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Findings

After an extensive review of all data and information available, input from stakeholders,
and deliberations spanning over six months, the New Hampshire Vision 2025 Task
Force (Task Force) developed and endorses the findings listed below. Findings are
organized into three sections. First, two cross-cutting, non-clinical findings about the
culture and process at Manchester that will be vital to the success of the following
proposals. Then, interdisciplinary initiatives that would improve the health and quality of
life for Veterans in New Hampshire and the North Market across multiple needed areas
and services. Finally, the Task Force made a number of additional findings related to
specific service lines which are organized as follows: Medicine and Surgery; Radiology;
Primary Care; Mental Health; Rehabilitative Services; and Geriatrics and Extended
Care.

Cross-cutting Findings

The Task Force recognizes the critical importance of culture and process in the genesis
of events leading to the creation of the Task Force. To fulfill its original charge, the Task
Force has examined the origin of challenges in Manchester in addition to envisioning
the way forward. The following findings aim to ensure that such challenges will not be
allowed to recur, and that the future of service to Veterans through this facility will be
increasingly collaborative, Veteran-centered, and of exceptional quality.

Culture

The Task Force notes that the ongoing work of The Task Force on Improving Culture at
Manchester VAMC is vital in addressing current aspects of culture in Manchester. Dr.
Lehmann is currently [describe ongoing work from presentation], with administrative and
clinical leadership engaged. In addition, the Task Force advocates that a proactive
focus on culture be maintained going forward.

Implementation Suggestions

The Task Force understands that the absence of specific mechanisms to promote
cultural health within the Manchester facility contributed to declines in employee
empowerment, effective communication across teams, care delivery, and ultimately
collective ability to identify and resolve challenges. On this basis, the Task Force
advises the following:

e Regular senior leadership engagement in structured town hall discussions of
culture, with specific focus on employee fulfillment and empowerment;

e Formal and informal rewarding of those who elevate concerns in a timely fashion
and prevent any negative impact to Veterans;





e Proactive leadership engagement of clinical staff in decision-making relevant to
care delivery;

e Leadership encouragement of professional development, interdisciplinary
collaboration, innovation;

e Emphasis on accountability at all levels of the organization, to encourage
collective elevation in quality of service delivered;

e Increased frequency of cultural health measurement and timely response to
results.

Data to be Included

e All Employee Survey results
Process

While culture was a pre-eminent factor in Manchester’s recent challenges, the Task
Force also notes that quality indicators did not automatically trigger examination of care
delivery. Providers were required to personally elevate clinical quality and facility
cleanliness concerns in order for these to be addressed. Noting the existence of public
and private sector quality assurance organizations and evaluation standards for facilities
of similar scope to Manchester, the Task Force advises:

e A virtual reporting process for clinical quality concerns that offers an option of
reporter anonymity;

0 A supplementary, internal virtual forum for leadership to post raised
concerns for staff view and describe steps taken to address those
concerns;

e Tracking of sentinel events and required documentation of steps taken in
response;

e Review of Manchester quality metrics and comparison with established private
sector metrics for a facility of similar scope, completed by a quality assurance
organization external to VA.

Interdisciplinary Findings

The Task Force proposes and supports several interdisciplinary findings that will
improve the health and quality of life for Veterans in New Hampshire and the North
Market across multiple clinical and social services.

Creation of a Community Care Center located in the Manchester area providing
clinical, social, and other community services to Veterans





The Task Force advocates the creation of a Community Care Center (CCC), similar to
the Errera Community Care Center in West Haven, CT, to offer services to Veterans
who are struggling with mental iliness, substance abuse, and/or homelessness. The
original center would be located in Manchester, NH, with the possibility of services
expanding to other locations across the market overtime as new needs and demands
develop. A central, urban location in the beginning would allow Veterans to access
these resources via public transportation. The goal would be to serve Veterans with the
continuous development and implementation of new resources and expansion of
current resources via Veteran involvement and leadership, community networking and
partnerships. The creation of this center embodies the VA’'s commitment to whole health
by bringing together multiple service lines and community partners to provide an
innovative approach to healthcare and wellness care. While the Task Force thinks that
the current Errera Center serves as an ideal starting point, they also believe there is
opportunity to uniquely shape the CCC in Manchester to serve the needs of Veterans in
New Hampshire and to discover even more new and novel ideas.

Veterans would be able to access a number of clinical services at the CCC, and the
Task Force supports the inclusion of Primary Care, Mental Health, Rehabilitative
Services, and Geriatrics and Extended Care. The Homeless Patient Aligned Care Team
(HPACT) would be ideally placed at the CCC, so homeless Veterans would have easy
access to other tangential services. A variety of outpatient Mental Health services would
be offered at the center, including a Community Reintegration program, Mental Health
Intensive Case Management (MHICM), Compensated Work Therapy, Peer-Specialists,
and Critical Time Intervention (CTI), among other Mental Health services. In addition to
MHICM, a GERI-MHICM program would offer specialized services to aging Veterans
with serious Mental Health concerns. A variety of rehabilitative services, including
occupational therapy, physical therapy, and pain programs, could be run out of the
space. In addition to providing on-site services, providers at the CCC could also serve
Veterans across the market (and potentially across the VISN, if there were a need) via
telehealth and clinical video telehealth (CVT).

In addition to clinical services, the CCC would serve as a hub for social and community
support for Veterans, giving them a place to call their own, come together, and support
each other. This would be accomplished by having large community space available, as
well as a kitchen, where Veterans would be able to receive a hot meal and interact with
others in their community. A wellness center, with exercise equipment and trained staff,
would be able to assist not only Veterans in a rehabilitative program, but others trying to
improve their health and wellness through exercise and fitness. The CCC could serve
as a Community Resource and Referral Center for Veterans facing housing insecurity,
where they could obtain information about emergency housing and housing support,
and access more basic needs such as laundry, showers, and a place to store





belongings. Most importantly, the CCC could provide space where other community
services — Legal Services, Housing Services, Employment Services, among others —
could come in and meet with Veterans to help address their needs beyond what the VA
can provide. The ideas included here are just the beginning of what this center could be
to Veterans in New Hampshire. The Task Force envisions the CCC as an opportunity to
provide for the total health and wellbeing of the Veteran.

Capital Assets Considerations

Space for the CCC would likely be procured via a leased space somewhere in the
Manchester area. The Task Force estimates that the leased space for the original site
would likely be under the $1 million threshold of a major lease. While this project is
finalized, the Task Force encourages increased outreach to community partners in the
Manchester and beyond to lay the ground work for this center.

Implementation Suggestions

Should the SMAG and the Secretary recommend a Community Care Center in the
Manchester area, the Task Force suggests that the recommendation include the
creation of a Project Implementation Team, made up of current leadership from the
Errera Center, Veterans in New Hampshire, clinical representation from the Primary
Care, Mental Health, Rehabilitation, and Geriatrics and Extended Care service lines,
ans representation from community and Veteran’s services organization in New
Hampshire. This group should be given a firm timeline to develop an outline for the
specific services to be offered at the CCC in Manchester and make recommendations
as to the necessary stages to bring the project to fruition as well as a projected timeline
for completion.

Data to be Included

e Mock up from the Mental Health subgroup containing the potential space?

e Data on effectiveness from the current Errera Center (not sure this exists, would
need to ask)?

e Survey question on whether Veterans would use this? (Not already asked —
would have to create a new survey/bring this idea up at the planned focus

groups).
Expansion of Telehealth and Virtual Services

The Task Force advocates the expanded use of telehealth to serve Veterans in
Manchester and across the North Market. With more than 2.18 million telehealth visits in
Fiscal Year 2017 and 45% of Veterans served by telehealth living in rural areas, VA has
established that telehealth is an effective and convenient method of care provision for





Veterans with otherwise limited access. VA telehealth care is also available in more
than 50 specialties. At the time of this report, the five VISN 1 telehealth hubs all had
additional capacity to support Manchester and the North Market. Notably, the Veteran
population in this market is more than 60% rural.

Additionally, specific challenges faced by Manchester could be ameliorated or entirely
solved by increasing virtual care delivery. For example, the urgent care in Manchester
typically sees 1-2 Veterans between midnight and the early morning, making it difficult
to justify personnel and resource expense during those hours. Other facilities and
VISNs have demonstrated that integrating licensed independent providers(LIPs) and
telemedicine into their call center functions drastically reduces the demand for
Emergency Department and Urgent Care visits. An integrated call center either
developed at the level of Manchester, the level of the Northern Market, or more broadly
across the VISN, would allow Veterans to access licensed independent providers (LIPS)
that would immediately be able to address Primary Care needs, but Mental Health and
specialty concerns as well. The addition of telehealth capabilities into this concept will
allow the LIP to more comprehensively address concerns raised by the Veteran calling
in, and ensure they are directed to the most appropriate next step as seamlessly and
expediently as possible. Rather than reduce services due to volume or space
constraints, providing virtual care allows services to instead be expanded at low cost,
with the added benefits of improved patient experience and convenience.

Capital Assets Considerations

In the context of the urgent physical space need in Manchester, the expansion of virtual
care provides necessary access while minimizing physical footprint in the facility and
CBOCs.

Implementation Suggestions

Given the significant rurality of the Veteran population in the North Market, the Task
Force advises that VA work with public and private sector entities to establish non-VA
telehealth sites of care (e.g., Veterans Service Organization locations, other Federal
property, county or State locations).

Additional, service line-specific telehealth considerations are described in the sections
below.

Data to Be Included

e Statistics on what percentage of spaces is needed to make each service line
“whole”

e Market Assessment rurality map/statistics





e Data on use of telehealth in Manchester and the VISN
e List of Telehealth hubs in VISN 1

Combination of the Somersworth and Portsmouth Community Based Outpatient
Clinics (CBOCs) into one larger “Sea Coast” CBOC with expanded services.

The Task Force finds that Veterans in New Hampshire, particularly those in the
Southern portion of the state, would benefit from the combination of the Somersworth
and Portsmouth CBOCs into one larger “Sea Coast” CBOC that offers expanded
services. Currently, the two CBOCs are located within 20 minutes of each other, and
each site serves about 2,000 Veterans. Both need more space to better serve Veterans
in the area. Additionally, the Portsmouth CBOC is currently located on the grounds of
the Pease Air National Guard Base, which creates access barriers for some Veterans.
This idea is supported by the Veteran population in New Hampshire. In response to a
survey question regarding the combination of these two sites, 59.11% of Veteran
respondents answered positively.

The combination of these two clinics at a new location would allow for more state of the
art facilities and an expansion of services offered. Currently Primary Care, Mental
Health, and tangential services such as nutrition and some lab work are offered at these
two sites. In a new, bigger location, the Task Force recommends expanding those
services to include some rehabilitative, imaging, and specialty services, as need
demands. Even if those services were not housed at the new CBOC, space could be
made available for providers to rotate through and see patients. The Task Force also
believes that the new CBOC may be an ideal place to locate dental services, which are
currently scarce for Veterans in New Hampshire. The location could also potentially
serve as a hub from which to offer telehealth services across the state and market, and
space could also be designated for various community services to come in and connect
with Veterans, especially while the Community Care Center is being created (and could
eventually become a satellite site, offering similar services).

Capital Assets Consideration

As part of the Market Assessment conducted by the Office of Policy and Planning, the
Dover area of New Hampshire was suggested as the location for the expanded CBOC
based on demographic data and utilization patterns. The Task Force agrees that
locations in the vicinity of Dover should be considered first when exploring the options
for the new CBOC. In addition to exploring different leasing and contract options, the
Task Force also believes that a community partnership with a local facility that may
have available space should be strongly considered when selecting a site.

Implementation Suggestions






e Do we have any?

Data to Be Included

e Slide from the Market Assessment

e Responses from the Survey

e Information on uniques/clinic stops for the CBOCs currently — will only be Primary
Care/Mental Health

Service Line-Specific Findings

In addition to the interdisciplinary findings described above, the Task Force supports a
number of specific findings in the areas of Medicine and Surgery, Imaging, Primary
Care, Mental Health, Rehabilitative Services, and Geriatrics and Extended Care. The
findings are organized below by service line, and contain capital assets considerations
and implementation suggestions where applicable. Common threads that run
throughout all the findings include a commitment to right sizing and staffing each service
to meet anticipated need and VA standards of care, updating infrastructure and
maintaining new structures where built, establishing partnerships across the market to
expand the services available to Veterans in the area, and bringing the care to the
Veteran as much as possible through the utilization of CBOCs, home-based services,
and telehealth capabilities.

Medicine and Surgery

The Task Force made four overarching findings in relation to the medicine and surgery
service lines: in-patient services should be provided to New Hampshire Veterans
through the utilization of community and network partnerships; access to services for
Veterans in the entire North market will be increased through the continued
development of a “Group Practice” model between Manchester and the VA Medical
Center in White River Junction; there is a need for an Ambulatory Care Center on-site
an Manchester; and the future use of Choice in the North Market must be handled
thoughtfully and judiciously. As previously mentioned, the Task Force supports the
inclusion of some specialty services, especially cardiology and endocrinology, at the
new combined CBOC, either on a permanent or rotating basis. Additionally, specialty
services can be provided into the CBOCs (as well as Veteran’s homes and non-VA sites
of care) through the use of telehealth capabilities.

Utilization of partnerships to provide in-patient care to New Hampshire Veterans.

The conversation about a full service hospital in New Hampshire long pre-dates the
creation of this Task Force. In reviewing the available data and Veteran feedback, the
Task Force believes that in-patient hospital services can and should be provided to





Veterans in New Hampshire, but that construction of an in-patient hospital is not the
best way to deliver these services. The data shows the demand for in-patient services in
the Northern Market decreasing over time. There is a high probability that by the time a
new in-patient facility was constructed, there would no longer be enough demand to
sustain its use. Additionally, the focus group and survey data collected by the Task
Force shows that the number one priority for Veterans is to receive care close to home,
regardless of who is providing it.

For all of these reasons, the Task Force finds that the best method for delivering in-
patient surgical care for New Hampshire Veterans is through the use of partnerships
and relationships. To start, a VA provider at Manchester will work closely with a Veteran
to determine what the best option is for them on an individual level. There are surgical
services available within the VA New England network, in Boston, White River Junction,
and Maine. Additionally, there are many high-quality community hospitals across New
Hampshire where, through partnership with the VA, many Veterans are already
receiving their in-patient care. The Veteran would be able to decide for themselves, in
consultation with their VA providers and family, which option will work best for them. VA
providers would be kept in the loop and receive all updates, information, and an lab
work. Finally, the Veteran would be able to receive their follow-up care at the VA. The
Task Force believes this is the best path forward to provide in-patient services to
Veterans in New Hampshire.

Continued exploration and development of a “Group Practice” model with White River
Junction

As mentioned previously, New Hampshire and Vermont are known as “twin sister”
states, which is why the Market Assessment considered them together as one market.
There is much overlap in population and service area, and the VAMCs in both states
have historically collaborated to provide the best possible care for all Veterans. For
example, the Pathology and Laboratory medicine service line has been unified dating
back to [x]. In the wake of the flood and the closing of the operating room at
Manchester, efforts at collaboration have only intensified. Currently, many services,
including cardiology, pulmonary, radiology, and sleep services, are being approached
collaboratively by providers at both Manchester and White River Junction.

The Task Force endorse these efforts at collaboration, and encourages the two sites to
further explore the possibility of establishing some form of “group practice” that allows
providers to work in both sites and the CBOCs. This would have a number of benefits
for Veterans in New Hampshire. It would open up White River Junction’s academic
affiliation with the Geisel School of Medicine at Dartmouth. The lack of such an
affiliation was identified by the Market Assessment as one of the challenges to providing
comprehensive, high-quality care in Manchester, and this move would open up a
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number of options to allow Manchester to expand the services offered on-site. For
example, Dartmouth currently has funding for palliative, pulmonary, cardiology, and
ophthalmology residency programs, and it is relying on the VA to provide the patients
and clinical opportunities. Manchester would become part of that broader training
opportunity. An academic affiliation would also help with recruitment and retention of
providers. Additionally, it would supplement service lines at Manchester which are
currently understaffed, some to the point of being only one-provider deep, and relieve
the burden on those providers, to allow them to focus on providing care to Veterans.

Increased collaboration between providers at the two sites may naturally grow into a
more formalized, structured regionalization of the North Market. The Task Force
believes further integration should be allowed to happen organically, and that the
creation of a robust group practice is needed at this time to best serve the Veterans in
both states.

Construction of an Ambulatory Care Center in Manchester, New Hampshire.

The Task Force finds that the construction of an Ambulatory Care Center (ACC) on-site
at Manchester is needed to address the needs and demands of Veterans in New
Hampshire. Possible services offered include: a full range of ambulatory surgery, basic
and advanced Gl and pulmonary endoscopy, urology, minor orthopedic procedures, a
full spectrum of radiology and imaging, and cataract surgery. This would allow Veterans
to remain in-state for all but the most complex procedures, and offer a way forward for
Manchester to specialize in certain procedures for Veterans across the North Market
and the network. E

In conjunction with the development of a group practice model with White River
Junction, the construction of an ACC in Manchester would offer a spectrum of care to
Veterans across the North Market. This makes the entire market more attractive in
terms of recruitment and hiring, because it would allow providers to see patients and
perform some surgeries at Manchester, but then also have the chance to do more
complex procedures at White River Junction. The same is true when it comes to
academic affiliations; the two sites together are more attractive than either standing
alone. Additionally, the CBOCs in both states could be looped in to a larger network of
care, with the possibility of follow-up care being provided at those clinics through either
a rotation of specialty providers or via telehealth services. Further collaboration would
also benefit White River Junction, because it would ensure there was enough to
demand to maintain its in-patient services, allowing access to new services not currently
offered, and increasing access to services with longer wait times.

One required element to make this level of increased collaboration between the two
sites workable is a robust transportation system running regularly between the two for
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Veterans, family members, and providers. The distance between the two sites (slightly
over an hour and a half) and the lack of available public transportation makes the
development of a managed and coordinated transportation system imperative. The
most likely solution appears to be some sort of busing system. The timing of pick-ups
and drop-offs on each site, the amenities on the buses, and the necessary infrastructure
to provide maintenance and upkeep to the buses themselves are all factors that must
be considered. It may be possible to contract with an outside company to provide these
services, and the Task Force believes all options should be considered.

Thoughtful and judicious use of the Choice program.

The Task Force recognizes that the future configuration of the Choice program will be a
factor in how all Veterans in the North Market access both inpatient and outpatient
services. While some elements of Choice are beyond the control of this Task Force, to
the extent to which individual sites can exercise control over the use of the future
Choice program, the Task Force wholeheartedly endorses a “VA first” approach.
Strategic partnerships with community facilities for urgent or emergent cases,or
situations where it is clearly in the best interest of the Veteran to receive care in a
community setting will of course still be on the table and options for consideration.
However, the Task Force believes that in all other circumstances, every effort should be
made to provide care to Veterans at a VA site. Additionally, in all circumstances, VA
providers should remain at the center of care coordination for all Veterans receiving
there care through the VA, either at a VA facility or through a community partner.

On a practical level, there are different eligibility rules for Choice in Vermont and New
Hampshire, and the lack of consistency currently provides an obstacle to increased
collaboration and regionalization of services between the two states.

Capital Assets Considerations

The Task Force recognizes that the construction of an ACC on-site at Manchester is a
long-term construction project that would likely require 1-2 new buildings. As will be
noted in subsequent recommendations, it is unclear to what level the existing structure
at Manchester could be updated and refurbished. The Task Force understands that
there is an established process through which large scale construction projects must
move. However, given the lack of services in Manchester currently, the Task Force
encourages the consideration of all possible options to expedite this process, including
the use of “minor” construction and non-recurring maintenance (NRM) projects.

In the short term, pending the completion of new ACC space, the Task Force supports
the continued use of the “Hospital within a Hospital” model with community partners —
where VA providers use non-VA space to provide care to Veterans — to allow Veterans
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access to outpatient services in New Hampshire. As described previously, this is
currently being successful executed at Frisbee Hospital and Catholic Medical Center.

Where Telehealth services are utilized, particularly in the CBOCs, there must be
adequate internet strength and bandwidth to transmit live streamed video, and also for
the secure transmittal of any necessary clinical information.

Implementation Suggestions

e Do we have any?

Data to Be Included

e Projections — Market Assessment — In-patient demand

e Focus groups — responses indicating Veterans wanting services close to home

e Data — Market Assessment — effect of no academic affiliation in Manchester

e Area for discussion — there was no conversation about urgent care and whether
that would be included in the ACC

e Focus group response from VT Veterans

e Data on Veteran's preference for VA over community

Radiology (Imaging)

As previously mentioned, increased Imaging services are incorporated into 3 previous
findings: in the new combined Sea Coast”’] CBOC, as an opportunity for increased
collaboration with White River Junction (which is happening to some extent already),
and as part of a new ACC on site in Manchester. However, the Task Force has also
made several radiology-specific findings. First, the need to right size and staff on-site
services at Manchester regardless of a new ACC space. Second, the necessity of
expanding radiology services into the CBOCs where appropriate. Third, a brief mention
of the possible radiology services that could be expanded through partnerships,
particularly with White River Junction.

Right sizing and staffing on-site at Manchester

If an ACC is constructed on-site at Manchester, the space reserved for Imaging services
should be expanded to allow for the department to adjust to current and future needs as
well as expanding hours for patient scheduling. The Task Force also supports the
expansion of Imaging services offered, and adequate staffing to meet current and future
demand. For example, Radiology services could be slightly expanded to include some
basic image guided procedures with adequate space and equipment. The primary issue
with the current space is that the age and design of the building itself is not conducive to
the installation of modern imaging equipment. Additionally, while currently the
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equipment provided is up-to -date and new equipment is procured in a timely manner,
this is a practice that must be continued as new technological advances in this field are
developed.

Expansion of Imaging services into the CBOCs where possible, either permanently or
through mobile services

Radiology is among the services the Task Force believes should be considered for the
combined “Sea Coast” CBOC. Additionally, the remaining CBOCs across the North
Market should be evaluated to determine if basic Imaging could be added to the current
space. If not, the possibility of increased space for Imaging services should be
considered when reviewing the lease for each clinic and considering relocation to a new
site. Additionally, the possibility of mobile rRdiology services, which could rotate
through the various CBOCs, should be investigated for feasibility.

Expansion of Imaging services offered through partnerships

Current Radiology services offered at Manchester are general radiology, ultrasound,
computed tomography (CT), magnetic resonance imaging (MRI), and nuclear medicine.
The Task Force supports the continuation of these services. Even with the expansion
of Imaging space at Manchester, more advanced or critical services (such as
Interventional Radiology) would still be performed at partner facilities, such as White
River Junction and Boston. Manchester and White River Junction currently have an
established process for sharing IR and PET services; however both sites will need
additional staffing to support a more robust referral program. Mammography services
are currently offered through several community partners, and the Task Force
encourages the continuation of these arrangements.

The Radiology service line is already using telehealth capabilities to allow providers at
remote locations to read images and data from tests and procedures performed on-site
at Manchester. The Task Force supports the continuation and expansion of these
efforts.

Capital Assets Considerations

As with the Medicine and Surgery findings, the capital assets needs for expanding
Radiology services on-site at Manchester depend on whether the existing structure is
able to be refurbished or new construction is needed. However, when it comes to
Radiology equipment, special construction considerations must be made. Ground level
is the ideal location for Imaging services due to the weight loads of the equipment.
Imaging location should also give consideration to easy patient access and access to
emergency medical back up should there be a contrast reaction.
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Implementation Suggestions

e Do we have any?
Data Needed

e Space gap information on the current imaging space?

e |Is there space at the current CBOCs for Imaging services — Garrett Stumb
doesn’t think so

e Possibility of mobile services

Primary Care

Primary Care is one of the service lines that the Task Force believes should be included
as part of the services offered at the new Community Care Center. Additionally, Primary
Care forms the basis of services provided at all VA CBOC'’s, and would be a major
component of the proposed Sea Coast CBOC. Finally, new Primary Care space is one
element that could be incorporated into a new ACC. However, the Task Force has
made three additional findings related to Primary Care. First, there are certain elements
that must be incorporated into future Primary Care space at Manchester. This includes
sizing per the PACT model, including the extended care team, as well as incorporating
employee and Veteran wellness areas. Second, the expansion of Primary Care services
via telehealth and tele-Primary Care. Finally, the Task Force finds that there’s a need to
enhance the pain and opiate management programs offered to Veterans in New
Hampshire, a suggestion that has implications for the rehabilitative and Mental Health
service lines as well.

Right sizing and staffing on-site at Manchester per the PACT Model, including the
extended care team, and incorporating wellness areas

Current Primary Care space at Manchester has a space gap of roughly 50% the
recommended space per VA standards of care. Primary Care services within the VA are
provided according to the PACT model, with each Veteran assigned a teamlet
consisting of a Provider, RN, LPN/LVN/HT, and Clerk. Additional discipline-specific
team members should be integrated into Primary Care and available to address
Veterans’ health needs, including: a clinical pharmacy specialist; an anticoagulation
CPS; a registered dietician; Mental Health providers; and a social worker. Under the
PACT model, the patient panel for a Provider is 1,200, and 900 for an RN. Current clinic
space and design is outdated and not supportive of current needs and functions. Space
should be able to provide co-location for appropriate support services and access to
technology for virtual care, health education and wellness. In addition, large rooms
should be available for group education such as MOVE, Tobacco cessation, physical
activity, shared medical appointments and other uses. These rooms can be used to
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support the establishment of areas within primary care for employees to take a break,
be refreshed, with the option to meditate and/or relax. Opportunities for health
education, and other activities such as yoga and tai chi would be beneficial to both
Veterans and employees and can be offered with relatively few major space
considerations. PACT space design guidance should be followed.

Expand access to Primary Care services via telehealth and tele-Primary Care

The Task Force finds that there is a need to expand access not just to Primary Care but
to tertiary services such as medical and surgical specialties, physical therapy, MOVE,
and smoking cessation among others via telemedicine. The expanded use of tele-
Primary Care would improve access to VA Primary Care services, allow for coverage at
smaller sites, and could even potentially provide support for the wider North Market and
VISN. Providers could connect with Veterans at the CBOCs, at the Veteran’'s home, and
at non-VA sites of care.

Enhance pain and opiate management programs

Given the current opioid crisis, which has hit New Hampshire harder than many states
across the nation, the Task Force finds there is a need to increase access for Veterans
to an integrative pain clinic with complementary and integrative health services,
including physiatry, anesthesia, neurology, an opioid tapering clinic with clinical
pharmacy support, pain psychology, acupuncture, Battlefield acupuncture, yoga and tai
chi, chiropractic care, massage therapy and aquatic therapy, among others. Some of
these services could be in the community if available, or offered to Veterans via
telehealth, but all should function fairly seamlessly with treatment plans developed by
the interdisciplinary pain clinic. This concept was also supported by the Mental Health
and rehabilitative services in their reports to the Task Force.

Capital Assets Considerations

The capital assets concerns for increased Primary Care space will be determined based
on whether the current Manchester infrastructure can be refurbished or whether new
construction is needed. It may be that as other services move into new structures, the
“core” of the existing Manchester medical center can be transformed into Primary Care
space adequate to meet the requirements of the PACT model. The inclusion of wellness
and relaxation space is relatively resource-light — swing space can be used for this
purpose with readily available equipment such as yoga mats and the ability to dim the
lights.

As mentioned previously, any refurbishment or new construction must also take into
account the technological requirements to adequately provide telehealth services
across the state, as well as possibly the larger market and network.
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Implementation Suggestions

e Do we have any?
Data Needed

¢ Information — PACT space design guidance — | have this, but it's a lot of
information

e Current Primary Care space gap at Manchester -l have differing information on
this

Mental Health

The Task Force believes that the provision of high-quality, easily accessible Mental
Health services to Veterans is one of the most important aspects of the VA’s mission in
New Hampshire. Mental Health services will form the basis of many of the programs
offered at the CCC, and will also figure prominently into the expanded Sea Coast
CBOC. However, there are three additional findings the Task Force supports in regards
to the future of Mental Health services in New Hampshire. First, there must be an effort
to improve the services offered to Veterans at their initial point of contact with the VA.
Second, inpatient Mental Health services must be readily accessible to New Hampshire
Veterans through partnerships in the community and across the VISN. Finally, current
and future need supports the establishment of an intensive residential and outpatient
Mental Health services on-site at Manchester.

Improvement of services offered to Veterans at the initial point of contact regarding
Mental Health, including increase of Tele-Mental Health and staff training and

development.

Veterans seeking Mental Health services engage with the VA system through a variety
of entry points. They can be referred by a VA or community primary provider, either in
Primary Care or one of the specialty clinics. They can come in via the VA urgent care or
local emergency room. They can reach out by calling or using the VA messaging
service. The Task Force believes that it is vital that at this initial point of contact,
Veterans are directed to the most appropriate level of care in the most seamless way
possible, and believe there are a number of steps that could be taken to ensure that this
level of service is maintained moving into the future. Providers who will encounter these
Veterans, from front line staff, to urgent care staff and Primary Care and specialty
providers outside of Mental Health, must be adequately and competently trained in the
best approaches to providing care to Veterans seeking Mental Health services, and the
appropriate response to any situation that might arise. This training must be maintained
as new staff joins and leadership must encourage the development of expertise in this
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area. Additionally, a crisis intervention team must be on call to support Veterans and
staff during all hours when care is provided.

Tele-Mental Health also plays a role in allowing Veterans to expediently access
appropriate Mental Health services. Concepts discussed in previous sections, such as
the expansion of CBOC services through telehealth, telehealth services into both the
Veteran’s home and non-VA sites, and an integrated call center are all elements the
Task Force believes are aspects of delivering exceptional tele-Mental Health services in
New Hampshire.

Provision of inpatient Mental Health services where necessary through community
partnerships and partnerships within the VISN

There are currently a lack of inpatient Mental Health beds in New Hampshire. However,
the Task Force faced similar projected demand as with inpatient medicine and surgery
beds. By the time such a facility was constructed, demand in the state (based off current
projections) would not be large enough to sustain the facility. The Task Force believes
that the best way to provide inpatient Mental Health services to New Hampshire
Veterans is through increased partnerships with other sites across the network (White
River Junction, Boston, Maine) and within the community where available. While this
would potentially require some travel, often an inpatient stay is only for a number of
days, and the Veteran requires the type of specialized services that are found at sites
that have an established in-patient Mental Health unit. Manchester would not be able to
develop the space or expertise in time to adequately meet the demand for Mental
Health beds.

Establishment of an intensive residential and outpatient Mental Health services on-site
at Manchester

Currently, when New Hampshire Veterans have completed an inpatient Mental Health
stay, either at another site in the network or at a community provider, there is nowhere
for them to go. There is a gap in the state, and in the market as a whole, when it comes
to the next level of Mental Health services. For these reasons, the Task Force finds that
there is a need for the establishment of a Residential Rehabilitation Treatment Program
(RRTP) on-site at Manchester. The RRTP would be able to offer intensive residential
Mental Health care to Veterans who have a wide range of problems, illness, or
rehabilitative care needs which often include Mental Health and substance use
disorders, often co-occurring with medical conditions and psychosocial needs such as
homelessness and unemployment. The program would provide a 24/7 therapeutic
setting utilizing both professional and peer supports. Treatment would focus on the
Veteran’s needs, abilities, strengths, and preferences. Services that could be offered in
this setting include Electroconvulsive Therapy (ECT), Transcranial magnetic stimulation,
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TMS, ketamine treatment, as well as intensive treatment for substance use disorder
(SUD). It may be possible that some of the offered programs could be extended beyond
the Veteran’'s stay at the RRTP through the use of telehealth services.

The establishment of a RRTP at Manchester has the ability to serve not just Veterans in
New Hampshire, but Veterans across the North Market and possibly the New England
network. This is an area that where Manchester could excel and standout as a leading
provider of these services in the area and possibly, with time, in the VA as a whole.

Capital Assets Considerations

The establishment of a RRTP will require the new construction of at least one, if not
two, new buildings. The Master Planning presentation reviewed by the Task Force
contains information on the creation of an RRTP structure at the current Manchester
site. Similar to concerns expressed with regards to a new ACC, due to the lack of these
services in Manchester (as well as the community) currently, the Task Force
encourages the consideration of all possible options to expedite this process, including
the use of “minor” construction and non-recurring maintenance (NRM) projects.

As previously stated, any new construction should take into account the technical
requirements to provide telehealth services.

Implementation Suggestions

The need for inpatient Mental Health beds is acute and urgent, so steps must be taken
to increase partnerships with community Mental Health providers in the New Hampshire
that may have available beds, as well as to ease the process through which a Veteran
in New Hampshire can access in-patient Mental Health services at other sites across
the network.

¢ Project implementation team for the RRTP?
e Any other suggestions?

Data Needed

e Projections — market assessment — residential Mental Health services/inpatient
Mental Health services

e Steps NH is taking to increase Mental Health inpatient beds

e Mental Health follow ups from the face to face meeting

¢ More information — nonvoluntary transfer over state lines?

¢ Include information about how the demand projections may change over time
due to unforeseen events — not sure this is helpful
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e # of Mental Health beds across the VISN — have that info for WRJ, not Maine or
Boston

e EBA - RRTP estimate — do we want to see if they can isolate just this element as
to cost?

Sensory and Physical Rehabilitative Services (SPRS)

The Task Force envisions the incorporation of SPRS into both the CCC and the new
expanded CBOC. The demand in SPRS is expected to almost double across the North
Market over time. Therefore, the Task Force makes three additional findings that will be
needed to meet this future demand. First, the right sizing and staffing of SPRS on-site at
Manchester, including an increase of services offered. Second, a concentrated effort to
expand access to SPRS services across the state and market through the CBOCs,
telehealth, and community partnerships as appropriate. Finally, the creation of a
regional amputation Center of Excellence (COE) in Manchester to build on innovations
and relationships already established through the development of the LUKE arm
breakthrough.

Previous findings regarding the need for pain management programs and an RRTP on-
site on Manchester have SPRS implications as well and were supported by the SPRS
information and reports received by the Task Force.

Right sizing the space and staffing of rehabilitative services on-site at Manchester,
including an increase in on-site services offered to meet demand

The Task Force supports an increase in the provision of SPRS to better meet the needs
of Veterans on-site at Manchester. This would include increasing and updating the
current space and equipment available to the SPRS team, as well as increasing staff
recruitment and administrative support. Additionally, the expansion in availability of
SPRS to evenings and weekends would also increase Veterans’ access to these
services. Finally, new services should be added to the current SPRS offerings to
supplement the options available to Veterans as the rehab needs change and evolve
over time and as demand in the area increases. One related service that is needed
sooner rather than later is the provision of a prosthetist on site (possibly at the COE
mentioned below). Possible other new services include: adaptive sports clinic, amputee
clinic, blind rehab, and interdisciplinary amyotrophic lateral sclerosis (ALS) provided by
SCI/D team.

Expansion of rehabilitative services across the market through the CBOCs, the use of
telehealth, and community providers as appropriate

The Task Force finds that there is a need to expand SPRS across New Hampshire and
the North Market, and this can be accomplished through a combination of an increase in
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services at the CBOCs, through telehealth, and through community partnerships, as
appropriate for each individual Veteran. Examples of services that could be expanded to
the CBOCs include audiology clinics, chiropractic services and acupuncture, and
physical therapists. Telehealth could be used to perform hearing tests, as well as to
allow providers to follow up with Veterans, and even view them performing certain
exercises and stretches within their homes. Finally, community partnerships may work
best when there is a waiting list for SPRS at Manchester or a CBOC, when neither
Manchester nor a CBOC is convenient for the Veteran, or where the frequency with
which the Veteran must access SPRS makes it difficult for the them to travel to one of
the VA sites. There is a need to expand SPRS access across the state, and the Task
Force believes that a highly coordinated approach that takes into account the individual
needs and circumstances of each Veteran is the best approach moving forward.

Creation of a regional amputation Center of Excellence in Manchester

The Task Force strongly supports the creation of a state-of-the-art Regional Amputation
COE at Manchester (either on-site or potentially co-located with the new CCC). The
center would be run by a Manchester Staff Prosthetist, and utilize significant telehealth
to support other VA facilities. A prosthetics lab on site would be included for limb
fabrication and fittings. Manchester VAMC is already working closely with the creators
of the LUKE Arm (Designed and fitted for the first time with calibrated sensors capable
of decoding natural muscle signals, translating the user’s thoughts into precise
movements of hand, arm and wrist), and the creation of this amputation center presents
the opportunity to expand upon this relationship and provide enhanced amputation
services in VISN 1. The development of this center will create a greater potential for the
VA to apply for research grants, as well as promote enhanced collaboration with
academic affiliates. The already established partnerships available in the Manchester
community make this location ideal for continued innovation (i.e., DEKA, Mobius
Bionics, Next Step Prosthetics). The center would welcome all VISN 1 Veterans, who
would be authorized to reside in the on-site rehab lodge for portions of their
fittings/trainings.

Capital Assets Considerations

The expansion of SPRS onsite at Manchester would require either new construction or
the refurbishment of existing structures. Similar to Primary Care, SPRS may be
something that could be moved into an overhauled “core” of the current Manchester
medical center. The concerns about the bandwidth and technological infrastructure to
support telehealth would also be relevant.
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The creation of a Regional Amputation COE would require a new structure, either built
or leased in the community. Subject matter experts in this area should be consulted to
determine the appropriate space considerations

Implementation Suggestions

e Project Implementation team for the COE?
e Anything else?

Data Needed

e Market Analysis — SPRS demand — have this

e Space gap — SPRS — may have this information

e Current staffing gap — SPRS

e Space for SPRS services at the current CBOCs — may have this information
¢ Information on VA regional amputation centers — included in the SPRS report

Geriatrics and Extended Care (GEC)

The Veteran population in New Hampshire (and across the country) is aging, and the
VA has a duty to provide care for a Veteran’s entire lifespan. GEC services are
contemplated by the Task Force to be vital components of the CCC and the Sea Coast
CBOC. The Task Force makes the additional findings about the future of GEC in New
Hampshire. First, the number of Community Living Center (CLC) beds on-site at
Manchester must be increased to [x]. Second, home based services for aging Veterans
must be increased, including Home Based Primary Care (HBPC), Home Care, and
GERI MHICM-enhanced home care. Finally, the Social Work Case Management Model
(SWCMM) must be implemented for medically complex, vulnerable Veterans.

Increase the number of Community Living Center (CLC) beds on-site at Manchester

The Market Assessment conducted in the North Market projects a future gap of 156 in
available CLC beds. Long term care options in the state are limited based on state law
which limits community nursing home long stay beds and due to staffing concerns
reducing the number of beds at the Tilton State Veterans Home. Manchester currently
contracts with community nursing homes, but availability fluctuates due to quality of
care in the community. CLCs continue to care for challenging Veterans, whom the
community is unwilling to accept. Therefore, the Task Force finds that the number of
CLC beds on-site at Manchester should be increased to [x].

Expansion of in-home services specific to aging Veterans including, Home Based
Primary Care (HBPC), Home Care and GERI MHICM-enhanced home care services for
Veterans with Mental Health issues

21





For Veterans who want to stay in their home, and for whom it is still medically
appropriate and feasible, the provision of home services across the state must be
increased. One element that should be expanded is the HBPC PACT, which cares for
Veterans with multiple chronic ilinesses, who are at high risk for poor outcomes such as
end of life and frequent hospital admissions. The model is a comprehensive
interdisciplinary team providing Primary Care in the homes of Veterans. Home Based
Primary Care reduces Hospitalization, Length of Stay and Emergency Room visits.
HBPC is in line with the Secretary’s “Moon Shot- Choose Home” and may incorporate
Telehealth to increase access. The New Hampshire HBPC catchment area is served by
both White River Junction HBPC and Manchester HBPC.

Additionally, the Task Force is proposing the expansion of a Mental Health Intensive
Case Management program (in collaboration with Mental Health) or a specialized
Geriatric MHICM Program (in collaboration with Mental Health) for Veterans to receive
care in the home environment. This recommendation is also in line with the Secretary’s
“Moon Shot- Choose Home”. This addresses concerns raised during listening sessions
with providers in home care regarding the increase and complexity of Mental Health
issues within the population served.

Implementation the Social Work Case Management Model for medically complex,
vulnerable Veterans

The case management needs of high risk, high cost geriatric patients need to be
addressed in multiple areas, as the patient flows through the various spheres of care.
Patients and their caregivers often wait until placement or the need for additional care
becomes a crisis and they enter through their Primary Care provider, either VA or
Community. Given the VA’s current structure the Task Force finds that it makes the
most sense to provide case management in the service areas where the patient is
receiving care. This proposed model builds upon current staffing and adds specialty
case management at end of life, Non-VA Community Care and increases PACT Social
Work.

This model requires community requires Community Care Social Workers, which
provide case management of psychosocial needs of geriatric Veterans receiving non-
VA care in the community, assure maximum VA benefits, provide inter-agency and
facility consultation and support with community providers, and make home visits to
assist with long-term care planning and evaluation. Also suggested is the creation of
PACT Social work, which provide the front-line rapid involvement and case
management of the psychosocial needs of Veterans, most of whom are over the age of
65. This includes long-term care planning, crisis care, and engagement of non-VA
community care service options.
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Capital Assets Considerations

The exact CAM needs in relation to the CLC will depend on what the final number of
beds is. This can be added later.

An increase in home-based services requires the creation of infrastructure, including
administrative staff, technical support, and transportation, to support an increase in
providers services Veterans in the home.

Implementation suggestions

e One option is that the Task Force doesn’'t make a decision as to the specific
increase in CLC beds and instead refers that decision to a Project
Implementation team

e Anything else?

Data Needed

e WRJ need — CLC beds — asked/received

e # of Veterans in community beds - asked/received

e Demand — market analysis — have this information

e This group has some really good charts in all their reports
e Include in background — description of CLC

e Information — Home care moonshot?
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Manchester Task Force Data Due Outs

e Survey

0 Please provide a list of the “Other” responses for the question that offered free

text option
= Comments provided in spreadsheet

o0 Valuate further the demographics, including age and geography of Veterans who
responded to Questions 1, 2, and 3 (regarding inpatient care)

0 Add a question — Where do you prefer to receive your outpatient/ambulatory
specialty care? Options: clinic visits at Manchester with day surgery at WRJ VA;
clinic visits in Manchester with day surgery at a community hospital (e.g.,
Catholic Medical Center or Elliot Hospital); all care referred out to your local area
through Choice;

0 Add a question —Would you be in favor of receiving specialty and/or inpatient
care at White River Junction. This should be presented as a multiple choice
guestions, with options similar to the question listed above.

0 Focus groups need to be conducted with Veterans in the White River Junction
capture area regarding their feelings/willingness about coming to Manchester for
some services

= Conversations regarding these focus groups have been started with WRJ
leadership
¢ Mental Health
o Data from the community: how long do Veterans lodge in ERs awaiting mental
health beds? How does this compare to non-Veterans waiting in ERs?
= Average Wait from Urgent Care to another VA Facility: Recently dropped
from 8 hours to 6 hours, with the goals of reducing it to 4 hours
= CMHA Report from Dave is included

o Data needed on the number of Veterans who present at both community
emergency rooms and Manchester urgent care for mental health needs

o How many times in the past 1-2 years have Veterans been referred from
Manchester Urgent Care on an IEA (involuntary admission) to New Hampshire
Hospital? Or to other community hospitals (ie Franklin Hospital, Elliott, Portmouth
Regional and Cypress Center).

= Wanda Hunt is reaching out to the Suicide Prevention Coordinators at
Manchester to see if they know
e Rehab
o Datais needed about White River Junction’s current gap/need when it comes to
rehab services
= Question referred to Rehab Subgroup
e GEC
o Data needed on the White River Junction Need/Demand for CLC space
* In FY16 an executive decision memo from WRJ was considered
requesting 14 short stay CLC beds, but it was never put forward





o Data needed as to the average Length of Stay at the Manchester CLC currently
(e.g., case-mix between Long-stay Veterans, short-stay rehab Veterans; hospice
Veterans, etc)

= Attached charts including Average Length of Stay, Unique Patients, and
Bed Days of Care

o Inthe data presented, are Veterans using private nursing homes paid for by the
VA included? Including the New Hampshire Veteran’s Home? What is the
number of currently contracted beds within the community?

= Contracted Nursing Home Beds: 250 Dom Beds
= Uniques (there were usage numbers from October)
e Manchester — 49
e Non-Manchester — 4
e Number of contracts 7
= Current Veteran census at the NH Veterans Home in Tilton — 195
= Along with the other GEC data — chart from the long Term Care
Projection Model utilized CNH indicating in-house and community beds
for FY2016 and for FY2026
= Manchester CLC has 41 physical beds and 39 Bed Days of Care
currently

0 How many Veterans are receiving compensation benefits that are eligible for

long-term care through the VA?
e Primary Care
0 Why did Option 4 (Veteran and Employee Wellness Center) only have a 2 for
feasibility?
= The rationale was that space is very hard to come by and typically the
type of open space for group visits, wellbeing programing and even
MOVE, tobacco cessation, shared medical appointments, etc has been
very difficult for Medical Centers to support. However, if space is not an
issue, than creating the right ambience for a wellness center and
resources/equipment is a smaller hurdle.
¢ Imaging
0 A guestion was raised about whether there was space at the CBOCs to move
some Imaging services there now
= Imaging Service Line was unclear, and suggested the question be
referred to Engineering at Manchester. Question referred to Garrett
Stumb

0 A guestion was raised about the ideal location for Imaging services within the
Manchester campus footprint (ie should it be its own building or in a different
location than the basement)

= Ground level is the ideal location for Imaging services due the weight
loads of the equipment. Imaging location should also give consideration
to easy patient access and access to emergency medical back up should
there be a contrast reaction. The primary issue with the current space is





that the age and design of the building itself is not conducive to the
installation of modern imaging equipment.
Medicine/Surgery
Culture/Process
0 Are there private sector benchmarks and/or external analysis that addresses
cultural metrics and clinical quality metrics for facilities similar to VA Complexity
Level 3 facilities/Manchester.
= Question referred to Culture Task Force
0 Ask the Culture Task Force — has John Kotter in Oklahoma City tackled the issue
of metrics to effectively measure/monitor culture over time? Are there any
community comparisons for benchmarking?
= This question has already been referred to the Culture Task Force group
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New Hampshire Community Mental Health Agreement

Expert Reviewer Report Number Seven

January 10, 2018

I. Introduction

This is the seventh semi-annual report of the Expert Reviewer (ER) under the Settlement
Agreement in the case of Amanda D. v. Sununu; United States v. New Hampshire, No. 1:12-cv-
53-SM. For the purpose of this and future reports, the Settlement Agreement will be referred to
as the Community Mental Health Agreement (CMHA). Section VIII.K of the CMHA specifies
that:

Twice a year, or more often if deemed appropriate by the Expert Reviewer, the
Expert Reviewer will submit to the Parties a public report of the State’s
implementation efforts and compliance with the provisions of this Settlement
Agreement, including, as appropriate, recommendations with regard to steps to be
taken to facilitate or sustain compliance with the Settlement Agreement.

In this six-month period (July 1, 2017 through December 31, 2017), the ER has continued to
observe the State’s work to implement certain key service elements of the CMHA, and has
continued to have discussions with relevant parties related to implementation efforts and the
documentation of progress and performance consistent with the standards and requirements of
the CMHA. During this period, the ER:

e Conducted on site reviews of Assertive Community Treatment (ACT) and Supported
Employment (SE) services at Community Partners and Seacoast Mental Health
Centers. Non-random samples of ACT and SE records were reviewed at each site.

e Met with senior management and with a clinical team at NHH to review transition
planning processes and issues;

e Met with Glencliff leadership, clinical staff, and a resident to discuss transition
planning processes and issues;

e Met with the Mobile Crisis Team (MCT) of Harbor Homes, the agency selected to
operate the MCT and crisis apartments in the greater Nashua region;

e Observed two five-day Quality Service Review (QSR) reviews; one at Genesis
Mental Health Center; and one at the Center for Life Management;

e Met with the DHHS CMHA leadership team to discuss progress in the
implementation of CMHA standards and requirements;





e Participated in several meetings with representatives of the Plaintiffs and the United
States (hereinafter “Plaintiffs”);

e Met twice with DHHS Quality Management/Quality Service Review (QM/QSR) staff
to discuss refinements to the QSR process; and

e Convened two all parties meetings to discuss design and implementation issues
related to the QSR process and Glencliff transitions to integrated community settings.

Information obtained during these on-site meetings has, to the extent applicable, been
incorporated into the discussion of implementation issues and service performance below. The
ER will continue to conduct site visits going forward to observe and assess the quality and
effectiveness of implementation efforts and whether they achieve positive outcomes for people
consistent with CMHA requirements.

Summary of Progress to Date

Eighteen months ago the ER recommended a number of action steps and timelines intended to
facilitate movement towards compliance with the CMHA and to increase transparency and
accountability related to State actions under the aegis of the CMHA. The State agreed to
implement these recommendations, and has made progress in certain areas of compliance and
accountability. Specific progress related to these recommendations is summarized below:

1. By August 1, 2016, circulate to all parties a detailed plan with implementation steps and
time lines to achieve compliance with the CMHA requirements for ACT services;

ER Finding: The State has implemented this recommendation by circulating such a
plan, and continues to track and report on its implementation of various action steps
and limited progress towards compliance with CMHA requirements. However, as will
be noted throughout this report, the State remains out of compliance with the ACT
requirements of the CMHA. The ER expects the State to propose new and expanded
initiatives and implementation strategies to be implemented to move the State closer to
compliance in this critical area; and these new initiatives with attendant timelines must
be included no later than March 1, 2018 in the ACT section of the monthly progress
report. The most recent version of this report (October, 2017) is included as Appendix
B to this report.

2. By August 1, 2016, circulate to all parties a detailed plan with implementation steps and
timelines to achieve CMHA penetration rates and fidelity standards for SE throughout
New Hampshire;

ER Finding: The State has implemented this recommendation by circulating such a
plan, and continues to track and report on its implementation of various action steps
and progress towards compliance with CMHA requirements. The State is in
compliance with the statewide penetration rate standards for SE, but continues to work





aggressively with the four CMHCs that remain under the standard. Fidelity reviews
resulted in Quality Improvement Plans for multiple CMHCs in 2017,

By August 1, 2016 circulate to all parties a detailed plan with implementation steps and
timelines to achieve CMHA requirements to assist 16 residents of Glencliff with complex
medical needs to move into integrated settings as soon as possible;

ER Finding: The State has implemented this recommendation by circulating such a
plan and it continues to track and report on individuals with pending discharge plans.
This plan, and the current status of compliance, is discussed in greater detail under the
Glencliff Transitions section of this report.

Starting September 1, 2016, and each month following, submit to all parties a monthly
progress report of the steps taken and completed under these respective plans to assure
compliance with CMHA requirements as identified in this report;

ER Finding: The State has implemented this recommendation and continues to track
and report on its progress, which varies depending on the sections of the plan. As
noted above, the latest version of the monthly progress report is attached as Appendix
B of this report.

By October 1, 2016, complete the field tests and technical assistance related to the
Quality Service Review (QSR), convene a meeting with Plaintiffs to discuss any
recommended design or process changes, and publish a final set of QSR documents
governing the process for future QSR activities;

ER Finding: Working in concert with representatives of the plaintiffs and the ER,
DHHS developed revised QSR instrumentation, instructions, and scoring algorithms.
The revised QSR has been carried out at three of the Community Mental Health
Centers. The ER participated in two of these on-site QSR reviews A more detailed
discussion of progress with regard to the QSR is included under the QSR section of this
report.

Complete at least one QSR site review per month between October 2016 and June 2017,
with the exception of the month of December, and circulate to all parties the action items,
plans of correction (if applicable), and updates on implementation of needed remedial
measures (if applicable) resulting from each of these reviews;

ER Finding: See #5 above. It should be noted that all 10 of the CMHCs had an onsite
QSR review using the previous instruments and protocols during the 2016-2017 period.

Starting July 1, 2016, circulate to all parties on a monthly basis the most recent data
reports of the Central Team;





10.

ER Finding: The State has implemented this recommendation by circulating monthly
reports and it continues to track and report progress towards compliance with CMHA
requirements.

No later than October 1, 2016, assure that final rules for supportive housing and ACT
services are promulgated in accordance with the draft rules developed with input from all
parties;

ER Finding: The Supported Housing (SH) and ACT rules have been promulgated,
and incorporate positive elements resulting from discussions among DHHS staff and
representatives of the Plaintiffs.

By October 1, 2016, augment the quarterly data report to include:

e ACT staffing and utilization data for each ACT team, not just for each region.
ER Finding: The State has implemented this recommendation.

e Discharge destination data and readmission data (at 30, 90, and 180 days) for people
discharged from NHH and the other Designated Receiving Facilities (DRFs).

ER Finding: The State has now complied with this recommendation. The new
data is included in the most recent Quarterly Data Report, which is included as
Appendix A of this report.

e Reporting from the three Mobile Crisis programs, including hospital and ED
diversions.

ER Finding: Data for the Mobile Crisis Teams and Crisis Apartments is now
included in the Quarterly Data Report.

e Supportive housing data on applications, time until eligibility determination, time on
waiting list, reason for ineligibility determination, and utilization of supportive
services for those receiving supportive housing.

ER Finding: As of December 2017 DHHS has not produced the requested
information. The ER expects the requested information to be provided to the ER
and the Plaintiffs no later than March 1, 2018. Once produced, consideration can
be given to including these data on a regular basis in the Quarterly Data Report.

By October 1, 2016, and then by December 1, 2016, factually demonstrate that
significant and substantial progress has been made towards meeting the standards and
requirements of the CMHA with regard to ACT, SE and placement of individuals with
complex medical conditions from Glencliff into integrated community settings.





ER Finding: The State remains out of compliance with the ACT standards of the
CMHA. The State is making progress towards compliance with the Glencliff
requirements in the CMHA. See more detailed discussion of these issues under the
ACT and Glencliff Transitions sections of this report. The ER notes that the State
remains in substantial compliance with the SE penetration rate requirements of the
CMHA. The ER will continue to work with the State to document that: (a) that SE
services are delivered with adequate intensity and duration to meet individuals’ needs;
and (b) that SE services are resulting in integrated, competitive employment. As of
December, 2017 DHHS has not produced data on the degree to which SE services are
resulting in integrated, competitive employment. The ER expects that these data will be
produced and delivered to the ER and the Plaintiffs no later than March 1, 2018. Once
produced, consideration can be given to including these data on a regular basis in the
Quarterly Data Report.

11. By October 1, 2016 demonstrate that aggressive executive action has been taken to
address the pace and quality of transition planning from NHH and Glencliff through the
development of a specific plan to increase the speed and effectiveness of transitions from
these facilities.

ER Finding: The ER believes that both NHH and Glencliff have evidenced, at a
leadership and a staff level, increased efforts and commitment to facilitating timely
transitions to integrated community settings, albeit with modest result to date.
Transitions from Glencliff to integrated community settings appear to be a priority
now; nonetheless, only one person was scheduled to be discharged* to an integrated
community setting in the most recent quarter.

Il. Data

The New Hampshire DHHS continues to make progress in developing and delivering data
reports addressing performance in some domains of the CMHA. Appendix A contains the most
recent DHHS Quarterly Data Report (July to September, 2017), incorporating standardized
report formats with clear labeling and date ranges for several important areas of CMHA
performance. The ability to conduct and report longitudinal analyses of trends in certain key
indicators of CMHA performance continues to improve.

The Quarterly reports now include data from the mobile crisis services in the Concord,
Manchester and Nashua Regions; data on discharge destinations from NHH, the DRFs, and
Glencliff; admission, discharge and length of stay data for New Hampshire’s DRFs; and some
data on utilization of the Housing Bridge Subsidy Program.

! This person will actually be discharged in the current quarter, as modifications to the selected apartment were not
able to be completed before the end of 2017.





As noted in previous ER reports, there continue to be important categories of data that are
needed, but not routinely collected and reported, and which will need to be reported in order to
accurately evaluate ongoing implementation of the CMHA. For example, there continues to be
no reported or analyzed data on the degree to which participants in SE are engaged in
competitive employment in integrated community settings consistent with their individual
treatment plans. These data are important in assessing the fidelity with which SE services are
provided. DHHS’s efforts related to assuring the fidelity of SE services are discussed in the SE
section of this report. In addition, revisions to the QSR instruments and protocols are expected
to provide more information on the degree to which SE participants are attaining competitive
employment.

Another gap in data is related to people receiving Supported Housing (SH) under the Housing
Bridge Subsidy Program. These participants are not yet clearly identified in the Phoenix Il
system, and thus it is difficult to document the degree to which these individuals are: (a)
connected to local CMHC services and supports; and (b) actually receiving services and supports
to meet their individualized needs on a regular basis in the community. As noted in the January
2016 ER Report, DHHS has identified a strategy to link data from the Bridge Subsidy Program
to the Phoenix Il system. However, as noted above, these data have not yet been produced.
Without the information above, the ER is unable to determine whether or not the State has
achieved substantial compliance with the CMHA outcomes and requirements for SH. Other
outstanding data requests include SH data on applications, time until eligibility determination,
time on waiting list, and the reason for ineligibility determinations,

I1l. CMHA Services

The following sections of the report address specific service areas and related activities and
standards contained in the CMHA.

Mobile/Crisis Services and Crisis Apartments

The CMHA calls for the establishment of a MCT and Crisis Apartments in the Concord Region
by June 30, 2015 (Section V.C.3(a)). DHHS conducted a procurement process for this program,
and the contract was awarded on June 24, 2015. Riverbend CMHC was selected to implement
the MCT and crisis apartments in the Concord Region.

The CMHA specified that a second MCT and Crisis Apartments be established in the
Manchester region by June 30, 2016 (V.C.3(b)). The Mental Health Center of Greater
Manchester was selected to implement that program. Per CMHA V.C.3(c), a third MCT and
Crisis Apartment program became operational in the Nashua region on Julyl, 2017. The
contract for that program was awarded to Harbor Homes in Nashua.





Table | below includes the most recent available information on activities of the three currently
operational crisis programs.





Table |

Self-Reported Data on Mobile Crisis Services and Crisis Apartment Programs in the Concord,
Manchester and Nashua Regions:

Concord July — Manchester July — Nashua July —
September 2017 September 2017 September 2107
Total unduplicated people served 579 476 55
Services provided in response to
immediate crisis:
e  Phone support/triage 721 1,144 33
e Mobile assessments 173 248 14
e Crisis stabilization 37
appointments
e Emergency services
medication appointments 110 6 5
e  Office based urgent
assessments 57 40 3
Services provided after the
immediate crisis:
e  Phone support/triage 201
e Mobile assessments 30
e  Crisis stabilization
appointments 36
e Emergency services
medication appointments 60
e Office based Urgent
57
Assessments
Referral source:
o Self 292 352 20
e Family 73 107 10
e Guardian 23 5 1
e  Mental health provider 19 21 3
e  Primary care provider 16 23 0
e Hospital emergency 46 5 3
department
e Police 12 135 4
e CMHC Internal 34 & 10
Crisis apartment admissions: 81 9 3
e Beddays 310 29 5
e  Average length of stay 3.8 3.2 1.7
Law enforcement involvement 34 135 11
Total hospital diversions* 443 798 49

*Hospital diversions are instances in which services are provided to individuals in crisis resulting in diversion from
being assessed at the ED and/or being admitted to a psychiatric hospital.





The Quarterly Data Report in Appendix A contains some historical data for the Concord and
Manchester MCTs.

As noted in the previous report, the ER is concerned that the ratio of mobile team responses to
the total number of crisis calls seems low. In addition, the number of hospital diversions
reported by the MCTs seems to be high, given the number of interventions that do not include a
mobile, face to face encounter. The ER will continue to work with the State to document: 1) the
number of times a mobile team was requested but not dispatched, and the reason for that
decision; 2) the criteria used to determine whether a mobile versus office-based response is
appropriate; and 3) the number of times a mobile response was determined to be appropriate, but
the team could not be dispatched in a timely way. The ER will also continue to explore with the
State the numbers and types of hospital diversions that are reported by the MCTs. The ER notes
that overall psychiatric admissions have not been substantially reduced in regions served by the
MCTs. There could be a number of reasons for this trend, and at this point it is not clear whether
this trend reflects on the existing MCTSs.

DHHS has added questions to the QSR interview guides to elicit information about the quality
and effectiveness of the MCTs and Crisis Apartments, and to report on that information in the
updated QSR instrument. This is one way to determine if individuals who would have benefited
from a mobile crisis response received the crisis support their situation required. To date, the
CMHC regions for which the revised QSR has been conducted do not have MCT services, and
thus it is not possible to report the results of the new QSR questions for those sites.

Assertive Community Treatment (ACT)
ACT is a core element of the CMHA, which specifies, in part:

1. By October 1, 2014, the State will ensure that all of its 11 existing adult ACT teams
operate in accordance with the standards set forth in Section V.D.2;

2. By June 30, 2014, the State will ensure that each mental health region has at least one
adult ACT team;

3. By June 30, 2016, the State will provide ACT team services consistent with the standards
set forth above in Section V.D.2 with the capacity to serve at least 1,500 individuals in
the Target Population at any given time; and

4. By June 30, 2017, the State, through its community mental health providers, will identify
and maintain a list of all individuals admitted to, or at risk serious risk of being admitted
to, NHH and/or Glencliff for whom ACT services are needed but not available, and
develop effective regional and statewide plans for providing sufficient ACT services to
ensure reasonable access by eligible individuals in the future.

The CMHA requires a robust and effective system of ACT services to be in place throughout the
state as of June 30, 2015 (24 months ago). Further, as of June 30, 2016, the State was required to
have the capacity to provide ACT to 1,500 priority Target Population individuals.





As displayed in Table Il below, the staff capacity of the 12 adult ACT teams in New Hampshire
has increased by only 8.03 FTEs (6.91%) since December of 2016. During the same time period,
the twelve ACT teams added a total of 153 service participants, an increase of 18.24% (See
Table 111 below).

Table 11

Self-Reported ACT Staffing (excluding psychiatry): December 2016 — September 2017

Region FTE FTE FTE FTE % change
Dec-16 Mar-17 Jun-17 Sep-17 Dec-Sept

Northern 11.49 11.89 12.54 12.43 8.18%
West Central 5.5 7.75 7.15 6.95 26.36%
Genesis 11 11 10.6 10.8 -1.82%
Riverbend 9 10 10 10 11.11%
Monadnock 7.25 6.7 8.5 7.9 8.97%
Greater Nashua 1 6.25 6.25 5.25 6 -4.00%
Greater Nashua 2 5.25 5.25 5.25 5 -4.76%
Manchester — CTT 15.53 14.79 16.57 16.27 4.76%
Manchester MCST 21.37 21.86 21.95 22.31 4.40%
Seacoast 9.53 9.53 9.53 10.53 10.49%
Community Partners 6.85 4.08 8.53 6.73 -1.75%
Center for Life Management 7.17 8.3 9.3 9.3 29.71%

Total 116.19 117.4 125.17 124.22 6.91%





Table 111

Self-Reported ACT Caseload (Unique Adult Consumers) by Region per Quarter:
December 2016 — September 2017

Active Active Active Active %
Region Cases Cases Cases Cases change
Dec-16 Mar-17 Jun-17 Sep-17 Dec-Sept

Northern 104 108 111 113 8.65%
West Central 32 53 76 68 112.50%
Genesis 64 70 74 74 15.63%
Riverbend 73 83 97 87 19.18%
Monadnock 63 64 70 69 9.52%
Greater Nashua 74 83 94 98 32.43%
Manchester 248 270 292 287 15.73%
Seacoast 65 64 69 67 3.08%
Community Partners 70 67 69 75 7.14%
Center for Life Management 47 55 55 54 14.89%
Total* 839 913 1,006 992 18.24%

* unduplicated across regions

It is clear from these tables that overall ACT staffing has remained low, and in four regions has
decreased over the past four reporting periods. Four of the 12 adult ACT teams have fewer than
the 7 - 10 professionals specified for ACT teams in the CMHA, as opposed to the two teams with
reported staffing below the defined threshold noted in the previous report. Two teams continue to
report having no peer specialist on the ACT Team. Five teams report having at least one FTE
peer specialist, but that means that seven of the 12 teams continue to report having less than one
FTE peer on the team. Five teams have at least 1.0 FTE supported employment staff, while
seven continue to have less than a full time SE specialist on the ACT team. Five teams report
having less than .5 FTE combined psychiatry/nurse practitioner time available to their ACT
teams?; two teams report having less than 0.5 FTE nursing on the team; and seven of the 12
teams report having less than one FTE nurse per team.

The combined ACT teams have a reported September 2017 staff complement of 124.22 FTEs,
which is sufficient capacity to serve 1,242 individuals based on the ACT staffing ratios contained
in the CMHA. With a current statewide caseload of 992, the existing teams should theoretically

2 The CMHA specifies at least .5 FTE Psychiatrists for teams with at least 70 active service participants. (CMHA
V.D.2(e).





be able to accept an additional 250 new ACT clients without adding any more staff. Tapping
into this unused capacity, with appropriate outreach and targeting, should have an impact on
alleviating ED boarding and hospital readmission rates across the state. Further, the CMHA
requires the State to have capacity to serve 1,500 individuals, but the current ACT capacity of
1,242 is 258 below CMHA criteria.

It is clear from the above tables that State initiatives to expand ACT capacity have had some
success, and that overall ACT staffing capacity and active caseloads in most parts of the state
have increased in the past year. However, as noted in previous reports, the current pace of
staffing increases in combination with client outreach and engagement together are still not
sufficient to meet CMHA requirements for ACT team capacity.

Based on the above information, the ER finds that the State remains out of compliance with
the foundational service standards described in Section V.D. of the CMHA. The State does
not currently provide a robust and effective system of ACT services throughout the state as
required by the CMHA.

Additionally, the State has yet to finalize a process for identifying all individuals admitted to, or
at risk serious risk of being admitted to, NHH and/or Glencliff for whom ACT services are
needed but not available, and to develop effective regional and statewide plans for providing
sufficient ACT services.

As noted in recent ER Reports, the New Hampshire DHHS has taken more aggressive action to
work with CMHCs in certain Regions to increase their ACT staffing and caseloads. These
actions include: (a) monthly ACT monitoring and technical assistance with DHHS leadership
and staff; (b) implementation of a firm schedule for ACT self-assessments and DHHS fidelity
reviews; (c) incorporating a small increase in ACT funding into the Medicaid rates for CMHCs;
(d) active on-site monitoring and technical assistance for CMHCs not yet meeting CMHA ACT
standards; and (e) substantial and coordinated efforts to address workforce recruitment and
retention.

However, external and self-reported fidelity reviews for the 10 CMHC regions have revealed
deficient practices that are not in fidelity with the ACT model. Compliance letters and
Performance Improvement Plans (PIPs) have been initiated in several of the Regions. The ER
continues to work with the State to assure that these PIPs have been implemented.

Initial QSR reports also revealed that several CMHCs failed to ensure individuals were receiving
ACT services using the ACT fidelity model team approach, and with the appropriate frequency
to address their individual treatment needs. The ER has emphasized to the State that the QSR
process must measure the adequacy and effectiveness of individual ACT service provision, in
order to demonstrate that these deficiencies are being corrected. The ER continues to monitor
the implementation of quality improvement plans developed by CMHCs in response to these
QSR findings.





The ER believes the State, DHHS and many of the CMHCs are making good faith efforts to meet
the ACT capacity and fidelity standards of the CMHA. Despite the continued compliance issues
noted above, the ER believes there have been improvements in the quality and effectiveness of
ACT services provided in most parts of the state. Nonetheless, while these improvements are
welcome, it must be noted that the State is still far from compliance with the ACT standards of
the CMHA. As with previous reports, the ER expects DHHS and the CMHCs to make use of
capacity already available in the system at all deliberate speed, while at the same time addressing
additional capacity and fidelity issues.

DHHS and the CMHCs have been attempting to identify individuals at risk of hospitalization,
incarceration or homelessness who might benefit from ACT services. Individuals boarding in
hospital emergency departments waiting for a psychiatric hospital admission, or who have done
so in the recent past, are one important source of potential referrals. DHHS is currently tracking
the extent to which identifying and referring these individuals to CMHCS is: (a) reducing ED
boarding episodes and lengths of stay; and (b) resulting in enrollment of new qualified
individuals in ACT services. As noted in the hospital readmission discussion below, almost one-
third of all those discharged out of NHH return for readmission within 180 days. Robust ACT
services can help to reduce the number of hospital readmissions throughout the state if affected
individuals are promptly screened and referred, and their regional ACT teams have the capacity
to deliver needed services. The ER has requested that the State provide a report of the results of
these activities. The State has agreed to provide such a report, but at the time of this report such
data had not been made available. As a result, the ER can make no findings regarding the scope
or efficacy of ongoing outreach and screening procedures for ACT. However, given the over 18
percent increase in ACT utilization noted in Table I, it is possible these initiatives have begun
to have some effect on the system.

The State has identified workforce recruitment and retention issues as being a major factor
limiting the growth and expansion of the ACT teams. The State has been working
collaboratively with the New Hampshire CMHC Association to identify and track workforce
gaps and shortages, and to implement a variety of strategies to improve workforce recruitment
and retention. The almost seven percent increase in ACT staffing capacity over the past nine
months may be some evidence that these strategies are beginning to produce results.

The ER emphasizes, as in past reports, that it must be the first priority of the State and the
CMHC:s to focus on: 1) assuring required ACT team composition; 2) utilizing existing ACT
team capacity; 3) increasing ACT team capacity; and 4) outreach to and enrollment of new
ACT clients. As noted earlier in this report, the ER expects the State to propose new and
expanded strategies for increasing ACT capacity to meet the requirements of the CMHA.
The strategies and related timelines are to be incorporated into the ACT plan and Monthly
Progress Report.





Supported Employment

Pursuant to the CMHA’s SE requirements, the State must accomplish three things: 1) provide SE
services in the amount, duration, and intensity to allow individuals the opportunity to work the
maximum number of hours in integrated community settings consistent with their individual
treatment plans (V.F.1); 2) meet Dartmouth fidelity standards for SE (V.F.1); and 3) meet
penetration rate mandates set out in the CMHA. For example, the CMHA states: “By June 30,
2017, the State will increase its penetration rate of individuals with SMI receiving supported
employment ...to 18.6% of eligible individuals with SML.” (Section V.F.2(e)). In addition, by
June 30, 2017 “the State will identify and maintain a list of individuals with SMI who would
benefit from supported employment services, but for whom supported employment services are
unavailable” and “develop an effective plan for providing sufficient supported employment
services to ensure reasonable access to eligible individuals in the future.” (V.F.2(f)).

For this reporting period, the State reports that it has achieved a statewide SE penetration rate of
26.4 percent, 42 percent above the 18.6% penetration rate target specified in the CMHA. Table
IV below shows the SE penetration rates for each of the 10 Regional CMHCs in New
Hampshire.

Table IV

Self-Reported CMHC SE Penetration Rates

Penetration Penetration Penetration Penetration

Dec-16 Mar-17 Jun-17 Sep-17
Northern 27.00% 32.30% 37.20% 40.90%
West Central 21.50% 23.20% 22.50% 22.30%
Genesis 14.50% 12.60% 22.00% 20.70%
Riverbend 13.80% 15.00% 14.80% 14.00%
Monadnock 17.90% 13.50% 14.00% 12.30%
Greater Nashua 12.40% 15.00% 16.10% 17.10%
Manchester 43.10% 39.80% 40.00% 42.00%
Seacoast 12.00% 14.40% 19.30% 23.40%
Community Part. 6.80% 7.20% 10.30% 14.60%
Center for Life Man. 21.10% 19.70% 21.60% 19.20%
CMHA Target 18.10% 18.60% 18.60% 18.60%
Statewide Average 22.90% 23.20% 25.30% 26.40%

As noted in Table 1V, the State has exceeded the statewide CMHA penetration rate in recent
reporting periods. In the previous ER report, six of the ten regions fell below required CMHA
penetration rates. For this reporting period, four of the ten continue to report penetration rates





lower than the CMHA requirement. The New Hampshire DHHS is to be commended for
continuing its efforts to: (a) measure the fidelity of SE services on a statewide basis; and (b)
work with the Regions with penetration rates below CMHA criteria to increase access to and
delivery of SE services to target population members in their Regions. The ER will continue to
monitor these issues going forward as the State works with the CMHCs to increase penetration
rates to at least 18.6 percent in all regions. As with ACT services, the DHHS has implemented a
combination of contract compliance, technical assistance, workforce recruitment and retention,
and internal and external fidelity reviews in an attempt to assure sufficient quality and
accessibility of SE services statewide. There is currently no mechanism for measuring whether
individuals are receiving SE services consistent with their individual treatment plans, or whether
SE services are delivered in the amount, duration, and intensity to allow individuals the
opportunity to work the maximum number of hours in integrated community settings (V.F.1). In
addition, as noted earlier in this report, there is no standard reporting of the extent to which SE
participants are gaining integrated competitive employment. The ER has recommended that the
QSR process measure whether and to what extent SE services are being delivered consistent with
these requirements of the CMHA. As noted above, the ER expects the State to produce the
requested data on SE integrated competitive employment by March 1, 2018.

Supported Housing

The CMHA requires the State to achieve a target capacity of 450 SH units funded through the
Bridge Subsidy Program by June 30, 2016. As of September 2017, DHHS reports having 509
individuals in leased SH apartments, and 58 people approved for a subsidy but not yet leased.
The number of people with rents paid has fallen by 36 compared to the prior quarter; the total
number of slots has decreased from the prior quarter by 24 — from 591 slots to 567 slots. The
State is in compliance with the CMHA numerical standards for SH effective June 30, 2016, but
as is discussed below, not yet in compliance with 2017 CMHA criteria.

Table V below summarizes recent data supplied by DHHS related to the Bridge Subsidy
Program.





Table V
New Hampshire DHHS Self-Reported Data on the Bridge Subsidy Program:

September 2015 through September 2017

Bridge Subsidy
Program
Information

March Sept. Dec. March June Sept.
2016 2016 2016 2017 2017 2017

Total housing slots 450 479 513 553 591 567
(subsidies) available

Total people for 415 451 481 505 545 509
whom rents are
being subsidized

Individuals accepted 22 28 32 48 46 58
but waiting to lease

Individuals currently 0 0 0 0 0 0
on the wait list for a
bridge subsidy

Total number served 518 603 643 675 701 742
since the inception
of the Bridge
Subsidy Program

Total number 71 83 83 85 85 96
receiving a Housing
Choice (Section 8)
Voucher

The CMHA stipulates that “...all new supported housing ...will be scattered-site supported
housing, with no more than two units or 10 percent of the units in a multi-unit building with 10
or more units, whichever is greater, and no more than two units in any building with fewer than
10 units known by the State to be occupied by individuals in the Target Population.” (V.E.1(b)).
Table VI below displays the reported number of units leased at the same address.





Table VI

Self-Reported Housing Bridge Subsidy Concentration (Density)

Sept.
2015

March
2016

June
2016

Nov.
2016

Feb.
2017

May
2017

Nov.
2017

Number of
properties with one
leased SH unit at
the same address

290

317

325

339

349

367

383

Number of
properties with two
SH units at the
same address

27

22

35

24

23

36

31

Number of
properties with
three SH units at
the same address

13

13

14

Number of
properties with
four SH units at
the same address

Number of
properties with
five SH units at the
same address

Number of
properties with six
SH units at the
same address

Number of
properties with
seven + SH units at
same address






These data show that 85% of the leased units are at a unique address or with one additional unit
at that address. This supports a conclusion that the Bridge Subsidy Program, to a large degree, is
operating as a scattered-site program. For the units shown in Table VI at the same address, it is
not known at this time whether the unit density standards included in the CMHA are being met.
DHHS is collecting information on the total units in each property where there are two or more
Bridge units at the same address, and this data will be reported when it is made available.

It should be noted that these data do not indicate whether any of the leased units are roommate
situations, and if so, whether such arrangements meet the requirements of the CMHA (V.E.1(c)).
DHHS reports, and anecdotal information seems to support, that there are very few, if any,
roommate situations among the currently leased Bridge Subsidy Program units.®

As noted in the Data section of this report, current data is not available on the degree to which
Bridge Subsidy Program participants access and utilize support services and whether or not the
services are effective and meet individualized needs. Receipt of services is not a condition of
eligibility for a subsidy under the Bridge Program, but the CMHA does specify that
“...supported housing includes support services to enable individuals to attain and maintain
integrated affordable housing, and includes support services that are flexible and available as
needed and desired....” (V.E.1(a)). As noted in the 2016 and 2017 ER Reports, DHHS has been
working on a method to cross-match the Bridge Subsidy Program participant list with the
Phoenix Il and Medicaid claims data. This will allow documentation of the degree to which
Bridge Subsidy Program participants are actually receiving certain mental health or other
services and supports. As of the writing of this report, the ER has not received this requested
information from the state. The ER expects that such information will be produced and delivered
to the ER no later than March 1, 2018. The ER will also work with the State to review and
analyze data to determine whether or not individuals have experienced improved outcomes after
obtaining supported housing.

In previous reports the ER has identified a number of important and needed data elements
associated with the SH eligibility criteria and lack of a waitlist, as well as monitoring
implementation of the SH program in the context of the CMHA. These include:

e Total number of Bridge Subsidy Program applicants per quarter;
o Referral sources for Bridge Subsidy Program applicants;
e Number and percent approved for the Bridge Subsidy Program;
e Number and percent rejected for the Bridge Subsidy Program;
0 Reasons for rejection of completed applications, separately documenting
those who are rejected because they do not meet federal HCV/Section 8
eligibility requirements;

® DHHS reports that currently there is one voluntary roommate situation reflected in the above data.





e Number and disposition of appeals related to rejections of applications;
e Elapsed time between application, approval, and lease-up;
e Number of new individuals leased-up during the quarter;
e Number of terminations from Bridge subsidies per quarter;
e Reasons for termination:
0 Attained permanent subsidized housing (Section 8, public housing, etc.);
Chose other living arrangement or housing resource;
Moved out of state;
Deceased,;
Long term hospitalization;
Incarceration;
Landlord termination or eviction; or
o Other;
e Number of Bridge Subsidy Program participants in a roommate situation; and
e Lease density in properties with multiple Bridge Subsidy Program leases.

O O OO0 O O

This information is important in assessing whether eligibility is properly determined, whether a
waitlist is properly maintained, whether or not support services are adequate to enable the
individual to “attain and maintain integrated affordable housing,” and whether services are
“flexible and available as needed and desired.” Most rental assistance programs collect and
report such information, given its intrinsic value in monitoring program operations. Further,
such data enhances DHHS’ ability to demonstrate the timeliness and effectiveness of access of
the priority target population to this essential CMHA program component. Most importantly,
this data is necessary to help the ER determine compliance with CMHA Sections IV.B, 1V.C,
and VILLA. The ER will continue to work collaboratively with DHHS to identify sources and
methods for such data collection and reporting. As noted above, the state has yet to produce or
deliver the requested information. And, as noted above, the ER expects production of all
requested information pertaining to the SH program to be produced no later than March 1, 2018.

The CMHA also states that: “By June 30, 2017 the State will make all reasonable efforts to apply
for and obtain HUD funding for an additional 150 supported housing units for a total of 600
supported housing units.” (CMHA V.E.3(e)) In 2015 New Hampshire applied for and was
awarded funds to develop a total of 191 units of supported housing under the HUD Section 811
Program. All of these units will be set aside for people with serious mental illness. As of the
date of this report, nine of these new units have been developed and are currently occupied by
members of the target population and an additional 69 units are in the development pipeline. It
should be noted that over the life of the Bridge Subsidy Program the State has accessed 96 HUD
Housing Choice Vouchers (HCV - Section 8). These have allowed the State to free up 96
Bridge Subsidy units for new applicants. Nonetheless, the current number of SH slots and units
is below the 600 figure set out in the CMHA.





In addition, the CMHA states that “By January 1, 2017, the State will identify and maintain a
waitlist of all individuals within the Target Population requiring supported housing services, and
whenever there are 25 individuals on the waitlist, each of whom has been on the waitlist for more
than two months, the State will add program capacity on an ongoing basis sufficient to ensure
that no individual waits longer than six months for supported housing.” The ER notes that the
State is still not maintaining or reporting on a wait list of people within the target population who
are waiting for supported housing services. The State has shared information from October 2017
indicating that 20 individuals who could be discharged from New Hampshire Hospital remain
unnecessarily hospitalized because of homelessness, that an additional 10 individuals are
similarly stuck at NHH because they are awaiting transitional housing, and that 10 Glencliff
residents referred to the Central Team were determined to have residential discharge barriers.
Some of these individuals may be ineligible for Bridge housing but nonetheless fall within the
Target Population and require supported housing. The ER expects that by March 1, 2018 the
State will identify such individuals in a waitlist and maintain that waitlist going forward as
required by the CMHA.

Transitions from Institutional to Community Settings

During the past 30 months, the ER has visited both Glencliff and NHH on at least six separate
occasions to meet with staff engaged in transition planning under the new policies and
procedures adopted by both facilities late last year. Transition planning activities related to
specific current residents in both facilities have been observed, and a small non-random sample
of resident transition records has been reviewed. Additional discussions have also been held
with both line staff and senior clinicians/administrators regarding potential barriers to effective
discharge to the most appropriate community settings for residents at both facilities.

The ER has participated in four meetings of the Central Team. The CMHA required the State to
create a Central Team to overcome barriers to discharge from institutional settings to community
settings. The Central Team has now had about 24 months of operational experience, and has
started reporting data on its activities. To date, 34 individuals have been submitted to the Central
Team, 21 from Glencliff and 13 from NHH. Of these, the State reports that 13 individual cases
have been resolved”, two individuals are deceased, and 19 individual cases remain under
consideration. Table VII below summarizes the discharge barriers that have been identified by
the Central Team with regard to these 19 individuals. Note that most individuals encounter
multiple discharge barriers, resulting in a total substantially higher than the number of
individuals reviewed by the Central Team.

* Two of these individuals were readmitted to NHH after 90 days, and the discharge dispositions for these two
individuals are being reviewed.










Table VII

Discharge Barriers for Open Cases Referred from NHH and Glencliff to the Central Team:

October 2017°
Discharge Barriers Number for Glencliff Number for NHH
Legal 3 (10.3%) 4 (21.1%)
Residential 10 (34.5%) 5 (26.3%)
Financial 6 (20.7%) 3 (15.8%)
Clinical 7 (24.1%) 3 (15.8%)
Family/Guardian 1 (3.4%) 2 (10.5%)
Other 2 (6.9%) 2 (10.5%)

Although this Report notes increased efforts and leadership at the State level with regard to the
operations of the Central Team, the ER expects that the total number of referrals will grow, and
the pace at which individual barriers are resolved will quicken, over the next six month period.

Glencliff

In the time period from April through September, 2017, Glencliff reports that it has admitted 12
individuals, and has had four discharges. The average daily census through this period was 106.5
people. There have been no readmissions during this time frame. The wait list for admission has
increased slightly, from 17 people in the previous quarter to 19 people for this quarter. Four
discharges have been effectuated during this period; one of which was to an integrated
community setting. Two current residents are in active transition planning, and both of whom
are expected to be transitioned to integrated community settings within the next several months.

CMHA Section VI requires the State to develop effective transition plans for all appropriate
residents of NHH and Glencliff and to implement them to enable these individuals to live in
integrated community settings. In addition, Section V.E.3(i) of the CMHA also requires the
State by June 30, 2017 to: “...have the capacity to serve in the community [a total of 16]°

individuals with mental illness and complex health care needs residing at Glencliff....” The

® This is a point in time report for open cases.
¢ Cumulative from CMHA V.E.(g), (h), and (i).





CMHA defines these as: “individuals with mental illness and complex health care needs who
could not be cost-effectively served in supported housing.”” The ER notes that Glencliff
continues to support and effectuate transitions of individuals to integrated community settings
under a variety of other funding and living arrangements.

DHHS reports that the total number of people with complex health conditions transitioned from
Glencliff to integrated settings since the inception of the CMHA three years ago increased this
quarter from 12 to 14. A fifteenth person is scheduled to transition to an individual apartment as
soon as necessary modifications are completed. There are currently 12 individuals undergoing
transition planning who could be transitioned to integrated community settings once appropriate
living settings and community services become available. Ten of these individuals have been
assigned to Choices for Independence (CFI) waiver case management agencies.

DHHS has agreed to provide the ER information about the recent transitions, including clinical
summaries, lengths of stay, location and type of community integrated setting, and array of
individual services and supports arranged to support them in the integrated community settings.
This information is important to monitor the degree to which individuals with complex medical
conditions who could not be cost-effectively be served in supported housing continue to
experience transitions to integrated community settings.

Of the 14 individuals reported by DHHS to have transitioned to community settings since the
onset of the CMHA, the ER agrees five meet the criteria of being medically complex and not
able to be cost effectively served in supported housing. Three of these individuals currently
reside in a newly developed small scale community residence, and two are living in enhanced
family care homes (EFCs) with extensive Medicaid and non-Medicaid services. A sixth person
with complex medical needs will be transitioned, as noted above, once apartment modifications
are complete.

DHHS has also begun to implement certain action steps to enhance the process of: (a) identifying
Glencliff residents wishing to transition to integrated settings; and (b) to increase the capacity,
variety and geographic accessibility of integrated community settings and services available to
meet the needs of these individuals. Both sets of initiatives should facilitate and speed up such
community transitions for additional Glencliff residents.

As noted in the previous report, the ER is at this point reluctant to focus too narrowly on clinical
conditions and sets of health, mental health and community services and supports for transitioned
and transitioning individuals to monitor the State’s progress in assisting Glencliff Home
residents to transition to integrated community settings. The ER will monitor the extent to which
DHHS, Glencliff, the CMHCs and an array of other community partners collaborate to effectuate
as many such transitions as possible over the next two years. The primary thrust and intent of
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the CMHA is to assure that individuals residing in Glencliff (and their families and guardians)
are offered and are willing to accept meaningful opportunities to transition to integrated
community settings. It appears likely that the specific requirement in the CMHA for the State to
create capacity to serve 16 individuals with complex medical conditions who cannot be cost-
effectively served in supported housing will be attained if DHHS and its partners continue to
increase the availability of integrated community settings, and provide meaningful in-reach and
transition planning for Glencliff residents.

Thus, the ER will continue to monitor the following topics/items going forward:

1.

The number of transitions from Glencliff to integrated community settings per quarter.
The ER will also monitor information about the clinical and functional level of care needs
of these individuals; the integrated settings to which they transition; and the array of
Medicaid and non-Medicaid mental health and health-related services and supports put in
place to meet their needs to assure successful integrated community living.

The number of Glencliff residents newly identified per quarter to engage in transition
planning and move towards integrated community settings. The ER will also monitor at a
summary level the clinical and functional level of care needs of individuals added to the
transition planning list per quarter.

New integrated community setting providers with the capacity to facilitate integrated
community living for Glencliff residents. These could include EFCs, AFCs, and new
small-scale community residential capacity for people with complex medical conditions
who cannot be cost-effectively served in supported housing. The ER will monitor DHHS
activities and successes relative to identification and engagement of new community
providers who express willingness and capacity to provide services in integrated
community settings for people transitioning from Glencliff.

Within the discharge cohort, the number of transitioned individuals for whom the State
special funding mechanism is utilized to effectuate the transition, and the ways in which
these funds are used to fill gaps in existing services and supports.

Number and types of in-reach visits and communications by CMHCs and other
community providers related to identifying and facilitating transitions of Glencliff
residents to integrated community settings.

Specific documentation of efforts to overcome family and/or guardian resistance to
integrated community transitions for Glencliff residents.

Number of individuals engaged in transition planning referred to the Central Team;
number of these individuals who successfully transition to an integrated community
setting; and the elapsed time from referral to resolution.

Preadmission Screening and Resident Review (PASRR)

The State DHHS has provided recent data on PASRR screens for the period August 1, 2017
through October 31, 2017.





Table VI1II below provided a high level summary of these data.
Table VIII

PASRR Level I and Level Il Screens: 8/1/2017-10/31/20178

Place of Residence at time of screen PASRR Level | PASRR Level Il

Assisted Living Facility 7 2
Group Home 10 6
Home 56 10
Homeless Shelter 2 1
Inpatient Hospital 35 16
Inpatient Psychiatric Facility 7 2
Nursing Facility 41 21
Other 1 1

Total 159 59

According to the data provided by DHHS, 54 of the Level | screens in the time frame resulted in
a referral for a Level 11 screen.® Of these, 35 (65%) were referred because of mental illness; and
7 (13%) were for ID/DD. In this reporting period a total of 59 PASRR Level Il screens were
completed: 39 (59.7%) received full approval with no special services (SS)™; 4 (6.8%) were
approved with SS; 14 (23.7%) received provisional approval with no SS; and 2 (3.4%) received
provisional approval with SS.

From the data provided it is not possible to determine the disposition results for people referred
for Level Il screening by reason of mental illness versus those referred for ID/DD or other
reasons. Nor is it possible to identify people within either the Level | or Level 11 categories that
were referred to potential integrated community living alternatives. Finally, it is not possible to
distinguish which among the Level | and Level Il screens might represent a person referred or
admitted to Glencliff.

The ER notes that PASRR screens are typically completed before a person is referred to
Glencliff, since Glencliff requires that applicants be rejected by at least three nursing facilities
before being considered for admission to Glencliff. Thus, a PASRR screen by itself might only
indirectly impact admission decisions to Glencliff. Nonetheless, during the up-coming six month
period the ER plans to review the individual PASRR screen documents for recent referrals and
admissions to Glencliff.

® Note that reporting of PASRR data is not currently on the same quarterly basis as most of the other data in this
report.

® Referrals for Level 11 screens could have originated in a previous reporting period, so the number of referrals
reported would not necessarily correspond to the number of completed Level Il screens completed in the period.
19 Special services are to be provided over and above the nursing facility services that are included within the
facility’s regular reimbursement rate.






New Hampshire Hospital and the Designated Receiving Facilities (DRFs)

For the time period April through September 2017, DHHS reports that NHH effectuated 497
admissions and 498 discharges. The mean daily census was 153, and the median length of stay
for discharges was 13 days in the most recent quarter.

Table 1X below compares NHH discharge destination information for the five most recent
reporting periods (9/2015 through 9/2017). The numbers are expressed as percentages because
the length of the reporting periods had not previously been consistent, although the type of
discharge destination data reported has been consistent throughout.

Table IX
New Hampshire Hospital Self-Reported Data on

Discharge Destination

Discharge Percent Percent Percent Percent Percent
Destination September | October and January April through | July through
2015 November | through March June September
through 2016 2017 2017 2017
April 2016

Home — live 80.2% 85.1% 84.5% 85.66% 88.3

alone or with

others

Glencliff 0.60% 0.36% 1.55% 0,35% 0.49%

Homeless 2.7% 2.54% 2.71% 3.5% 2.94%

Shelter/motel

Group home 3.2% 1.62% 5.7% 5.59% 3.92%

5+/DDS

supported living,

etc.

Jail/corrections 1.4% 2.9% 0.8% 1.05% 0.49%

Nursing 0.80% 3.6% 1.9% 3.50% 2.45%

home/rehab

facility

The State now consistently reports information on the hospital-based DRFs and The Cypress
Center in New Hampshire. It is important to capture the DRF/Cypress Center data and analyze it






with NHH and Glencliff data to get a total institutional census across the state for the SMI
population. The ER appreciates the State gathering this information. Table X summarizes this
data.

Table X

Self-Reported DRF/APRTP Utilization Data: January 2016 through September 2017

Franklin Cypress Portsmouth Eliot Eliot Total
Geriatric Pathways
Admissions

Jan - March 2016 69 257 46 65 121 558
April - June 2016 79 205 378 49 92 803
July - Sept 2016 37 207 375 54 114 787
Oct - Dec 2016 39 217 310 43 72 681
Jan - March 2017 65 204 317 48 138 772
April - June 2017 60 228 363 52 101 804
July - September 2017 NA** 247 363 60 121 NA

Percent involuntary

Jan - March 2016 53.70% 18.70% NA 18.50% 30.60% 26.20%*
April - June 2016 55.70% 24.40% 20.40% 4.10% 48.90% 25.50%
July - Sept 2016 43.20% 29.50% 18.90% 13.00% 44.70% 26.20%
Oct - Dec 2016 53.80% 28.60% 17.10% 16.30% 43.10% 25.60%
Jan - March 2017 70.70% 34.30% 21.80% 12.50% 43.50% 32.50%
April - June 2017 58.30% 21.50% 22.00% 11.50% 47.50% 27.10%
July - September 2017 NA** 27.90% 25.60% 10.0% 50.40% NA

Average Census

Jan - March 2016 7.9 14.7 NA 19.7 18.1 60.1*
April - June 2016 7.8 13.2 21.4 22.5 16.9 81.8
July - Sept 2016 4.5 13.6 23.2 25.6 14.5 814
Oct — Dec 2016 5.6 12.4 23.4 24.8 11.5 77.7
Jan - March 2017 5 14.6 27.2 31.2 24.6 102.6
April - June 2017 4.5 12 30.3 29.3 10 86.1

July - September 2017 NA** 12.9 23.9 29.7 12.2 NA





Franklin Cypress Portsmouth Eliot Eliot Total

Geriatric Pathways

Discharges
Jan - March 2016 76 261 NA 57 122 516*
April - June 2016 78 206 363 51 90 788
July - Sept 2016 35 213 380 64 113 805
Oct - Dec 2016 41 213 309 46 75 684
Jan - March 2017 65 211 305 49 130 760
April - June 2017 59 232 365 54 105 815
July - September 2017 NA** 243 355 63 121 NA

Mean LOS for Discharges

Jan - March 2016 8.6 4.2 NA 15 7.4 8.8*
April - June 2016 6 4 4 28 7 5
July - Sept 2016 7 5 4 24 8 5
Oct - Dec 2016 5 5 5 24 8 5
Jan - March 2017 5 4 5 27 7 5
April - June 2017 6 4 5 22 8 9
July - September 2017 NA** 4 4 27 7 NA

* Does not include Portsmouth
** Franklin DRF did not report data for the July - September period.

The DRFs should theoretically relieve some of the pressure on NHH for inpatient admissions,
and should also reduce the number of people waiting for psychiatric admissions in hospital EDs.
As will be discussed in a later section of this report, the State has received funding for additional
general hospital DRF beds. The DRF discharge cohort may also be a good source of referrals to
CMHCs for ACT or other best practice community services. The ER will continue to work with
DHHS to monitor the degree to which DRF functions and activities support the overall
objectives of the CMHA.

DHHS has recently begun tracking discharge dispositions for people admitted to the DRFs and
Cypress Center. Table X1 below provides a summary of these recently reported data.





Table XI
Cumulative Self-Reported Discharge Dispositions for DRFs in New Hampshire

October 2016 through September 2017

Disposition Total
Franklin | Cypress | Portsmouth Eliot Eliot
** Geriatric | Pathways
Home 136 744 900 43 357 2,180
NHH 5 6 29 1 12 53
Residential 6 10 0 134 7 157
Facility/
Assisted
Living
Other DRF 1 20 9 2 2 43
Hospital 2 0 0 13 1 16
Death 0 0 0 17 0 17
Other or 15 54 331 3 52 455
Unknown

*The Other category for Portsmouth Regional is reported to include shelters, rehab facilities,
hotels/motels, friends/families, and unknown.

** Does not include Franklin data for the period July through September 2017.

Based on these self-reported data, 74.8% of the 2,915 discharges from DRFs and the Cypress
Center are to home. This compares to the 85% or greater discharges to home reported by NHH.
5.3% of the total DRF discharges are to residential care or assisted living, which is similar to
NHH discharges for this category. 1.7% of the DRF discharges are to NHH, 1.5% is to other
DRFs. 15.6% of the total discharges are to the other/unknown category, but 73% of these are
accounted for by the Portsmouth DRF. This might point to an anomaly in the ways facilities use
this category in their reports to the state. The ER will work with the State to clarify what types
of discharges are allocated to the other/unknown category for all of the DRFs and the Cypress
Center.

Hospital Readmissions

DHHS is now reporting readmission rates for both NHH and the DRFs. Table XII below
summarizes these data:





NHH
Franklin
Cypress

Portsmouth
Elliot
Geriatric
Elliot
Pathways

Total

NHH
Franklin
Cypress

Portsmouth
Elliot
Geriatric
Elliot
Pathways

Total

Table XII
Self-Reported Readmission Rates for NHH and the DRFs

October — December 2016

Number Percent Number Percent Number Percent Total
30 180 180

30 Days Days 90 Days 90 Days Days Days Number
36 13.0% 78 28.30% 97 35.10% 211
1 2.50% 1 2.5% 1 1.50% 3
13 6.00% 21 9.70% 24 11.10% 58
25 8.10% 44 14.20% 56 18.10% 125
2 4.70% 2 4.70% 4 9.30% 8
8 11.10% 9 12.50% 9 12.50% 26
85 155 191 431

January - March
2017
Number Percent Number Percent Number Percent Total
30 180 180

30 Days Days 90 Days 90 Days Days Days
21 8.00% 52 19.80% 73 27.80% 146
0 0.00% 0 0.00% 1 1.50% 1
14 6.90% 24 11.80% 34 16.70% 72
23 7.30% 41 12.90% 58 18.30% 122
4 8.30% 5 10.40% 5 10.40% 14
4 2.90% 6 4.30% 10 7.20% 20
66 128 181 375





April - June

2017
Number Percent Number Percent Number Percent Total
180
30Days 30Days 90 Days 90 Days Days 180 Days Number
NHH 44 15% 71 24.20% 94 32.1 209
Franklin 0 0.00% 0 0.00% 0 0.00% 0
Cypress 11 4.80% 21 9.20% 30 13.20% 62
Portsmout
h 37 10.20% 56 15.40% 75 20.70% 168
Elliot
Geriatric 2 3.80% 2 3.80% 3 5.80% 7
Elliot
Pathways 7 6.90% 8 7.90% 11 10.90% 26
Total 101 158 213 472
July -
September
2017
Number Percent Number Percent Number Percent Total
180
30Days 30Days 90 Days 90 Days Days 180 Days Number
NHH 20 9.80% 44 21.60% 57 27.90% 121
Franklin NA NA NA NA NA NA NA
Cypress 12 7.10% 21 12.40% 27 15.90% 60
Portsmout
h 33 11.50% 50 17.50% 60 21.00% 143
Elliot
Geriatric 0 0.00% 0 0.00% 0 0.00% 0
Elliot
Pathways 4 3.30% 8 6.60% 15 12.40% 27
Total 69* 123* 159* 351*

*Totals do not include Franklin readmissions.

In the previous report the ER noted that readmission rates may indicate that people being
discharged from inpatient psychiatric facilities are not connecting with necessary and appropriate
services and supports in the community. Trends in readmission rates may also be indicators of
increased or decreased pressures on the overall system of care. For example, decreased
readmission rates could be an indicator that hospitals are not discharging people too quickly
because of pressures to admit new patients. Decreases could also indicate that connections to
appropriate community services and supports are occurring more effectively. As of the data of





this report, 180-day readmission rates to NHH are substantial, with almost one-third of those
discharged returning to NHH within six months.

It is also important to note that the data reported currently include only readmission rates to the
same facility, thus potentially understating the extent to which individuals in the target
population may be subject to repeated admissions at more than one inpatient facility. In the next
reporting period, the ER will work with the State to determine if data that reflects subsequent
admission to any institutional facility can be made available — thus providing a more accurate
picture of the rate and frequency with which individuals are relying on inpatient facilities
statewide.

The data in Table XII above has not been reported for a long enough period to identify trends in
readmission rates with confidence. Nonetheless, they do provide some insight into the number
of instances in which an appropriate community intervention could have prevented an
unnecessary re-hospitalization. For example, if even ten percent of the readmissions between
January and March 2017 were diverted through ACT and other community resources, there
would have been 38 fewer hospital admissions during that period, with a concurrent lower
number of hospital bed days utilized.

The ER will continue to work with DHHS to monitor these data to interpret how they may
contribute to overall system improvements consistent with the CMHA.

In the previous three reports, the ER has identified the waiting list (hospital ED boarding) for
admission to NHH to be an important indicator of overall system performance. Chart A below
displays daily adult admissions delays to NHH for the period July 1, 2016 through October 26,
2017. Chart B shows the average daily ED waiting list for the same time period. )





Chart A

New Hampshire Hospital

% Daily Admission Delays (Adults) July 1, 2016 - October 26, 2017
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Based on information reported by DHHS and summarized above, the average number of adults
waiting for a NHH inpatient psychiatric bed was 24 per day in FY 2014; 25 per day in FY 2015;
and through June of FY 2016 was 28 per day. For the period July 2016 through September 2017,
the average monthly wait list for admission to NHH was 42.4 adults. Not surprisingly, as can be
seen from Carts A and B together, there appears to be a correlation between the numbers waiting
in EDs and the daily admission rate at NHH.

DHHS continues to analyze data related to adults boarding in EDs who may have some
connection to the mental health system. DHHS is making these data available to CMHCs on a
monthly basis, and expects the CMHCs to use these data to identify potential participants for
ACT or related services to reduce the risk of hospitalization and support integrated community
living. In future months, DHHS will be receiving information on the degree to which CMHCs
have increased ACT (or other services’) participation as a result of these analyses. The ER plans
to include summaries of this information in future reports. The ER continues to encourage the
State, in conjunction with the CMHCs, to conduct targeted outreach to those individuals who
may need expanded or enhanced community services so as to minimize or eliminate contact with
hospital or institutional settings.

Family and Peer Supports

Family Supports

Per the CMHA, the State has maintained its contract with NAMI New Hampshire for family
support services. The ER will arrange for additional NAMI meetings during the next six months.

Peer Support Agencies

As noted in the June 30, 2015 ER report, New Hampshire reported having a total of 16 peer
support agency program (PSA) sites, with at least one program site in each of the ten regions.
The State now reports having 15 PSAs. The State continues to report that all peer support
centers meet the CMHA requirement to be open 44 hours per week. The State reports that those
sites have a cumulative total of 2,685 members**, with an active daily participation rate of 167
people statewide. Membership and active daily participation for the PSAs seems to be relatively
unchanged from reporting period to reporting period.

The CMHA requires the peer support programs to be “effective” in helping individuals in
managing and coping with the symptoms of their illness, self-advocacy, and identifying and
using natural supports. As noted in previous reports, enhanced efforts to increase active daily
participation appear to be warranted for the peer support agency programs. Anecdotally, some of

1 The State reports that the Peer Support Agencies in the past year have made concerted efforts to verify and correct
their membership lists. This activity has resulted in a small reduction in the number of members reported during this
time period.





the CMHCs report making more concerted efforts to refer service participants to the PSAs in
their regions. Increased efforts to communicate and coordinate with PSAs have also been
reported. However, as of the most recent report there has not been a consequent increase in
active daily participation.

Anecdotally, the ER continues to believe that in some regions of the state, relationships and
communications among the CMHCs and the Peer Support Programs have improved. Peer
support programs are generally reported by CMHCs to be useful sources of employees for ACT
and Mobile Crisis and Crisis Apartment services. In addition, CMHCs report that the peer
operated crisis beds available in several regions are a useful intervention for some CMHC clients
at risk of hospitalization.

V. Quality Assurance Systems

In the past 30 months, DHHS has made substantial progress in the design of the QSR process
required by the CMHA.. Fifteen QSR site visits have been conducted to date, and reports of the
findings of most of these site visits have been posted for public review. Based on the
experiences of those QSR site visits, plus on-going input from representatives of the Plaintiffs
and the ER (in a technical assistance role), the QSR team has continued to make revisions to the
QSR protocol, instruments, and scoring algorithm. The most recent round of changes
recommended by the Plaintiffs and separately by the ER are currently being implemented. Three
on-site QSR visits have been conducted using the new instruments and are currently being
scored, analyzed and reported using the revised scoring process. Reports of these QSR site visits
have not yet been published. Nor have any quality improvements plans yet been developed by
the respective CMHCs in response to the QSR findings. Thus, the ER is not able at this time to
comment on the results of the revised QSR instrumentation, protocols and scoring
methodologies.

Nonetheless, having participated in two QSR site visits, the ER is confident that: (a) the revised
instruments and site interview protocols are working well; and (b) the results and findings of the
revised QSR instruments and process reflect, to a large degree, the quality standards of the
CMHA.

One key improvement in the revised QSR process has been the addition of several Overall
Clinical Review (OCR) questions that provide opportunities for the QSR teams to integrate and
summarize service participant-level information collected from a variety of information sources.
These new questions include:*?

12 Note: detail follow-up questions have not been included in this list.





1. s the frequency and intensity of services consistent with the individual’s demonstrated
need?

2. Are there additional services the individual needs that are not identified in the
assessment(s) or the treatment plan?

3. Isthe individual receiving all the services s/he needs to ensure health, safety, and
welfare?

4. s the individual receiving adequate services that provide reasonable opportunities to
support the individual to achieve independence and integration in the community?

5. Is the individual receiving adequate services to obtain and maintain stable housing?

6. Isthe individual receiving adequate services to avoid harms and decrease the incidence of
unnecessary hospital contacts and/or institutionalization?

7. s the individual receiving adequate services to live in the most integrated setting?

Questions have also been embedded in the QSR instruments to more accurately document that:
(a) the assessment(s) accurately reflect the individual’s strengths, needs and goals; and (b)
service delivery approaches and patterns reflect best practices, where applicable.

These types of questions reflect the essence of the QSR process: documenting that individual
service participants receive the levels and types of services and supports that assist them to
achieve their goals and meet their needs in the most integrated community setting possible.
These questions also directly respond to target population outcomes and quality expectations of
the CMHA. Going forward, responses to these questions are intended to form an important part
of the six-month ER reports.

The ER is grateful to both the State and the representatives of the Plaintiffs who have worked
long and hard to design and implement a QSR process that will legitimately and accurately
reflect the quality and effectiveness of the community mental health system in New Hampshire.
This QSR system is a critical element of the CMHA, but in fact it has much broader application
and potential long term benefits for the entire mental health system.

As noted above, the State has continued to refine and revise the scoring algorithms within the
QSR process. These changes, among many others, reflect the OCR questions as described
above. Some issues remain among the State, representatives of the Plaintiffs, and the ER with
regard to how the scoring algorithms will be applied across the entire QSR process, and how
negative responses to OCR questions will inform required quality improvement plans. Finally,
the ER and the parties continue to discuss how to increase expectations for CMHC performance
in annual QSR reviews, while also ensuring all CMHCs achieve or exceed the minimum score of
70 percent. Publication of recent QSR site reports using the revised instruments and scoring
protocol will assist all parties to reach closure on these issues.

As noted earlier in this report, DHHS has been conducting on-site ACT and SE fidelity reviews
to supplement and validate the ACT and SE fidelity self-assessments conducted on an annual





basis by the CMHCs. DHHS has engaged the Dartmouth/Hitchcock Center on Evidence Based
practices to assist in attaining and assuring fidelity to the evidence based models of ACT and SE.
The Dartmouth/Hitchcock team will also assist on workforce development and training for these
and other evidence based practices under the aegis of DHHS and the CMHCs. This partnership
with the nationally respected Dartmouth/Hitchcock Center adds valuable expertise and
experienced personnel to facilitate further development and operations of fidelity model ACT
and SE in conformance with the CMHA. Year-to-year comparisons and the CMHCs
Performance Improvement Plan have been included in the publication of recent ACT and SE
fidelity reviews. The ER commends DHHS for implementing the comprehensive fidelity review
process and its attendant quality improvement and technical assistance activities.

Effective and validated fidelity reviews and consequent training and workforce development
activities are essential to DHHS’ overall quality management efforts for the community mental
health system. As noted in the previous two ER reports, the QSR and the fidelity reviews
mutually support but do not supplant or replace each other. The QSR, in particular, examines
outcomes from a consumer-centric perspective as opposed to an operational or organizational
perspective. It is uniquely positioned to assess the quality, appropriateness and effectiveness of
specific ACT and SE services at the individual participant level. The ER continues to believe
that implementation of fidelity-based models of delivery does not necessarily mean that specific
service interventions are working well or being delivered with the frequency or intensity required
by a participant’s individual treatment plan The revised QSR instruments and protocols address
many of these concerns. In combination, the fidelity reviews and the QSR can mutually support
conclusions about the overall quality and effectiveness of the mental health system consistent
with the CMHA.

The ER will continue to monitor the degree to which the QSR process produces reliable
information on individual outcomes and the quality of CMHA service delivery. In addition, over
the next six months, the ER will evaluate the extent to which CMHC Quality Improvement Plans
developed as part of the 2017 QSR site visits, are resulting in recommended practice changes and
improved outcomes for those in the target population.

V. New State Resources For the CMHA

In New Hampshire the Governor and the Legislature have evidenced increased support for
implementation of the CMHA and for making continued improvement in the community mental
health system. Table XIII below summarizes new resources appropriated for the current
biennium.





Table XI11

New Community Mental Health Resources in New Hampshire for SFY 2018 and 2019

ltem SFY 2018 SFY 2019 Total

Transitional Housing / Community
Residence Beds: adds 20 beds in SFY
2018 and up to 20 more in SFY 2019; $2,312,156 | $5,424,000 | $7,736,156
prioritized to support New Hampshire
Hospital discharges.

Mobile Crisis: funds additional crisis
response capacity in area with high
numbers of New Hampshire Hospital
admissions and discharges.

$1,498,551 | $3,421,696 | $4,920,247

Designated Receiving Facility (DRF)

Beds: adds up to 20 additional DRF beds. $4846% | $ 721,440 | $1,206,136

Additional Funding: to support workforce

$1,500,000 | $1,500,000 | $3,000,000
development.

Biennium Total | $16,862,539

In addition, a total of $4.3 million has been added to the Mental Health rate cells of the Medicaid
capitation rates of the Managed Care Entities (MCEs) for the up-coming biennium in
anticipation of increased utilization associated with the CMHA. An additional $2.0 million is
available for inclusion in these rates after all CMHA services (excluding fee-for-service services)
have been implemented. In addition, an additional $471,186 for general mental health services
has been added to the CMHC state contracts. This is exclusive of the separate Mobile/Crisis
Team contracts.

It should be noted that the crisis model currently envisioned by the State under this new
appropriation is not a replica of the model implemented under the CMHA in the Concord,
Manchester and Nashua Regions. The model currently being procured will be called a
Behavioral Health Crisis Treatment Center (BHCTC), which is intended to provide center-based
(as opposed to mobile) crisis services 24/7. Services will include crisis assessments and
treatment, and service participants may include people with substance use disorders. A vendor
has not yet been selected for this BHCTC service, and thus a detailed scope of work and





implementation schedule is not yet available. The ER is not able to comment at this time about
the implementation of this model.

However, it is notable that this new BHCTC service may operate in a region in lieu of the mobile
crisis teams and crisis apartments developed under the CMHA. While community-based crisis
centers have been effective in some other states, those centers are typically integrated into a
larger crisis service system, which includes mobile capacity and apartment settings, and are not
operated as stand-alone settings. In New Hampshire, it is the mobile crisis team and crisis
apartment model that has a demonstrated record of diverting individuals with mental illness from
hospital emergency rooms. The ER is not aware of evidence that requiring individuals in crisis
to present themselves for center-based crisis services is unlikely to achieve the same results for
members of the target population. The ER is also not aware of evidence that it is easier for
individuals in rural areas with limited transportation resources to present at a centralized crisis
facility as opposed to having crisis teams go to the location most convenient and natural for
individuals in crisis.

V1. Summary of Expert Reviewer Observations and
Priorities

The CMHA and ER have now been in place for three and one half years. Within that time
frame, the ER has expressed escalating concerns related to noncompliance with CMHA
requirements governing ACT and Glencliff community transitions. In addition, the ER has noted
long elapsed times and/or delays related to implementation of system improvements or capacities
related to the CMHA, including the full and effective functioning of the Central Team.
Throughout these reports, the ER has emphasized the need for the State to be more aggressive,
assertive, planful, and timely in its implementation and oversight efforts in these areas in order to
come into compliance with the CMHA.

More recently the ER has reported that the State is improving its oversight and management of
the mental health system. Examples include more comprehensive and accurate data reporting,
the revised QSR process, and the growing use of state-validated fidelity reviews for ACT and
SE. The State has also substantially strengthened its central management of the mental health
system, through improved management structures and increased leadership and operational
staffing. The State is making progress towards compliance with several CMHA requirements
above, including Glencliff transition and discharge planning. The breadth and content of the
final QSR instrument, and the reliability of information it produces, will determine to what
extent it is possible to evaluate compliance with other individual outcomes contained within the
CMHA, including the adequacy and effectiveness of ACT, SE, SH and MCT.





The one notable exception to this progress relates to ACT services. For the last two years the
ER has stated that the State remains out of compliance with the ACT requirements of the
Sections V.D.3(a, b, d, and e), which together require that all ACT teams meet the
standards of the CMHA; that each mental health region have at least one adult ACT
Team™; and that by June 30, 2016, the State provide ACT services that conform to CMHA
requirements and have the capacity to serve at least 1,500 people in the Target Population
at any given time.

Despite the many positive initiatives and management efforts undertaken by the State, ACT
capacity remains substantially below the required June 30, 2016 capacity to serve 1,500 people at
any given time. Moreover, with an active caseload of only 992 people, the state currently is
providing 508 fewer people with ACT than could be served if the State had developed the
CMHA-specified capacity to serve 1,500 individuals. With the current ACT staff capacity to
serve 1,242 people, there are 250 fewer people receiving ACT than the current ACT system
could accommodate. This continues to be the single most significant issue in New Hampshire
with regard to compliance with the CMHA, and one with negative implications for individuals
who remain in NHH, who continue to be readmitted to EDs and inpatient facilities, or who are
otherwise at risk of admission, homelessness, or incarceration due to inadequate community
supports.

In addition, the ER continues to note that certain elements of information related to SE and SH
have yet to be produced by the State, preventing findings of compliance with the CMHA.
Finally, while the QSR system is much improved, the ER cannot fully evaluate the degree to
which the revised QSR instruments and process is producing accurate and meaningful
information related to the CMHA until several reports of site visits have been published, and
attendant quality improvement plans have been developed and approved.

Based on the findings presented in this report, the ER expects the following action steps to be
taken during the up-coming six month period:

1. By March 1, 2018 the State will update and expand strategies and action steps to
accelerate expansion of ACT capacity to attain compliance with the CMHA. New plans
and timelines will be added to the Monthly Progress Report as applicable. Data on
outreach to, and screening of, potential ACT clients will be made available. In addition,
the State will ensure that members of the target population in need of ACT are identified,
and that both regional and statewide plans are in place to ensure their reasonable access
to services.

3 The ER notes that each region of the state has had at least one ACT team, or ACT team-in-development, since the
inception of the CMHA. However, as documented in the ACT section of this report, four regions continue to have
ACT teams that do not meet the minimum staffing requirements for ACT as specified in the CMHA.





By March 1, 2018 the State will produce information on SE and SH as specified above in
the report.

By March 1, 2018, the State will circulate QSR reports of the first three QSR site visits
using the revised instruments and scoring protocols. The ER intends to engage the State
and representatives of the Plaintiffs in a final conversation to resolve any remaining
issues related to the scoring of QSR responses and generating quality findings. The ER
expects these discussions to be accomplished no later than the end of March, 2018.

By March 1, 2018, the State and its PASRR contractor will facilitate the ER’s review of
the individual PASRR screen documents for recent referrals and admissions to Glencliff.
. The State will continue to provide information requested by the ER for purposes of
monitoring transition and discharge planning from Glencliff.

. The State and its MCT contractors will work with the ER to document requested
information on mobile crisis encounters and to explore the number and type of reported
hospital diversions.

Consistent with the requirements of the CMHA, the State will identify and maintain a
waitlist of all individuals within the Target Population requiring supported housing
services, regardless of whether those individuals are eligible for a Bridge subsidy.

. The ER requests the State to work collaboratively with the ER and representatives of the
plaintiffs to consider the most effective and efficient model for the 4™ crisis program that
was funded by the Legislature, before awarding any contract for a facility based crisis
center.
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July — September 2017

Community Mental Health Agreement Quarterly Report
New Hampshire Department of Health and Human Services

Publication Date: 11/27/2017
Reporting Period: 7/1/2017 - 9/30/2017

Notes for Quarter

e Harbor Homes Mobile Crisis has been added to the report.

e The Franklin DRF was unable to report data for the quarter. As a result total DRF data is
also unavailable. Data for the current quarter will be provided in the next quarterly
report.

e Peer Support Agencies were instructed to "purge their member lists" as of July 1, 2017
impacting the Number of Members but not Average Daily Census. The Bureau of
Mental Health Services has instructed Peer Support Agencies to purge member lists
annually to increase confidence and consistency in this information.
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Community Mental Health Agreement Quarterly Report
New Hampshire Department of Health and Human Services

Publication Date: 11/27/2017

Reporting Period: 7/1/2017 - 9/30/2017

1. Community Mental Health Center Services: Unique Count of Adult Assertive Community

Treatment Consumers

Unique
Unique | Consumers
July August | September | Consumers in Prior
Center Name 2017 2017 2017 | in Quarter Quarter
01 Northern Human Services 109 107 107 113 111
02 West Central Behavioral Health 48 47 63 68 76
03 Genesis Behavioral Health 74 73 71 74 74
04 Riverbend Community Mental 78 79 81 87
Health Center 97
05 Monadnock Family Services 66 61 55 69 70
06 Community Council of Nashua 88 87 90 98 94
07 Mental Health Center of Greater 269 267 269 287
Manchester 292
08 Seacoast Mental Health Center 61 60 60 67 69
09 Community Partners 67 70 65 75 69
10 Center for Life Management 52 53 54 54 55
Total 912 904 915 992 1,006

Revisions to Prior Period: None

Data Source: NH Phoenix 2

Notes: Data extracted 11/14/17; consumers are counted only one time regardless of how

many services they receive.
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2a. Community Mental Health Center Services: Assertive Community Treatment Staffing Full

Time Equivalents

September 2017 June 2017
|- H -
B e e
S = © > f:’ > 8
S 5 g E S 5 E S B
S T Py Q D ®© I c © I
© [S > X » B = s E S IS
Center Name 5 €32 [8 |8 RS |la RS o
Z oW = a Ha S z
01 Northern Human Services 1.09 240 | 839 | 055| 1243 | 0.75] 12.54 | 1.1(
02 West Central Behavioral Health 0.60 2.35| 3.50| 0.50 6.95| 0.40 7.15 | 0.1(
03 Genesis Behavioral Health 1.20 200 | 660 | 1.00| 10.80| 0.75] 10.60| 0.5¢
04 Riverbend Community Mental Health 0.50 3.00| 6.00 0.50| 10.00| 0.48
Center 10.00 | 0.3(
05 Monadnock Family Services 1.25 325| 270 | 0.70| 7.90| 0.65 8.50 | 0.6
06 Community Council of Nashua 1 0.50 3.00| 250| 0.00| 6.00| 0.25 5.25| 0.2
06 Community Council of Nashua 2 0.50 300| 150| 0.00| 5.00| 0.25 5.25| 0.2
07 Mental Health Center of Greater 0.98 11.00 | 3.29 | 1.00| 16.27 | 0.62
Manchester-CTT 16.57 | 0.5:
07 Mental Health Center of Greater 1.05 10.00 | 10.2 | 1.00| 22.31| 0.62
Manchester-MCST 6 2195 | 0.5.
08 Seacoast Mental Health Center 0.43 3.10| 6.00| 1.00| 10.53 | 0.60 9.53 | 0.6(
09 Community Partners 0.00 2.00 | 4.23| 0.50 6.73 | 0.50 8.53 | 0.5(
10 Center for Life Management 1.00 2.00 | 5.30| 1.00 9.30 | 0.40 9.30 | 0.4
9.10| 47.10| 60.2| 7.75| 1242 | 6.27| 125.1
Total
7 2 7| 5.6
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2b. Community Mental Health Center Services: Assertive Community Treatment Staffing

Competencies, Substance Use Disorder Treatment

September
Center Name 2017 June 2017
01 Northern Human Services 2.05 2.77
02 West Central Behavioral Health 1.20 1.20
03 Genesis Behavioral Health 2.75 2.50
04 Riverbend Community Mental Health 1.48
Center 1.30
05 Monadnock Family Services 2.40 3.40
06 Community Council of Nashua 1 4.00 3.00
06 Community Council of Nashua 2 3.00 3.00
07 Mental Health Center of Greater 12.00
Manchester-CCT 12.00
07 Mental Health Center of Greater 1.00
Manchester-MCST 1.00
08 Seacoast Mental Health Center 1.00 1.00
09 Community Partners 2.00 0.50
10 Center for Life Management 3.00 3.00
Total 35.88 34.67

2c. Community Mental Health Center Services: Assertive Community Treatment Staffing

Competencies, Housing Assistance

September
Center Name 2017 June 2017
01 Northern Human Services 9.95 9.95
02 West Central Behavioral Health 6.35 5.85

CMHA Monthly Progress Report
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03 Genesis Behavioral Health 7.60 8.60
04 Riverbend Community Mental Health 8.50

Center 8.50
05 Monadnock Family Services 1.00 1.00
06 Community Council of Nashua 1 5.00 4.00
06 Community Council of Nashua 2 4.00 4.00
07 Mental Health Center of Greater 12.90

Manchester-CCT 12.36
07 Mental Health Center of Greater 18.05

Manchester-MCST 16.28
08 Seacoast Mental Health Center 7.00 6.00
09 Community Partners 3.88 4.50
10 Center for Life Management 7.00 7.00
Total 91.23 88.04
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2d. Community Mental Health Center Services: Assertive Community Treatment Staffing

Competencies, Supported Employment

September
Center Name 2017 June 2017
01 Northern Human Services 0.97 1.08
02 West Central Behavioral Health 0.25 0.25
03 Genesis Behavioral Health 4.00 3.00
04 Riverbend Community Mental Health 0.50
Center 0.50
05 Monadnock Family Services 1.00 1.00
06 Community Council of Nashua 1 2.50 2.50
06 Community Council of Nashua 2 0.50 1.50
07 Mental Health Center of Greater 0.74
Manchester-CCT 0.71
07 Mental Health Center of Greater 1.31
Manchester-MCST 1.35
08 Seacoast Mental Health Center 1.00 1.00
09 Community Partners 0.15 0.00
10 Center for Life Management 0.30 0.30
Total 13.22 13.19

Revisions to Prior Period: None

Data Source: Bureau of Mental Health CMHC ACT Staffing Census Based on CMHC self-report

Notes for 2b-d: Data compiled 11/13/17; the Staff Competency values reflect the sum of FTEs
trained to provide each service type. These numbers are not a reflection of the services
delivered, rather the quantity of staff available to provide each service. If staff is trained to
provide multiple service types, their entire FTE value will be credited to each service type.
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3. Community Mental Health Center Services: Annual Adult Supported Employment

Penetration Rates for Prior 12 Month Period

12 Month Period Ending September 2017

Penetration

Rate for
Supported Period
Employment | Total Eligible | Penetration | Ending June
Center Name Consumers Consumers Rate 2017
01 Northern Human Services 514 1,257 40.9% 37.2%
02 West Central Behavioral Health 162 725 22.3% 22.5%
03 Genesis Behavioral Health 267 1,288 20.7% 22.0%
04 Riverbend Community Mental Health 238 1,704 14.0%
Center 14.8%
05 Monadnock Family Services 115 933 12.3% 14.0%
06 Community Council of Nashua 242 1,416 17.1% 16.1%
07 Mental Health Center of Greater 1,382 3,288 42.0%
Manchester 40.0%
08 Seacoast Mental Health Center 341 1,456 23.4% 19.3%
09 Community Partners 100 683 14.6% 10.3%
10 Center for Life Management 170 884 19.2% 21.6%
Deduplicated Total 3,525 13,375 26.4% 25.3%

Revisions to Prior Period: None

Data Source: NH Phoenix 2

Notes: Data extracted 11/14/17; consumers are counted only one time regardless of how

many services they receive.
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4a. New Hampshire Hospital: Adult Census Summary

July — September

April — June 2017

Measure 2017

Admissions 204 293
Mean Daily Census 153 153*
Discharges 206 292
Median Length of Stay in Days for Discharges 13 10
Deaths 0 0

Revisions to Prior Period: *April to June 2017 mean daily census was revised due to improved

methodology.

Data Source: Avatar

Notes 4a: Data extracted 11/16/17; Mean Daily Census includes patients on leave and is

rounded to nearest whole number

4b. New Hampshire Hospital: Discharge Location for Adults

July — September

April — June 2017

Discharge Location 2017

Home - Lives with Others 109 138
Home - Lives Alone 73 107
CMHC Group Home 5 9
Private Group Home 3 7
Nursing Home 3 6
Hotel-Motel 3 5
Homeless Shelter/ No Permanent Home 3 5
Discharge/Transfer to IP Rehab Facility 2 4
Secure Psychiatric Unit - SPU 1 3
Peer Support Housing 1 3
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Jail or Correctional Facility 1 3
Glencliff Home for the Elderly 1 1
Unknown 1 1

4c. New Hampshire Hospital: Readmission Rates for Adults

Measure July — September 2017 April = June 2017
30 Days 9.8% (20) 15.0% (44)
90 Days 21.6% (44) 24.2% (71)
180 Days 27.9% (57) 32.1% (94)

Revisions to Prior Period: None.

Data Source: Avatar

Notes 4b-c: Data compiled 11/13/17; readmission rates calculated by looking back in time
from admissions in study quarter. 90 and 180 day readmissions lookback period includes
readmissions from the shorter period (e.g., 180 day includes the 90 and 30 day readmissions);
patients are counted multiple times for each readmission; number in parentheses is the

number of readmissions
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5a. Designated Receiving Facilities: Admissions for Adults

July — September 2017

Involuntary Voluntary Total
DRF Admissions Admissions Admissions
Franklin NA NA NA
Cypress Center 69 178 247
Portsmouth 93 270 363
Elliot Geriatric Psychiatric Unit 6 54 60
Elliot Pathways 61 60 121
Total NA NA NA

April - June 2017

Involuntary Voluntary Total
DRF Admissions Admissions Admissions
Franklin 35 25 60
Cypress Center 49 179 228
Portsmouth 80 283 363
Elliot Geriatric Psychiatric Unit 6 46 52
Elliot Pathways 48 53 101
Total 218 586 804
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5b. Designated Receiving Facilities: Mean Daily Census for Adults

July — September .
e . April = June 2017
Franklin NA 4.5
Cypress Center 12.9 12.0
Portsmouth 23.9 30.3
Elliot Geriatric Psychiatric Unit 29.7 29.3
Elliot Pathways 12.2 10.0
Total NA 17.2

*Portsmouth Regional Hospital has a total of 12 DRF beds and Elliot Hospital has a total of 14
DRF beds split between Pathways and the Geriatric Psychiatric Unit.

5c. Designated Receiving Facilities: Discharges for Adults

July — September .
e . April = June 2017
Franklin NA 59
Manchester (Cypress Center) 243 232
Portsmouth 355 365
Elliot Geriatric Psychiatric Unit 63 54
Elliot Pathways 121 105
Total NA 815

5d. Designated Receiving Facilities: Median Length of Stay in Days for Discharges for Adults

July — September

April = June 2017

DRF 2017
Franklin NA 6
Manchester (Cypress Center) 4 4
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Portsmouth 4 5
Elliot Geriatric Psychiatric Unit 27 22
Elliot Pathways 7 8
Total NA 5
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5e. Designated Receiving Facilities: Discharge Location for Adults

July — September 2017

Assisted Other NH

Living/Group | Decease Hom | Hospit | Hospita
DRF Home d| DRF e al | Other
Franklin NA NA NA NA NA NA NA
Manchester (Cypress 1 0 0| 166 0 1 10
Center)
Portsmouth Regional 0 0 4| 221 0 5 59
Hospital
Elliot Geriatric Psychiatric 45 4 1 12 0 1 0
Unit
Elliot Pathways 4 0 1] 101 0 6 9
Total NA NA NA NA NA NA NA

April = June 2017
Assisted Other NH

Living/Group | Decease Hom | Hospit | Hospita
DRF Home d| DRF e al | Other
Franklin 2 0 1 44 0 1 11
Manchester (Cypress
Center) 4 0 7| 204 0 1 16
Portsmouth Regional
Hospital 0 0 4| 265 0 7 89
Elliot Geriatric Psychiatric
Unit 32 6 0 10 6 0 0
Elliot Pathways 1 0 0 82 0 4 18
Total 39 6 12 | 605 6 13 134
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*Dispositions to ‘DRF’ represent a change in legal status from Voluntary to Involuntary within

the DRF.
5f. Designated Receiving Facilities: Readmission Rates for Adults
July — September 2017
DRF 30 Days 90 Days 180 Days
Franklin NA NA NA
Manchester (Cypress Center) 7.1% (12) 12.4% (21) 15.9% (27)
Portsmouth 11.5% (33) 17.5% (50) 21% (60)
Elliot Geriatric Psychiatric Unit 0% (0) 0% (0) 0% (0)
Elliot Pathways 3.3% (4) 6.6% (8) 12.4% (15)
Total NA NA NA
April = June 2017

DRF 30 Days 90 Days 180 Days
Franklin 0.0% (0) 0.0% (0) 0.0% (0)
Manchester (Cypress Center) 4.8% (11) 9.2% (21) 13.2% (30)
Portsmouth 10.2% (37) 15.4% (56) 20.7% (75)
Elliot Geriatric Psychiatric Unit 3.8% (2) 3.8% (2) 5.8% (3)
Elliot Pathways 6.9% (7) 7.9% (8) 10.9% (11)
Total 7.1% (57) 10.8% (87) 14.8% (119)

Revisions to Prior Period: None.

Data Source: NH DRF Database

Notes: Franklin DRF was unable to report data for the quarter. As a result total DRF data is
also unavailable. Data for the current quarter will be provided in the next quarterly report.
Data compiled 11/13/17; discharge location of DRF are patients discharged back to the same
DRF for a different level of care within the DRF; readmission rates calculated by looking back in
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time from admissions in study quarter; patients are counted multiple times for each

readmission; number in parentheses is the number of readmissions

6. Glencliff Home: Census Summary

Measure July — September 2017 April - June 2017
Admissions 3 9
Average Daily Census 107 106
2 (1- Dept. of 2 (1 private apartment, 1
Discharges Corrections, 1 — Nursing ABD/ residential care
Facility) home)
Individual Lengths of Stay in Days f
n. ividual Lengths of Stay in Days for 115, 366 4507, 399
Discharges
Deaths 4 3
Readmissions 0 0

Mean Overall Admission Waitlist

19 (12 Active)

17 (9 Active)

Revisions to Prior Period: None.

Data Source: Glencliff Home

Notes: Data Compiled 10/23/17; means rounded to nearest whole number; Active waitlist
patients have been reviewed for admission and are awaiting admission pending finalization of

paperwork and other steps immediate to admission.
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7. NH Mental Health Consumer Peer Support Agencies: Census Summary

July — September 2017

April = June 2017

Total Average Total Average

Peer Support Agency Members | Daily Visits Members | Daily Visits
Alternative Life Center Total 532 46 516 45
Conway 189 15 183 16
Berlin 102 10 108 11
Littleton 141 8 139 7
Colebrook 100 13 86 11
Stepping Stone Total 386 18 592 20
Claremont 308 12 493 14
Lebanon 78 6 99 6
Cornerbridge Total 293 20 390 17
Laconia 109 6 171 5
Concord 127 14 167 12
Plymouth Outreach 57 NA 52 NA
MAPSA Keene Total 208 11 190 14
HEARTS Nashua Total 247 37 510 31
On the Road to Recovery Total 516 53 568 41
Manchester 382 31 418 34
Derry 134 22 150 7
Connections Portsmouth Total 278 11 2178 11
TriCity Coop Rochester Total 225 24 382 20
Total 2,685 167 3,426 158
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Revisions to Prior Period: None

Data Source: Bureau of Mental Health Peer Support Agency Quarterly Statistical Reports

Notes: Data Compiled 11/14/17; Average Daily Visits NA for Outreach Programs; Peer Support

Agencies were instructed to "purge their member lists" as of July 1, 2017 impacting the

Number of Members but not Average Daily Census. The Bureau of Mental Health Services has

instructed Peer Support Agencies to "purge member lists" annually to increase confidence and

consistency in this information.

8. Housing Bridge Subsidy Summary to Date

July — September 2017

Total Total

individuals New individuals

served at individuals served

start of | added during through end

Subsidy quarter quarter of quarter

Housing Bridge Subsidy 701 41 742

Section 8 Voucher 85 11 96
April - June 2017

Total Total

individuals New individuals

served at individuals served

start of | added during through end

Subsidy quarter quarter of quarter

Housing Bridge Subsidy 643 58 701

Section 8 Voucher 85 0 85

Revisions to Prior Period: None
Data Source: Bureau of Mental Health

Notes: Data Compiled 11/14/17
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9. Housing Bridge Subsidy Current Census Summary

Measure As of 9/30/2017 As of 6/30/2017
Housing Slots 567 591
Rents currently being paid 509 545
Individuals accepted but waiting to lease 58 46
Waiting list for slots 0 0

Revisions to Prior Period: None
Data Source: Bureau of Mental Health

Notes: Data Compiled 11/14/17; all individuals currently on the Bridge Program are actively
transitioning from the program (waiting for their Section 8 housing voucher).

10. Housing Bridge Subsidy Unit Address Density

Frequency as of Frequency as of
Number of Unit(s)* at Same Address 11/9/17 8/11/17
1 383 391
2 31 37
3 6 6
4 5 6
5 0 3
6 0 0
7 1 2
8 or more 2 1

*All units are individual units
Revisions to Prior Period: None

Data Source: Bureau of Mental Health data compiled by Office of Quality Assurance and
Improvement

Notes: Data Compiled 11/14/17
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11a. Mobile Crisis Services and Supports for Adults: Riverbend Community Mental Health

Center
Septembe July - April -

July August r | Septembe June
Measure 2017 2017 2017 r 2017 2017
Unduplicated People Served in
Month 165 198 216 579 530
Services Provided by Type
Mobile Community Assessments 47 61 65 173 124
Crisis Stabilization Appointments 15 13 9 37 64
Office-Based Urgent Assessments 15 11 31 57 96
Emergency Service Medication
Appointments 29 40 41 110 47
Phone Support/Triage 200 290 231 721 469
Walk in Assessments 4 4 6 14 11
Services Provided after Immediate
Crisis
Mobile Community Assessments-Post
Crisis 4 10 16 30 4
Crisis Stabilization Appointments 15 13 8 36 15
Office-Based Urgent Assessments 15 11 31 57 15
Emergency Service Medication
Appointments 16 21 23 60 29
Phone Support/Triage 49 111 41 201 200
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Septembe July - April -
July August r | Septembe June
Measure 2017 2017 2017 r2017 2017
Referral Source
Emergency Department/EMS 14 9 23 46 42
Family 24 34 15 73 96
Friend 1 2 2 5 4
Guardian 0 1 22 23 2
Mental Health Provider 4 13 2 19 32
Police 1 7 4 12 15
Primary Care Provider 5 7 4 16 15
CMHC Internal 17 14 3 34 53
Self 66 100 126 292 223
Other 3 11 15 29 21
Crisis Apartment
Apartment Admissions 33 25 23 81 84
Apartment Bed Days 124 95 91 310 319
Apartment Average Length of Stay 3.8 3.8 4.0 3.8 3.8*
Law Enforcement Involvement 10 17 7 34 32
Hospital Diversions Total 123 159 161 443 430

Revisions to Prior Period: *Apartment Average Length of Stay for prior quarter was corrected
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Data Source: Riverbend CMHC submitted reports

Notes: Data Compiled 11/15/17; reported values other than the Unduplicated People Service
in Month value are not de-duplicated at the individual person level; individual people can
account for multiple instances of service use, hospital diversions, etc.
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11b. Mobile Crisis Services and Supports for Adults: Mental Health Center of Greater

Manchester
July - April -

July August | September | September June
Measure 2017 2017 2017 2017 2017
Unduplicated People Served by 186 180 209 476 579
Month
Services Provided by Type
Phone Support/Triage 380 353 411 1,144 1,127
Mobile Community Assessments 72 72 104 248 270
Office-Based Urgent Assessments 12 11 17 40 53
Emergency Service Medication 0 1 5 6 2
Appointments
Crisis Apartment Service 57 108 52 217 0
Referral Source*
Emergency Department 2 1 2 5 7
Family 29 31 47 107 111
Friend 3 4 2 9 13
Guardian 2 2 1 5 13
Mental Health Provider 6 5 10 21 12
Police 33 32 70 135 89
Primary Care Provider 4 8 11 23 22
CMHC Internal 28 21 30 79 76
Self 111 120 121 352 324
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Other 23 17 22 62 87
Crisis Apartment

Apartment Admissions 3 3 3 9 9
Apartment Bed Days 8 13 8 29 29
Apartment Average Length of Stay 4.0 3.3 2.7 3.2 3.2
Law Enforcement Involvement 33 32 70 135 89
Hospital Diversion Total 241 241 316 798 821

Revisions to Prior Period: * Prior quarter Referral Source was corrected

Data Source: New Mobile Crisis Data Reporting System

Notes: Data Compiled 11/14/17; reported values other than the Unduplicated People Service
in Month value are not de-duplicated at the individual person level; individual people can

account for multiple instances of service use, hospital diversions, etc.
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11c. Mobile Crisis Services and Supports for Adults

: Harbor Homes

July —

July August | September | September
Measure 2017 2017 2017 2017
Unduplicated People Served by 7 24 25 55
Month
Services Provided by Type
Phone Support/Triage 3 15 15 33
Mobile Community Assessments 3 4 7 14
Office-Based Urgent Assessments 1 1 1 3
Emergency Service Medication 0 2 3 5
Appointments
Crisis Apartment Service 2 1 1 4
Referral Source
Emergency Department 0 3 0 3
Family 7 2 1 10
Friend 0 0 3 3
Guardian 0 0 1 1
Mental Health Provider 0 0 3 3
Police 0 3 1 4
Primary Care Provider 0 0 0 0
CMHC 1 3 6 10
Self 3 8 9 20
Other 4 8 3 15
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Crisis Apartment

Apartment Admissions 1 1 3
Apartment Bed Days 1 1 5
Apartment Average Length of Stay 1 1 1.7
Law Enforcement Involvement 6 5 11
Hospital Diversion Total 24 18 49

Revisions to Prior Period: NA

Data Source: New Mobile Crisis Data Reporting System

Notes: Data Compiled 11/14/17; reported values other than the Unduplicated People Service
in Month value are not de-duplicated at the individual person level; individual people can

account for multiple instances of service use, hospital diversions, etc.
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Acronyms Used in this Report

ACT: Assertive Community Treatment
BMHS: Bureau of Mental Health Services
CMHA: Community Mental Health Agreement
CMHC: Community Mental Health Center

DHHS: Department of Health and Human Services
SE: Supported Employment

SFY: State Fiscal Year

Background

This Monthly Progress Report is issued in response to the June 29, 2016 Expert Reviewer Report,
Number Four, action step 4. It reflects the actions taken in July, August and September 2017, and
month-over-month progress made in support of the Community Mental Health Agreement (CMHA)
as of September 30, 2017. Three months of data is released in this singular report due to delays
experienced in receiving data from the Community Mental Health Centers. Data contained may be
subject to change upon further reconciliation with CMHCs. This report is specific to achievement of
milestones contained in the agreed upon CMHA Project Plan for Assertive Community Treatment
(ACT), Supported Employment (SE) and Glencliff Home Transitions. Where appropriate, the Report
includes CMHA lifetime-to-date achievements.
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Progress Highlights

Assertive Community Treatment (ACT)

Goal Status Recent Actions Taken
CMHC fidelity to ACT evidence- 2017: e 3 fidelity reports issued, improvement
based practice model annually 10 of 10 completed plans in place; 4th report in process
assessed. e 2018 fidelity reports compare progress
2018: from 2017
40f10 e New improvement plan template
completed developed and implemented
Provide ACT team services, Capacity: e Ongoing technical assistance at CMHC
consistent with standards set July - 1,265 specific level delivered by external
forth, with the capacity to serve at | August - 1,256 DHHS consultant
least 1,500 individuals. Sept. - 1,242 e Launched 6-part training series
6/27/17 for ACT team leaders,
Enrollment: substance use specialists, and team
July - 912 members on Co-Occurring Disorders
August - 904 (COD) treatment within ACT. Series
Sept. - 915 capacity permits 4 ACT staff per
session; participation is high; one MCO
also participates. Series runs through
December 2017. Topics include: initial
training on addiction and recovery;
substance use and affects; screening,
assessment and functional analysis;
stage-wise psychosocial and
medication interventions; motivational
strategies for people with COD; and
group treatments for people with COD.
Supported Employment (SE)
Goal Status Recent Actions Taken
CMHC fidelity to SE evidence- 2017: e 3 fidelity reports issued, improvement
based practice model annually 10 of 10 completed plans in place
assessed. e 2018 fidelity reports compare progress
2018: from 2017

3 of 10 completed

e New improvement plan template
developed and implemented

Increase penetration rate of
individuals with a Serious Mental
[llness (SMI) receiving SE services
to 18.6%.

Statewide
penetration rate:
July - 25.8%
August - 26.4%
Sept. - 26.4%

e Ongoing technical assistance at CMHC
specific level delivered by external
DHHS consultant

e Held Supported Employment Basic
Training in July 2017; each CMHC was
allowed 2 participants. Training
designed for new SE specialists.
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Glencliff Home Transitions into Integrated Community Setting

Goal Status Recent Actions Taken
Have capacity to serve in the 14 of 16 e In July 2017, a former Glencliff
community 16 (cumulatively) completed !+ resident, discharged originally in 2015,
individuals with mental illness sought readmission to Glencliff as
and complex health care needs behavioral health issues intensified.
residing at Glencliff who cannot Through methods used to effectuate
be cost-effectively served in integrated community setting
supported housing. transitions, the individual was
transitioned to a 4-person community
residence
e In November 2017, a resident
transitioned to the community
residence developed in late 2016.
e Coordinating a 15t transition
anticipated to be occur in December
2017
By June 30, 2017, identify and Completed; e 12 residents on the list
maintain a list of all individuals ongoing e 11 of the 12 residents have selected

with mental illness and complex
health care needs residing at the
Glencliff Home who cannot be
cost-effectively served in
supported housing and develop
an effective plan for providing
sufficient community-based
residential supports for such
individuals in the future.

their CFI transition case management
service provider to actively support
transition needs; the 12t is in process

 Indicates residents have been transitioned into an integrated community setting; compliance with additional

CMHA requirements for such transitions is under review.
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* Data is a combination of preliminary monthly and finalized quarterly data from CMHA Quarterly
Data Reports.
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GEC Data.pdf
Average Length of Stay

Treating Specialties FY13 FY14 FY15 FY16 FY17
(44) NH LONG STAY MAINTENANCE CARE 162.4 | 1449 | 1449 | 169.0 | 311.6
(47) NH RESPITE CARE (NHCU) 12.5 12.1 15.1 16.0
(64) NH SHORT STAY REHABILITATION 27.3 32.1 24.6 27.3 47.7
(66) NH SHORT STAY RESTORATION 14.0
(67) NH SHORT STAY MAINTENANCE 35 7.5 26.9
(95) NH SHORT STAY SKILLED CARE 394 48.6 25.1 29.1 40.2
(96) HOSPICE 24.9 27.1 43.5 54.7 48.9
Unique Patients
Treating Specialties FY13 FY14 FY15 FY16 FY17
(44) NH LONG STAY MAINTENANCE CARE 43 52 53 48 37
(47) NH RESPITE CARE (NHCU) 36 27 14 4
(64) NH SHORT STAY REHABILITATION 134 92 94 83 67
(66) NH SHORT STAY RESTORATION 1
(67) NH SHORT STAY MAINTENANCE 2 2 8 8
(95) NH SHORT STAY SKILLED CARE 27 7 32 25 14
(96) HOSPICE 75 76 62 46 41
Total Unique Pts| 317 254 257 214 168
Average Daily Census
Treating Specialties FY13 FY14 FY15 FY16 FY17
(44) NH LONG STAY MAINTENANCE CARE 15.4 18.8 19.1 24.2 21.6
(47) NH RESPITE CARE (NHCU) 1.5 1.1 0.6 0.2 0.0
(64) NH SHORT STAY REHABILITATION 9.9 8.0 7.2 6.3 8.1
(66) NH SHORT STAY RESTORATION 0.0 0.0 0.0 0.0 0.0
(67) NH SHORT STAY MAINTENANCE 0.1 0.0 0.0 0.5 0.5
(95) NH SHORT STAY SKILLED CARE 2.5 0.8 2.3 1.7 1.7
(96) HOSPICE 5.1 7.4 6.3 5.8 7.4
Total ADC| 35 36 36 39 39

Data Source: Treating Speciality Cube and MCA Treating Speciality Cube

Server: VHAAUSBI5
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Report 1
Filter Selection: [Other Subascute Bedz)

Other Subscule Beds by Fiseal Year [Fiscal Year) and Funding Soutce [Funding Source) on columns; and F scility [Parent Facility] and Planning Categoties [Planning Cat iez] on
[41¥01} (508} Manchester, NHHES  |LTSS - Community Living Censer (Long) (D) i5 29
LTES - Community Living Centar [Short) [Days) 15 17
LTSS - Community Nursing Hems [Leng) [Days) 40 Bl
LTSS - Community Nursing Homa [Short) [Days) 7 10
Subtoral n a7 46 T
Fi Total & mr
Bed Days of Care
Treating Specialties FY13 FY14 FY15 FY16 FY17
(44) NH LONG STAY MAINTENANCE CARE 5,615 | 6,864 | 6,973 | 8,821 | 7,881
(47) NH RESPITE CARE (NHCU) 531 412 212 79
(64) NH SHORT STAY REHABILITATION 3,608 | 2,927 | 2,635 | 2,311 | 2,968
(66) NH SHORT STAY RESTORATION 14
(67) NH SHORT STAY MAINTENANCE 44 7 167 188
(95) NH SHORT STAY SKILLED CARE 922 278 857 610 620
(96) HOSPICE 1,874 | 2,694 | 2,316 | 2,105 | 2,714
Total BDOC| 12,594 | 13,175 | 13,000 | 14,093 | 14,385

o

of





Unique Pats

Price Group Patient Class FY 2012 | FY 2013 | FY 2014 | FY 2015| FY 2016

5 Multiple Problem Hospice 6 10

8 Supportive Care Legacy LTC 1

8 Supportive Care Skilled Nursing and Rehab 71 68 41 71 50

10 Critically Il Short Stay CLC 87 85 76 72 61

10a Long Stay CLC Long Stay CLC 42 44 49 54 54
Total Unique Pts| 200 198 166 203 175

Data Source: ARC Class and Workload Cube
Server: VHAARCDBS105






VSSC Beds Using Patient Treatment File (PTF) Workload by Bed Section (Ntnl, VISN, VAMC)

Data Source:

http://reports2.vssc.med.va.gov/ReportServer/Pages/ReportViewer.aspx?%2fMgmtReports%2fPASConversion%2fBedsUsingPTF&rs:Comma

Data as of: FY 2017 - EOY
Average Daily Census | VISN 1 VA ME WRJ Bedford BHCS Mnchstr CW Mass Prvdnce VA CT
FY 2012 500.7 68.1 0.0 239.2 103.8 334 30.1 0.0 26.0
FY 2013 485.4 68.1 0.0 227.3 103.2 354 29.3 0.0 22.0
FY 2014 481.8 73.5 224.8 96.2 36.6 28.1 22.5
FY 2015 459.6 63.2 0.0 225.1 88.1 35.0 27.8 0.0 20.4
FY 2016 456.3 65.7 0.0 216.1 84.9 39.2 24.2 0.0 26.2
.|
FY 2016 - EOY 456.3 65.7 0.0 216.1 84.9 39.2 24.2 0.0 26.2
FY 2017 - EOY 469.1 61.9 0.0 230.0 90.7 39.0 214 0.0 26.1
ADC FY17 vs FY16 12.8 -3.8 0.0 13.9 5.8 -0.2 -2.8 0.0 -0.1
FY 2017 - EOY
Unavailable Unavailable Unavailable Total
Nursing Home Parent Operating Beds Beds Beds Unavailable Unavailable Unavailable Authorized
Facility Beds Construction | Recruitment Resources |[Beds Workload| Beds Other Beds Beds FYTD BDOC
(1v01) (402) Togus, ME 100 0 0 0 0 0 0 100 22,577.0
(1v01) (405) White River Ju 0 0 0 0 30 0 30 30
(1v01) (518) Bedford, MA 304 41 0 0 0 0 41 345 83,940.0
(1v01) (523) VA Boston HCSY 112 0 0 0 48 48 160 33,111.0
(1vV01) (608) Manchester, N 112 0 0 0 0 0 112 14,224.0
(1v01) (631) VA Central We 32 34 0 0 0 0 34 66 7,798.0
(1v01) (650) Providence, RI 0 0 0 0 0 0 0
(1v01) (689) VA Connecticu 40 0 0 36 0 44 84 9,522.0
Nursing Home Totals 700 83 0 0 66 48 197 897 171,172.0




http://reports2.vssc.med.va.gov/ReportServer/Pages/ReportViewer.aspx?%2fMgmtReports%2fPASConversion%2fBedsUsingPTF&rs:Command=Render

http://reports2.vssc.med.va.gov/ReportServer?%2FMgmtReports%2FPASConversion%2FBedsUsingPTF_Sub1&TimePeriod=EOY17&ParentFacility=402&ParentFacility=405&ParentFacility=518&ParentFacility=523&ParentFacility=608&ParentFacility=631&ParentFacility=650&ParentFacility=689&rs%3AParameterLanguage=

http://reports2.vssc.med.va.gov/ReportServer?%2FMgmtReports%2FPASConversion%2FBedsUsingPTF_Sub1&TimePeriod=EOY17&ParentFacility=402&ParentFacility=405&ParentFacility=518&ParentFacility=523&ParentFacility=608&ParentFacility=631&ParentFacility=650&ParentFacility=689&rs%3AParameterLanguage=

http://reports2.vssc.med.va.gov/ReportServer?%2FMgmtReports%2FPASConversion%2FBedsUsingPTF_Sub1&TimePeriod=EOY17&ParentFacility=402&ParentFacility=405&ParentFacility=518&ParentFacility=523&ParentFacility=608&ParentFacility=631&ParentFacility=650&ParentFacility=689&rs%3AParameterLanguage=

http://reports2.vssc.med.va.gov/ReportServer?%2FMgmtReports%2FPASConversion%2FBedsUsingPTF_Sub1&TimePeriod=EOY17&ParentFacility=402&ParentFacility=405&ParentFacility=518&ParentFacility=523&ParentFacility=608&ParentFacility=631&ParentFacility=650&ParentFacility=689&rs%3AParameterLanguage=

http://reports2.vssc.med.va.gov/ReportServer?%2FMgmtReports%2FPASConversion%2FBedsUsingPTF_Sub1&TimePeriod=EOY17&ParentFacility=402&ParentFacility=405&ParentFacility=518&ParentFacility=523&ParentFacility=608&ParentFacility=631&ParentFacility=650&ParentFacility=689&rs%3AParameterLanguage=

http://reports2.vssc.med.va.gov/ReportServer?%2FMgmtReports%2FPASConversion%2FBedsUsingPTF_Sub1&TimePeriod=EOY17&ParentFacility=402&ParentFacility=405&ParentFacility=518&ParentFacility=523&ParentFacility=608&ParentFacility=631&ParentFacility=650&ParentFacility=689&rs%3AParameterLanguage=

http://reports2.vssc.med.va.gov/ReportServer?%2FMgmtReports%2FPASConversion%2FBedsUsingPTF_Sub1&TimePeriod=EOY17&ParentFacility=402&ParentFacility=405&ParentFacility=518&ParentFacility=523&ParentFacility=608&ParentFacility=631&ParentFacility=650&ParentFacility=689&rs%3AParameterLanguage=

http://reports2.vssc.med.va.gov/ReportServer?%2FMgmtReports%2FPASConversion%2FBedsUsingPTF_Sub1&TimePeriod=EOY17&ParentFacility=402&ParentFacility=405&ParentFacility=518&ParentFacility=523&ParentFacility=608&ParentFacility=631&ParentFacility=650&ParentFacility=689&rs%3AParameterLanguage=



FY 2016 - EOY

Parent Facility

(1v01) (402) Togus, ME

(1v01) (405) White River Ju

(1v01) (518) Bedford, MA

(1V01) (523) VA Boston HCS

(1v01) (608) Manchester, N

(1v01) (631) VA Central We

(1vV01) (650) Providence, Rl

(1v01) (689) VA Connecticu

Nursing Home Totals

Unavailable Unavailable Unavailable Total
Operating Beds Beds Beds Unavailable Unavailable Unavailable Authorized
Beds Construction | Recruitment Resources |Beds Workload| Beds Other Beds Beds FYTD BDOC
88 0 0 12 0 0 12 100 24,122.0
0 0 0 0 30 0 30 30
304 41 0 0 0 0 41 345 79,317.0
112 0 0 0 48 48 160 31,150.0
112 0 0 0 0 0 112 14,392.0
32 34 0 0 0 0 34 66 8,881.0
0 0 0 0 0 0 0 0
40 8 0 0 36 0 44 84 9,627.0
688.0 83.0 0.0 12.0 66.0 48.0 209.0 897.0 167,489.0






nd=Render

Occupancy Average Occupancy

Rate using | Operating| Rate using
Nursing Home Parent Facility | Actual Beds Beds Average Beds | ADC
(1v01) (402) Togus, ME 61.9% 89.0 69.1% 61.9
(1v01) (405) White River Junction, VT 0.0
(1v01) (518) Bedford, MA 75.7% 304.0 75.7% 230.0
(1v01) (523) VA Boston HCS, M 81.0% 112.0 81.0% 90.7
(1v01) (608) Manchester, NH 34.8% 112.0 34.8% 39.0
(1v01) (631) VA Central Weste 66.8% 32.0 66.8% 214
(1v01) (650) Providence, Rl 0.0
(1v01) (689) VA Connecticut H 65.2% 40.0 65.2% 26.1
Nursing Home Totals 689.0 469.1




http://reports2.vssc.med.va.gov/ReportServer?%2FMgmtReports%2FPASConversion%2FBedsUsingPTF_Sub1&TimePeriod=EOY17&ParentFacility=402&ParentFacility=405&ParentFacility=518&ParentFacility=523&ParentFacility=608&ParentFacility=631&ParentFacility=650&ParentFacility=689&rs%3AParameterLanguage=

http://reports2.vssc.med.va.gov/ReportServer?%2FMgmtReports%2FPASConversion%2FBedsUsingPTF_Sub1&TimePeriod=EOY17&ParentFacility=402&ParentFacility=405&ParentFacility=518&ParentFacility=523&ParentFacility=608&ParentFacility=631&ParentFacility=650&ParentFacility=689&rs%3AParameterLanguage=

http://reports2.vssc.med.va.gov/ReportServer?%2FMgmtReports%2FPASConversion%2FBedsUsingPTF_Sub1&TimePeriod=EOY17&ParentFacility=402&ParentFacility=405&ParentFacility=518&ParentFacility=523&ParentFacility=608&ParentFacility=631&ParentFacility=650&ParentFacility=689&rs%3AParameterLanguage=

http://reports2.vssc.med.va.gov/ReportServer?%2FMgmtReports%2FPASConversion%2FBedsUsingPTF_Sub1&TimePeriod=EOY17&ParentFacility=402&ParentFacility=405&ParentFacility=518&ParentFacility=523&ParentFacility=608&ParentFacility=631&ParentFacility=650&ParentFacility=689&rs%3AParameterLanguage=

http://reports2.vssc.med.va.gov/ReportServer?%2FMgmtReports%2FPASConversion%2FBedsUsingPTF_Sub1&TimePeriod=EOY17&ParentFacility=402&ParentFacility=405&ParentFacility=518&ParentFacility=523&ParentFacility=608&ParentFacility=631&ParentFacility=650&ParentFacility=689&rs%3AParameterLanguage=

http://reports2.vssc.med.va.gov/ReportServer?%2FMgmtReports%2FPASConversion%2FBedsUsingPTF_Sub1&TimePeriod=EOY17&ParentFacility=402&ParentFacility=405&ParentFacility=518&ParentFacility=523&ParentFacility=608&ParentFacility=631&ParentFacility=650&ParentFacility=689&rs%3AParameterLanguage=

http://reports2.vssc.med.va.gov/ReportServer?%2FMgmtReports%2FPASConversion%2FBedsUsingPTF_Sub1&TimePeriod=EOY17&ParentFacility=402&ParentFacility=405&ParentFacility=518&ParentFacility=523&ParentFacility=608&ParentFacility=631&ParentFacility=650&ParentFacility=689&rs%3AParameterLanguage=

http://reports2.vssc.med.va.gov/ReportServer?%2FMgmtReports%2FPASConversion%2FBedsUsingPTF_Sub1&TimePeriod=EOY17&ParentFacility=402&ParentFacility=405&ParentFacility=518&ParentFacility=523&ParentFacility=608&ParentFacility=631&ParentFacility=650&ParentFacility=689&rs%3AParameterLanguage=



Occupancy Average Occupancy

Rate using | Operating| Rate using
Nursing Home Parent Facility | Actual Beds Beds Average Beds | ADC
(1v01) (402) Togus, ME 74.7% 99.0 66.7% 65.7
(1v01) (405) White River Junction, VT 0.0
(1v01) (518) Bedford, MA 71.1% 304.0 71.1% 216.1
(1v01) (523) VA Boston HCS, M 75.8% 112.0 75.8% 84.9
(1v01) (608) Manchester, NH 35.0% 112.0 35.0% 39.2
(1v01) (631) VA Central Weste 75.6% 32.0 75.6% 24.2
(1v01) (650) Providence, Rl 0.0
(1v01) (689) VA Connecticut H 65.6% 40.0 65.6% 26.2
Nursing Home Totals 699.0 456.3




http://reports2.vssc.med.va.gov/ReportServer?%2FMgmtReports%2FPASConversion%2FBedsUsingPTF_Sub1&TimePeriod=EOY17&ParentFacility=402&ParentFacility=405&ParentFacility=518&ParentFacility=523&ParentFacility=608&ParentFacility=631&ParentFacility=650&ParentFacility=689&rs%3AParameterLanguage=
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Survey Comments from Lynne.pdf
great service at the VA - thanks

VA NEEDS A FULL SERVICE HOSPITAL IN NH!!!

treated by different hospitalist teams, a "self segregation." Inpatient medical care at local community hospital is
hampered by transfer of data and patient signout to VA providers. If a community hospital acquires a VA
contract to be its "preferred community hospital," then Community hospital provider-VA provider
communication has to mimick a typical hospital system. (ie. directory of VA and non-VA pager contact, phone
contact, inpatient to outpatient/vice-versa signouts, and complete and real-time bidirectional transfer of notes).
Furthermore, Manchester VAMC should continue to direct veterans with more complicated diseases that are
better managed at an academic hospital such as the Boston VA/WRI VA systems as the preferred units or
another academic quaternary hospital center.

but the plans include the same amount of rooms as we have currently. If we do not have more rooms, we could
remain in the same space and use the money for something else. The urgent care should be modeled after an
emergency department, to provide more thourough and inegrative care. The current model leaves much to be
desired.

Keep the choice program

| would love a new gym. Please do not get rid of the old workout room until we have something else sufficient.
Getting rid of the old gym would be sending the wrong message to an already obese staff.

| would use the heated pool 3x/wk--great idea for many veteran who have difficulty exercising because knee &
back pain.

Manchester VAMC needs to be held together as a becon of hope to new and old veterans alike. Breaking up the
buildings more would destroy this image. Without having the reasources of a full fledged hospital, it must also
be considered that certain services, like psych, may be more safely made available at community hospitals that
can provode support to a larger array of needs.

Hard to answer without the statistics backing my decisions

If the VA is going to sink half a billion dollars into a new hospital in NH it needs to be on a new piece of real
estate that's easily accessible from major roadways and NOT surrounded by residential construction. Ten years
worth of significant construction projects on the existing campus will not be sustainable without emptying
significant portions of the medical center.

If there was a gym and pool. You could also have personal trainers. Like vets that are certified for personal

no comments

Please consider a half court basketball area inside, and a weight room, with fitness classes taught at the va,
Thank you.

are these really options that will be available within the next few years or is this just one of many studies to be
done before a decision is made?

This was sent out to employees but is geared towards Veterans

In evaluating the existing capabilities of the Manchester VA, please consider that much of the existing facilities
must be replaced due to age or condition, and cannot currently be completed without impacting patient care.

| think we need to look more into mainstreaming services but the current system is not working.

NEW VA HOSPITAL IN MANCHESTER!

NOne

| think that we should absolutly expand our current facility. We should offer more services and include a CBOC
further north for the north country.





possibilities of things that could happen at the VAMC, Manchester? There are several items | have suggested to
the past two Directors and | believe have fallen on deaf ears. Since parking is one of the leading causes of
dissatisfaction with our Veterans, | would like to suggest building a large, 3+ level parking garage in the lower
parking lot (with the ability to extend the number of levels if needed) with an enclosed walkway to the main
building. | would also like to see several parking spaces, in the current parking lot out front, with signs stating:
“THIS PARKING SPACE IS FOR HANDICAP VANS ONLY”. There are several Veterans that come to the VA by
0630hrs on the days they have appointments so they can get a handicap space even if their appointment is not
until late morning or early afternoon (I can provide names of Veterans upon request). The current wheelchair
lift gets “frozen” during the winter and breaks down throughout the year and there are only 2 ways to get our
Veterans inside the building: 1) drive to the side of the Medical Center to the CLC entrance or use the ramp at
the Mountain Entrance. Both are suitable options during nice weather, however, using the UNCOVERED ramp
during the icy winter days and rainy days the rest of the year can prove to be a safety issue. Prior to the “new”
Mountain section opening, | asked if there was a dual type of cover for the new ramp, one for 3 seasons, where
only a cover would be needed in case of rain or on bright sunny days and one for the winter months with side
windows to allow light in and keep the snow and wind out and to prevent a serious icy situation. | have some
other ideas, but this is a good start. Thank you for taking the time to read through this. Lee Bowley, MS,

MHC AMSA

The NH veterans deserve and need a full service hospital

While the community partnerships have allowed veterans to receive services outside of the VA during the
absence of these services due to flooding, it does not seem sustainable to continue to provide this care under
the current arrangements. The space available for MVAMC staff members to provide this care is minimal, and
some of the partnerships require a great bit of travel for the staff. Veterans have also stated their preference to
receive their care at the MVAMC.

lets get going on this on these things please

| think we need to mondernize our structures to support a more robust outpatient care center much like
Dartmouth has here in Manchester and the big surgeries go to hospitals in the community. They have more
specialists and our vetrans deserve more.

no comment

Primary Care: We need a more comprehensive way to capture workload credit, when staff need to stay or skip
lunch/breaks to handle patient care, this time needs a way of being captured so that true use of employees' time
is logged.

great improvements need to be made to the current manchester location as it is old and falling apart, a new
building is needed despirately

The VA surgical services needs to open the OR as soon as possible....

VA Primary Care with Community Specialty Care

Please take a look at current middle management and AES results. Morale has been down for years and nothing
is ever down about it. Thank you

doesn't make any sense to build a new campus for services that already exist in the community. will compete for
the same few trained qualified staff to run it.

We need to foster and expanding on the community care program. We have community partners that would
rather work with us than work against us. Lets focus on updating the Manchester facility..Create a more friendly
handicap are for our veterans and our staff...WE should not focus on creating a new building as money goes fast
and we would need more mney than we are able to get. Work on creating better relationships with hospitals
that have OR rooms/time for us to utalize..

Thanks for seeking Veteran input. Look forward to results.

None at this time.





| think the Manchester VA has excellent and qualified staff. | would like to see the VA services expanded at our
faciity and building updates made as needed. In addition, i think a pool and other fitness equipment for the use
of staff would be excellent for a boost in moral. At this time, the adminstration does little or nothing to improve
moral or make employees feel valued.
In general, | am most pleased with all the services | receive at the Manchester VA and | think Dr. Montoya is
doing an excellent job of correcting prior deficiencies.
I would like to see an expansion of services available for CLC/Palliative Care needs that serves a larger segment
of our population (i.e. not only Veterans with a min. 70%SC rating). Also, and expansion of services for Veterans
with Dementia and other issues that affect them as they age.
The VA is inheritor of the burden placed upon those entrusted with caring for those who pledged their all to
uphold, protect, and defend the Constitution of the United States. To paraphrase President Abraham Lincoln we
are: "To care for them who have borne the battle, and for their widowed, and their orphan". No other secular
entity is entrusted with a greater mission, task or burden. Reliance upon this promise is inherant to the VA alone,
and no other facility, no other system, no other Department is likely or more potently charged. No external
organization has such a vision, commitment, or purpose. The VA must remain the bar by which Veteran's can
expect their sacrifices to be honored and cared for. Fulfillment of a mission this elevated requires concrete
resolve and unrelenting perserverance to the call we have been given.
As a Veteran who is also an employee, my preference would be to see a robust facility in Manchester. But
realistically, | understand that there will need to be local agreements to ensure a full spectrum of services are
available. A huge problem with agreements is that the VA would need to stay on top of payments, the Veteran
should never have to deal with any aspect of the payment process. The care offered in the community on behalf
of the VA should be seamless and without any burden on the Veteran.
Ersonally, Manchester is too far away from me. The Dover, Portsmouth area fits my needs much better. Thank
you for allowing us to take the survey!
| would like to see more services at the VA

Manchester needs to be a full service facility.
Good luck to the future
Keep firing the shit bag employees
| am not a vet
A fitness center would have to have hours not just during duty hours.
| like the Manchester VA but | think it lacks a lot of things to support veterans and we fall through the cracks!!! |
want a bigger PT program to fix veterans like a larger Rehab facility. | also think vets should have case managers
because | feel when | go between my PCP and see specialty Doctors there is not a lot of follow up or explanation
when something happens.
Teh objective ahs to be to provide all clinical services in-state by any means possible, not send them to Boston
which causes outrage
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