clinical Integration Committee, Training

Facilitate training/technical assistance as needed for adoption of evidenced based treatment of mild-to-moderate depression for practices moving towards Integrated Care 04/30/18 09/30/18 Clinical Integration Committee, Training

Initiation of Data Reporting 07/01/17 12/31/17

Implement use of PreManage Tier 2 01/01/18 12/31/18 Clinical Integration Committee, HIT team,
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Task Name Complete Start Date End Date Responsible party/assigned to
Implement intake procedures to include consent to share information among providers 01/01/18 03/31/18
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COMMUNITY CARE COORDINATION TEAM MODEL 

(Pre)Satisfaction Survey 

In an ongoing effort to improve the quality of our program to best meet your needs, we 
would appreciate feedback related to your current level of satisfaction of the following 
domains:  

 Strongly Disagree  Neutral  Strongly Agree 

I am satisfied with my current 
status of employment.  

1 2 3 4 5 

I am satisfied with my current 
housing situation.  

1 2 3 4 5 

Legal involvement 1 2 3 4 5 
I feel I have healthy relationships 
with others that I can rely upon if I 
need support.  

1 2 3 4 5 

I have a supportive family.  1 2 3 4 5 
I feel connected to my community. 1 2 3 4 5 
In general, I am satisfied with my 
quality of life.  

1 2 3 4 5 

 

Please provide any additional comments on how we can best support you at this time:  

 (Post)Satisfaction Survey 

As follow up, we would appreciate feedback related to your current level of satisfaction 
of the following domains after receiving support from your Community Care Coordinator:  

 Strongly Disagree  Neutral  Strongly Agree 

I am satisfied with my current 
status of employment.  

1 2 3 4 5 

I am satisfied with my current 
housing situation.  

1 2 3 4 5 

Legal involvement 1 2 3 4 5 
I feel I have healthy relationships 
with others that I can rely upon if I 
need support.  

1 2 3 4 5 

I have a supportive family.  1 2 3 4 5 
I feel connected to my community. 1 2 3 4 5 
In general, I am satisfied with my 
quality of life.  

1 2 3 4 5 

 

 

Thank you for taking the time to participate in this training and evaluation. 
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IDN 5 Master Training Matrix
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All DSRIP 101- Introduction to the 1115 waiver X X X X X X X X X X X X X X X X X X X X X X x
All Privacy and Confidentiality: CFR 42 part 2, HIPPA X X X X X X X X X X X X X X X X X X X X X
All Outcome Metrics & data collection X X X X X X X X X
All CMT shared care plans, event notification X X X X X X
All Data aggregator trainings X

B1
NH BH Learning Collaborative: Integration in practice 
part 1 X X X X

B1 Developmental screenings- pediatric X
B1 SBIRT X X X X

B1 PHQ 2, 9 and mild to moderate depression treatment X X X
B1 Chronic disease management: diabetes X
B1 Chronic disease management: dyslipidemia X
B1 Chronic disease management: hypertension X
B1 Practice changes/HEDIS measure data collection X X

B1 Comprehensive Core Standard Assessment process X X X
B1, E5 Treatment planning X X X X
B1, E5 The Basics of Medicaid X

A1, B1, E5
New opioid prescribing regulations, chronic pain and  
opioids X X X X

A1, B1, E5 Patient Centered care X X X
A1, B1, C2, D3, 
E5 Referral Process and understanding Provider roles X X X

A1, B1, E5
Interpersonal communication/sensitivity and stigma 
training/reflective listening X X X

B1, D3, E5 Natural supports training, Strengths based approach X X X X X X X X X X
B1, C2, D3, E5 Suicide prevention X X X X X
B1, E5 Best practices in care transitions X X X
B1, C2, D3, E5 Co-occuring disorders X X X X X X X X
B1, C2, D3, E5 Ethical competency X X X X X X X X X X X
B1, C2, D3, E5 MH First Aid (non-clinicians) X X X X X
B1, C2, D3, E5 Cultural Competency X X X X X X X X
B1, C2, D3, E5 Basic Training on Addiction & Recovery X X X X X X X X X X X
B1, D3, E5 Narcan Awareness X X X X X X X X X X X X X X
C2, D3 HIV, Hep C, STDs X X X X X X
B1, C2, D3, E5 Trauma informed treatment X X X X X X X
B1, C2, D3, E5 Home visit safety X
D3 Addiction Severity Index X X X X X
B1, E5 Targeted Care Planning X
B1, C2, D3, E5 Motivational interviewing X X X X X X

E5

CC team model- Intake procedures, workflows,
available resources, roles and responsibilities, crisis 
management X X X X

E5
CC team model- case conferencing, assignment of 
cases, how to relay system issues X X X X

E5 Understanding law enforcement and EMS protocols X X X



B1 Integrated Healthcare
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All DSRIP 101- Introduction to the 1115 waiver
All Privacy and liability: CFR 42 part 2, HIPPA
All Outcome Metrics & data collection
All CMT shared care plans, event notification
All Data aggregator trainings

B1
NH BH Learning Collaborative: Integration in practice 
part 1 X X X

B1 Developmental screenings- pediatric X
B1 SBIRT X X

B1 PHQ 2, 9 and mild to moderate depression treatment X X
B1 Chronic disease management: diabetes X
B1 Chronic disease management: dyslipidemia X
B1 Chronic disease management: hypertension X
B1 Practice changes/HEDIS measure data collection X

A1, B1 Comprehensive Core Standard Assessment process X X X
B1, E5 Treatment planning
B1, E5 The Basics of Medicaid

A1, B1, E5
New opioid prescribing regulations, chronic pain and  
opioids

A1, B1, E5 Patient Centered care
A1, B1, C2, D3, 
E5 Referral Process and understanding Provider roles

A1, B1, E5
Interpersonal communication/sensitivity and stigma 
training/reflective listening

B1, C2, D3, E5 Natural supports training, Strengths based approach
B1, C2, D3, E5 Suicide prevention 
B1, E5 Best practices in care transitions
B1, C2, D3, E5 Co-occurring disorders 
B1, C2, D3, E5 Ethical competency
B1, C2, D3, E5 MH First Aid (non-clinicians)
B1, C2, D3, E5 Cultural Competency

B1, C2, D3, E5 Basic Training on Addiction & Recovery (non-clinical)
B1, E5 Targeted Care Planning
B1, C2, D3, E5 Motivational interviewing
B1, D3, E5 Narcan Awareness
B1, C2 D3, E5 Trauma informed treatment
B1, C2, D3, E5 Home visit safety



C2 Community Re-entry for Justice-Involved Adults and Youth
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All DSRIP 101- Introduction to the 1115 waiver 6 11 6 7 2 2 4 4

All

Privacy and Confidentiality: CFR 42 part 2, 
HIPPA 6 11 8 7 3 3 4 4

All Outcome Metrics & data collection 6 4 7 3 1

All CMT shared care plans, event notification 6 11 4 7

All Data aggregator trainings 4 1
B1, C2, D3, E5  Trauma Informed treament 6 11 7 7 3 4 4

B1, C2, D3, E5 Co-occuring disorders 6 11 7 7 4 4
A1, B1, C2, D3, E5 Recognition of other providers roles 6 11 7 7 2 4 4

B1, C2, D3, E5 Motivational Interviewing 6 11 7 7 1 4

B1, C2, D3, E5 Suicide prevention 6 11 9 7 2 4 4

B1, C2, D3, E5 Ethical competency 6 11 3 7 4 4
B1, C2, D3, E5 MH First Aid (non-clinicians) 3 7 1 4

B1, C2, D3, E5 Cultural Competency 6 11 9 7 4 4

B1, C2, D3, E5 Basic training on Addiction & Recovery 6 11 9 7 4

B1, C2, D3, E5 Home visit safety 1 4

B1, C2, D3, E5 Best practices in care transitions 6 11 4 7 4

C2, D3 HIV, Hep C, STDs 6 11 6 7 4



D3 Expansion in Intensive SUD Treatment Options Trainings by provider type
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All DSRIP 101- Introduction to the 1115 waiver 9 22 10 1 8 8

All Privacy and liability: CFR 42 part 2, HIPPA 4 22 10 1 8 8

All Outcome Metrics & data collection 4 22 7 2

All CMT shared care plans, event notification 4 22 7

All Data aggregator trainings

B1, C2, D3, E5 Co-occuring disorders 5 4 20
A1, B1, C2, 
D3, E5 Understanding of Provider roles 4 22 3 2 1 8 8

B1, D3, E5

Natural Supports training, Strengths based 
approach 22 7

B1, C2, D3, E5 Motivational Interviewing 4 24 7

B1, C2, D3, E5 Suicide prevention 10 4 18 10 2 1

B1, D3, E5 Narcan Awareness 10 4 5 10 2 1

B1, C2, D3, E5 Ethical competency 4 22 3 1

B1, C2, D3, E5 MH First Aid (non-clinicians) 3 1

B1, C2, D3, E5 Cultural Competency 4 22 10 1
B1, C2, D3, E5 Basic training on Addiction & Recovery 20 10

B1, C2, D3, E5 Home visit safety 18

B1, C2, D3, E5 Trauma informed treatment 4 21 7

D3 Addiction Severity Index 5 4

B1, E5, C2, D3 Best practices in care transitions 21

C2, D3 HIV, Hep C, STDs 4 21 10



E5 Enhanced Care Coordination for High Needs Populations
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All DSRIP 101- Introduction to the 1115 waiver 36 12 5 39 66 22 48 9 12 16 2 31 3 6 7
All Privacy and liability: CFR 42 part 2, HIPPA 36 12 5 27 66 22 48 9 12 16 2 31 3 6 7
All Outcome Metrics & data collection 11 7 5 27 26 7 23 7 5 4 2 31 5 6 7
All CMT shared care plans, event notification 36 12 5 27 66 22 48 9 9 3
All Data aggregator trainings 3 2
B1, E5 Treatment planning 11 7 5 29 26 7 23 7 20
B1, E5 The Basics of Medicaid 27 2 20

A1, B1, E5
New opioid prescribing regulations, chronic 
pain and  opioids 36 12 22 20

A1, B1, E5 Patient Centered care 36 12 5 24 66 22 48 7 20 2
A1, B1, C2, 
D3, E5

Referral Process and Understanding Provider 
roles 30 12 27 66 22 35 9 20 1 4

A1, B1, E5
Interpersonal communication/sensitivity and 
stigma training/reflective listening 30 12 1 24 26 22 35 9 52 14 2 20

B1, D3, E5
Natural supports training, Strengths based 
approach 5 21 9 20

B1, C2, D3, E5 Suicide prevention 30 12 15 24 66 22 48 9 28 16 3 21
B1, E5 Best practices in care transitions 25 9 20
B1, C2, D3, E5 Co-occurring disorders 36 12 10 24 66 22 48 20 16 2 20
B1, C2, D3, E5 Ethical competency 36 12 5 26 66 22 48 9 54 2
B1, C2, D3, E5 MH First Aid (non-clinicians) 23 9 6 16 2 20 2
B1, C2, D3, E5 Cultural Competency 31 5 5 26 40 22 43 9 52 15 2 31 2
B1, C2, D3, E5 Basic Training on Addiction & Recovery 25 5 25 2 8 14 2

B1, D3, E5 Narcan Awareness 25 5 11 22 40 15 35 7 28 14 3 21 2 1 2

B1, C2, D3, E5 Trauma informed treatment 30 12 1 19 22 50

B1, C2, D3, E5 Home visit safety 1 36 2 24
B1, C2, D3, E5 Motivational interviewing 25 5 1 6 40 15 25 7 50

B1, E5 Targeted Care Planning (R49) 24 20

E5

CC team model- Intake procedures, 
workflows, available resources, roles and 
responsibilities, crisis management 29 2 26

E5

CC team model- case conferencing, 
assignment of cases, how to relay system 
issues 29 2 26

E5
Understanding law enforcement and EMS 
protocols 26 2 20

add later Compassion Fatigue



Attachment_B1.8B 

CHSN-IDN5 Planning June - December 2018 
10-15 in person trainings; 4 webinars

Date Topic Trainer Location Notes 

6/15/18 Introduction to Motivational Interviewing  LRMH, Laconia 22 participants; 7 PR (2 NS; 2 XLD); 4.9 ES 

7/27/18 Connect Program:  Responding to Suicide 
Risk in those Impacted by Substance Use 
Disorder 

 LRMH, Laconia .  Opened general 
registration 7.13.18.  22 Registrants as of 7.13.18 

August 
TBD 

TBD 

MH First Aid Basic 

Opioid Addiction & Treatment 
Understanding SUD/Addiction…not “drug de 
jour” per JA??? 

 

7.20.18 call with  

Emailed 6/27 re:  dates 

Avoid 20, 
27, 28 

9/18/18 

9/24/18 

Ethics of Suicide Prevention 

Advanced Motivational Interviewing 

 

 

Belknap Cty Complex 

VA Tilton  

Confirmed with 7.12.18.  7.18 space app sub. 

Confirmed venue with  7.12.18 

Avoid 19th 

10/4/18 
10/5/18 

TBD 

10/17/18 
10/18/18 

Effective Communication Skills 
Intervention Strategies & Skills for the 
Helping Professional 

MH First Aid Clinician 

Street Drugs:  Current Trends & Treatment 
Effects of Drugs on the Brain (TBD) 

 
 

 
 

VA Tilton 
Belknap Cty Complex 

Need venue 

7.20.18 call with  

7.17 Confirmed with  
 

November 

11/2 

11/19 

Cultural Competency  

Trans-theoretical Theory:  Stages of Change 

 

 

TBD 

TBD 

Confirmed with  7/12 

Need to confirm date with  
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CHSN-IDN5 Planning June - December 2018 
10-15 in person trainings; 4 webinars  

 
 

Date Topic Trainer Location Notes 

 

 
 

ASAM Criteria 
 
Trauma Informed Treatment – “middle of 
the road” per JA 

? 7.13.18 email  

December 
 
 

 
 

 
 

  

Webinars 
Date Topic Trainer Notes 

 Cultural Competency Overview  Need to ask… 

 Interpersonal Communication:  
Reflective Listening, Sensitivity and 
Stigma 

 Need to ask… 

 Addiction 101  Need to ask… 

 Natural Supports & Strength Based 
Approaches 

  

 
 
9.12.18   – cultural competency with offenders – she is checking with  

in NH in October 10/8-10
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CHSN-IDN5 Planning June - December 2018 
10-15 in person trainings; 4 webinars  

 
 

Date Topic Trainer Location Notes 

 

LRMH 40 Beacon St. East. Laconia.   
 

 
 

! 
 

Available – August 3, 17, 22, 31.  Booked 7/27 Suicide Prevention. 
 
 
VA Tilton – Town Hall Room.  139 Winter St., Tilton.  Use Main Entrance and ask for Missy. 
 

.  Call in July to schedule site visit. 
 Free.  Has sound system, screen & projector.  Capacity:  120 just chairs; 60-70 ppl classroom.  WiFi? 
 
 Available:  August 14, 16, 20, 27, 31 
        September 14, 17, 18, 24, 28 
 
Belknap County Room – needs local person to reserve??  $50 cost per .   contact? 
 
 
 
 
 
Laconia Fire Department  - If fee charged cannot use space. 
 
 
 
 
Bean Center – packet with overview info in folder.  8 hour/$500 nonprofit 
 



Mid-State Health Center 
Plymouth and Bristol, NH  

Page 1 of 2 

Order-Referral Tracking Policy/Procedure 

Policy #: HIMpol-1500.2 Department:  Health Information 

Management; Clinical 

Policy Name:  Order-Referral Tracking Policy/Procedure 

Effective Date: 02/13/14 

Revised Date: 04/15/15, 06/27/17, 11/16/17, 

03/27/18 

Approved by: 

MSHC Board of Directors 

 

Reviewed Date: 04/15/15, 06/27/17, 

12/19/17,03/27/18 

Approved Date: 04/28/15, 06/27/17, 

12/19/17,03/27/18 

Responsible Party: Compliance Officer 

Policy:  It is the policy of Mid-State Health Center (MSHC) to track orders of MSHC 

Clinicians in a manner that supports optimal patient care. 

Procedure:  

Overdue Order Tracking follow-up: 

1. An order is generated for labs, radiology or referrals; the order triggers tracking for the

item/items in the Electronic Health Record (EHR).

The Order Tracking Module of the EHR is set to flag overdue orders based on the 

following timeframes: 

a. Laboratory tests and radiology orders – 14 days

b. MRI - 21 days

c. Clinical and non-clinical referrals – 60 days

d. Dexascan – 90 days

e. Variations on the above default Order Tracking settings may be made at the

discretion of the individual clinician, if desired, at the time of an order

2. When overdue, items are flagged in Order Tracking Module as overdue.  A Taskman

Overdue notification will be sent to the clinician as well as the Medical Assistant (MA)

that is documented as the Assistant in the note attached to the order.   One Taskman

will be sent each day for three consecutive days.

HIMS: 

1. Consultation Reports and Lab Results that come via fax or hard copy are scanned to

DocMan, checked off in lab tracking and completed and removed from Order

Tracking Module by Health Information Management Staff (HIMS).

2. Items that show up on the Order Tracking Module as “unmatched” and labeled

“Provider-N/A” will be addressed by HIMS.  These items would include orders

from :

 Outside Clinician Orders

 Items manually entered into Flowsheets by HIMS

 Items coming in that do not have a numerical value/result (example

pathology)
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Mid-State Health Center 
Plymouth and Bristol, NH  

Page 2 of 2 

Order-Referral Tracking Policy/Procedure 

 

3. Items identified as “completed” in order tracking will be removed routinely by 

HIMS 

MEDICAL ASSISTANTS:  

1. Medical Assistants will work off of the Order Tracking Module to review overdue 

orders for their designated clinician.             

2. Overdue Labs and Radiology will be managed by : 

 Reviewing Docman for completed labs/radiology.   

 Check off and save link as completed order in lab tracking. 

 If labs/radiology have not been completed; send reminder letter (blue forms  

           overdue order) 

 Go to Lab Tracking in patients Docman and attach tracked item to overdue  

           reminder letter  

 Be sure to highlight the appropriate document in Docman prior to clicking  

           check box in “lab tracking window”  

 If Labs are back, yet still appear in “overdue”, please notify Director, Patient  

           Services.  This is likely due to lab codes that need to be linked properly in     

           order to satisfy the order tracking.  

3. Overdue Referrals will be managed by : 

 Overdue Referrals will be reviewed by Medical Assistants;  

 MA will call patient if Overdue Referral noted and ask if/when/where they’ve 

gone for referral  

 If patient indicates they have gone for referral MA will create “Referral 

Tracking Correspondence” letter located in Blue Forms and fax to referral 

provider.  

 If patient has NOT gone for referral, MA will review with Provider for 

relevance of referral; M.A. will review referral with clinician for clinical 

relevance. 

  

   

 

 

 

 

 

 

 

 

 

 

Referral still 

clinically 

relevant. 

Send reminder letter 

(blue forms overdue 

order), attach to lab 

tracker and complete 

order tracking. 

 

Referral no longer clinically 

relevant. 

Document clinician order to cancel 

referral within note feature of order 

tracking.   Complete order tracking by 

attaching visit summary from date of 

referral.  

 



HEALTH FIRST

FAMILY CARE CENTER

Department:  Clinic Procedure Number: 5232 

Procedure:  Referral Tracking and Follow-Up Implementation Date:  07/95 

Page 1 of 3 Revision Date: 03/1/2002, 9/01/13 

Approved by:   

 

Approved by:   

 

Associated Policy: Track and Coordinate Care 

The practice systematically tracks tests and coordinates care across specialty care, facility-based 

care, and community organizations. 

Purpose: Describe process of referral tracking and follow-up 

Procedure: 

Health First will offer all eligible clients the complete range of clinical, counseling, education, 

and related services available under program guidelines, according to professional standards. 

When Health First is unable to offer a client a service: 

a. Due to lack of agency resources;

b. Because a service is beyond the scope of customary or appropriate agency or staff

practice;

c. Because the service is inconsistent with the agency’s mission and/or polices; or

d. Because client requests information about obtaining services elsewhere, Health First

will offer referral services to the client.

Providers will order referrals according to their clinical judgment, and staff will offer assistance 

on an individual client basis, in accordance with client plans and capabilities. 

Referrals will include, at minimum, offering the client information about at least two providers: 

a. Known to be qualified to provide the particular service, and whose practice, to the

extent of Health First’s knowledge, is consistent with the client’s goals or the agency’s

mission or philosophy.

b. Referral information will include at least the name, address, and phone number of a

potential provider, and any other generally known information (such as hours, fee

scales, etc.).  On the document sent to the receiving provider, information will be

included such as: pertinent clinical information about the patient, the reason for the

referral, the urgency of referral, and general purpose of the referral.

c. HFFCC will provide a summary of care to all receiving specialists prior to the patients

visit. If HFFCC is unable to provide a summary of care directly to the specialists’
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office, then a copy will be made for the patient to physically bring with them to the 

specialist, themselves. 

 

HFFCC patients often have care co-managed between primary care clinician and specialist(s).  

 Primary care clinician and specialist maintain a cooperative relationship with agreements 

surrounding co-management of care initiated through use of the practice’s EMR referral 

request form. 

 Referrals to specialists are initiated with EMR referral request form. 

 The Medical Director, with input from other providers and clinical staff, supervises these 

agreements with specialists, both in-house and external. 

 Through obtaining and sending reports, changes in patient condition and changes in 

treatment plan are exchanged in a timely manner. 

 Communication between the practice and specialists is documented in the EMR. 

 Communication from the practice, such as referral order entry, is documented in the 

EMR. 

 Communication received from specialists, such as consultation reports and letters of 

treatment, are posted in the patient’s chart within the EMR. 

 When communication with a specialist is verbal, content of the conversation is added 

to the EMR with a phone note. 

 For co-managed patients, the primary clinician gives information to the specialist and 

receives information from the specialist within a period of time that provides for informed 

care.  

 Situations where care or communication are not as agreed are reported to the Medical 

Director. 

 

All referrals will be documented in the client’s EMR, including the reason for the referral, a 

summary of the referral information provided by Health First, and the client’s decision to defer 

or refuse the referral, if known. 

 

Information about clients will remain confidential and will not be forwarded to the referral 

provider, unless the client first authorizes the release of such information. 

 

Information included in the referral communication to the specialist includes: 

 The reason for the referral, and if the referral is urgent, or not; 

 All relevant clinical information (e.g., patient’s family and social history, clinical 

findings, and current treatment regimen); 

 The general purpose of the referral (e.g., consultative, transfer of care, co-management) 

and necessary and expected follow-up information and communication. 

  

The provider initiates each referral, which is then sent to the referral desktop for processing. 

Referral personnel call specialists and fax any pertinent information, including, but not limited 

to:  

 the reason and urgency for the referral, which is also expressed in telephone calls to 

specialist when scheduling the appointment),  

 patient demographics,  



 the last office visit summary (which includes current medication list, family history, 

problem list, social history and current clinical findings), and 

 the reason for the referral. 

 

The referral tracking system includes the patient’s name, reason for referral, date when the 

referral was initiated, and the timing indicated for receiving the returned report, based on the 

priority of the referral request (normal, urgent, or stat). An electronic registry tracks patients with 

open referrals and subsequent follow-up, on at least a monthly basis. 

 

If a referral is completed and Health First receives the results via mail or fax, the paper document 

is given to the provider to view, a copy is scanned into the EHR, which is also electronically 

signed by the provider. 

 

The practice runs a report on at least a monthly basis to follow-up on any outstanding referrals. 

The report indicates the date the referral was initiated, and if the referral is still open, or has been 

completed. 

 

If the practice does not receive a report from the specialist, it contacts the specialist’s office 

about the report’s status and the expected date for receiving the report, and documents the effort 

to retrieve the report in the patient’s electronic health record in the referral comments box. 

 

After running the monthly report; if a referral is still “open,” clinical staff (provider, MA, nurse) 

will follow-up with the specialist’s office, inquiring if the patient kept the appointment. If not, 

the reason why, and if so, to request that the report be faxed to Health First.  If not, the patient is 

called and the referral process is repeated, as appropriate and all communications are 

documented in the patient’s EHR. 

 

Clinical staff ask patients about receiving care from specialists not referred by a HFFCC provider 

as part of history taking during an office visit. 

 Clinical staff use a “.0” quicktext in the EMR office visit documentation along with patient 

responses. 

 When patients have seen an outside specialist, clinical staff note a records release is required 

on the patient’s follow-up slip. This is brought by the patient to administrative staff at 

checkout. 

 Administrative staff ask the patient to sign a record release form and track until records are 

obtained. 

 Signed release forms are sent to the respective specialist(s). 

 Specialist reports are added to the patient’s EMR chart by administrative staff. 
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C2 – Community Re-Entry Workflow 

Intake Process: 

A. Intake with inmates begins when they first enter the facility as sentenced inmates. 
a. A screening is done by a case manager working with the CORE Program in the Belknap 

County DOC to identify whether inmates have SUDs, mental health disorders or co-
occurring disorders. 

i. If a need is identified, a full assessment is done by a SUD and MH clinician and 
recommendations are made regarding program participation, MH services and 
medication as indicated. (Assessment tools already sent to you). In addition to 
those identified in the previous document, the C2 project also uses the Ohio 
Risk Assessment System (ORAS) to assess client risk in a number of domains 
including substance use, criminogenic factors, peers, housing, employment. 

ii. If medication is considered, the inmate will be referred to the physician in the 
Medical Services Department. 

b. The results of the assessment are shared with the inmate by the counselor and a 

treatment plan is developed and agreed upon through discussion between the counselor 

and the client using the MATRS or SMART model of goal setting.  

i.  Goals include short term goals to be completed through the CORE treatment 

program, intermediate goals to be worked on during Work Release and the 

beginning of long-term, post release goals. 

c. Clients go through the treatment portion of the CORE program in the HOC and in Recovery 

Support Group conducted in the facility by Navigating Recovery. 

d. After the intensive treatment portion, clients work with their case manager to find 

employment.  

i. The case manager will monitor their compliance with work and help identify any 

needs they may have in order to be successful at work. 

ii. The case manager will work with the client and with Navigating Recovery to 

identify a CRSW who will follow the client after s/he is released from confinement 

on electronic monitoring or on probation. 

e. Three months from the client’s release the case manager and counselor will repeat the 

ORAS, ASI and ASAM assessments to determine client progress towards goals and 

treatment needs post release. 

i. The case manager will transition the client to a community care coordinator by 

meeting with the client and the care coordinator to review client goals and 

treatment/care needs in all domains. 
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ii. The case manager will make referrals to medical care, mental health care as 

indicated and to the appropriate level of SUD care as determined by the 

evaluation. 

iii. The case manager will facilitate the client’s application for Medicaid 2 weeks prior 

to release from confinement either on electronic monitoring or on probation. 

1. The case manager will ensure that HOC medical staff put the client on the 

list for meeting with an insurance navigator from LRGH or Health First 

two weeks prior to release. 

f. The care coordinator will facilitate client access to recommended treatment including 

following up on access to health insurance, housing, and transportation. 

i. The CORE case manager will give the client phone calls to make appointments for 

medical care, SUD treatment and MH treatment as indicated prior to release. 

g. The care coordinator will work with the client and the CORE case manager to identify 

family supports available to the client and to assist the client in engaging those supports 

prior to reentry. 

B. Clients leaving the BCHOC after completing the CORE program will participate in a weekly 

aftercare group addressing criminogenic thinking, life skills and coping with re-entry for up to one 

year post release.   

a. The care coordinator will monitor the client to ensure participation in the aftercare group 

in addition to follow-through with Recovery Support Services, SUD, Medical and MH 

treatment as indicated. 

b. The care coordinator will meet with the client at intervals determined by the reentry 

assessments to assist with issues of employment, housing, education and training and 

other practical needs as well as healthcare needs. 

 

Medicaid/Health Insurance Enrollment 

A. Clients leaving the HOC, either at the completion of their sentence or on electronic monitoring, 

will meet with a Care Coordinator at least 2 weeks before their scheduled release date.  The Care 

Coordinator, in conjunction with the DOC Medical Department, will facilitate the client’s 

application for Medicaid or other Health Insurance as appropriate. 

Care Coordination 

A. Clients in the Belknap County DOC may be referred for care coordination by: 
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a. Medical Department 
b. CORE Program counselor/case manager 
c. DOC Program Director 
d. Treatment Director (Horizons) 

1. Treatment Director, Nursing Supervisor or CORE Program 
counselor/case manager will refer an inmate to a Care 
Coordinator from Horizons, LRMHC, Navigating Recovery or 
Health First depending on apparent primary area of need within 2 
weeks of scheduled release date or 1-3 months prior to release 
date if scheduled for community based corrections with electronic 
monitoring as with inmates entering Phase 3 or the CORE 
Program. 

2. Care Coordinator will meet with the inmate at the jail to assess for 
re-entry medical, behavioral health and psychosocial / practical 
needs and design a discharge service plan in consultation with 
treatment providers within the DOC when the inmate received 
any services during his/her period of confinement. 

3. Care Coordinator will make referrals to medical, SUD/behavioral 
health community-based services, housing support, vocational 
support, educational opportunities, transportation resources and 
other social services as indicated by the re-entry assessment. 

4. Care Coordinator will facilitate the application for 
Medicaid/health insurance as appropriate. 

5. C2 Care Coordinators will collaborate, with input from the inmate, 
on which Care Coordinator will best meet the needs identified in 
the re-entry assessment in order to make the final assignment of 
Care Coordinator. 

 
C. Care Coordinator will have contact with the inmate immediately before and after 

release from confinement. 
a. Care Coordinator will facilitate and encourage follow-through of client accessing 

medical, SUD/behavioral health, housing, transportation and other social 
services appointments set up prior to release or needed to be set up upon 
release. 

 

D. Care Coordinator will maintain regular (at least monthly) contact with identified service 
providers to monitor follow-through and assist with accessing resources to support 
follow-through as needed. 
 

E. Care Coordinator will monitor CMT notifications of unplanned events or use of 
emergency medical services and will immediately reach out to the client to intervene 
and provide stabilization resources. 
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F. Care Coordinator will be available to care providers to provide supportive care 
management during times of destabilization or re-involvement in the criminal justice 
system. 
 

Recovery Coach Pairing 

A. Recovery Coaches will working in the DOC will be selected by the Navigating Recovery 
Executive Director.  

a. Recovery Coaches will receive training in DOC policies, protocols, safety and 
security protocols and boundary requirements and considerations with respect 
to inmate contact by DOC staff and the Treatment Director (Horizons).  Training 
will be on-going as part of weekly supervision. 
 

B. Recovery Coaches will provide weekly, gender-specific Recovery Support Groups for inmates in 

the CORE Program and other inmates identified by the C2 project as benefiting from this service. 

C. 2-4 weeks prior to a client’s release from confinement, either at the end of their sentence, on 

release on electronic monitoring or release to electronic monitoring as part of Phase 3 of the CORE 

Program, a Recovery Coach from among the Recovery Support Workers providing group Recovery 

Support services will be chosen for the client for on-going, community based recovery support 

based on the following criteria: 

a. Gender-specific (unless the client identifies as a gender not of their birth) 

b. Recovery Coach availability for community based coaching 

c. Client choice 

D. Client will be given an appointment to meet with his/her Recovery Coach prior to release. 

E. Recovery Coaches will maintain contact with the assigned Care Coordinator to apprise of client 

participation and progress. 

 

Probation/Parole 

A. For clients released on Probation, the Care Coordinator will obtain a release of information from 

the client to allow communication between the Care Coordinator, members of the client’s 

healthcare team and the Division of Field Services PPO.   

a. Education will be provided to the client regarding the value of including the PPO as a 

supportive member of the care team. 

b. Outreach will be made by the Care Coordinator to the PPO to engage the PPO in supporting 

client engagement and provide that information necessary for the PPO to serve this 

supportive role. 
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C2- Community Re-Entry: Care Coordination Workflow between LRMHC and Horizons 
 

1. Clients in the Belknap County DOC may be referred for care coordination by: 
a. Medical Department 
b. CORE Program counselor/case manager 
c. DOC Program Director 
d. Treatment Director (Horizons) 

 
2. Treatment Director, Nursing Supervisor or CORE Program counselor/case manager will 

refer an inmate to a Care Coordinator from Horizons, LRMHC, Navigating Recovery or 
Health First depending on apparent primary area of need within 2 weeks of scheduled 
release date. 

a. Care Coordinator will meet with the inmate at the jail to assess for re-entry 
medical, behavioral health and psychosocial / practical needs and design a 
discharge service plan in consultation with treatment providers within the DOC 
when the inmate received any services during his/her period of confinement. 

b. Care Coordinator will make referrals to medical, SUD/behavioral health 
community-based services, housing support, vocational support, educational 
opportunities, transportation resources and other social services as indicated by 
the re-entry assessment. 

c. Care Coordinator will facilitate the application for Medicaid/health insurance as 
appropriate. 

d. C2 Care Coordinators will collaborate, with input from the inmate, on which Care 
Coordinator will best meet the needs identified in the re-entry assessment in 
order to make the final assignment of Care Coordinator. 
 

3. Care Coordinator will have contact with the inmate immediately before and after 
release from confinement. 

a. Care Coordinator will facilitate and encourage follow-through of client accessing 
medical, SUD/behavioral health, housing, transportation and other social 
services appointments set up prior to release or needed to be set up upon 
release. 

 
4. Care Coordinator will maintain regular (at least monthly) contact with identified service 

providers to monitor follow-through and assist with accessing resources to support 
follow-through as needed. 
 

5. Care Coordinator will monitor CMT notifications of unplanned events or use of 
emergency medical services and will immediately reach out to the client to intervene 
and provide stabilization resources. 
 

6. Care Coordinator will be available to care providers to provide supportive care 
management during times of destabilization or re-involvement in the criminal justice 
system. 
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Family Resource Center Roles & Responsibilities 

Parent Educator:  

 Develop and/or implement effective parent education curricula to foster individual parenting 

skills. 

 Assist in planning and facilitation of group activities and settings. 

 Establish communication with co-parents/caregivers in order to share parenting education 

information.  

 Provide resource information to incarcerated parents and families.  

 Maintain accurate records and documentation of activities. 

 Attend pre-release meetings when parent support has been identified as an area of need on 

pre-release needs assessment. 

 

Family Support Specialist: 

 Provide home visits to eligible families using a strength-based approach 

 Function in a collaborative way, within the structure of the family, respecting the family’s 

cultural & religious values 

 Assist assigned families in assessing their strengths, needs, and concerns, and develop an action 

plan by maintaining regular contact with each family through home visits and phone calls. 

 Refer families to appropriate community resources. 

 Functions in a collaborative role with the family’s support network. 

 Maintain accurate records and documentation of services provided. 

 

 



Attachment_C.1D 

 

 
                                 Family Resource Center ● 719 N. Main St, Laconia, NH 03246 ● 603.524.8811 ● www.lrcs.org 

 

LAKES REGION COMMUNITY SERVICES          

STEP AHEAD PROGRAM REFERRAL FORM 
 
 

Referral Date:  Click here to enter text.   Family Support Specialist:  Click here to enter text. 
  

Primary Parent/Caregiver’s Name:  Click here to enter text. 

 

Other Parent/Caregiver in Home:  Click here to enter text. 

 

Children in Household   Name:  Click here to enter text.      DOB:  Click here to enter text.      Age:  Click here to enter text. 

Name:  Click here to enter text.      DOB:  Click here to enter text.      Age:  Click here to enter text. 

Name:  Click here to enter text.      DOB:  Click here to enter text.      Age:  Click here to enter text. 

Name:  Click here to enter text.      DOB:  Click here to enter text.      Age:  Click here to enter text. 

 

Address:  Click here to enter text. 

 

Phone:  Click here to enter text.      Cell Phone:  Click here to enter text.      Email:  Click here to enter text.   

  

Mailing Address (if different from above):  Click here to enter text. 

 

Directions to the home (start from office):  Click here to enter text. 

 

Description of Concerns/Needs:  Click here to enter text. 

 

Does a family member already receive services through LRCS? Select one: YES / NO 

 

Name of family member receiving LRCS support?:  Click here to enter text.       

 

Name of support program:  Click here to enter text. 

 

Is there a child living in the home that is enrolled in Medicaid? : Select one: YES / NO 

 

 

Referral Source:  Click here to enter text. 

 

Name of referral source:  Click here to enter text.      Phone:  Click here to enter text.  
 

How did you learn about the Step Ahead Program?  (Check or specify all that apply) 

☐ 1-Friend      ☐ 6-House of Worship   

☐ 2-Department of Social Services (DCYF)  ☐ 7-Newspaper/Advertisement 

☐ 3-Family Resource Center Staff Member   ☐ 8-Agency:  Click here to enter text. 

☐ 4-Flyer      ☐ 9-Courts:  Click here to enter text. 

☐ 5-Family member/Relative     ☐ 10-Through e-mail list 

☐ 11- Other  Click here to enter text.  

 

 

Signature of person completing form:  __________________________  Date:  _________________ 
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Tasks complete Assigned to
1 Planning

2 Establish Re-Entry Leadership Team

3 Identify key organizational/providers participants

4 Execute meeting schedule

5 Develop implementation plans

7 Develop staffing plan

8 Identify projected annual client engagement

9 Develop implementation timeline

10 Develop project budget

11 Design/develop Re-Entry Care Transition Team infrastructure

12 Document and submit to CHSN protocol/workflow with corrections facility on identification of individuals who are within 3 months of

13 Identify roles and responsibilites for team members and submit to CHSN

14 Identify training curricula needed by provider type

15 Develop a training plan

16 Identify/develop patient management protocols/workflows

17 Develop process to ensure compliance with Privacy/Confidentiality requirements

18 Develop protocol for recovery coach pairing pre-release ans submit to CHSN

19 Develop process to assist patient in Medicaid/Health insurance enrollment pre-release

20 Identify current assessment tool(s) being used

21 Identify/develop patient assessment and treatment protocols and submit to CHSN

22 Develop and submit Recovery Wellness Plan process

23 Identify family/support system engagement and communication process and submit to CHSN

24 Develop and submit to CHSN pre-release needs assessment for external supports
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Start date End date Responsible party Predecessors Duration
11/01/16 12/31/18 791d

11/01/16 12/02/16

39d

01/01/17 01/31/17

25d

05/01/17 03/31/18 C2 Re-Entry Leadership Team 335d

05/01/17 12/31/17 C2 Re-Entry Leadership Team 245d

07/16/17 11/01/17 C2 Re-Entry Leadership Team 109d

09/01/17 03/31/18 C2 Re-Entry Leadership Team 212d

05/01/17 06/05/17 C2 Re-Entry Leadership Team 36d

05/01/17 12/29/17 C2 Re-Entry Leadership Team 243d

05/01/17 12/29/17 243d

10/02/17 03/24/18 C2 Re-Entry Leadership Team 174d

10/02/17 03/24/18 C2 Re-Entry Leadership Team 174d
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Tasks complete Assigned to
25 Identify/develop transition plan and referral process and submit to CHSN

27 Develop procedure for data collection and sharing and inform CHSN

28 Develop evaluation plan including key metrics

29 Develop tracking mechanism and submit to CHSN

30 Identify/develop and submit to CHSN licensure and certification pathway for recovery supports

32 Operational Phase 1

33 Initiate recruitment process for identified staffing needs

34 Deployment of training plan

 f

36 Implement use of assessment, treatment, management, referral protocols

37 Implementation of any required updates to clinical protocols or other operating policies/procedures

38 Implement procedures for data collection and sharing

39 Establish data sharing agreements with participating organziations

40 Collect number of individuals served vs. projected (for reporting period & cumulative)

41 Collect number of staff recruited and trained vs. projected (for reporting period & cumulative)

42 Collect data per DHHS data collection

43 Reporting period Jan-Jun 2018

44 Implementation of any required updates to clinical protocols or other operating policies/procedures

46 Collect number of individuals served vs. projected (for reporting period & cumulative)

47 Collect number of staff recruited and trained vs. projected (for reporting period & cumulative)

48 Collect staff vacancy and turnover rate for period & cumulative vs. projected

49 Collect data on impact measures as defined in evaluation plan

50 Continue to develop relationship with Grafton County Department of Corrections

52 Reporting period Jul-Dec 2018
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Start date End date Responsible party Predecessors Duration
09/15/17 03/24/18 C2 Re-Entry Leadership Team 191d

11/30/17 09/30/18 C2 Re-Entry Leadership Team 305d

12/01/17 09/30/18 C2 Re-Entry Leadership Team 304d

11/01/17 12/31/18 CHI-JSI 426d

11/01/17 12/31/18 426d

10/01/17 12/29/17 C2 Re-Entry Leadership Team 90d

10/01/17 12/29/17 90d

10/01/17 03/31/18 182d

10/01/17 01/30/18 C2 Re-Entry Leadership Team 122d

10/01/17 01/30/18 C2 Re-Entry Leadership Team 122d

10/01/17 01/30/18 122d

10/31/17 01/31/18 C2 Re-Entry Leadership Team 93d

02/01/18 03/01/18 C2 Re-Entry Leadership Team 29d

10/01/17 03/31/18 C2 Re-Entry Leadership Team 182d

10/01/17 11/30/17 C2 Re-Entry Leadership Team 61d

12/15/17 03/31/18 C2 Re-Entry Leadership Team 107d

12/15/17 03/31/18 C2 Re-Entry Leadership Team 107d

12/01/17 03/31/18 C2 Re-Entry Leadership Team 121d

01/01/18 04/30/19 485d

01/12/18 05/12/18 C2 Re-Entry Leadership Team 121d

01/01/18 06/30/18 C2 Re-Entry Leadership Team 181d

01/01/18 06/30/18 C2 Re-Entry Leadership Team 181d

01/01/18 06/30/18 C2 Re-Entry Leadership Team 181d

01/01/18 06/30/18 C2 Re-Entry Leadership Team 181d

01/01/18 06/30/18 C2 Re-Entry Leadership Team 181d

06/01/18 12/31/18 214d

01/01/19 04/30/19 C2 Re-Entry Leadership Team 120d

06/01/18 12/31/18 C2 Re-Entry Leadership Team 214d
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Tasks complete Assigned to
53 Identify trainees for Justice System and build into Master Training plan A1

54 Initiate training/educational opportunities to Justice System per Master Training plan

55 Ongoing data reporting

56 Collect number of individuals served vs. projected (for reporting period & cumulative)

57 Collect number of staff recruited and trained vs. projected (for reporting period & cumulative)

58 Collect staff vacancy and turnover rate for period and cumulative vs. projected

59 Collect data on impact measures as defined in evaluation plan, including annual evaluation of fidelity to evidence-supported program

60 Pending relationship with Grafton County pursue training needs as appropriate

61 Sustainability Plan

62 Review progress to date and revise plans accordingly

63 Initiate the development of the plan for  long range sustainability

Page 5 of 6Exported on July 26, 2018 10:39:39 AM EDT



Start date End date Responsible party Predecessors Duration
07/01/18 09/14/18 C2 Re-Entry Leadership Team 76d

09/01/18 12/31/18 C2 Re-Entry Leadership Team 122d

12/14/18 12/31/18 C2 Re-Entry Leadership Team 18d

12/14/18 12/31/18 C2 Re-Entry Leadership Team 18d

12/14/18 12/31/18 C2 Re-Entry Leadership Team 18d

12/14/18 12/31/18 C2 Re-Entry Leadership Team 18d

12/14/18 12/31/18 C2 Re-Entry Leadership Team 18d

06/01/18 12/31/18 214d

09/30/19 07/31/20 C2 Re-Entry Leadership Team 306d

09/30/19 12/31/19 93d

09/30/19 07/31/20 306d
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All DSRIP 101- Introduction to the 1115 waiver 6 11 6 7 2 2 4 4

All

Privacy and Confidentiality: CFR 42 part 2, 

HIPPA 6 11 8 7 3 3 4 4

All Outcome Metrics & data collection 6 4 7 3 1

All CMT shared care plans, event notification 6 11 4 7

All Data aggregator trainings 4 1

B1, C2, D3, E5 Trauma Informed treament 6 11 7 7 3 4 4

B1, C2, D3, E5 Co-occuring disorders 6 11 7 7 4 4

A1, B1, C2, D3, E5 Recognition of other providers roles 6 11 7 7 2 4 4

B1, C2, D3, E5 Motivational Interviewing 6 11 7 7 1 4

B1, C2, D3, E5 Suicide prevention 6 11 9 7 2 4 4

B1, C2, D3, E5 Ethical competency 6 11 3 7 4 4

B1, C2, D3, E5 MH First Aid (non-clinicians) 3 7 1 4

B1, C2, D3, E5 Cultural Competency 6 11 9 7 4 4

B1, C2, D3, E5 Basic training on Addiction & Recovery 6 11 9 7 4

B1, C2, D3, E5 Home visit safety 1 4

B1, C2, D3, E5 Best practices in care transitions 6 11 4 7 4

C2, D3 HIV, Hep C, STDs 6 11 6 7 4

Project Key-

A1 Behaviorial Health Workforce Capacity Development

A2 Health Information Technology (HIT) to Support Integration

B1 Integrated Healthcare

C2 Community Re-entry for Justice Involved Adults and Youth

D3 Expansion in Intensive SUD Treatment Options

E5 Enhanced Care Coordination for High-Need Populations



D3 Expansion in IOP (IDN 5)
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Lakes Region Mental Health Center and Horizons Counseling Center 

Referral and Care Coordination Protocol 

 

Lakes Region Mental Health Center (LRMHC) 

Horizons Counseling Center (Horizons) 

 

Referrals from LRMHC to Horizons: 

1. Complete a release of information that allows for two-way communication. 

2. FAX release to Horizons 

3. Call Horizons with the patient or ahead of the patient. 

4. Provide the following: 

a. Reason for referral 

b. Copy of release 

c. Most recent case review/assessment/diagnostic formulation. 

d. ISP 

e. Last note by Prescriber 

f. Medication list 

5. Referring counselor or case manager will discuss reason for referral and goals of the 

referral with the Horizons counselor or case manager prior to assessment by Horizons. 

6. Horizons counselor or case manager will discuss the results of the assessment, 

appropriateness for co-occurring disorders treatment and recommended level of care with 

the referring counselor or case manager. 

a. Joint decision will be made on whether the case will be a transfer of care or a 

coordination of services. 

b. Joint decision will be made on who will assume primary responsibility for:  

i. care management; 

ii. treatment other than medication and medication management (LRMHC) 

iii. emergency services / crisis management. 

 

Referrals from Horizons to LRMHC: 

1. Complete a release of information that allows for two-way communication. 

2. FAX release to LRMHC 

3. Call LRMHC Intake with the patient or ahead of the patient. 

4. Provide the following: 

a. Reason for referral 

b. Copy of release 

c. Assessment and diagnostic formulation 

d. Treatment Plan and issues with treatment plan 

e. Medication list 

5. Referring counselor or case manager will discuss reason for referral and goals of the 

referral with the Horizons counselor or case manager prior to assessment by Horizons. 

6. Horizons counselor or case manager will discuss the results of the assessment, 

appropriateness for co-occurring disorders treatment and recommended level of care with 

the referring counselor or case manager. 

a. Joint decision will be made on whether the case will be a transfer of care or a 

coordination of services. 
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b. Joint decision will be made on who will assume primary responsibility for:  

i. care management; 

ii. treatment other than medication and medication management (LRMHC) 

iii. emergency services / crisis management. 

 

 

Shared Patients: 

1. Patients referred for individual treatment will need to suspend individual therapy at Lakes 

Region Mental Health Center (LRMHC). 

2. Patients referred for the Intensive Outpatient Program may continue in individual therapy 

at LRMCH when deemed appropriate.  This will be determined after a conversation 

between the Primary clinicians at each agency. 

3. There will be weekly contact between Horizons and LRMCH counselor or case manager 

with client consent.  

a. Client may be included in this contact as appropriate. 

4. Horizons, the patient, or LRMHC may request a Case Conference as needed. 

 

Crisis Response: 

1. During business hours, Primary’s will consult regarding crisis situations. 

2. After business hours ES will be provided by the appropriate agency, initially by the 

agency first contacted by the client.   

a. The on-call clinician at Horizons or LRMHC (whichever is first contacted) will 

contact the other on-call clinician depending on the nature of the crisis contact 

and the appropriateness of its management by the agency receiving the crisis 

contact. 

b. When appropriate, arrangements will be made to transfer responsibility for crisis 

intervention/management to the most appropriate service. 

3. If the client presents to the ED, crisis intervention will be provided by LRMHC with 

input from the Horizons on-call therapist as appropriate.  

a. If immediate input is not required to stabilize the crisis and there is no concern 

about subverting an existing treatment plan, LRMCH will notify Horizons of the 

emergency contact the next morning. 

4. In most cases, follow up will be done by Horizons unless the crisis is primarily 

psychiatric in nature.   

5. Stabilization appointments with LRMHC Acute Care will only be scheduled after 

consultation with Horizons. 
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HORIZONS COUNSELING CENTER and LRGHealthcare RECOVERY CLINIC 

Policies and Protocols 
 

 

 

Title: Care Coordination of the Integrated MAT Program in Conjunction with LRGHealthcare 

 

A. Patients interested in treatment with MAT will contact Horizons Counseling Center and arrange an 

appointment for evaluation for appropriateness for MAT with buprenorphine, oral naltrexone or Vivitrol 

and for level of substance use disorder treatment based on ASAM criteria.   

 

B. Patients will be evaluated by a substance use disorder specialist at Horizons Counseling Center at 25 

Country Club Road Suite 705 in Gilford and, if determined to be appropriate for medication assisted 

treatment with buprenorphine, the results of the assessment and treatment recommendations will be 

provided to the LRGHealthcare Recovery Clinic, with the patient’s consent.  

 

C. Patients will call the LRGHealthcare Recovery Clinic to make an appointment. 

 

D. Pregnant women and IV drug users at risk for immediate harm can enter the program through the Recovery 

Clinic, screening by the Recovery Clinic Coordinator and assessment by the prescribing provider, with SUD 

assessment and treatment follow-up at Horizons at the earliest available appointment time. 

 

E. Patients will be required to participate in the interventions and treatment recommended by Horizons 

Counseling Center while they are receiving MAT through the LRGHealthcare Recovery Clinic. 

 

F. Assessment of patient progress and treatment plan changes will be ongoing throughout the period of 

medication assisted treatment and will be done through collaboration between the LRGHealthcare Recovery 

Clinic and Horizons Counseling Center. 

 

G. Horizons Counseling Center and LRGHealthcare will maintain a Business Associates Agreement to allow 

for the shared communication about patients involved in the Joint MAT program. 

 

H. Horizons staff will explain the nature of the coordination of treatment services between Horizons 

Counseling Center and the LRGHealthcare Recovery Clinic and obtain informed written consent from each 

client to allow the sharing of confidential communication necessary for the integration of services. 

 

I. The LRGHealthcare Recovery Clinic care manager and a designated care manager from Horizons 

Counseling Center will meet weekly to review the participation and progress of each client involved in the 

integrated MAT program. 

a. Changes to client treatment plan including decisions around increases or decreases in frequency of 

visits with the provider based on progress in treatment will be made by the case managers in 

conjunction with the patient, with input and direction from the prescribing provider. 

b. Remedial interventions will be developed and mutually implemented when a patient is not 

following through with treatment or treatment recommendations before termination from either 

program component is considered. 

 

J. The appropriate care coordinator will be engaged to assist the patient in following through with a corrective 

action plan. 

K. If the patient is terminated from integrated MAT s/he will be offered interim services and supportive care 

management until s/he is able to meet the engagement and compliance requirements of the MAT level of 

care. 
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 HORIZONS COUNSELING CENTER 

CLINICAL POLICIES AND PROCEDURES 

 

Title: Aftercare Policy 

 

 

 

Purpose:  To describe the aftercare and follow-up provided to clients who completed outpatient 

services at Horizons Counseling Center. 
 

Standard of Practice: 

A crucial part of each patient’s treatment plan is the continuum of care that takes place after the 

completion of an inpatient or outpatient program.  Participation in weekly maintenance meetings 

provides the client with an ongoing support system facilitated by a counselor. 

 

A. Clients who have completed individual, group, family or couples’ counseling or Intensive 

Outpatient Services at Horizons Counseling Center will be eligible to receive aftercare and 

follow-up through the Mentors in Recovery Program at Horizons or Navigating Recovery of 

the Lakes Region. 

a. The Mentor or Recovery Coach will be available to provide face-to-face recovery 

coaching, and/or phone support for individuals transitioning into community based peer 

support activities. 

b. Mentors will introduce clients completing treatment to persons in community based peer 

support programs who have long-term recovery and are available to serve in the role of 

sponsor and mentor on an informal basis. 

c. Mentors will contact clients completing outpatient treatment at Horizons Counseling 

Center 6 months and 1 year after they have left treatment to ascertain whether they are 

following their continuing care plan and whether or not they need to be re-connected with 

treatment services. 

 

B. Recovery Coach/CRSW with Navigating Recovery of the Lakes Region will be paired with 

each client based on gender, convenience of time availability and client choice.  

a.  Recovery Coaches/CRSWs will offer peer recovery support services to clients 

completing recommended treatment for as long as the client remains engaged and 

seeking recovery supports.  

 

C. Clients who have completed Phase I and Phase II of the Nathan Brody At Horizons Intensive 

Outpatient Program may return to Phase II as an alumnus/alumna without charge to them or 

to their health insurance company so long as they maintain a personal recovery program. 
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HORIZONS COUNSELING CENTER 

  

Title:  Administrative Discharge                                                             

 

Purpose:  To describe the process for administrative discharge of a patient. 

 

Standard of Practice:  Participation in the Outpatient Counseling services and in Intensive Outpatient 

Counseling services in the Nathan Brody Program represents a commitment to rehabilitation.  The 

absence of continued commitment on the part of the client will result in an administrative discharge by 

the treatment team when all efforts at engagement and corrective action have been exhausted.  The 

discharge shall be decided by the treatment team and will not preclude readmission at a future date.   

 

Procedure:  After review of the situation prompting consideration of administrative discharge, the 

treatment team will make a recommendation. 

 

Clients may be administratively discharged from the program if they meet any of the following criteria:  

 

1.  Non-compliance with treatment recommendations and/or rules of the treatment Program as stated 

below: 

a) Repeated use of mood altering substances without willingness to participate in revision 

of the treatment plan, 

b) verbal or physical threatening behavior to staff or clients, 

c) possession of a weapon, 

d) engaging in illegal activity on the program property, 

e) 3 unexcused sessions in a row and/or lack of follow-through with program requirements, 

without a willingness to engage in corrective action, 

f) refusal to apply for benefits that could cover the cost of services despite the fact that the 

client is or might be eligible for such benefits, or 

g) refusal to pay for services received despite having the financial resources to do so. 

  2.  Have been counseled regarding treatment options. 

  3.  Are not considered to be an immediate danger to themselves and/or others. 

 

Client may be subject to compliance with a printed Corrective Action Plan to be developed by the client 

and primary counselor and the Treatment Team. The Corrective Action Plan will specifically outline 

stipulations the client agrees to follow in order to continue their participation in outpatient counseling or 

the Nathan Brody Intensive Outpatient Program. Any infraction of the stipulations outlined in the 

Corrective Action Plan may result in immediate termination from OP or IOP participation with 

recommendations to an alternative level of substance use disorder or other behavioral health treatment. 

 

1. If discharge is recommended, the primary counselor will document the circumstances prompting 

this action.   

2. Notification by mail may be executed if telephone or in person contact is not possible. 

3. The client will be offered assistance in accessing alternative level of care and will be offered 

interim services until that level of care becomes available. 
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4. The client will be referred to the appropriate care coordinator or care manager for supportive 

care management while re-engagement in recommended treatment is pursued. 



TOTAL TRAINING NUMBERS D3Expansion in Intensive SUD Treatment Options Trainings by provider type pe
Attachment_D.9

Project Topic/subject Prim
ary

 C
are

 M
D, N

P, P
A

BH cl
in

ici
ans L

IC
SW

, L
FM

T, L
CM

HC, c
lin

ica
l 

psy
ch

olo
gist

, m
ast

ers
 le

ve
l c

lin
ici

ans 

SU
D co

unse
lo

r M
LA

DC, L
ADC, L

CM
HC, 

LIC
SW

, M
ast

ers
 le

ve
l c

lin
ici

ans

Care
 C

oord
in

ato
r/

Case
 m

anager (
RN a

nd 

non-R
N)

Reco
very

 su
pport

 w
ork

er/
co

ach
 (S

UD)

BH P
eer S

upport 

Adm
iss

io
ns/

Pre
-sc

re
ener

non-d
ire

ct
 ca

re
 st

aff/
pro

gra
m

 su
pport-

 

re
ce

ptio
nist

, v
an d

riv
er, 

etc
.

benefit
 n

avi
ga

to
r, 

fin
ancia

l a
ss

ist
ant 

co
ord

in
ato

r

HIT
/D

ata
 co

lle
ct

sio
ns i

ndiv
id

ual a
t e

ach
 

age
ncy

Bill
in

g n
on-h

osp
ita

l

Bill
in

g h
osp

ita
l b

ase
d

All DSRIP 101- Introduction to the 1115 waiver 9 22 10 1 8 8

All Privacy and liability: CFR 42 part 2, HIPPA 4 22 10 1 8 8

All Outcome Metrics & data collection 4 22 7 2

All CMT shared care plans, event notification 4 22 7

All Data aggregator trainings

B1, C2, D3, E5 Co-occuring disorders 5 4 20

A1, B1, C2, 

D3, E5 Understanding of Provider roles 4 22 3 2 1 8 8

B1, D3, E5

Natural Supports training, Strengths based 

approach 22 7

B1, C2, D3, E5 Motivational Interviewing 4 24 7

B1, C2, D3, E5 Suicide prevention 10 4 18 10 2 1

B1, D3, E5 Narcan Awareness 10 4 5 10 2 1

B1, C2, D3, E5 Ethical competency 4 22 3 1

B1, C2, D3, E5 MH First Aid (non-clinicians) 3 1

B1, C2, D3, E5 Cultural Competency 4 22 10 1

B1, C2, D3, E5 Basic training on Addiction & Recovery 20 10

B1, C2, D3, E5 Home visit safety 18

B1, C2, D3, E5 Trauma informed treatment 4 21 7

D3 Addiction Severity Index 5 4

B1, E5, C2, D3 Best practices in care transitions 21

C2, D3 HIV, Hep C, STDs 4 21 10



E5 Enhanced Care Coordination (IDN 5)

Attachment_E.1

Page 1 of 6Exported on July 26, 2018 12:02:31 PM EDT



Page 2 of 6Exported on July 26, 2018 12:02:31 PM EDT



Page 3 of 6Exported on July 26, 2018 12:02:31 PM EDT



Page 4 of 6Exported on July 26, 2018 12:02:31 PM EDT



Page 5 of 6Exported on July 26, 2018 12:02:31 PM EDT



Page 6 of 6Exported on July 26, 2018 12:02:31 PM EDT



Attachment_E.1A 
 

 

Name of site: _________________________ 

CCC name:  __________________________ 

CCC name of supervisor: _________________ 

 

1. How long have you been in the CCC position? 

_______________________________________________________

_______________________________________________________

______________________________________________________ 

2. Do you feel supported by your direct supervisor at your site? In what ways do you 

feel supported? In what ways could your supervision 

improve?_________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________ 

3. Have you felt supported by the CCC Team Lead thus far? Please describe.  

_______________________________________________________

_______________________________________________________

_______________________________________________________ 

4. Where would you identify the gaps with this project? 

_______________________________________________________

_______________________________________________________

_______________________________________________________ 

5. What challenges/barriers can you identify at the site you are working at? 

_______________________________________________________

_______________________________________________________

______________________________________________________ 

6. How is working with the Smartsheet format? 

_______________________________________________________

_______________________________________________________

______________________________________________________ 

7. What frequency do you feel is necessary to meet as a group with all E5 CCC’s to 

best accommodate your schedule? 

_______________________________________________________

_______________________________________________________

______________________________________________________ 

8. Is there information you wish was available that isn’t currently accessible to make 

your job easier? 

_______________________________________________________

_______________________________________________________

______________________________________________________ 
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9. What trainings would you like to see offered to support your role? 

_______________________________________________________

_______________________________________________________

______________________________________________________ 

10. What elements of a meeting do you find helpful? What is not helpful for you? 

_______________________________________________________

_______________________________________________________

______________________________________________________ 

11. Can you describe what has worked well for you so far with this project? 

_______________________________________________________

_______________________________________________________

______________________________________________________ 

12.  Are there any specific ways you are hoping I can best support you? 

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________

_______________________________________________________ 

 

Thank you for your valuable feedback!  

~  



Attachment_E.1B E5 CCC June 2018 Survey Feedback

CCC Gaps w/project? Challenges at site

Smartsheets 

helpful or no?

Information you 

wish was 

available to make 

your job easier? Trainings needed?

Elements of a meeting you find 

helpful?

What has worked well for 

you so far with this project? 

Any "wishes" from you 

that I can do to best 

support your role?

 

 lack of universal consent 

form unique structure 

Yes and No-creates 

more duplication of 

documentation

Access to patient 

lists from 

Medicaid none expressed

addressing common 

barriers/challenges; clear reporting 

guidelines

Progress updates on 

outcomes; forms, trainings, 

local group meetings none expressed

communication with 

agencies/potential 

duplication of existing 

services

utilizing CCC in area 

on weekends as 

planned Yes

expanding referral 

sources none expressed contact w/client FTF Being honest w/clients

CCC transitioning out 

of role

none notated none Yes none expressed enjoys trainings offered

smartsheets review to ensure all are 

completing w/same standards

ongoing direction and 

coordination of project

direction re: 

smartsheets

no universal release yet

lack of 

communication Yes-I like it

Fully functioning 

CMT that other 

providers will use

MAT/Opiod addiction, 

Personality Disorders/Housing 

resources sharing of success stories!

collaboration w/CCC @ 

Westside-"real time" referrals frequent check ins

staff turnover; lack of 

consistency 

w/meetings;no universal 

consent form

unable to transport 

clients

It is ok-need 

clarification of 

standards of 

reporting

weekly CCC 

meetings

CPI; safety in the community; 

First Aid

brainstorming as a group-related 

challenges

it is working well now-initially 

painful, slow and frustrating at 

times

Keeping all involved 

informed of progress 

and accountable; being 

creative

Lack of patient cases to 

work with

having various roles; 

changing 

responsibilities; 

currently unclear of 

direction

Yes seems 

straightforward

Access to client 

names; resource list All trainings are good!

Discussing process, discussing particular 

shared patients none expressed

guidance re: starting 

contacts and 

demonstrating contact 

w/targeted population
things keep changing; gap 

w/communication on plan 

re: FRH

lack of understanding of 

role from others

Yes-update it 1-

2x/week none expressed none expressed information on updates on project 

team approach-discussion re: 

clients and related challenges

being our 

advocate/sounding board

project got off the ground 

before the ground was solid

transportaton; lack of 

resources

It is ok-took awhile to 

get used to none expressed

trainings re: home visits; dealing 

with difficult clients sharing of resources; f/u w/referrals

close communicationw/Susan 

Laverack-re: ED visits

looking forward to 

working with you!

would have been helpful to 

have solid understanding of 

resources available in NH none

Yes-pretty good 

management tool

receiving mis-

information from 

resources none expressed open discussion w/agendas

supervisor supports, trainings, 

peers mental health expertise
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E5 CCC Team Meeting 

Location:  PLYMOUTH  LACONIA  FRANKLIN 

Date: 
 
 
Location:  

CCC’s present: 
 
 
CCC’s absent: 
 

  

Agenda Topic Related Discussion/Questions Identified person 
responsible for follow 
up tasks 
 (if applicable) 

Implementation Date (if 
applicable) 

General E5 project 
updates i.e.: 

 
*data collection 
*tracking 
*communication 

 
 

   

Trainings: 
Upcoming 
New training ideas? 
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Agenda Topic Related Discussion/Questions Identified person 
responsible for follow 
up tasks 
 (if applicable) 

Implementation Date (if 
applicable) 

Referrals: 
Referral form 
feedback?  
 

   

Resource sharing! 
 
 
 

   

Current challenges this 
week? 
 
 
 

   

Success stories!  
 
 
 

   

Other:  
 
 
 

   

Confirm next meeting 
date/location:  
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Notes submitted by:  
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1 
 

Community Care Coordinator 

Referral Process Development: For INTERNAL Referrals Only 

(Please complete 1 for each internal referral source) 

Your name:_______________________________Your site location(s):________________________ 

 

What is the name of the department to best receive referrals from (i.e. QI, PCP, IT, 

etc..):________________________________________________________________________________ 

 

Who is/are the contact person(s) to best provide consistent referrals to you? :_________________________ 

 

What is the preferred of referrals for source? (verbal, email, specific high utilizer lists, access to reports, 

etc…)________________________________________________________________________________ 

 

What potential (internal only) meetings can I attend (or create) to enhance this working 

relationship?__________________________________________________________________________ 

 

What are the current barriers I am experiencing related to this referral source preventing consistent access to 
referrals?_____________________________________________________________________________ 

 

What would the referral process look like for this provider referring patients to you? (simple and concise is best!) 

___________________________________________________________________________________

___________________________________________________________________________________ 
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Speare Memorial Hospital Process for CCC working via Emergency Department 
 

 

1. PT arrives into the ER 

2. Pt is  registered by the HUC 

3. Pt is then placed in a room and is triaged and assessed by an RN 

a. Nurse should start the communication/ referral process at this point in time 

4. Full registration takes place 

5. Pt completes MD/APRN assessment 

a. First access/entry point for CCC 

6. Pt is medically treated and cleared (or pt. is awaiting labs, etc). 

a. Second access/entry point for CCC 
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Speare Memorial Hospital Process for CCC working via Emergency Room 

 

 

1. PT arrives into the ER 

2. Pt is  registered by the HUC 

3. Pt is then placed in a room and is triaged and assessed by an RN 

a. Nurse should start the communication/ referral process at this point in time 

4. Full registration takes place 

5. Pt completes MD/APRN assessment 

a. First access/entry point for CCC 

6. Pt is medically treated and cleared (or pt. is awaiting labs, etc). 

a. Second access/entry point for CCC 
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CCC Health First / LRGH Work Flow  

 

Non HF/ No PCP Patient Presents to ER (no ER follow up appt. required) 

 LRGH CCC assists patient in filling out HF intake packet and faxes to HF clinical receptionist 

 If Pt had a PCP within 5 years, HF is required to get previous health records prior to setting up 

 initial PCP appt.    

 If Pt has not had a PCP within 5 years, HF will call patient to set up initial PCP appt. ASAP. 

 If Pt cannot be reached, HF clinical receptionist will reach out to HF CCC to follow up. 

Non HF/ No PCP Patient Presents to ER – ER follow up appointment required 

 HF Patient Care Coordinator will be notified by LRGH and will call patient to set up post ED 

 follow up appt.  Note:  this appt. will only be a follow up on the issue that brought the pt to the 

 ED.  CCC will be contacted should Patient Care coordinator determines Pt meets the target 

 population criteria and would benefit from CCC support.  

Current HF Patient Presents to ER 

 LRGH staff will contact HF Pt Care Coordinator for ER follow appt. with PCP should the ED feel it 

 necessary. 

 HF Pt Care Coordinator will contact HF CCC should she feel pt meets the target population 

 criteria and would benefit from CCC supports.    
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Date Referral
made to CCC Case # Priority

level
Type of CCC
contact

Encounter
date

Mode of
communication Needs Domain Referral made

to
Closed
loop date

Transporta
tion as an
access
barrier

Supports
engageme
nt
established
if
appropriate

Resources Count ------------ ---------------> ---------------> ---------------> ---------------> --------------->

Crisis lines

Dental & eye

02/15/18 1 New Enrollment 02/15/18 Phone Physical

02/15/18 2 New Enrollment 02/15/18 Left message on

02/15/18 3 New Enrollment 02/15/18 Out of service

02/15/18 4

02/15/18 5 New Enrollment 02/15/18 Out of service

02/15/18 6 New Enrollment 02/15/18 Phone Physical Other

02/15/18 7 New Enrollment 02/16/18 Left message on

02/15/18 8 New Enrollment 02/16/18 Left message on

02/16/18 9 New Enrollment 02/16/18 On site

02/15/18 10 New Enrollment 02/16/18 Left message on

02/15/18 11 New Enrollment 02/20/18 Phone

02/15/18 12 New Enrollment 02/20/18 Left message on

02/15/18 13 New Enrollment 02/20/18 In community

02/15/18 14 New Enrollment 02/20/18 Left message on

02/15/18 15 New Enrollment 02/20/18 Phone

02/15/18 16 New Enrollment 02/20/18 Phone

02/15/18 17 New Enrollment 02/20/18 Out of service

02/15/18 18 New Enrollment 02/20/18 Phone



Date Referral
made to CCC Case # Priority

level
Type of CCC
contact

Encounter
date

Mode of
communication Needs Domain Referral made

to
Closed
loop date

Transporta
tion as an
access
barrier

Supports
engageme
nt
established
if
appropriate

02/15/18 19 New Enrollment 02/20/18 Left message on

02/15/18 20 New Enrollment 02/20/18 Left message on

02/15/18 21 New Enrollment 02/20/18 Phone

02/15/18 22 New Enrollment 02/27/18 Phone Physical

02/15/18 23 New Enrollment 02/27/18 Phone Housing

02/15/18 24 New Enrollment 02/27/18 Phone Housing

03/27/18 25 New Enrollment 02/27/18 On site Housing

03/15/18 26 New Enrollment 03/15/18 On site Functional supports Health First

03/23/18 27 New Enrollment 03/27/18 Left message on

03/27/18 28 New Enrollment 03/28/18 Left message on

04/06/18 29 New Enrollment 04/11/18 Phone Physical Health First

04/20/18 30 New Enrollment 04/20/18 On site Housing NH Housing 06/29/18

05/08/18 31 New Enrollment 05/08/18 Phone

05/15/18 32 New Enrollment 05/15/18 On site Dental Dental Resource 05/25/18

05/17/18 33 New Enrollment 05/17/18 On site Med Management Health First 06/23/18

05/24/18 34 New Enrollment 05/24/18 On site Housing Laconia Housing 05/31/18

05/31/18 35 New Enrollment 05/31/18 Left message on Various

06/05/18 36 New Enrollment 06/05/18 Left message on

06/05/18 37 New Enrollment 06/06/18 Out of service TBD

06/08/18 38 New Enrollment 06/08/18 On site Vocational

06/12/18 39 New Enrollment 06/12/18 Out of service Physical

06/19/18 40 New Enrollment No Show

06/14/18 41 New Enrollment 06/14/18 On site Housing

06/20/18 42 New Enrollment 06/21/18 Left message on Dental

06/21/18 43 New Enrollment 06/21/18 On site Behavioral Health Health First 06/21/18



Date Referral
made to CCC Case # Priority

level
Type of CCC
contact

Encounter
date

Mode of
communication Needs Domain Referral made

to
Closed
loop date

Transporta
tion as an
access
barrier

Supports
engageme
nt
established
if
appropriate

06/21/18 44 New Enrollment 06/21/18 In community Various

06/28/18 45 New Enrollment 06/28/18 Phone Physical Health First 06/28/18

07/05/18 46 New Enrollment 07/05/18 On site Housing

07/13/18 47 New Enrollment 07/13/18 On site Substance Use Disorder Manchester Fire 07/13/18

48

49

50
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All DSRIP 101- Introduction to the 1115 waiver 36 12 5 39 66 22 48 9 12 16 2 31 3 6 7
All Privacy and liability: CFR 42 part 2, HIPPA 36 12 5 27 66 22 48 9 12 16 2 31 3 6 7
All Outcome Metrics & data collection 11 7 5 27 26 7 23 7 5 4 2 31 5 6 7
All CMT shared care plans, event notification 36 12 5 27 66 22 48 9 9 3
All Data aggregator trainings 3 2
B1, E5 Treatment planning 11 7 5 29 26 7 23 7 20
B1, E5 The Basics of Medicaid 27 2 20

A1, B1, E5
New opioid prescribing regulations, chronic 
pain and  opioids 36 12 22 20

A1, B1, E5 Patient Centered care 36 12 5 24 66 22 48 7 20 2
A1, B1, C2, 
D3, E5

Referral Process and Understanding Provider 
roles 30 12 27 66 22 35 9 20 1 4

A1, B1, E5
Interpersonal communication/sensitivity and 
stigma training/reflective listening 30 12 1 24 26 22 35 9 52 14 2 20

B1, D3, E5
Natural supports training, Strengths based 
approach 5 21 9 20

B1, C2, D3, E5 Suicide prevention 30 12 15 24 66 22 48 9 28 16 3 21
B1, E5 Best practices in care transitions 25 9 20

B1, C2, D3, E5 Co-occurring disorders 36 12 10 24 66 22 48 20 16 2 20

B1, C2, D3, E5 Ethical competency 36 12 5 26 66 22 48 9 54 2

B1, C2, D3, E5 MH First Aid (non-clinicians) 23 9 6 16 2 20 2

B1, C2, D3, E5 Cultural Competency 31 5 5 26 40 22 43 9 52 15 2 31 2

B1, C2, D3, E5 Basic Training on Addiction & Recovery 25 5 25 2 8 14 2
B1, D3, E5 Narcan Awareness 25 5 11 22 40 15 35 7 28 14 3 21 2 1 2

B1, C2, D3, E5 Trauma informed treatment 30 12 1 19 22 50

B1, C2, D3, E5 Home visit safety 1 36 2 24
B1, C2, D3, E5 Motivational interviewing 25 5 1 6 40 15 25 7 50
B1, E5 Targeted Care Planning (R49) 24 20

E5

CC team model- Intake procedures, 
workflows, available resources, roles and 
responsibilities, crisis management 29 2 26

E5

CC team model- case conferencing, 
assignment of cases, how to relay system 
issues 29 2 26

E5
Understanding law enforcement and EMS 
protocols 26 2 20



Pemi Baker E5 and D3 Training Matrix
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All DSRIP 101- Introduction to the 1115 waiver 10

All Privacy and liability: CFR 42 part 2 10

All Outcome Metrics & data collection 3

All CMT shared care plans, event notification 5

All Data aggregator trainings 3

B1, E5 Treatment planning 20

B1, E5 The Basics of Medicaid 20

A1, B1, E5
New opioid prescribing regulations, chronic pain and  
opioids 20

A1, B1, E5 Patient Centered care 20

A1, B1, E5 Referral Process and Provider roles 20

A1, B1, E5
Interpersonal communication/sensitivity and stigma 
training/reflective listening 50

B1, C2, D3, 
E5 Natural supports training, Strengths based approach 20
B1, C2, D3, 
E5 Suicide prevention 26
B1, C2, D3, 
E5 Best practices in care transitions 20
B1, C2, D3, 
E5 Co-occurring disorders (clinical) 20
B1, C2, D3, 
E5 Ethical competency 50
B1, C2, D3, 
E5 MH First Aid (non-clinicians) 6
B1, C2, D3, 
E5 Cultural Competency 50
B1, C2, D3, 
E5 Basic Training on Addiction & Recovery (non-clinical) 6
B1, C2, D3, 
E5 Narcan Awareness 26

B1, D3, E5 Trauma informed treatment (clinical) 50

B1, D3,E5 Home visit safety 20

D3, E5 Motivational interviewing 50

E5 Targeted Care Planning (R49) 20

E5
CC team model- Intake procedures, workflows, 
available resources, roles and responsibilities, crisis 26

E5
CC team model- case conferencing, assignment of 
cases, how to relay system issues 26

E5 Understanding law enforcement and EMS protocols 20

B1, C2, D3, E5 Challenges of coding 3

B1, C2, D3, E5  Childhood trauma 20



PPH/ServiceLink E5 Enhanced Care Coordination for High Needs Populations

Project Topic/subject Prim
ary 

Care M
D, N

P, P
A

Pediatri
c c

are pro
vid

ers

BH practi
cio

ner- 
Psyc

hiatri
st,

 ARNP

BH cl
inici

ans L
ICSW

, L
FM

T, L
CMHC, 

cli
nica

l p
syc

hologis
t, m

aste
rs 

leve
l 

cli
nici

ans, M
LA

DC, L
ADC

Care Coordinator/C
ase

 m
anage

r (
RN and 

non-RN), H
ealth

co
ach

, B
SW

ED st
aff R

N, M
edic,

 Tech

ED pro
vid

ers-
 M

D, N
P, P

A

Prim
ary 

ca
re RN, M

A, L
NA

BH Peer S
upport,

 Peer R
eco

ve
ry 

Su
pport 

worker (
SU

D)

Home ca
re st

aff-
 RN, L

NA, P
CA

Community
 Health

 w
orke

r

Benefit
/H

ealth
 navig

ator, F
inancia

l 

assi
sta

nt c
oordinator

Admiss
ions p

re-sc
reener

Pro
gra

m su
pport 

sta
ff-

 re
ce

ptio
nist

, v
an 

driv
er, e

tc.

HIT/D
ata Colle

cti
ons in

divi
dual @

 each
 

age
ncy

Billi
ng h

osp
ita

l b
ase

d

Billi
ng n

on-hosp
ita

l

All DSRIP 101- Introduction to the 1115 waiver 14
All Privacy and liability: CFR 42 part 2 2
All Outcome Metrics & data collection 2
All CMT shared care plans, event notification 2
All Data aggregator trainings
B1, E5 Treatment planning 4
B1, E5 The Basics of Medicaid 2

A1, B1, E5
New opioid prescribing regulations, chronic 
pain and  opioids

A1, B1, E5 Patient Centered care 2
A1, B1, E5 Referral Process and Provider roles 2

A1, B1, E5
Interpersonal communication/sensitivity and 
stigma training/reflective listening 2

B1, C2, D3, E5
Natural supports training, Strengths based 
approach 2

B1, C2, D3, E5 Suicide prevention 2

B1, C2, D3, E5 Best practices in care transitions P 2

B1, C2, D3, E5 Co-occurring disorders (clinical) 2

B1, C2, D3, E5 Ethical competency 2

B1, C2, D3, E5 MH First Aid (non-clinicians) 2

B1, C2, D3, E5 Cultural Competency 2

B1, C2, D3, E5
Basic Training on Addiction & Recovery (non-
clinical) 2

B1, C2, D3, E5 Narcan Awareness 2
B1, D3, E5 Trauma informed treatment (clinical) 2
B1, D3,E5 Home visit safety 14
D3, E5 Motivational interviewing
E5 Targeted Care Planning (R49) 2

E5

CC team model- Intake procedures, 
workflows, available resources, roles and 
responsibilities, crisis management 2

E5

CC team model- case conferencing, 
assignment of cases, how to relay system 
issues 2

E5
Understanding law enforcement and EMS 
protocols 2



Genesis E5 Enhanced Care Coordination for High Needs Populations
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All DSRIP 101- Introduction to the 1115 waiver 2
All Privacy and liability: CFR 42 part 2 2
All Outcome Metrics & data collection 2
All CMT shared care plans, event notification 2
All Data aggregator trainings
B1, E5 Treatment planning 2
B1, E5 The Basics of Medicaid 2

A1, B1, E5
New opioid prescribing regulations, chronic 
pain and  opioids

A1, B1, E5 Patient Centered care 2
A1, B1, E5 Referral Process and Provider roles 2

A1, B1, E5
Interpersonal communication/sensitivity and 
stigma training/reflective listening 2

B1, C2, D3, E5
Natural supports training, Strengths based 
approach 2

B1, C2, D3, E5 Suicide prevention 2

B1, C2, D3, E5 Best practices in care transitions 2

B1, C2, D3, E5 Co-occurring disorders (clinical)

B1, C2, D3, E5 Ethical competency 2

B1, C2, D3, E5 MH First Aid (non-clinicians)

B1, C2, D3, E5 Cultural Competency 2

B1, C2, D3, E5
Basic Training on Addiction & Recovery (non-
clinical) 2

B1, C2, D3, E5 Narcan Awareness
B1, D3, E5 Trauma informed treatment (clinical)
B1, D3,E5 Home visit safety 2
D3, E5 Motivational interviewing 2
E5 Targeted Care Planning (R49) 2

E5

CC team model- Intake procedures, 
workflows, available resources, roles and 
responsibilities, crisis management 2

E5

CC team model- case conferencing, 
assignment of cases, how to relay system 
issues 2

E5
Understanding law enforcement and EMS 
protocols 2



GSIL E5 Enhanced Care Coordination for High Needs Populations
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All DSRIP 101- Introduction to the 1115 waiver 2
All Privacy and liability: CFR 42 part 2 2
All Outcome Metrics & data collection 2
All CMT shared care plans, event notification 4
All Data aggregator trainings
B1, E5 Treatment planning 0
B1, E5 The Basics of Medicaid

A1, B1, E5
New opioid prescribing regulations, chronic 
pain and  opioids

A1, B1, E5 Patient Centered care 4
A1, B1, E5 Referral Process and Provider roles 2

A1, B1, E5
Interpersonal communication/sensitivity and 
stigma training/reflective listening 2

B1, C2, D3, E5
Natural supports training, Strengths based 
approach

B1, C2, D3, E5 Suicide prevention 2

B1, C2, D3, E5 Best practices in care transitions

B1, C2, D3, E5 Co-occurring disorders (clinical) 0

B1, C2, D3, E5 Ethical competency 4

B1, C2, D3, E5 MH First Aid (non-clinicians)

B1, C2, D3, E5 Cultural Competency 2

B1, C2, D3, E5
Basic Training on Addiction & Recovery (non-
clinical) 2

B1, C2, D3, E5 Narcan Awareness 2
B1, D3, E5 Trauma informed treatment (clinical)
B1, D3,E5 Home visit safety 4
D3, E5 Motivational interviewing
E5 Targeted Care Planning (R49)

E5

CC team model- Intake procedures, 
workflows, available resources, roles and 
responsibilities, crisis management

E5

CC team model- case conferencing, 
assignment of cases, how to relay system 
issues

E5
Understanding law enforcement and EMS 
protocols



HealthFirst E5 Enhanced Care Coordination for High Needs Populations

Project Topic/subject Prim
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All DSRIP 101- Introduction to the 1115 waiver 6 4 5 13 2 11 (front desk) 5
All Privacy and liability: CFR 42 part 2 6 4 5 13 2 11 (front desk) 5
All Outcome Metrics & data collection 6 4 5 13 2 11 (front desk) 5
All CMT shared care plans, event notification 6 4 5 13
All Data aggregator trainings
B1, E5 Treatment planning 6 4 5 13
B1, E5 The Basics of Medicaid 5

A1, B1, E5
New opioid prescribing regulations, chronic 
pain and  opioids 6

A1, B1, E5 Patient Centered care 6 4 5 13
A1, B1, E5 Referral Process and Provider roles 5 3 (LK,MM,SL)

A1, B1, E5
Interpersonal communication/sensitivity and 
stigma training/reflective listening 5 2

B1, C2, D3, E5
Natural supports training, Strengths based 
approach 4

B1, C2, D3, E5 Suicide prevention 6 4 5 13 2

B1, C2, D3, E5 Best practices in care transitions 5

B1, C2, D3, E5 Co-occurring disorders (clinical) 6 4 5 13 2

B1, C2, D3, E5 Ethical competency 6 4 5 13

B1, C2, D3, E5 MH First Aid (non-clinicians) 5 2

B1, C2, D3, E5 Cultural Competency 6 4 5 13 2 11 (front desk)

B1, C2, D3, E5
Basic Training on Addiction & Recovery (non-
clinical) 5

B1, C2, D3, E5 Narcan Awareness
B1, D3, E5 Trauma informed treatment (clinical)
B1, D3,E5 Home visit safety 5
D3, E5 Motivational interviewing
E5 Targeted Care Planning (R49) 5

E5

CC team model- Intake procedures, 
workflows, available resources, roles and 
responsibilities, crisis management 5

E5

CC team model- case conferencing, 
assignment of cases, how to relay system 
issues 5

E5
Understanding law enforcement and EMS 
protocols 5



LRCS E5 Enhanced Care Coordination for High Needs Populations
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All DSRIP 101- Introduction to the 1115 waiver 0 0 0 1 14 0 0 5 0 0 0 1 2 20 2 1 2
All Privacy and liability: CFR 42 part 2 0 0 0 1 14 0 0 5 0 0 0 1 2 20 2 1 2
All Outcome Metrics & data collection 0 0 0 1 14 0 0 5 0 0 0 1 2 20 2 1 2
All CMT shared care plans, event notification 0 0 0 1 14 0 0 5 0 0 2
All Data aggregator trainings 2
B1, E5 Treatment planning 0 0 0 1 14 0 0 5 0 0 0
B1, E5 The Basics of Medicaid 14

A1, B1, E5
New opioid prescribing regulations, chronic 
pain and  opioids 0 0 0 0

A1, B1, E5 Patient Centered care 0 0 0 1 14 0 0 5 0 0 0 2
A1, B1, E5 Referral Process and Provider roles 0 0 0 1 14 0 0 5 0 0 0

A1, B1, E5
Interpersonal communication/sensitivity and 
stigma training/reflective listening 0 0 0 1 14 0 0 5 0 0 0 1 2 20

B1, C2, D3, E5
Natural supports training, Strengths based 
approach 1 14 0

B1, C2, D3, E5 Suicide prevention 0 0 0 1 14 0 0 5 0 0 0 1 2 20

B1, C2, D3, E5 Best practices in care transitions 14

B1, C2, D3, E5 Co-occurring disorders (clinical) 0 0 0 1 14 0 0 5 0 0 0 1 2 20

B1, C2, D3, E5 Ethical competency 0 0 0 1 14 0 0 5 0 0 0 2

B1, C2, D3, E5 MH First Aid (non-clinicians) 14 0 0 1 2 20 2

B1, C2, D3, E5 Cultural Competency 0 0 0 1 14 0 0 5 0 0 0 1 2 20 2

B1, C2, D3, E5
Basic Training on Addiction & Recovery (non-
clinical) 14 0 0 0 1 2

B1, C2, D3, E5 Narcan Awareness 0 0 0 1 14 0 0 5 0 0 0 1 2 20 2 1 2
B1, D3, E5 Trauma informed treatment (clinical) 0 0 0 1 14 0
B1, D3,E5 Home visit safety 1 14 0 0 0
D3, E5 Motivational interviewing 1
E5 Targeted Care Planning (R49) 14

E5

CC team model- Intake procedures, 
workflows, available resources, roles and 
responsibilities, crisis management 14

E5

CC team model- case conferencing, 
assignment of cases, how to relay system 
issues 14

E5
Understanding law enforcement and EMS 
protocols 14



Mid-State E5 Enhanced Care Coordination for High Needs Populations
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All DSRIP 101- Introduction to the 1115 waiver 15 2 5 2 3 15 0 3 2 0 0 2 0 12 1 0 4
All Privacy and liability: CFR 42 part 2 15 2 5 2 3 15 0 3 2 0 0 2 0 12 1 0 4
All Outcome Metrics & data collection 15 2 5 2 3 15 0 3 2 0 0 2 0 0 1 0 4
All CMT shared care plans, event notification 15 2 5 2 3 15 0 3 2 0 1
All Data aggregator trainings 1
B1, E5 Treatment planning 15 2 5 2 3 15 0 3 2 0 0
B1, E5 The Basics of Medicaid 3

A1, B1, E5
New opioid prescribing regulations, chronic 
pain and  opioids 15 2 5 2 0

A1, B1, E5 Patient Centered care 15 2 5 2 3 15 0 3 2 0 0 0
A1, B1, E5 Referral Process and Provider roles 15 2 5 2 3 15 0 3 2 0 0

A1, B1, E5
Interpersonal communication/sensitivity and 
stigma training/reflective listening 15 2 5 2 3 15 0 3 2 0 0 0 0 12

B1, C2, D3, E5
Natural supports training, Strengths based 
approach 2 3 2

B1, C2, D3, E5 Suicide prevention 15 2 5 2 3 15 0 3 2 0 0 0 0 0

B1, C2, D3, E5 Best practices in care transitions 3

B1, C2, D3, E5 Co-occurring disorders (clinical) 15 2 5 2 3 15 0 3 2 0 0 0 0 0

B1, C2, D3, E5 Ethical competency 15 2 5 2 3 15 0 3 2 0 0 0

B1, C2, D3, E5 MH First Aid (non-clinicians) 3 2 0 0 0 2 4

B1, C2, D3, E5 Cultural Competency 15 2 5 2 3 15 0 3 2 0 0 0 0 2 4

B1, C2, D3, E5
Basic Training on Addiction & Recovery (non-
clinical) 3 2 0 0 0 0

B1, C2, D3, E5 Narcan Awareness 15 2 5 2 3 15 0 3 2 0 0 0 0 12 1 0 4
B1, D3, E5 Trauma informed treatment (clinical) 15 2 5 2 3 0
B1, D3,E5 Home visit safety 0 3 2 0 0
D3, E5 Motivational interviewing 0
E5 Targeted Care Planning (R49) 3

E5

CC team model- Intake procedures, 
workflows, available resources, roles and 
responsibilities, crisis management 3

E5

CC team model- case conferencing, 
assignment of cases, how to relay system 
issues 3

E5
Understanding law enforcement and EMS 
protocols 3



NAMI NH E5 Enhanced Care Coordination for High Needs Populations
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All DSRIP 101- Introduction to the 1115 waiver 2
All Privacy and liability: CFR 42 part 2 2
All Outcome Metrics & data collection
All CMT shared care plans, event notification 2
All Data aggregator trainings
B1, E5 Treatment planning
B1, E5 The Basics of Medicaid 2

A1, B1, E5
New opioid prescribing regulations, chronic 
pain and  opioids

A1, B1, E5 Patient Centered care
A1, B1, E5 Referral Process and Provider roles 2

A1, B1, E5
Interpersonal communication/sensitivity and 
stigma training/reflective listening 2*

B1, C2, D3, E5
Natural supports training, Strengths based 
approach 2*

B1, C2, D3, E5 Suicide prevention 2*

B1, C2, D3, E5 Best practices in care transitions 2

B1, C2, D3, E5 Co-occurring disorders (clinical)

B1, C2, D3, E5 Ethical competency 2*

B1, C2, D3, E5 MH First Aid (non-clinicians) 2*

B1, C2, D3, E5 Cultural Competency 2

B1, C2, D3, E5
Basic Training on Addiction & Recovery (non-
clinical) 2

B1, C2, D3, E5 Narcan Awareness
B1, D3, E5 Trauma informed treatment (clinical)
B1, D3,E5 Home visit safety 2
D3, E5 Motivational interviewing
E5 Targeted Care Planning (R49)

E5

CC team model- Intake procedures, 
workflows, available resources, roles and 
responsibilities, crisis management 2

E5

CC team model- case conferencing, 
assignment of cases, how to relay system 
issues 2

E5
Understanding law enforcement and EMS 
protocols 2
* Trainings NAMI NH offers, however, we might have newer staff who should also attend.
Note:  the number is an estimate.  We may not send 2 folks to each of these trainings.  It will depend upon the staff working with Region 5 and their existing level of expertise.



Navigating E5 Enhanced Care Coordination for High Needs Populations
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All DSRIP 101- Introduction to the 1115 waiver same as D3
All Privacy and liability: CFR 42 part 2 same as D3
All Outcome Metrics & data collection 7
All CMT shared care plans, event notification 7
All Data aggregator trainings
B1, E5 Treatment planning 7
B1, E5 The Basics of Medicaid

A1, B1, E5
New opioid prescribing regulations, chronic 
pain and  opioids

A1, B1, E5 Patient Centered care 7
A1, B1, E5 Referral Process and Provider roles 7

A1, B1, E5
Interpersonal communication/sensitivity and 
stigma training/reflective listening 7

B1, C2, D3, E5
Natural supports training, Strengths based 
approach same as D3

B1, C2, D3, E5 Suicide prevention same as D3

B1, C2, D3, E5 Best practices in care transitions

B1, C2, D3, E5 Co-occurring disorders (clinical)

B1, C2, D3, E5 Ethical competency same as D3

B1, C2, D3, E5 MH First Aid (non-clinicians) same as D3

B1, C2, D3, E5 Cultural Competency same as D3

B1, C2, D3, E5
Basic Training on Addiction & Recovery (non-
clinical)

B1, C2, D3, E5 Narcan Awareness same as D3
B1, D3, E5 Trauma informed treatment (clinical)
B1, D3,E5 Home visit safety
D3, E5 Motivational interviewing same as D3
E5 Targeted Care Planning (R49)

E5

CC team model- Intake procedures, 
workflows, available resources, roles and 
responsibilities, crisis management

E5

CC team model- case conferencing, 
assignment of cases, how to relay system 
issues

E5
Understanding law enforcement and EMS 
protocols



Riverbend D3 Expansion in Intensive SUD Treatment Options Trainings by provider type
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All DSRIP 101- Introduction to the 1115 waiver 2

All Privacy and liability: CFR 42 part 2 2

All Outcome Metrics & data collection 2 2

All CMT shared care plans, event notification 2

All Data aggregator trainings
B1, C2, D3, E5  Childhood trauma 2

B1, C2, D3, E5 Co-occuring disorders (clinical) 5

B1, C2, D3, E5

Recognition of other providers 
roles/Communication & Confidentiality 2 1 1

B1, C2, D3, E5

Natural Supports training, Strengths based 
approach 2

B1, C2, D3, E5 Motivational Interviewing 4
B1, C2, D3, E5 Suicide prevention (clinical) 10
B1, C2, D3, E5 Suicide prevention (non-clinical) 1 1
B1, C2, D3, E5 Narcan Administration 10 5 1 1
B1, C2, D3, E5 Ethical competency 2
B1, C2, D3, E5 MH First Aid
B1, C2, D3, E5 Cultural Competency 2
B1, C2, D3, E5 Challenges of coding

B1, C2, D3, E5

Basic training on Addiction & Recovery (non-
clinical) 2

B1, C2, D3,E5 Home visit safety
B1, D3, E5 Trauma informed treatment (clinical) 2
B1, D3, E5 Addiction Severity Index 5

B1, E5, D3 Best practices in care transitions 2
C2, D3, E5 HIV, Hep C, STDs 



Speare Mem. Hospital E5 Enhanced Care Coordination for High Needs Populations
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All DSRIP 101- Introduction to the 1115 waiver 5 7 N/A N/A 2 26 7 5 N/A N/A N/A 1 N/A N/A 1 5 N/A
All Privacy and liability: CFR 42 part 2 5 7 2 26 7 5 1 1 5
All Outcome Metrics & data collection 5 7 2 26 7 5 1 1 5
All CMT shared care plans, event notification 5 7 2 26 7 5 1
All Data aggregator trainings
B1, E5 Treatment planning 5 7 1 26 7 5
B1, E5 The Basics of Medicaid 1

A1, B1, E5
New opioid prescribing regulations, chronic 
pain and  opioids 5 7 7

A1, B1, E5 Patient Centered care 5 7 1 26 7 5
A1, B1, E5 Referral Process and Provider roles 5 7 2 26 7 5

A1, B1, E5
Interpersonal communication/sensitivity and 
stigma training/reflective listening 5 7 1 26 7 5 1

B1, C2, D3, E5
Natural supports training, Strengths based 
approach 1

B1, C2, D3, E5 Suicide prevention 5 7 1 26 7 5 1

B1, C2, D3, E5 Best practices in care transitions

B1, C2, D3, E5 Co-occurring disorders (clinical) 5 7 1 26 7 5 1

B1, C2, D3, E5 Ethical competency 5 7 1 26 7 5

B1, C2, D3, E5 MH First Aid (non-clinicians) 1

B1, C2, D3, E5 Cultural Competency * 1 *Already re    

B1, C2, D3, E5
Basic Training on Addiction & Recovery (non-
clinical) 1

B1, C2, D3, E5 Narcan Awareness 1 5 1
B1, D3, E5 Trauma informed treatment (clinical) 5 7 1 7
B1, D3,E5 Home visit safety 1
D3, E5 Motivational interviewing
E5 Targeted Care Planning (R49) 1

E5

CC team model- Intake procedures, 
workflows, available resources, roles and 
responsibilities, crisis management 1

E5

CC team model- case conferencing, 
assignment of cases, how to relay system 
issues 1

E5
Understanding law enforcement and EMS 
protocols 1



Horizons E5 Enhanced Care Coordination for High Needs Populations
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All DSRIP 101- Introduction to the 1115 waiver 11 1--1 3 1
All Privacy and liability: CFR 42 part 2 16 1--1 3 1
All Outcome Metrics & data collection 16 1--1 3 1
All CMT shared care plans, event notification 16 1--1 3 1
All Data aggregator trainings
B1, E5 Treatment planning 16 2 3
B1, E5 The Basics of Medicaid 1

A1, B1, E5
New opioid prescribing regulations, chronic 
pain and  opioids

A1, B1, E5 Patient Centered care 7 2 3
A1, B1, E5 Referral Process and Provider roles 16 1--1 3

A1, B1, E5
Interpersonal communication/sensitivity and 
stigma training/reflective listening 7 1--1 3

B1, C2, D3, E5
Natural supports training, Strengths based 
approach 7 3

B1, C2, D3, E5 Suicide prevention 16 1--1 3

B1, C2, D3, E5 Best practices in care transitions 1--1

B1, C2, D3, E5 Co-occurring disorders (clinical) 16 1--1 3

B1, C2, D3, E5 Ethical competency 16 1--1 3

B1, C2, D3, E5 MH First Aid (non-clinicians) 1 3

B1, C2, D3, E5 Cultural Competency 16

B1, C2, D3, E5
Basic Training on Addiction & Recovery (non-
clinical) 1--1 3

B1, C2, D3, E5 Narcan Awareness 16 1--4 3 1
B1, D3, E5 Trauma informed treatment (clinical) 16 1--4
B1, D3,E5 Home visit safety
D3, E5 Motivational interviewing 16
E5 Targeted Care Planning (R49)

E5

CC team model- Intake procedures, 
workflows, available resources, roles and 
responsibilities, crisis management 5

E5

CC team model- case conferencing, 
assignment of cases, how to relay system 
issues 5

E5
Understanding law enforcement and EMS 
protocols 2



LRGH E5 Enhanced Care Coordination for High Needs Populations
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All DSRIP 101- Introduction to the 1115 waiver 25 5 4 16 40 15 25 12 8 8
All Privacy and liability: CFR 42 part 2 25 5 4 16 40 15 25 12 8 8
All Outcome Metrics & data collection 4 16
All CMT shared care plans, event notification 25 5 4 16 40 15 25
All Data aggregator trainings
B1, E5 Treatment planning 4 16
B1, E5 The Basics of Medicaid 4 16

A1, B1, E5
New opioid prescribing regulations, chronic 
pain and  opioids 25 5 15

A1, B1, E5 Patient Centered care 25 5 4 16 40 15 25
A1, B1, E5 Referral Process and Provider roles 25 5 4 40 15 25

A1, B1, E5
Interpersonal communication/sensitivity and 
stigma training/reflective listening 25 5 4 16 15 25 12

B1, C2, D3, E5
Natural supports training, Strengths based 
approach 4 16

B1, C2, D3, E5 Suicide prevention 25 5 4 16 40 15 25 12

B1, C2, D3, E5 Best practices in care transitions 16

B1, C2, D3, E5 Co-occurring disorders (clinical) 25 5 4 16 40 15 25 12

B1, C2, D3, E5 Ethical competency 25 5 4 16 40 15 25

B1, C2, D3, E5 MH First Aid (non-clinicians) 16 12

B1, C2, D3, E5 Cultural Competency 25 5 4 16 40 15 25 12 8

B1, C2, D3, E5
Basic Training on Addiction & Recovery (non-
clinical) 25 5 16 12

B1, C2, D3, E5 Narcan Awareness 25 5 4 16 40 15 25 12
B1, D3, E5 Trauma informed treatment (clinical) 25 5 4 16
B1, D3,E5 Home visit safety 4 16 15
D3, E5 Motivational interviewing 25 5 4 16 40 15 25
E5 Targeted Care Planning (R49) 16

E5

CC team model- Intake procedures, 
workflows, available resources, roles and 
responsibilities, crisis management 16

E5

CC team model- case conferencing, 
assignment of cases, how to relay system 
issues 16

E5
Understanding law enforcement and EMS 
protocols 16
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