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New Hampshire’s Medicaid expansion is an important program with impacts on the state’s
public health and economy. Medicaid expansion provides health coverage to
approximately 52,000 low-income people in New Hampshire, and more than 90 percent
of program expenses have been funded by the federal government since the program
began in 2014. Since that time, hundreds of millions of federal dollars have helped provide
medical care for Granite Staters and contributed to the state economy, both through
payments to medical providers and helping ensure a healthy, productive workforce, and
assisting the state’s efforts to combat the ongoing opioid crisis. Federal dollars coming to
New Hampshire through expanded Medicaid included $608.7 million for enrollee coverage
in the first two State fiscal years of program operation.! Going forward under current
federal law, for every one dollar New Hampshire pays for expanded Medicaid coverage,
the federal government will contribute at least nine dollars. Without legislative action, the
current program will expire at the end of December 2018.

This Issue Brief explains the framework of the existing Medicaid expansion program,
considerations surrounding the program, and the State Senate’s proposed changes.

An Overview of Medicaid

The Medicaid program is a partnership between the federal and state governments to
eliminate or defray the costs of health coverage for specific populations with incomes
below certain levels. Medicaid covers children, parents, pregnant women, people with
disabilities, seniors and nursing home residents, and other individuals with low incomes.
Certain portions of the Medicaid population are eligible for services through waivers
granted to New Hampshire by the federal government, including services for those with
developmental disabilities and certain seniors. Medicaid in New Hampshire serves over
180,000 people overall, about half of whom are children.?2

Medicaid is a major program in every state, with the federal government providing at
least 50 percent of the funding for health coverage. Certain states and specific
components of Medicaid have more favorable funding match rates for the non-federal
share of costs, meaning the state has to contribute a smaller fraction of each dollar used
to pay for health coverage costs through Medicaid.3
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which became federal law in
March 2010, the Medicaid
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Supreme Court ruled participation in Medicaid expansion must be optional for states and
must not be tied to participation in the remainder of the Medicaid program.*

Expanded Medicaid in New Hampshire

In March 2014, the New Hampshire State Legislature passed and the Governor signed
into law a bill establishing the New Hampshire Health Protection Program (NHHPP), which
is New Hampshire’s version of expanded Medicaid. Initially, the program enrolled the
newly-eligible population, which included previously-ineligible parents and childless adults
under 138 percent of the federal poverty guideline, through the Medicaid managed care
organizations (MCO), private firms that contract with the state to provide Medicaid health
coverage management services. Most states that have expanded Medicaid enroll the
newly eligible populations under a MCO model. However, New Hampshire sought a waiver
from the federal government to permit these newly-eligible adults to use Medicaid funding
to pay for premiums on the individual health insurance marketplace. The federal
government granted this waiver in March 2015.>

The NHHPP was initially designed to require reauthorization to continue beyond
December 31, 2016, with the authorizing statutes to be repealed if the Legislature did
not intervene. The initial program services were funded entirely by the federal
government, although certain administrative costs were paid in part by the state. When
the program was modified and extended by the Legislature and Governor in April 2016,
a funding mechanism was added to address the reduction in the federal share of service
costs, and the program was extended through December 31, 2018. New Hampshire’s
Medicaid expansion program requires reauthorization by the Legislature if it is to continue
beyond this date.®

The Medicaid program helps people access health care in the state, with 184,551 enrolled
in the Medicaid program overall at the end of February 2018. That constitutes slightly
under 14 percent of the New Hampshire’s entire population. Of those, the NHHPP
specifically supported health coverage for at least 52,642 Granite State adults at the end



of February 2018.7 As of November 28, 2017, the New Hampshire Department of Health
and Human Services (DHHS) reported that 130,900 individuals had been enrolled at some
point since the start of the program.8 Qualifying enrollees must not otherwise be covered
by a mandatory non-expansion Medicaid eligibility category, must not be enrolled in
Medicare or be entitled to do so, and cannot be pregnant at the time of eligibility
determination. Enrollees are aged 19 to 64 with incomes up to 138 percent of the federal
poverty guideline, which was the equivalent of $16,643 for an individual, $22,411 for a
household of two, and $28,180 for a household of three for 2017.°

New Hampshire Medicaid Expansion’s Current Structure
NHHPP assistance is divided into three program areas based on enrollee eligibility.

The Premium Assistance Program (PAP) uses federal Medicaid reimbursement funds to
pay for private sector health care premiums for low-income adults buying health
insurance on the individual marketplace. PAP is the formal name for the portion of the
program that required a waiver from the federal government to move the majority of
NHHPP participants out of the MCOs. Certain benefits, such as non-emergency medical
transportation, are provided directly through fee-for-service Medicaid in cases where they
are not provided by private health insurance. The DHHS reported that, as of February 28,
2018, the NHHPP had 45,325 PAP enrollees, constituting most of the people served
through New Hampshire’s expanded Medicaid framework.10

NHHPP enrollees who are medically frail, such as those with physical, mental, or
emotional conditions that limit their ability to perform daily activities or those who live in
a long-term care facility, are covered through MCOs and not through the PAP on the
individual marketplace. According to the DHHS, as of February 28, 2018, the medically
frail portion of the NHHPP served 7,320 individuals, and enrollment in this category has
trended upward over the existence of the NHHPP.1!

The Health Insurance Premium Payment Program assists eligible individuals and families
in paying for employer-provided insurance by providing reimbursements for certain
premium, co-payment, and deductible costs. This program was established as part of the
original expanded Medicaid program’s structure in New Hampshire and retained a small
number of enrollees. The DHHS reported that on August 1, 2017, this program included
81 enrollees.!?

Characteristics of Population Served

DHHS data, as presented on August 28, 2017, show that approximately 76 percent of
NHHPP enrollees had incomes below 100 percent of the federal poverty guideline.
Enrollees with incomes greater than 100 percent of the federal poverty guideline are
required to pay certain copayments for medical services. NHHPP enrollment is



disproportionately young and New Hampshire Health Protection Program
includes a significant amount of Enrollee Relative Income

. . Source: New Hampshire Department of Health and Human Services, August 28, 2017
turnover among part|c|pants. AS Note: Indicated as for current enrollees, based on co-payment requirements
of March 1, 2018, DHHS data
indicate about 48 percent of
current  NHHPP enrollees are

between 19 and 34 years old.!3

DHHS analysis of a two-year
window, from April 1, 2015 to
April 1, 2017, found 70.7 percent
of recipients were not
continuously enrolled throughout
the time period. DHHS data from November 2016 indicate recipients tend to disenroll due
to their incomes rising beyond the qualifying threshold; 52.6 percent reported disenrolling
because of income, and the next largest group (23.0 percent) did not provide a reason
for leaving the program. Historical data analysis from the Congressional Budget Office
also suggests relatively high turnover and discontinuous enrollment rates among
expanded Medicaid enrollees nationally. These fluctuations include people who are on the
program for a period of time and never return as well as those who leave the program

Reasons for Leaving and return at a later

the New Hampshire Health Protection Program date.!*

Draft Disenrollment Data from November 2016
Source: New Hampshire Department of Health and Human Services, presented May 1, 2017

Note: HIPP = Health Insurance Premium Payment Program Participation as a
percentage of the
population tends to
increase with distance
from southeastern New
Hampshire, with a low of
2.72 percent of

overincome  ROCKingham County

52.6% residents enrolled in
NHHPP as of August 18,

2017, and a high of 6.17

percent of Coos County

residents on the same

date. Enrollment by
municipality also shows

similar geographic trends, with the highest number of enrollees as a percentage of the
population in cities and towns from the Lakes Region north and the lowest percentages
in the western Merrimack River valley, southeastern and Seacoast communities, and in
certain places near Lake Sunapee, Lebanon, and Hanover. Considering New Hampshire's
three largest cities, Manchester had 7,717 enrollees on August 1, 2017, while Nashua had

3,951 and Concord had 2,253.1°
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To learn more about the distribution of NHHPP enrollees and expenditures by
municipality, see the Appendix at the end of this Issue Brief.

Provided Services

In September 2017, the DHHS reported about 25,800 unique NHHPP enrollees completed
preventative well care visits, 10,500 were screened for cervical cancer, 6,600 for breast
cancer, and 4,700 for colorectal cancer since the program began. The DHHS also reported
that approximately:

41,600 people received mental health services

23,400 received cardiovascular treatment services

16,000 received services for asthma or chronic obstructive pulmonary disease
11,000 received substance use disorder services

6,100 received treatment for diabetes

1,300 received cancer treatment services!®
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The New Hampshire Hospital Association reported, based on a survey of its membership,
that while patient utilization of inpatient admissions, emergency visits, and outpatient
hospital services increased between the periods of October 2013 to September 2014 and
March 2016 to March 2017, use by uninsured patients dropped by over 40 percent in all
three categories.!’

Funding the Non-Federal Share

During calendar years 2014, 2015, and 2016, the federal government paid for 100 percent
of the NHHPP’s service expenditures. Starting in calendar year 2017, or halfway through
the State fiscal year (SFY) 2017, which began July 1, 2016, the federal government paid
for 95 percent of service expenditures, and the state was responsible for the remaining
5 percent. The percentage paid by the federal government is set to decline to 94 percent
in calendar year 2018, 93 percent in 2019, and 90 percent for 2020 and all subsequent
years; it does not drop below a 90 percent match under current law.18

To pay for the non-federal share as required in calendar years 2017 and 2018, the NHHPP
draws on the New Hampshire Health Protection Trust Fund (NHHPTF). The Fund holds
the federal revenue transferred to New Hampshire to pay for the NHHPP as well as the
revenue to support the non-federal share. The non-federal share comes from a
combination of the Insurance Premium Tax revenues attributable to the NHHPP
population, an assessment paid by health insurance companies based on the number of
individuals covered set at a fixed amount each year previously associated with a high-risk
pool, and voluntary contributions to the NHHPTF. The last two sources are the
“remainder” amount, which is essentially the non-federal share without the Insurance
Premium Tax revenue. The assessment revenue is required to cover not more than 50
percent of the remainder amount. The voluntary contributions primarily come from
hospitals and are delivered directly to the New Hampshire Department of Health and



Human Services (DHHS) and not through the Department of Revenue Administration.
Revenues deposited into the General Fund are not permitted to support the NHHPTF. If
revenues are not sufficient, state law requires the DHHS to end the program.1?

New Hampshire Health Protection Program Funding
Calendar Years 2017 — 2018

Federal Funding New Hampshire Health Protection Enrollee Coverage and
CY 2016: 100% H Trust Fund > Administrative Costs
CY 2017: 95%

CY 2018: 94% /I\

Non-Federal Share

Insurance Premium Remainder Amount
Tax revenue from
New Hampshire | |

Health Protection . o

Program enroliment Up to 50% of remainder Voluntary contributions
amount paid by health (including from providers
insurance companies through such as hospitals)
high-risk pool assessment

Source: NHFPI analysis of Chapter 13, Laws of 2016; RSAs 126-A, 400-A and 404-G.

In July 2017, the federal government identified concerns with the NHHPP reliance on
donations from providers to fund the non-federal share and indicated New Hampshire
may be out of compliance. The federal government indicated an expectation that the
Legislature will make changes to the funding model, to be effective in SFY 2019, that will
bring the state into compliance, and noted the state may face financial consequences if
compliance is not achieved.?°

Program Expiration

Without action by the Legislature, the NHHPP will be repealed and cease to operate on
December 31, 2018. To renew the program without increasing the risk of considerable
disruption in the health insurance marketplace, and to permit time for any federal waivers
required by State law to be reviewed and in place before January 2019, the Legislature
is taking actions during the 2018 Legislative Session. Statute set forth in the SFYs 2018-
2019 State Budget requires a waiver from the federal government permitting certain work
requirements to be in place by April 30, 2018. If the work requirements are not permitted
by the federal government by April 30, the DHHS is required to “immediately, no later
than April 30, 2018, notify all [NHHPP] participants that the [NHHPP] has not been
reauthorized beyond December 31, 2018."%!
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Premium Assistance Program Commission

The first reauthorization of the NHHPP, which became law in April 2016, established the
Commission to Evaluate the Effectiveness and Future of the Premium Assistance Program
(PAP Commission), which was required to evaluate the PAP’s financial metrics, program
offerings, and impact on insurance premiums for individuals and small businesses. The
PAP Commission was also required to make recommendations for future program
modifications, including relative to the cost-effectiveness of the PAP model versus private
market managed care, and evaluate longer-term non-General Fund options for supporting
the NHHPP.2?

The PAP Commission recommended reauthorizing the NHHPP to continue the expanded
Medicaid program in New Hampshire. The PAP Commission also made six
recommendations for changes and related additional data collection, summarized
below:23

¢ PAP participants should receive care through MCOs to reduce premium instability
in the individual health insurance market and provide more opportunities to reduce
premiums in 2019, remove the impact of those who are potentially medically frail
on the individual market and better serve those who are medically frail, provide
consistent benefits for all Medicaid recipients, and create a larger pool of
participants in Medicaid to increase competition among MCOs.
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¢+ Reimbursement rates for medical service providers providing behavioral health
services, including mental health services and substance use disorder services,
should be higher than the existing Medicaid reimbursement rates, and higher rates
in other service areas should also be considered.

¢ A transition period should be established to efficiently shift PAP participants into
MCO care without any enrollees losing coverage due to this transition.

¢+ MCOs should provide effective case management to ease transitions to health care
exchanges when enrollee incomes rise beyond Medicaid expansion eligibility and
continue to provide care and avoid member coverage lapses during these
transitions.

¢ The DHHS, the New Hampshire Insurance Department, the Department of
Revenue Administration, and the Office of Legislative Budget Assistant should work
with PAP Commission members to provide information on possible changes in the
levels of uncompensated care, Insurance Premium Tax revenue, and Medicaid
Enhancement Tax revenue should all PAP enrollees be shifted to MCOs.

¢+ New Hampshire's expanded Medicaid program should be reauthorized for five
years to be consistent with the timespan of federal waivers.

The PAP Commission did not explicitly or comprehensively compare or contrast differing
funding options or make recommendations regarding funding options.

To reach these recommendations, the PAP Commission discussed a variety of topics.?*
Policy options for screening for the medically frail categorization, rather than using the
current policy of self-attestation, were considered to avoid having individuals who may
have higher needs on the individual marketplace. The potential effects on premiums of
different policy options for those who are not enrolled in the PAP or subsidized by the
federal government were also considered in PAP Commission discussions. PAP enrollees
accounted for approximately 44 percent of the individual marketplace in August 2017.2
Strategies to alleviate some of the transition impacts of many individuals entering and
exiting the program, particularly if moving from the PAP to an MCO model, and to reduce
emergency room use relative to other venues to reduce expenses were also discussed.26

Cost-effectiveness was a key consideration for the PAP Commission. A DHHS-contracted
actuary produced a cost
analysis that modeled,
for calendar year 2018,

Comparison of Estimated Cost for
Premium Assistance Program Population

Health Insurance Marketplace vs. Managed Care Model

Calendar Year 2018, Miflions of Dollars the estimated per

Funding e Difference member per month cost

Federal Fundi $355I:) $157.4 $197.6 of having Medicaid
ederal runding . . = . . .

Non-Federal Share $22.7 510.0 $12.7 expansion participants

Source: Milliman analysis conducted for the New Hampshire Department of Health and Human Services,
presented October 25, 2017, published in the Final Report of the Commission to Evaluate the Effectiveness
and Future of the Premium Assistance Program, November 17, 2017. This analysis does not include certain
potential changes related to costs of uncompensated care, Insurance Premium Tax or Medicaid
Enhancement Tax revenues, or the medically frail population not included in the Premium Assistance
Program. For methodology summary, caveats, and limitations, see the Final Report of HB 1696, 126-A:5-¢,
Chapter 13:12, Laws of 2016, pages 51 through 61, and the Senate Bill 313 as Introduced Fiscal Note.

in the purview of the
MCOs rather than on
the individual health
insurance marketplace
under the PAP would be



approximately 56 percent lower. This lower cost would be primarily due to the lower
reimbursement rates for services that would be offered to medical service providers under
a more traditional Medicaid arrangement through the MCOs than would be offered under
the PAP, according to the analysis. The analysis projected, with certain caveats and
limitations, that the non-federal share for the PAP population would be $10.0 million in
the MCO model, rather than $22.7 million in the PAP model, for calendar year 2018. This
analysis also showed a corresponding decline of $197.6 million in projected federal
revenue flowing to New Hampshire from the change. The analysis did not include
potential impacts to uncompensated care costs and disproportionate share payments to
hospitals, the medically frail population currently served by the MCOs, Insurance Premium
Tax revenue, or Medicaid Enhancement Tax revenue.?’

The State Senate’s Proposal

On March 8, 2018, the State Senate passed a revised version of Medicaid expansion called
the New Hampshire Granite Advantage Health Care Program (NHGAHCP). This program
would replace the NHHPP, be authorized for five years, eliminate the current PAP and
move current enrollees under the management of the MCOs, require the MCOs to take
certain steps to provide incentives and continuity of care to program enrollees, implement
work requirements for certain enrollees, and change the state-level funding structure.?®

Shift to Managed Care

Under the proposed NHGAHCP, enrollees would choose coverage from the MCOs and no
longer participate in the PAP.

The MCO contracts with the state would be required to include cost transparency
measures, ensure patients are utilizing the most appropriate level of care, offer cash and
other incentives to enrollees to choose the lowest cost medical providers, set maximum
payable amounts for certain medical procedures, and assist enrollees who are over the
income limitations with applying for coverage in the individual insurance marketplace
while maintaining care and coverage while the application is pending. To avoid loss of
coverage during the transition period from the PAP to a MCO, which is required to be at
least 90 days, no individual would be permitted to lose coverage solely because of the
transition and MCOs would be required to honor pre-existing care plans and treatments
for that transition period.

The State Senate’s proposal highlights specific areas for potential cost savings under the
MCO contracts, including shared incentive pools, differential capitation rates, improving
use of emergency departments, reducing preventable admissions and short-term
readmissions, timely follow-up after a mental illness or substance use disorder visit, and
improvements around prenatal care and neonatal abstinence births. The MCOs would be
required to arrange a wellness visit for enrollees with a primary care provider that would
include assessments of both physical and mental health. The MCOs would also be
required to promote personal responsibility through incentives and case management.



Changes in Reimbursement Rates

The State Senate’s proposal would require the DHHS to establish behavioral health
reimbursement rates for providers “sufficient to ensure access to, and provider capacity
for all behavioral health services” and potentially establishing specific rates for substance
use disorder services. The proposal identifies this step as a method to combat the opioid
and heroin crisis. The proposal does not provide details, definitions, or a quantified
minimum rate increase, nor does it specifically appropriate funding to support these
increased rates.

Work Requirements for Certain Enrollees

Certain NHGAHCP enrollees would be required to engage in at least 100 hours per month
of a qualifying work or other community engagement activity. Qualifying activities under
the State Senate’s proposal include:

¢ Unsubsidized or subsidized employment in the private or public sectors

¢ On-the-job training

¢ Job skills training related to employment, with academic credit hours earned from
an accredited college or university in New Hampshire, or, in the case of an enrollee
who has not received a high school diploma or equivalent, education directly
related to employment

¢ Vocational educational training not to exceed 12 months

¢ Attendance at secondary school or studies leading to an equivalent certificate for
recipients who have not completed secondary school or the equivalent

¢ Job search or job readiness assistance, including engaging in certain services
offered through the New Hampshire Department of Employment Security

¢ Participation in substance use disorder treatment

Community service or public service

+ Caregiver services for a nondependent relative or other person with a disabling
medical or developmental condition

<

Enrollees exempt from the work requirements under the State Senate’s proposal are
those who do not qualify as able-bodied adults under the federal Social Security Act,
pregnant women, parents or caretakers with dependent children under 13 years of age
or any child with developmental disabilities living with the parent or caretaker, and drug
court participants. Certain enrollees with a disability or identified as medically frail, those
with certification from a recognized health professional of their own or a dependent’s
illness or incapacity, and those who are already compliant with the employment initiatives
under the Supplemental Nutrition Assistance Program or Temporary Assistance for Needy
Families would also be exempt.??

For generally nonexempt enrollees, situation-specific good cause exemptions for failing

to meet the work requirement would be set forth by the DHHS in rules and must include
the birth or death of a family member living with the beneficiary, severe inclement
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weather or natural disaster preventing completion of the work requirements, family
emergency or life-changing event such as divorce, or being the victim of domestic
violence, dating violence, sexual assault, or stalking.

Notably, the State Budget for SFYs 2018-2019 includes work requirements for NHHPP
enrollees that are structured differently than those in the State Senate’s proposal. The
work requirements in the State Budget were drafted before the federal government had
approved any Medicaid work requirement waivers for other states.3°

Savings generated as a result of individuals being disenrolled from the NHGAHCP for
failing to meet the work or community engagement requirements would not, under the
State Senate’s proposal, be used in calculations to show budget neutrality for any federal
waivers.

The State Senate’s proposal also includes an asset test for eligibility that would take effect
if allowed following a future change in federal law. The asset test would set a threshold
of $25,000 and exempts the individual’'s home, furniture, and one vehicle from the
threshold calculation.

Granite Workforce Pilot Program

Attached to the provisions directly affecting New Hampshire’s expanded Medicaid program,
the State Senate’s proposal would establish the Granite Workforce pilot program, which was
discussed as a potential component of several pieces of legislation during the 2017 Session.
Funded separately from Medicaid expansion, this pilot program would expend no more than
$3 million of federal Temporary Assistance for Needy Families grant dollars through the end
of SFY 2019 to subsidize employers hiring eligible program participants. The employers
would receive a $2,000 subsidy from the New Hampshire Department of Employment
Security once the hire is verified and another $2,000 after at least three full months of verified
participant employment.

Eligible individuals must be in a household with incomes of 138 percent of the federal poverty
guideline or less and be parents aged 18 through 64 years with children under 18 years old,
or a childless adult aged 18 through 24 years. No cash assistance would be provided to
these adults though this program. Referral for services to reduce barriers to employment,
such as transportation, child care, substance use, mental health, or domestic violence, shall
be made by the New Hampshire Department of Employment Security; Temporary Assistance
for Needy Families funds may be used to pay for these services that eliminate barriers to
work in accordance with federal guidelines. Individuals shall also be referred to additional
education and training opportunities based on a needs assessment and guided to priority
employment areas identified in the proposal, including health care, manufacturing,
construction, information technology, and hospitality. Certain outcome measurements for the
Granite Workforce program would be required in a report by December 2019.
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Funding the Non-Federal Share

The State Senate’s proposal makes several important changes to the mechanisms funding
the non-federal share of the NHGAHCP. It retains the use of Insurance Premium Tax
revenues attributable to new enrollees through Medicaid expansion as a funding source,
but that source is not expected to generate enough revenue to support the non-federal
share on its own. Starting in 2020, the federal share is 90 percent of the program’s cost.
One official estimate indicates Insurance Premium Tax revenue would cover about 2
percent of the NHGAHCP costs in 2020, leaving a remaining 8 percent of the total
NHGAHCP dollar value for the non-federal share.3!

The proposal adds a new funding source, which is money from the Alcohol Abuse
Prevention and Treatment Fund (AAPTF). The AAPTF currently receives 3.4 percent of
gross Liquor Commission profits derived from the sale of liquor, raised from 1.7 percent
in SFY 2017, with the remainder of Liquor Commission profits supporting the General
Fund. The AAPTF share of liquor sales profits would increase to 5 percent under the
proposal, and those funds would be transferred from the AAPTF to the New Hampshire
Granite Advantage Health Care Trust Fund (GAHCTF). The proposal states this transfer
to the GAHCTF would be used for ensuring substance use disorder and other behavioral
health services delivery through the NHGAHCP, but requires that existing programs and

New Hampshire Granite Advantage Health Care Program Funding
Calendar Years 2019 — 2023

Federal Funding New Hampshire Granite Advantage Enrollee Coverage and
CY 2019: 93% — Health Care Trust Fund —> | Administrative Costs
CY 2020 & beyond: 90%

Non-Federal Share

Insurance Revenue transferred Up to lesser of the Voluntary
Premium Tax from the Alcohol Abuse remainder amount, or the contributions
revenue from Prevention and Treatment amount of money transferred (not formally
New Hampshire Fund (AAPTF), set to from the AAPTF and relied upon
Granite receive 5% of Liquor collected through Insurance as a funding
Advantage Commission gross liquor Premium Tax revenue from source)
Health Care sales profits NHGAHCP enroliment,
Program T paid by health insurance
(NHGAHCP) companies through high-risk
enrollment Revenue transferred pool assessment

out of the AAPTF to

be replaced by federal

funds, pending approval,

or other DHHS funds

Source: NHFPI analysis of Senate Bill 313, 2018 Legislative Session.
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services already approved for funding through the AAPTF would be supported through
federal funding or other resources available within the DHHS. Federal fund use would
require federal approval, which is not certain.

To fund the NHGAHCP for the first six months of operation in 2019, the State Senate’s
proposal requires the transfer of $5.1 million from the AAPTF to the GAHCTF by December
2018. For context, the Liquor Commission transferred $3.3 million to the AAPTF from SFY
2017 profits, under the previous requirement that 1.7 percent of Liquor Commission
profits be transferred to the AAPTF; 5 percent of Liquor Commission gross profits from
liquor would have totaled $10.0 million. The State Senate’s proposal requires a $5 million
deposit in the AAPTF by November 30, 2018, to then be moved to support the GAHCTF.32

The NHGAHCP as proposed would continue to use the assessment on health insurance
companies associated with collecting revenue to support a high-risk pool. While the
NHHPP as currently established requires this assessment on health insurance companies
to cover up to 50 percent of the non-federal share uncovered by Insurance Premium Tax
revenues from enrollees, the State Senate’s proposal would require the assessment to
cover the lesser of two amounts:

¢+ the remainder amount, which is the total cost of the program, including
administrative expenses, minus the federal share (90 percent of the service
expenditures starting in 2020 and 93 percent in 2019), the contributions from the
AAPTF, and Insurance Premium Tax revenues attributable to enrollees; or

¢ the sum of the revenues transferred from the AAPTF and attributable to new
enrollees under the Insurance Premium Tax.

This arrangement may require the revenues from the Insurance Premium Tax and the
AAPTF to equal half of the non-federal share or more, as a total of less than half of the
non-federal share may result in these three funding sources not covering the full non-
federal share. Both the AAPTF and the GAHCTF are permitted to accept gifts, grants,
donations, or other money from any source.

If at any time federal funding falls below 93 percent in 2019 or 90 percent in 2020 and

any following year, or if the DHHS determines _
as part of a regularized six-month review of FederaI_Share of Medicaid
funding sufficiency that a shortfall exists, the Expansion Enrollee Costs

DHHS would be required to terminate the Calendar Year Federal Share
NHGAHCP in accordance with federal terms 2014 100%
g e 0,
and conditions. 2015 100%
2016 100%
. 2017 95%
The State Senate’s proposal requires the DHHS T 940/2
to apply for necessary waivers to reduce or S 93%
eliminate the non-federal share payments if 2020 and beyond o
the federal government permlts other states to Source: The Henry J. Kaiser Family Foundation,
have so|e|y federa”y_funded Medicaid Summary of the Affordable Care Act, April 25, 2013.
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expansion programs or use savings within the Medicaid programs to pay for the non-
federal share.

Federal Waivers and Severability

Several sections of the State Senate’s proposal would likely require waivers from the
federal government regarding existing sections of federal Medicaid law. Sections that
specifically call for a waiver or are specifically contingent upon allowance under federal
law and agreements include those related to the work requirements and the asset test,
as well as certain situations that would trigger an end to the program. The State Senate’s
proposal includes a severability clause, which would permit other sections of law to go
forward even if specific sections are held invalid.

Evaluation Commission

The State Senate’s proposal would establish the Commission to Evaluate the Effectiveness
and Future of the New Hampshire Granite Advantage Health Care Program. The
Commission would be similar to the PAP Commission, tasked with evaluating potential
future program modifications, and be required to make an interim report by December
2020 and a final report by December 2022. Additionally, the Commission would be
required to make a recommendation by February 2019 regarding monitoring and
evaluation requirements for the work and community engagement requirements,
including potential metrics for quarterly and annual reporting.

Fiscal Considerations Going Forward

In addition to the plethora of factors lawmakers must consider related to continuing
Medicaid expansion in New Hampshire, including its value in combating the substance
use disorder crisis and providing access to coverage for low-wage workers and parents
who may not be able to access or afford insurance through other means, continuing
Medicaid expansion is a fiscal and economic policy decision.

Non-Federal Share Funding

The State Senate’s proposal uses three sources of funding to support the non-federal
share of the NHGAHCP, with donations comprising a potential fourth source. As a
percentage of total costs, the non-federal share stays fixed at 10 percent in the years
2020 and beyond according to existing federal law, so the federal government will
continue to pay nine out of every ten dollars used to pay for enrollee service expenditures.
As health care costs increase, the non-federal share must increase as well. The overall
dollar value of the NHGAHCP will likely fluctuate with enrollment; an improving economy
may lead to enroliment declines, as individuals exceed the income threshold, while a
worsening economy may have the opposite effect.
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The funding sources identified in the State Senate’s proposal respond differently to
potential changes. Insurance Premium Tax contributions would likely increase with
NHGAHCP enrollment increases. Liquor Commission profits may change with the
economy, but may not change in the same direction or magnitude as enroliment. Other
needs that could be funded through the AAPTF may also change. The high-risk pool
assessment amount is established based on predicted funding needs and adjusted
annually.33

Potential General Fund Savings

Continuing the Medicaid expansion program likely decreases costs in certain areas of the
State Budget relative to not having a Medicaid expansion program. The New Hampshire
Department of Corrections is one example. A larger percentage of health care payments
for incarcerated individuals has been paid through the Medicaid program since SFY 2015,

whereas the Medicaid

New Hampshire Department of Corrections Medical Expenses

Medicaid-Paid and General Fund-Paid Health Care Costs for Incarcerated People program p | ayed a small
$8.0 role relative to the
$7.0 Department’s  General

Fund community health
care expenditures in

= $4.0 prior years. This
£e0 increase, which may
E 620 offset General Fund
610 costs that would have
$O'O been incurred by the

2000 2010 2011 2012 2013 2014 2015 2016 2017 Department of
State Fiscal Year Corrections,  coincides
Source: New Hampshire Department of Corrections, provided February 2, 2018 . .
Note: General Fund Costs are General Fund Community Health Care Costs, W|th the eXpanS|0n Of
Medical Payments to Providers, 8234 Class 101 . 134
Medicaid.

H General Fund Expense, Medical Payments to Providers Total Inpatient Stays Paid by Medicaid

Expanding the MCO-served population by shifting PAP enrollees to the MCOs may also
attract more competition, potentially increasing the number of MCOs contracting with the
state from two to three. This change may lead to different levels of state expenditure if
increased competition reduces contract costs relative to where MCO Medicaid contract
costs would have been with a continuation of the PAP.

Hospitals may experience an increase in uncompensated care costs under the State
Senate’s proposal, as the shift to MCOs would very likely result in lower reimbursement
rates for services than under the existing PAP. These higher uncompensated care costs
may increase the state’s disproportionate share hospital payments, but those increased
payments in the near-term would likely not be made directly with General Funds; while
they may increase future General Fund obligations indirectly through offset costs, the
actual payments resulting from a near-term increase would likely be made with revenue
generated through the Medicaid Enhancement Tax.3°
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Experiences from other states and national studies provide examples of likely areas of
New Hampshire General Fund savings. However, savings in another state, or lack thereof,
do not necessarily indicate New Hampshire would have the same experience with an
expiration or alteration of Medicaid expansion. General funds include different sets of
services and expenditures in different states.3¢

¢ A report by the Louisiana Department of Health indicated Louisiana’s Medicaid
expansion, which enrolled over 433,000 adults as of June 2017, saved the State
$199 million in Fiscal Year 2017, and savings were projected to grow in Fiscal Year
2018. The report indicated savings to Louisiana’s General Fund stemmed from
additional premium tax revenue on MCOs, some Medicaid populations that were
covered under the higher state share match were covered under Medicaid
expansion with the higher federal percentage contribution, lower disproportionate
share payments to hospitals with a lower uninsured population and less
uncompensated care, lower supplemental payments to hospitals associated with
match rates, and inpatient hospital savings because newly released prisoners were
eligible for Medicaid expansion.3’

+ Researchers affiliated with the Bureau of Business and Economic Research at the
University of Montana reported, in March 2018, that Medicaid expansion in
Montana, which provided insurance to over 91,000 people in January 2018, had a
positive fiscal impact on the state budget due to reductions in state spending and
higher revenues from increased economic activity generated by the infusion of
federal dollars to the Montana health care industry. Reductions in state spending
occurred in the non-expansion portion of the Medicaid program (approximately
$40 million from January 2016 to the study’s reporting) and reduced spending on
health care for inmates ($7.66 million in savings in Fiscal Year 2017); the study
identified potential savings related to substance use disorders, mental health, and
uncompensated care payments to hospitals, but did not identify specific figures.
Budgetary savings were not projected to meet costs in 2019 and 2020, according
to the study, but additional revenues from increased economic activity were
projected to more than offset the remainder.38

¢ Michigan’s expanded Medicaid program, which covered about 600,000 residents in
2016, is required to sunset if annual state savings and other non-federal net
savings are not sufficient to cover the costs of the program. Researchers for the
Michigan House of Representatives House Fiscal Agency found that expanded
Medicaid offset a total of $235 million in costs that would have been funded
through state funds, including non-Medicaid mental health funding and prisoner
health care costs as well as increased revenues from insurer and provider
assessments; the House Fiscal Agency also projected a net budgetary savings
through Fiscal Year 2020 to 2021 and noted additional savings may result from
decreases in disproportionate share payments stemming from uncompensated
care reductions and various reduced costs to local governments. Authors from the
University of Michigan at Ann Arbor, writing for the New England Journal of
Medicine in January 2017, projected that additional state tax revenue from the
increased economic activity stemming from Medicaid expansion would cover
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almost all the 2017 state share costs and 37 percent of those costs in 2021, with
the additional revenues from health plans and hospitals and state budget savings
from other areas offsetting all the costs from 2017 to 2021.3°

Studies including multiple states have also found savings or limited budget impacts.%0 A
March 2016 review of 11 states and the District of Columbia by the Robert Wood Johnson
Foundation’s State Health Reform Assistance Network found states that expand Medicaid
can expect to see savings from previously-eligible Medicaid populations moving to the
expansion program with a higher federal reimbursement rate, a reduction in spending on
programs for the uninsured, and additional revenue from existing provider or insurer
taxes. This study also provides detailed tables for the 11 states showing categories of
savings.*! A May 2017 study published in Health Affairs examined state budgets from
2010 to 2015 and found that, while Medicaid expansion was still paid for entirely by the
federal government, there were no significant increases in spending from state funds
resulting from the expansion or reductions in spending on education or other programs;
notably, the study did not examine operations beyond the Medicaid programs in states.*?
The National Association of State Budget Officers also surveyed state officials in Spring
2017 and found that about two-thirds of Medicaid expansion states experienced savings
in uncompensated care expenses, and half reported savings in behavioral health and
corrections programs. States also reported savings in general assistance programs, other
areas of health programs, and additional tax revenues from premium taxes and
expanding economies.*3

Federal Dollars in the State Economy

Federal contributions through the expanded Medicaid program to New Hampshire's ability
to provide services, and generally to the state’s economy, are substantial. The State
received $202.4 million in SFY 2015, as the NHHPP was starting, and $406.3 million in
SFY 2016 in federal funds to provide health coverage.** Some states, such as Michigan
and Montana (see above), that have expanded Medicaid have experienced an overall
positive impact on their state economies from the influx of federal funds.*

Shifting from the PAP, which generally has higher reimbursement rates than traditional
Medicaid, to MCO services would likely reduce payments to providers in the state. This
reduction may decrease the size of the non-federal share relative to the amount it would
have been under PAP, and would likely reduce the amount of federal dollars coming to
the state to pay for services and contribute to the state’s economy. This reduction may
be as high as $200 million.*¢ Ending the Medicaid expansion program would potentially
reduce the amount of federal funding by more than $400 million, relative to estimated
payments for calendar year 2018 and based on reported SFYs 2016 and 2017 payments.*’
There would also likely be negative economic effects associated with more than 50,000
people losing health coverage, which would diminish their abilities to address health
conditions and remain able to participate in the workforce or care for family members.
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Reauthorizing Medicaid expansion provides an opportunity to continue bringing additional
federal resources to the state. Continuation of the program would help ensure more
federal tax dollars return to New Hampshire to support a healthy population and a strong
economy in the state.

Conclusion

New Hampshire's Medicaid expansion program helps around 52,000 low-income adults
access medical care, making it an important program for both the health of a population
with limited resources and for supporting the state’s economy. The program has delivered
more than $400 million in federal funds to the state in each of the last two state fiscal
years, and it has played an important role in ensuring health access in communities across
the state. Medicaid expansion enables individuals to receive preventative screenings and
primary care as well as behavioral health and substance use disorder treatment and
services, which are an essential component of the state’s efforts to combat the opioid
crisis. Extending the program would ensure federal dollars would continue to flow to New
Hampshire’s economy and support the state’s workforce.

Important policy questions remain regarding funding for the non-federal share, provider
reimbursement rates, enrollee transitions to the individual market under proposed
reforms, and various federal permissions for certain state-level initiatives. Proposed work
requirements may cause some Medicaid expansion beneficiaries to lose access to the care
that enables them to address their health needs. Some may have trouble meeting the
necessary hours due to barriers such as transportation, while others may have difficulty
with verification processes.

As policymakers continue to carefully consider reauthorization of New Hampshire's

Medicaid expansion program, they should examine these issues while determining the
best policies to help ensure optimal outcomes for all New Hampshire's residents.
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Appendix

The data presented below, provided by the DHHS, represent the benefits disbursed
through the NHHPP on a municipal basis. The columns show the number of residents
enrolled (referred to as members) in the NHHPP by municipality as of August 1, 2017,
the sum total number of months unique individuals were enrolled in the program by
municipality during SFY 2017, and the number of dollars expended through the NHHPP
during SFY 2017 in service expenditure payments or health plan premiums paid by
municipality based on member addresses.*® SFY 2017 encompasses the second half of
calendar year 2016, during which the federal government paid for 100 percent of the
NHHPP service expenditures (including PAP payments), and the first half of calendar year
2017, during which the federal government paid 95 percent of NHHPP enrollee costs.

The dollar values in the Payments column do not necessarily represent dollars expended
within the boundaries of the municipality itself for services, but show the number of
dollars used to provide these enrollees with services. For example, if an individual whose
address is in Francestown were to receive care in a hospital in Nashua, the dollars would
appear under Francestown in this table; the service expenditures may have taken place
in Nashua, but the benefits were tied to a person who lives in Francestown. If the dollars
reflect payments for health plans, it is the health plan premium payment for enrollees by
their address municipality. These figures include administrative costs built into the health
plan premiums but not overall NHHPP administration costs. These figures are also subject
to revision following future adjustments to payments and include both the federal and
non-federal shares, with all expenditures covered at least 95 percent by the federal
government during this time period. Note these dollar figures are indicative of past
payments and not projected payments under the State Senate proposal.*

City/Town Snapshot
fisxa":)l: more (:::g?b:is Member Count (xaetmggarl \I:z:rnztollg) (StateP :irarl'z‘atrszmn
during SFY 2017) (August 1, 2017)

Acworth 43 503 $362,047
Albany 41 474 $317,802
Alexandria 89 1,092 $742,305
Allenstown 210 2,705 $1,796,483
Alstead 87 990 $608,171
Alton 204 2,313 $1,557,195
Ambherst 176 2,076 $1,320,671
Andover 77 956 $646,213
Antrim 138 1,483 $918,096
Ashland 144 1,839 $1,209,546
Atkinson 86 1,078 $651,101
Auburn 111 1,278 $889,552
Barnstead 162 1,833 $1,284,182
Barrington 261 3,055 $2,086,488
Bartlett 136 1,278 $808,991
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City/Town
(with an average of
five or more members
during SFY 2017)

Snapshot

Member Count
(August 1, 2017)

Member Months
(State Fiscal Year 2017)

Payments
(State Fiscal Year 2017)

Bath 54 625 $457,610
Bedford 265 3,105 $1,980,763
Belmont 391 4,163 $2,842,166
Bennington 68 727 $471,779
Benton 6 87 $59,844
Berlin 687 7,895 $5,266,960
Bethlehem 162 2,008 $1,461,069
Boscawen 150 1,787 $1,217,715
Bow 112 1,259 $858,346
Bradford 77 836 $546,064
Brentwood 83 1,023 $702,817
Bridgewater 36 431 $289,376
Bristol 174 2,017 $1,335,572
Brookfield 24 218 $133,609
Brookline 87 757 $565,358
Campton 130 1,729 $1,130,740
Canaan 165 1,714 $1,130,809
Candia 108 1,221 $865,081
Canterbury 65 785 $496,071
Carroll 44 452 $300,479
Center Harbor 51 597 $387,901
Charlestown 267 3,075 $2,031,564
Chatham 20 237 $137,425
Chester 102 1,134 $726,906
Chesterfield 104 1,143 $752,952
Chichester 91 855 $561,022
Claremont 965 11,367 $7,380,567
Clarksville 17 198 $153,289
Colebrook 159 1,928 $1,310,723
Columbia 43 436 $290,955
Concord 2,253 28,241 $20,214,497
Conway 638 8,280 $5,555,673
Cornish 38 520 $387,666
Croydon 31 382 $241,425
Dalton 56 744 $568,238
Danbury 59 706 $479,300
Danville 102 1,292 $862,078
Deerfield 103 1,211 $918,682
Deering 107 1,309 $869,707
Derry 1,276 14,768 $10,202,223
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City/Town
(with an average of
five or more members
during SFY 2017)

Snapshot

Member Count
(August 1, 2017)

Member Months
(State Fiscal Year 2017)

Payments
(State Fiscal Year 2017)

Dorchester 25 315 $234,792
Dover 1,056 12,600 $8,403,414
Dublin 52 623 $453,347
Dummer 18 181 $107,176
Dunbarton 45 479 $291,666
Durham 118 1,373 $865,364
East Kingston 54 520 $331,348
Easton 10 130 $99,564
Eaton 16 180 $107,594
Effingham 122 1,503 $1,006,027
Enfield 122 1,351 $888,955
Epping 225 2,898 $2,121,081
Epsom 151 1,798 $1,239,077
Errol 18 202 $128,414
Exeter 455 5,367 $3,796,074
Farmington 382 4,582 $3,114,655
Fitzwilliam 111 1,277 $939,541
Francestown 43 439 $282,842
Franconia 42 567 $375,769
Franklin 612 7,464 $4,961,996
Freedom 67 752 $503,903
Fremont 102 1,197 $818,714
Gilford 220 2,824 $1,914,412
Gilmanton 143 1,605 $1,016,293
Gilsum 38 532 $317,107
Goffstown 310 3,551 $2,387,125
Gorham 123 1,376 $856,420
Goshen 34 428 $262,049
Grafton 78 904 $630,973
Grantham 52 686 $421,119
Greenfield 71 898 $592,986
Greenland 75 930 $632,511
Greenville 121 1,331 $830,768
Groton 16 258 $240,255
Hampstead 166 1,904 $1,165,160
Hampton 500 5,989 $4,669,396
Hampton Falls 37 451 $304,645
Hancock 56 615 $388,819
Hanover 75 785 $476,099
Harrisville 19 342 $238,909
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City/Town
(with an average of
five or more members
during SFY 2017)

Snapshot

Member Count
(August 1, 2017)

Member Months
(State Fiscal Year 2017)

Payments
(State Fiscal Year 2017)

Haverhill 245 2,805 $1,818,872
Hebron 25 339 $187,262
Henniker 120 1,408 $878,827
Hill 48 598 $474,080
Hillsborough 294 3,347 $2,268,307
Hinsdale 217 2,312 $1,475,665
Holderness 77 897 $660,688
Hollis 109 1,185 $702,039
Hooksett 368 4,161 $2,608,688
Hopkinton 121 1,419 $977,770
Hudson 646 7,683 $5,021,113
Jackson 31 347 $210,117
Jaffrey 223 2,751 $1,728,448
Jefferson 39 648 $473,366
Keene 1,282 14,429 $9,742,129
Kensington 54 575 $440,547
Kingston 187 2,094 $1,521,069
Laconia 1,379 15,878 $10,819,538
Lancaster 226 2,688 $1,793,560
Landaff 26 213 $130,892
Langdon 13 166 $104,569
Lebanon 411 4,750 $3,030,246
Lee 101 1,263 $790,311
Lempster 50 615 $436,450
Lincoln 83 950 $609,900
Lisbon 136 1,520 $1,030,536
Litchfield 160 1,757 $1,292,812
Littleton 443 5,092 $3,373,957
Londonderry 503 6,023 $3,953,510
Loudon 156 1,926 $1,215,175
Lyman 20 254 $193,708
Lyme 19 277 $186,941
Lyndeborough 64 769 $531,025
Madbury 42 492 $340,409
Madison 130 1,552 $1,076,624
Manchester 7,717 90,391 $63,284,410
Marlborough 93 959 $661,185
Marlow 30 294 $307,449
Mason 25 255 $150,917
Meredith 266 3,118 $2,063,216
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City/Town
(with an average of
five or more members
during SFY 2017)

Snapshot

Member Count
(August 1, 2017)

Member Months
(State Fiscal Year 2017)

Payments
(State Fiscal Year 2017)

Merrimack 508 5,891 $3,908,662
Middleton 76 913 $652,322
Milan 54 715 $502,756
Milford 480 5,577 $3,590,127
Milton 198 2,422 $1,550,413
Monroe 20 289 $169,298
Mont Vernon 52 611 $354,866
Moultonborough 159 2,099 $1,261,051
Nashua 3,951 47,338 $32,864,328
Nelson 37 491 $287,281
New Boston 106 1,296 $924,133
New Castle Fewer than 5 65 $50,622
New Durham 77 867 $566,662
New Hampton 97 1,187 $908,610
New Ipswich 192 2,202 $1,310,685
New London 51 624 $441,464
Newbury 49 590 $402,030
Newfields 31 290 $194,545
Newington 12 198 $114,327
Newmarket 283 3,318 $2,038,052
Newport 393 4,565 $3,023,714
Newton 128 1,499 $978,117
North Hampton 94 1,188 $791,796
Northfield 220 2,635 $1,711,200
Northumberland 148 1,841 $1,156,151
Northwood 149 1,767 $1,205,168
Nottingham 132 1,458 $975,032
Orange 8 119 $75,441
Orford 35 393 $264,491
Ossipee 308 3,957 $2,765,669
Pelham 290 3,284 $2,147,701
Pembroke 226 2,735 $1,690,936
Peterborough 213 2,418 $1,534,138
Piermont 31 348 $237,270
Pittsburg 41 480 $330,655
Pittsfield 277 3,235 $2,233,133
Plainfield 45 450 $294,300
Plaistow 198 2,330 $1,484,136
Plymouth 243 2,895 $1,798,065
Portsmouth 824 9,674 $6,985,315
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City/Town
(with an average of
five or more members
during SFY 2017)

Snapshot

Member Count
(August 1, 2017)

Member Months
(State Fiscal Year 2017)

Payments
(State Fiscal Year 2017)

Randolph 11 131 $84,393
Raymond 425 4,975 $3,527,145
Richmond 43 522 $293,272
Rindge 175 2,029 $1,177,756
Rochester 1,971 22,472 $15,666,286
Rollinsford 66 791 $535,850
Roxbury 8 93 $84,653
Rumney 86 1,038 $677,061
Rye 97 1,171 $849,784
Salem 693 9,226 $6,213,971
Salisbury 35 364 $252,198
Sanbornton 107 1,412 $937,084
Sandown 121 1,505 $1,040,539
Sandwich 55 636 $391,246
Seabrook 510 5,841 $4,481,589
Sharon 12 169 $97,778
Shelburne 15 156 $122,395
Somersworth 554 6,707 $4,526,497
South Hampton 22 256 $180,079
Springfield 28 382 $280,577
Stark 34 342 $248,931
Stewartstown 70 765 $508,484
Stoddard 33 508 $354,912
Strafford 132 1,402 $997,587
Stratford 81 906 $628,598
Stratham 91 1,139 $726,372
Sugar Hill 14 169 $148,273
Sullivan 45 556 $387,946
Sunapee 72 917 $625,124
Surry 20 167 $122,070
Sutton 45 547 $329,219
Swanzey 307 3,440 $2,171,813
Tamworth 216 2,398 $1,581,244
Temple 63 816 $572,100
Thornton 115 1,362 $920,047
Tilton 183 2,405 $1,668,528
Troy 124 1,415 $862,741
Tuftonboro 106 1,147 $875,804
Unity 30 429 $267,634
Wakefield 207 2,626 $1,783,947

24




City/Town Snapshot
ﬁf,"l'ﬁ': more ::gfb::s Member Count (gfiﬂﬁfaru \I::rnztor;?) (Stat: :Zcmsgtszon)
during SFY 2017) (August 1, 2017)

Walpole 124 1,511 $971,339
Warner 111 1,207 $846,346
Warren 60 737 $517,989
Washington 45 524 $321,664
Waterville Valley 9 106 $58,649
Weare 221 2,814 $1,837,181
Webster 66 640 $415,844
Wentworth 45 588 $365,789
Westmoreland 61 628 $450,803
Whitefield 153 1,919 $1,235,006
Wilmot 48 540 $394,848
Wilton 151 1,628 $1,083,214
Winchester 256 2,861 $1,823,010
Windham 204 2,354 $1,515,454
Windsor 13 114 $84,115
Wolfeboro 245 2,877 $1,917,879
Woodstock 83 981 $596,870
Total 52,847 623,237 $423,738,740

For more information regarding this table, see the final footnote.

1 See State of New Hampshire (Treasury Department), Information Statement, March 2017, page 50.

2 For more on New Hampshire’s Medicaid waivers, see the New Hampshire Department of Health and
Human Services (DHHS), Office of Medicaid Services presentation to the Senate Finance Committee on
May 1, 2017. For more on the populations served by Medicaid in New Hampshire, see NHFPI's Common
Cents posts Medicaid Assists More Than 185,000 New Hampshire Residents, July 25, 2017; Demographic
Changes Likely to Increase Demand for Medicaid, August 3, 2017; and Medicaid to Schools: A Small
Aspect of Medicaid but an Immense Resource for NH Schools, August 14, 2017. For more on Medicaid in
New Hampshire, see the University of New Hampshire Institute for Health Policy and Practice, “NH
Medicaid Today and Tomorrow: Focusing on Value,” May 31, 2017. For more on Medicaid generally, see
the Center on Budget and Policy Priorities, Policy Basics: Introduction to Medicaid, August 16, 2016.

3 See State of New Hampshire (Treasury Department), Information Statement, December 6, 2017, page
44, and from The Henry J. Kaiser Family Foundation Understanding How States Access the ACA Enhanced
Medlicaid Match Rates, September 29, 2014, and Medicaid Financing: An Overview of the Federal
Medlicaid Matching Rate (FMAP), September 2012.

4 For more on the Patient Protection and Affordable Care Act, see The Henry J. Kaiser Family Foundation,
Summary of the Affordable Care Act, April 25, 2013, and La Follette Policy Report, “U.S. Health-Care
Reform: A Primer and an Assessment,” Spring 2011. For more on federal poverty guidelines, thresholds,
and levels, see Poverty Guidelines from the U.S. Department of Health and Human Services. Note that
the federal poverty guideline threshold of 138 percent is the 133 percent set in the Affordable Care Act
combined with a 5 percent income disregard in the Medicaid coverage calculation.

> See Chapter 3, Laws of 2014 and docket for Senate Bill 413 of the 2014 Session. See also The Henry J.
Kaiser Family Foundation Fact Sheet: Medicaid Expansion in New Hampshire, March 2015, and Status of
State Action on the Medicaid Expansion Decision (updated January 16, 2018). See also the Centers for
Medicare & Medicaid Services, Medicaid Managed Care Enrollment and Program Characteristics, Winter

2016, page 11.
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https://kaiserfamilyfoundation.files.wordpress.com/2013/01/8352.pdf
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https://www.kff.org/health-reform/fact-sheet/summary-of-the-affordable-care-act/
https://www.lafollette.wisc.edu/images/publications/policyreports/policyreport20_2.pdf#page=1
https://www.lafollette.wisc.edu/images/publications/policyreports/policyreport20_2.pdf#page=1
https://aspe.hhs.gov/poverty-guidelines
https://www.medicaid.gov/State-Resource-Center/Downloads/EligibilityandEnrollment-Wrapup-Final.pdf#page=3
https://www.healthcare.gov/medicaid-chip/medicaid-expansion-and-you/
http://www.gencourt.state.nh.us/legislation/2014/SB0413.html
http://www.gencourt.state.nh.us/bill_Status/bill_docket.aspx?lsr=2857&sy=2014&sortoption=billnumber&txtsessionyear=2014&txtbillnumber=sb413
http://files.kff.org/attachment/fact-sheet-medicaid-expansion-in-new-hampshire
https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/
https://www.kff.org/health-reform/state-indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act/
https://www.medicaid.gov/medicaid/managed-care/downloads/enrollment/2015-medicaid-managed-care-enrollment-report.pdf#page=12
https://www.medicaid.gov/medicaid/managed-care/downloads/enrollment/2015-medicaid-managed-care-enrollment-report.pdf#page=12

6 Medicaid expansion repeals were written into law in Chapter 3, Laws of 2014 and Chapter 13, Laws of
2016.

7 For Medicaid enrollee counts, see the DHHS New Hampshire Medicaid Enrollment Demographic Trends
and Geography (February 2018), March 2, 2018. Population estimates for New Hampshire used were
from the U.S. Census Bureau'’s 2017 Population Estimates.

8 Provided in an email from the DHHS on November 28, 2017. As of December 1, 2016, 107,430 unique
individuals had been enrolled in the NHHPP at one point in time; see the DHHS presentation on the
Premium Assistance Program (PAP) dated December 12, 2016. In testimony to the New Hampshire
House Health, Human Services, and Elderly Affairs Committee on March 20, 2018, the DHHS
Commissioner reported about 130,000 people have benefitted from the program since its inception.

% To calculate the income levels required for eligibility, see the income levels and savings calculator on
HealthCare.gov. For more on New Hampshire Health Protection Program (NHHPP) enroliment criteria, see
the DHHS December 12, 2016 presentation on the Premium Assistance Program and the May 1, 2017
presentation on the Office of Medicaid Services.

10 See the DHHS Premium Assistance Program web page, as well as the DHHS's Frequently Asked
Questions for NHHPP Premium Assistance Program and Important Information About the Premium
Assistance Program documents, both from September 2015.

11 More information on the services under the NHHPP for those who are medically frail can be found in
the DHHS'’s Frequently Asked Questions for NHHPP Premium Assistance Program and Important
Information About the Premium Assistance Program documents as well as the DHHS’s Premium
Assistance and the Medically Frail, May 1, 2017 Office of Medicaid Services, and December 12, 2016
Premium Assistance Program presentations.

12 For more information, see the DHHS's Health Insurance Premium Payment Program web page. See
also Chapter 3, Laws of 2014 and RSA 126-A:5.

13 DHHS data on the poverty status of enrollees is from the New Hampshire Health Protection Program
presentation dated August 28, 2017. For NHHPP enroliment data, see the DHHS NH Health Protection
Enrollment Demographic Reports.

14 For DHHS data on enrollment continuity, see the Office of Medicaid Services presentation to the Senate
Finance Committee on May 1, 2017. Draft data indicating reasons for leaving the NHHPP may be
reviewed in the DHHS Office of Medicaid Services presentation to the Senate Finance Committee on May
1, 2017. For federal projections of enrollment churn based on proposed changes to the Medicaid
expansion program, see the Congressional Budget Office Cost Estimate: American Health Care Act, March
13, 2017, page 10.

15 DHHS geographic data by county, city, or town is available in table or map form. For information on
required copayments, see the December 12, 2016 DHHS presentation on the NHHPP and RSA 126-A:5,
XXX (b).

16 See the DHHS presentation on the New Hampshire Health Protection Program, September 27, 2017.
7 Data presented to the HB 1696 Commission to Evaluate the Effectiveness and Future of the Premium
Assistance Program (PAP Commission). See similar data covering a different period presented to the PAP
Commission by the New Hampshire Hospital Association, New Hampshire Acute Care Hospitals Coverage
Expansion Summary.

18 See The Henry J. Kaiser Family Foundation, Summary of the Affordable Care Act, April 25, 2013.

19 See RSAs 126-A:5-b, 126-A:5-c, 400-A:32, I1I(b), and 404-G. For more information about the
Insurance Premium Tax, see NHFPI's Revenue in Review resource. To learn about the General Fund, see
NHFPI's Building the Budget resource.

20 See the U.S. Department of Health and Human Services Centers for Medicare and Medicaid Services
July 25, 2017 letter to the New Hampshire DHHS. See also the August 14, 2017 statement from the
Governor of New Hampshire following the letter.

21 See Chapter 156, Laws of 2017, page 99. See also NHFPI's Common Cents post Medicaid Expansion
Work Requirements Hinge on Federal Approval from September 5, 2017. For more on the State fiscal
years 2018-2019 State Budget, see NHFPI's July 2017 Issue Brief 7he State Budget for Fiscal Years 2018
and 2019.

22 Requirements, included in RSA 126-A:5-g, II(a), are set forth in Chapter 13, Laws of 2016.

Z For the full text of the PAP Commission’s recommendations, see the PAP Commission’s Memorandum,
Final Report of HB 1696, 126-A:5-e, Chapter 13:12 — Laws of 2016, November 17, 2017.
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http://www.gencourt.state.nh.us/rsa/html/X/126-A/126-A-5-b.htm
http://www.gencourt.state.nh.us/rsa/html/X/126-A/126-A-5-c.htm
http://www.gencourt.state.nh.us/rsa/html/XXXVII/400-A/400-A-32.htm
http://www.gencourt.state.nh.us/rsa/html/XXXVII/404-G/404-G-mrg.htm
http://nhfpi.org/wp-content/uploads/2017/05/Revenue-in-Review_Overview-of-New-Hampshire-Tax-System-and-Major-Revenue-Sources.pdf#page=24
http://nhfpi.org/research/state-tax/revenue-review-overview-new-hampshire-tax-system-major-revenue-sources.html
http://nhfpi.org/wp-content/uploads/2017/03/NHFPI_Building-The-Budget_February2017.pdf#page=12
http://nhfpi.org/research/state-budget/building-budget-new-hampshires-state-budget-process-recent-funding-trends.html
https://www.governor.nh.gov/news-media/press-2017/documents/20170814-medicare-medicaid.pdf
https://www.governor.nh.gov/news-media/press-2017/20170814-medicare-medicaid.htm
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http://www.gencourt.state.nh.us/LBA/Budget/operating_budgets/2018_2019/Final/HB%20517%20Adopted.pdf#page=106
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http://www.gencourt.state.nh.us/statstudcomm/billText.aspx?sy=2016&bn=HB1696&txtFormat=html
http://www.gencourt.state.nh.us/statstudcomm/reports/1288.pdf#page=12
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24 For more on the discussions of the Commission to Evaluate the Effectiveness and Future of the
Premium Assistance Program (PAP Commission), see Memorandum, Final Report of HB 1696, 126-A:5-e,
Chapter 13:12 — Laws of 2016, November 17, 2017.

% The individual health insurance marketplace in New Hampshire is comprised of three groups: 1) those
in the PAP, 2) those with higher incomes than those in the PAP but still below 400 percent of the federal
poverty guideline, who receive federal subsidies to purchase health insurance, and 3) those with incomes
above 400 percent of the federal poverty guideline who do not receive subsidies to purchase insurance.
See Gorman Actuarial, Inc., Individual Market and NH Premium Assistance Program 2018 Projections,
2018 Projections.

% See PAP_Commission Meeting Minutes, September 6, 2017.

27 See the PAP Commission’s Memorandum, Final Report of HB 1696, 126-A:5-e, Chapter 13:12 — Laws of
2016, November 17, 2017 and the Fiscal Note for Senate Bill 313 as Introduced.

28 To see the entire text, see Senate Bill 313 of the 2018 Session as Amended by the Senate.

2 For more on the Supplemental Nutrition Assistance Program, see NHFPI's Fact Sheet 7he New
Hampshire Food Stamp Program.

30 For more on the work requirements included in existing New Hampshire statute and pending approval
from the federal government, see NHFPI's Common Cents post Medicaid Expansion Work Requirements
Hinge on Federal Approval from September 5, 2017. For more on federal guidance on Medicaid work
requirements and actions in other states, see The Henry J. Kaiser Family Foundation, Medicaid and Work
Requirements.: New Guidance, State Waiver Details and Key Issues, January 16, 2018.

31 For more information, see the Senate Bill 313, 2018 Session as Introduced Fiscal Note.

32 See the 2017 Comprehensive Annual Financial Report of the New Hampshire Liquor Commission, page
6 for the State fiscal year (SFY) 2017 gross profit from liquor sales of $200.0 million. The State Senate’s
proposal sets forth that half of the amount that would have been 5 percent of SFY 2017 sales must be
deposited by November 30, 2018.

33 See RSA 404-G:5-a.

34 Information provided by the Department of Corrections via email on February 2, 2018. See also the
House Bill 1696, 2016 Session as Introduced Fiscal Note.

35 Information provided by the DHHS via email in February 2018.

36 For more on the fiscal and economic experiences of other states with Medicaid expansion, see The
Henry J. Kaiser Family Foundation, 7he Effects of Medicaid Expansion under the ACA: Upaated Findings
from a Literature Review, September 25, 2017, and the Center on Budget and Policy Priorities, Medicaid
Expansion Producing State Savings and Connecting Vulnerable Groups to Care, June 15, 2016. See also
The Brookings Institution, Do states regret expanding Medicaid?” March 26, 2018.

37 See the Louisiana Department of Health, Medicaid Expansion Annual Report 2016/17.

38 See University of Montana Bureau of Business and Economic Research, 7he Economic Impact of
Medicaid Expansion in Montana, March 2018.

3% See Michigan House Fiscal Agency memorandum from September 14, 2016 to the House
Appropriations Subcommittee on Health and Human Services. See also The New England Journal of
Medicine, “Economic Effects of Medicaid Expansion in Michigan,” February 2, 2017.

40 See The Brookings Institution, “Do states regret expanding Medicaid?” March 26, 2018.

41 See the State Health Reform Assistance Network, “States Expanding Medicaid See Significant Budget
Savings and Revenue Gains,” March 1, 2016.

42 See Health Affairs, Federal Funding Insulated State Budgets from Increased Spending Related to
Medicaid Expansion, May 2017, and the Center on Budget and Policy Priorities Off the Charts post “More
Evidence that Medicaid Expansion Hasn't Hurt State Budgets,” April 18, 2017.

43 See The National Association of State Budget Officers, 7he Fiscal Survey of the States, Spring 2017,
page 69.

4 See State of New Hampshire (Treasury Department), Information Statement, March 2017, page 50.

4 See The National Association of State Budget Officers, 7he Fiscal Survey of the States, Spring 2017,
page 69. See also information in the “Potential General Funds Savings” section.

46 See State of New Hampshire (Treasury Department), Znformation Statement, March 27, 2018, page 48
and the PAP Commission’s Memorandum, Final Report of HB 1696, 126-A:5-e, Chapter 13:12 — Laws of
2016, November 17, 2017, page 53.
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47 See State of New Hampshire (Treasury Department), Information Statement, December 6, 2017, page
49 and Information Statement, March 27, 2018, page 48. See also the DHHS presentation to the PAP
Commission on the New Hampshire Health Protection Program presentation dated August 28, 2017.

48 For August 1, 2017 snapshot data of NHHPP enrollment, see the DHHS NH Health Protection Program
(NHHPP) Enrollment by City or Town, 8/1/2017, published August 25, 2017. DHHS payment data by
municipality supplied via email on March 4, 2018.

49 payment and member month data provided by the DHHS via email on March 4, 2018; data as of
November 15, 2017. Towns with fewer than five average members, no members, unknown or out-of-
state members are not shown. Payments are fee-for-service payments and health plan capitation
payments. Out-of-state members are those who are being treated at an out-of-state facility, including
those who have moved and are in the process of being confirmed as ineligible, or show a difference
between mailing addresses and residence addresses; the DHHS reports this is typically about ten people.
These figures are subject to revision, as they are unadjusted for any future adjustments to health plan
premiums based on performance or retrospective adjustments to capitation payments based on actual
costs several months after the program year ends. These DHHS data do not include $17,812,744 in
NHHPP expenditures, as those expenditures were incurred by enrollees who joined the program after the
first of @ month; these data only show expenditures based on enrollee addresses on the first of the
month.
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