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INTRODUCTION 
 

New Hampshire Medicaid beneficiaries are a demographically diverse group.  They 

include healthy newborns; children and parents; adults and children with severe and disabling 

conditions and chronic illness; and senior citizens who may be healthy or struggling with a 

range of impairments and limitations associated with aging.  Ensuring access to medical care 

and assistance for these Medicaid beneficiaries, when they need care, is a top priority for the 

New Hampshire Medicaid program.  New Hampshire Medicaid brings commitment, 

expertise, analysis and trained human resources to this responsibility and gives it high 

priority among the competing duties inherent in the effective administration of the Medicaid 

program.     

This Medicaid Access Report is prepared at the request of the Centers for Medicare 

and Medicaid Services (CMS) at a time when New Hampshire’s Medicaid program, like so 

many others across the nation, faces fiscal difficulties associated with the national recession 

and its persistent effects on state revenues.  Difficult financial circumstances across the 

nation have brought federal attention to the issue of adequate Medicaid funding generally and 

to its potential impact on access and health care system capacity specifically.  Concerns 

about the New Hampshire Medicaid program arose after assertions were made during the 

course of litigation, filed by New Hampshire hospitals, that Medicaid beneficiaries’ access to 

health care would be seriously impaired as a result of changes implemented by the State of 

New Hampshire.  These assertions created a sense of urgency during a January, 2012 

preliminary injunction hearing in federal district court but have not resulted in the onslaught 

of access problems predicted.  

At this time of changing CMS expectations, as well as evolving health care systems, 

New Hampshire Medicaid believes it has the mechanisms and information it needs to 

intervene in the Medicaid health care delivery system in a timely and effective way to 

prevent access problems and ensure that all Medicaid beneficiaries continue to get the health 

care they are eligible for and choose to access as efficiently and economically as possible.  

Throughout this period of fiscal difficulty, New Hampshire Medicaid has been active in 

investigating and monitoring impacts on access, has responded promptly and effectively to 

issues identified, and has plans to enhance its access tools in the future.  This report responds 

to specific concerns, describes current activities and outlines New Hampshire Medicaid’s 
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future plans for ensuring continuing access to needed health care by all of its Medicaid 

beneficiaries.  

 
I. Response To Allegations That Specific Actions By Providers Have Or Will Result In 

New Hampshire Medicaid Beneficiaries Having Less Access To Medical Care Than The 
General Population In The Geographic Area Where Medicaid Beneficiaries Reside    

 

In this section, the New Hampshire Medicaid program will discuss testimony 

presented by specific Hospitals at a preliminary injunction hearing in the New Hampshire 

Federal Court, as well as other information that has come to New Hampshire Medicaid’s 

attention regarding actions that the Hospitals say created or will create an access to health 

care issue for New Hampshire Medicaid patients.  When the information was received, New 

Hampshire Medicaid followed up on each and every situation in writing to determine the 

specifics of actions taken by the providers and their opinions on how they anticipated that 

Medicaid patients would be affected.  Based on the hospitals’ responses, New Hampshire 

Medicaid will explain and discuss why these actions have not resulted in New Hampshire 

Medicaid recipients losing access to medical care such that they have less access to care or 

dissimilar care than the general population in the geographic area where they reside.  Further, 

the information gathered indicates that providers do not foresee challenges specific to 

Medicaid patients in obtaining necessary health care.  New Hampshire Medicaid remains 

vigilant with these situations to assure no immediate or future impact to Medicaid 

beneficiaries.     

A. Lake Region General Hospital (LRGH) – Laconia, NH   

Provider Action Reported: LRGH reportedly discharged 3,500 adult, non-

pregnant Medicaid recipients (excluding dual Medicare eligible) from its primary care 

practices, effective November 12, 2011.  See LRGH Form Letter to patients; attached as 

Appendix 1, October 31, 2011 letter LRGH President and CEO Thomas Clairmont to 

Commissioner Nicholas Toumpas; attached as Appendix 2 and Concord Monitor, October 

27, 2011; attached as Appendix 3.  This does not affect any specialist physician practice. 

Analysis of Provider Response: LRGH stated in writing that the discharged 

Medicaid patients have access to alternative, available care in the community.  See 

November 8, 2011 LRGH letter by Thomas Clairmont to Commissioner Toumpas, attached 
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as Appendix 4.  LRGH correctly points out that there are two LRGH-owned family 

practices, Newfound Family Practice and Westside Healthcare, each of which is a designated 

Rural Health Clinic (RHC), that were not closed to existing or new adult Medicaid patients.  

In addition, there are also two other available sites open to Medicaid patients, which are 

operated by the Health First Family Care Center.  The Health First Family Care Center is a 

federally qualified health center (FQHC) associated with LRGH and available to Medicaid 

patients.  These Health First Family Care Center sites continue to be available to existing or 

new adult Medicaid patients and have current capacity to serve these patients.  This is 

confirmed by quotes by LRGH CEO Clairmont in various media reports at the time. Mr. 

Clairmont stated that “[t]here is capacity in the general area for the affected Medicaid 

Patients to get the services they require.”  See Laconia Citizen newspaper article, October 26, 

2011, attached as Appendix 5.    

The New Hampshire Medicaid program confirmed that there is additional capacity in 

the area to provide medical services to the affected Medicaid recipients.  New Hampshire 

Medicaid immediately and proactively sought information from LRGH as soon as it learned 

that LRGH took this action.  See letters by Commissioner Toumpas to LRGH dated October 

26, 2011 and November 3, 2011, attached hereto as Appendix 6 and Appendix 7.  It is 

important to note that LRGH’s representation regarding the number of affected Medicaid 

patients is overstated by about 350%.  By matching the names of the recipients LRGH 

ultimately provided to the New Hampshire Medicaid program to current enrollment data, 

New Hampshire Medicaid determined that at most, one thousand of the thirty-five hundred 

people to whom LRGH sent letters were currently enrolled in Medicaid.  Of those one 

thousand Medicaid patients, within the last six months, about four hundred patients sought 

care solely from an LRGH provider, another two hundred patients saw LRGH providers in 

combination with other providers, and four hundred patients saw non-LRGH providers.  

Therefore, there were approximately four to six hundred Medicaid patients, far fewer than 

the thirty-five hundred patients alleged by LRGH, which may have needed to find alternative 

primary care as a result of LRGH’s actions.              

The New Hampshire Medicaid program contacted the Health First Family Care 

Center, which advised that it was able to provide immediate access to care to the Medicaid 

patients affected by LRGH’s actions.  Health First indicated that it had the capacity between 



 
 

Office of Medicaid Business and Policy, NH Department of Health and Human Services, March 15, 2012 9 

its two locations to accept approximately eight hundred new patients and possibly more since 

there was capacity in its physical plant to employ additional physicians.  Likewise, 

Newfound Family Practice and Westside Healthcare advised that they would accept up to 

two new Medicaid patients per day per physician. Additionally, the New Hampshire 

Medicaid Client Services Unit saw little increase in calls from Medicaid beneficiaries unable 

to find health care providers.  The Medicaid Client Services Unit helped those seeking help 

finding a provider to secure an alternative provider quickly and without undue difficulty.  See 

information below in the section of this report under monitoring of calls by the NH Medicaid 

Client Services Unit (MCS), Section II, C 1. 

In conclusion, all patients were redirected to providers that have FQHC or RHC 

designation.  Two of those providers are affiliated with LRGH, effectively increasing 

LRGH’s reimbursement for the same services previously provided by LRGH.    

B. Frisbie Memorial Hospital (Frisbie)  - Rochester, NH 

Provider Action Reported: Frisbie prohibited its primary care physician practices 

(defined as internal medicine and family practice) from accepting new, unrelated adult, non-

pregnant Medicaid recipients (excluding dual Medicare eligible) if the physician’s current 

total patient panel consists of more than seven percent Medicaid patients.  This prohibition 

did not apply to OB/Gyn, pediatric or any other specialty providers and will not apply if the 

closed primary care practice is already seeing any other immediate family member.  See 

February 3, 2012 letter from Frisbie’s John Marzinzik to Nicholas Toumpas, attached as 

Appendix 8.  

Analysis of Provider Response: Frisbie has stated in writing that its actions have 

not resulted in any Medicaid recipient being refused service.  See Appendix 8.  Further, the 

detailed information provided by Frisbie regarding each of its affected primary care 

physicians demonstrates that even within physician practices owned by Frisbie, access 

remains open and available for new, unrelated adult, non-pregnant Medicaid recipients. To 

the extent that some Frisbie panels are closed, in the majority of instances, those panels are 

closed to all patients, not just Medicaid patients.    

Secondly, there is additional capacity and access to care for Medicaid patients within 

the area.  In addition to the Frisbie primary care physician practices that remain open to 

existing and new Medicaid patients, the Goodwin Community Health Center in nearby 



 
 

Office of Medicaid Business and Policy, NH Department of Health and Human Services, March 15, 2012 10 

Somersworth, New Hampshire indicates that its panels are open.  They will continue to see 

existing Medicaid patients and will accept new Medicaid patients into their practice.  See 

Appendix 8.  Additionally, there has been no increase in calls from Medicaid patients to the 

New Hampshire Medicaid Client Services Unit with concerns about finding health care 

providers.  See the section of this report below, under monitoring of calls by the NH 

Medicaid Client Services Unit (MCS), Section II. C 1.  New Hampshire Medicaid confirmed 

that there is capacity in the area to provide medical services to all of the potentially affected 

Medicaid beneficiaries.  New Hampshire Medicaid immediately and proactively sought 

information from Frisbie as soon as it learned that Frisbie had taken this action.  See letter by 

Nicholas Toumpas to Frisbie’s President and CEO Alvin Felgar dated January 30, 2012, 

attached hereto as Appendix 9.     

Frisbie has provided no evidence to support its representations that its actions will 

affect access to care for three hundred Medicaid beneficiaries per year.  One month after it 

stated that it would limit care for Medicaid recipients, Frisbie stated “We have not refused 

care to any Medicaid patient at this time.  We have and will continue to redirect Medicaid 

patients to our open provider panels.”  See Appendix 8.  There has been no impact on 

Medicaid patient access to health care resulting from Frisbie’s actions.   

New Hampshire Medicaid statistics and enrollment data provide no support for the 

notion that there would be an increase of three hundred new, unrelated adult, non-pregnant 

Medicaid beneficiaries per year in the Rochester, New Hampshire area.  Frisbie defines 

Rochester as its primary service area.  First, Frisbie stated that it is not applying this limit to 

existing patients or immediate family members.  If a patient has an existing relationship with 

any Frisbie primary care practice, that patient will have continued access to Frisbie providers 

even if the patient becomes eligible for Medicaid.  Secondly, Frisbie claimed that its estimate 

of three hundred new Medicaid recipients per year being affected by this policy was based on 

Figure 10, page 11 of New Hampshire Medicaid’s 2010 Medicaid annual report.  See 

Appendix 10.  This report shows that sixteen percent of Rochester’s residents, or 7,238 

people, are Medicaid beneficiaries.  However, using actual enrollment date from 2011, which 

is slightly higher, showing that there are 7509 Medicaid beneficiaries in the Rochester area, 

still does not support Frisbie’s estimate.  Fifty-nine percent (59%) of those Medicaid 

beneficiaries are children, who would not be impacted by Frisbie’s new policy.  Additionally, 
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dually eligible and pregnant women make up an additional 19 % of the population.  This 

means that of the existing adult Medicaid population, only 22% or 1658 of the estimated 

7,509 existing Medicaid beneficiaries in Rochester could have been affected by Frisbie’s 

stated policy change if they were new enrollees.  In order for there to be three hundred new 

recipients affected by Frisbie’s policy, there would have to be an annual increase of 18 % 

new Medicaid beneficiaries.  This simply is not the case.  The overall New Hampshire 

Medicaid enrollment is only increasing by 0.2 % per year.  While churning in Medicaid 

enrollment means that there would be more new enrollees than 0.2 %, since there are 

generally an equal number of disenrollments as new enrollments, it is expected that the net 

growth should be no more than the overall growth in the Medicaid enrollment.    

Provider Action Reported: Frisbie stated in testimony that it has entirely discontinued 

offering a Thoracic program at Frisbie Memorial Hospital.  

Analysis of Provider Response:  Frisbie’s decision to completely discontinue a 

specialty service to the general population does not limit access to medical care for Medicaid 

beneficiaries such that they have dissimilar access to care than the general population.  In 

fact, the access for Medicaid beneficiaries is exactly the same as for the commercially 

insured population.  There has been no increase in calls from Medicaid beneficiaries unable 

to find thoracic practice providers.  See information set forth below in the section of this 

report under monitoring of calls by the NH Medicaid Client Services Unit (MCS), Section 

II.C.1.  Finally, Frisbie’s website continues to promote the availability of Thoracic services at 

Frisbie.  See Appendix 11.      

C. Exeter Health Resources/Exeter Hospital (Exeter) – Exeter, NH 

Provider Action Reported: Exeter announced in September 2011 that by 

September 2012 it would close Exeter Healthcare, a separate, wholly-owned subsidiary, sub-

acute Nursing Facility located on the Hospital campus, to all patients, including Medicaid 

patients.    

Analysis of Provider Response:  New Hampshire Medicaid has been actively 

working with providers to find alternate placement that will meet the needs of all of these 

residents.  Nursing facilities have been identified in Rockingham, Hillsborough and Belknap 

counties that will be able to accommodate these residents, including the ventilator-dependent 

patients.  New Hampshire Medicaid is currently finalizing negotiations for atypical nursing 
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home rates for these facilities.  Once the rate setting tasks have been completed, a meeting 

will be held at Exeter Healthcare for the residents and their families to review various 

alternatives so that resident choice is provided.   Resident transfers could begin as early as 

April or May of 2012.  All of the residents will be transferred by the scheduled closing date 

of September 30, 2012.  Hence, New Hampshire Medicaid responded to, resolved and left no 

access-to-care issues for affected Medicaid beneficiaries.  

Provider Action Reported: As of February 1, 2012, all of the Exeter owned physician 

practices, known as Core Physicians, will no longer accept new Medicaid patients residing 

outside the Core Physicians service area.  See February 6, 2012 letter from Debra Cresta of 

Core Physicians to Commissioner Toumpas, attached as Appendix 12.  

Analysis of Provider Response: The Medicaid limitation adopted by Exeter poses no 

risk to access for Medicaid beneficiaries within Exeter’s geographic area since Exeter 

affirmatively states that its practices will continue to care for existing Medicaid patients and 

will accept new Medicaid patients who reside within the Core Physicians service area.  In 

addition, Core Physicians defines a current patient as any patient who has been seen within 

the last three years.  Newly enrolled Medicaid beneficiaries already being seen by a Core 

Physician but who reside outside of the service area will have continued access to care at 

Core Physicians.  See Appendix 12.   

Exeter’s definition of its broad service area further demonstrates that its new policy 

will have little if any impact on Medicaid patient access.  Exeter’s service area includes forty 

cities and towns.  See Appendix 12.  Additionally, New Hampshire Medicaid data show that 

there has been no increase in calls from Medicaid beneficiaries unable to find health care 

providers in the Exeter Service area.  See information set forth below regarding monitoring 

of calls by the NH Medicaid Client Services Unit (MCS) in Section II.C.1.  There are several 

other providers, not affiliated with Exeter, within the Exeter area.  Wentworth–Douglas 

Hospital, Frisbie Hospital, and Portsmouth Regional Hospital, along with their affiliated 

physician practices, all define their service areas as overlapping and in the same geographic 

area as Exeter.  New Hampshire Medicaid confirmed that there is capacity within the area to 

provide medical services to potentially affected Medicaid beneficiaries.  New Hampshire 

Medicaid immediately sought information from Exeter when it learned of Exeter’s actions.  

See letter by Commissioner Toumpas to Exeter dated January 30, 2012, attached hereto as 
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Appendix 13 and Appendix 12.  New Hampshire Medicaid contacted Exeter for help 

tracking Medicaid beneficiaries who are refused care as a result of Exeter’s new policies so 

that the Medicaid program could help its client find alternative care.  Exeter refused to help 

Medicaid beneficiaries in this way.  See Appendix 13 and Appendix 12.  Exeter noted that if 

any Medicaid beneficiary were to be refused care, Exeter would refer that person back to 

New Hampshire Medicaid for help finding alternative providers.  No Medicaid beneficiaries 

have reported to the New Hampshire Medicaid’s client services unit that they have been 

unable to find health care providers in the Exeter area as a result of Exeter’s new policies.   

D. Dartmouth-Hitchcock - Concord, NH 

Provider Action Reported: A Medicaid beneficiary called the New Hampshire 

Medicaid Client Services to report that Dartmouth Hitchcock Clinic–Concord refused to 

accept any patients from Franklin, New Hampshire.  

Analysis of Provider Response: Upon receiving this client call, New Hampshire 

Medicaid immediately investigated the situation with Dartmouth-Hitchcock Medical Center.  

See February 8, 2012 letter by Commissioner Toumpas to James Weinstein, CEO of 

Dartmouth-Hitchcock Medical Center, attached as Appendix 14.  New Hampshire Medicaid 

has received conflicting information about whether Dartmouth Hitchcock Clinic – Concord is 

accepting Medicaid patients who reside in Franklin.  See Appendix 14.   Dartmouth-

Hitchcock stated in its February 22, 2012 letter to New Hampshire Medicaid that the City of 

Franklin is within its service area.  See February 22, 2012 letter by Stephen LeBlanc, 

Dartmouth-Hitchcock to Commissioner Toumpas, attached as Appendix 15.  To the extent 

that Dartmouth Hitchcock Clinic – Concord has actually imposed this service area restriction, 

it is the only Dartmouth-Hitchcock Clinic to have adopted this policy and it impacts only 

new, not existing Medicaid patients.  It has no impact on the specialty practices at Dartmouth 

Hitchcock Clinic – Concord.  Further, Dartmouth-Hitchcock indicates that they continue to 

accept Medicaid patients within the Dartmouth Hitchcock Clinic – Concord service area and 

are referring those outside the service area to other available providers. See Appendix 15.          

Testimony by Dartmouth-Hitchcock during the federal court preliminary injunction 

hearing indicated that they have been part of the CMS Physician Group Practice (PGP) 

Medicare demonstration project since 2006.  The purpose of this Medicare project is to 

promote patients establishing a medical home.  Dartmouth-Hitchcock testified that they 
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receive bonus payments from CMS for participating in the Medicare medical home project 

and that they intend to manage the medical home system in such a way that will not 

jeopardize it.  To the extent there is a capacity issue for Medicaid patients, it is the same issue 

faced by all patients.  Transcript Testimony 11/11/12, am pp. 13-17, 40-41. Dr. Butterly 

further testified that Dartmouth Hitchcock has made no decisions at this time, but that a 

review process is ongoing and recommendations regarding any possible service reductions 

will be made to the Board of Trustees in June 2012. Transcript Testimony 11/11/12, am p. 

43.   

The city of Franklin is within the same general geographic region as LRGH.  

Therefore, the discussion regarding the availability of providers for Medicaid beneficiaries in 

the above-section regarding LRGH is equally applicable to this discussion with respect to 

Franklin residents reportedly having difficulty accessing services at Dartmouth Hitchcock.           

Provider Action Reported: Media reports circulating around the time of filing of the 

Federal Court lawsuit by the hospitals indicated that Dartmouth’s Mary Hitchcock Hospital 

was considering closing its neonatal unit.    

Analysis of Provider Response: New Hampshire Medicaid has received no 

information that Dartmouth-Hitchcock Medical Center has closed or intends to close its 

neonatal unit.  As mentioned above, Dr. Butterly testified that Dartmouth-Hitchcock has 

made no decisions at this time, but that a review process is ongoing and recommendations 

regarding any possible service reductions will be made to the Board of Trustees in June 2012. 

Transcript Testimony 1/11/12, am p. 43.   

Even if Dartmouth were to close its neonatal unit, its choice to entirely discontinue a 

specialty service to the general population does not limit access to medical care for Medicaid 

beneficiaries in such a way that their access to medical care is dissimilar to that of the general 

population.  New Hampshire Medicaid monitors Medicaid beneficiaries’ access to care and if 

beneficiaries had difficulty finding specialty health care providers, New Hampshire Medicaid 

would identify other providers that would be able to provide these services in-state, and in 

the unusual case that specialty services are not available in state, it would authorize out-of-

state services on a case-by-case basis as necessary.  There are, however, alternative neonatal 

services in New Hampshire. For example, the Elliot Hospital in Manchester, New Hampshire 

recently expanded its services to include a Level III Newborn Intensive Care Unit.  The 



 
 

Office of Medicaid Business and Policy, NH Department of Health and Human Services, March 15, 2012 15 

expansion of Elliot Hospital into a Level III Newborn Intensive Care Unit highlights that it is 

not necessarily Medicaid rates that are the most significant factor in the profitability of 

specialty service.  As these events suggest, competition among New Hampshire Hospitals for 

the same patients may be a more significant factor.                  

E. Southern New Hampshire Medical Center (SNHMC) – Nashua, NH 

Provider Action Reported: SNHMC reduced its available inpatient psychiatric 

beds from eighteen to ten beds and has changed a freestanding eight-bed pediatric unit to two 

sections of four pediatric beds on a medical-surgical unit.   

Analysis of Provider Response: SNHMC’s indicated that it reduced its psychiatric 

beds from thirty to ten beds, which is not accurate.  SNHMC reduced its psychiatric beds 

from thirty to eighteen beds in the spring of 2009.  New Hampshire Medicaid learned that the 

reason for the reduction of beds was due to low bed-occupancy rates.  Further, in 2009, the 

most current data available to New Hampshire Medicaid, data indicates that even at the 

reduced level of eighteen beds, there still would have been significant under-utilization of the 

beds.  Based on available data, on average, less than thirteen beds were occupied at any given 

time.  See Hospital Discharges for SNHMC of Psych MSDRG’s, CY 2009, Appendix 16.  

Medicaid beneficiaries made up the smallest percentage of the SNHMC psychiatric unit bed 

days at only 15 %.  Appendix 16.  Other alternatives for inpatient psychiatric beds continue 

to exist.  There are other providers not affiliated with SNHMC within the geographic region 

of SNHMC as discussed in the section on the Provider Availability by Geographic Region, 

Section B, (d) set forth below.  SNHMC’s decision to house its pediatric unit on a general 

medical/surgical unit affected all of its patients, not just Medicaid beneficiaries.       

SNHMC’s decision to close beds applies to all potential patients equally and therefore 

does not limit access to medical care for Medicaid recipients in such a way that is dissimilar 

to that of the general population in the geographic area of SNHMC. There has also been no 

increase in calls from Medicaid beneficiaries to the New Hampshire Medicaid Client 

Services Unit requesting assistance in finding in-patient psychiatric or pediatric care as 

discussed in the section of this report under monitoring of calls by the NH Medicaid Client 

Services Unit (MCS), Section II.C.1.   

Provider Action Reported:  SNHMC stated that as of December 12, 2011, its primary 

physician practices, which are a part of Foundation Medical Partners, will no longer be 
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accepting new Medicaid patients with the exception of Medicaid patients seeking pediatric 

and Ob/Gyn medical care.  See letter February 7, 2012, Thomas Wilhelmsen at SNHMC to 

Commissioner Toumpas, Appendix 17.   

Analysis of Provider Response:  There is sufficient capacity in the geographic area 

for existing and any new Medicaid beneficiary.  SNHMC indicated there will be access for 

any new Medicaid patients that are refused care at SNHMC at nearby Lamprey Health Care, 

the federally qualified health center in Nashua.  See Appendix 17.    

 Additionally, there has been no increase in calls from Medicaid beneficiaries unable 

to find providers in the Nashua area as the information in the section of this report under 

monitoring of calls by the New Hampshire Medicaid Client Services Unit, Section II.C.1. 

demonstrates.  There are other providers, not affiliated with SNHMC, within the geographic 

region, including St. Joseph’s Hospital and the Dartmouth-Hitchcock Clinic, both of which 

are in Nashua, and Speare Memorial Hospital in Derry, New Hampshire.  New Hampshire 

Medicaid confirmed that there is capacity in the area to provide medical services to the 

potentially affected Medicaid beneficiaries.  New Hampshire Medicaid immediately sought 

information from SNHMC as soon as it learned that SNHMC had taken this action.  See 

letter by Commissioner Toumpas to SNHMC dated January 30, 2012, attached hereto as 

Appendix 18 and Appendix 17.  New Hampshire Medicaid asked SNHMC for help tracking 

any Medicaid beneficiaries that SNHMC declines to accept under its new policy but SNHMC 

refused to provide such assistance.  See Appendix 17 and Appendix 18.  SNHMC indicated 

that any Medicaid beneficiary that was declined by SNHMC for care would be referred to 

Lamprey Health Care in Nashua. NH Medicaid has received no calls from Medicaid clients 

or providers suggesting that any Medicaid beneficiaries have been unable to find a health 

care provider as a result of SNHMC’s new policy.   

F. Cheshire Medical Center (Cheshire) – Keene, NH 

Provider Action Reported:  Cheshire advised New Hampshire Medicaid in 

advance that it restricted access to its physician practices to all new Medicaid and uninsured 

patients if those patients currently reside outside of Cheshire’s primary service area.  See 

November 16, 2011 letter from Arthur Nichols at Cheshire to Commissioner Toumpas, 

attached as Appendix 19.  Although Cheshire testified at the preliminary injunction hearing 

in federal court that it intended to terminate services to existing Medicaid patients residing 
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outside of its service area, Cheshire has stated in writing to New Hampshire Medicaid that it 

does not intend to do so.  See Appendix 19.  

Analysis of Provider Response:  The limitation adopted by Cheshire poses no risk 

to access for Medicaid beneficiaries such that they will have less access to medical care than 

the general population in the Keene area since Cheshire has imposed no limit on its practices 

accepting new patients who reside within Cheshire’s service area.  Cheshire has adopted no 

limitations on providing care to existing Medicaid patients.  Indeed, Cheshire’s 

representative estimated in testimony that, at most, twenty-five requests for appointments per 

year may be turned away to find service providers within their own area.  Transcript 

Testimony, Batty, 1/10/12, pm, p.50.  Cheshire generally declines appointments for patients 

residing outside of their service area, particularly for those individuals residing in the Towns 

of Dublin, Rindge, and Jaffrey.  Cheshire’s service area includes all of Cheshire County 

except for Dublin, Rindge, and Jaffrey.  The exclusion of Dublin, Rindge and Jaffrey is due 

to the availability of alternate health care providers for those residents at Monadnock 

Regional Hospital.                

Additionally, as the information in the section of this report under monitoring of calls 

by the New Hampshire Medicaid Client Services Unit, Section II.C.1, demonstrate, there has 

been no increase in calls from Medicaid beneficiaries unable to find providers in Cheshire’s 

service area.  There are other providers, not affiliated with Cheshire, within Cheshire’s 

geographic region, including Monadnock Regional Hospital and its affiliated physician 

practices, which define their service areas as overlapping in Cheshire’s geographic area.  

New Hampshire Medicaid has confirmed that there continues to be capacity in this area to 

provide medical services to the potentially affected Medicaid recipients.  New Hampshire 

Medicaid sought information from Cheshire as soon as it learned that Cheshire had taken this 

action.  See letter by Toumpas to Cheshire dated November 15, 2011, attached hereto as 

Appendix 20 and Appendix 19.  New Hampshire Medicaid contacted Cheshire for 

assistance tracking any Medicaid beneficiaries that Cheshire declines to see under its new 

policy in order to help Medicaid patients find alternative care.  Cheshire declined to provide 

this assistance.  See Appendix 19 and Appendix 20.  Cheshire noted, however, that if any 

Medicaid beneficiary were to be refused care at Cheshire, that individual would be referred if 

a referral were requested to a Monadnock Hospital affiliated provider.  In any event, 
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Medicaid’s Client Services Unit has received no calls, however, from any Medicaid 

beneficiaries who have been unable to find a provider in the area due to Cheshire change in 

policy. 

Provider Action Reported: Cheshire advised New Hampshire Medicaid that it will no 

longer provide non-emergency primary care in the emergency department at Cheshire 

Medical Center to Medicaid and uninsured patients if those patients reside outside the 

Cheshire’s service area or if they have no relationship with a Cheshire primary care 

physician.  See November 15, 2011 letter from Cheshire to Commissioner Toumpas, attached 

as Appendix 19.  Although there was testimony that Cheshire was considering other 

reductions in services, when asked to identify those reductions, it could not identify any other 

limitations of hospital services.  See Appendix 19.   

 Analysis of Provider Response:  Preserving emergency room services for true 

emergencies is consistent with quality care management strategies.  Providing non-emergent 

care in an emergency room setting to patients residing outside of its service area will not 

limit access to medical care for Medicaid beneficiaries in a dissimilar way to that of the 

general population in Cheshire’s geographic area.  There is no geographic area within the 

State of New Hampshire in which access to a primary care network and providers is 

unavailable.  Restricting the use of emergency rooms for non-emergency care does not 

restrict Medicaid beneficiaries’ access to health care providers and is consistent with the 

State’s interest in promoting efficiency, economy and quality of care.      

G. Children’s Hospital Boston  (CHB) – Boston, MA 

Provider Action Reported: CHB dental cases.  On February 7, 2012, the dental 

practice at Children's Hospital Boston requested prior authorization to perform services on a 

New Hampshire Medicaid patient.  Over the course of the next three weeks, this CHB dental 

practice referred nine cases to New Hampshire Medicaid for prior authorizations, along with 

a request made later for reimbursement at a rate of 60% of charges. 

Analysis of Provider Response:  As of March 15, 2012, New Hampshire Medicaid 

granted approval for service of six of the nine case requests at a rate of 60% of the charges. 

New Hampshire Medicaid denied one of the CHB dental cases because treatment is available 

in New Hampshire.  The remaining two cases will be evaluated once New Hampshire 

Medicaid receives clinical information from the CHB dental practice.  To properly consider 
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the request, New Hampshire Medicaid requested specific clinical information and Medicaid 

identification numbers for each child.  After New Hampshire Medicaid staff’s efforts to 

obtain Medicaid information failed, Director Dunn formally wrote to Mr. Joshua Greenberg 

on March 2, 2012 soliciting clear and accurate clinical information that is necessary for the 

evaluation of the dental cases for treatment at CHB.  See March 2, 2012 correspondence 

from Director Dunn to Joshua Greenberg, CHB, attached as Appendix 21, and March 7, 

2012 letter from Director Dunn to Mr. Greenberg, attached at Appendix 22.  Once New 

Hampshire Medicaid was able to approve services to be performed by CHB based on a 

clinical record provided, Director Dunn immediately approved the requested enhanced 

reimbursement rate of 100% of costs.  CHB’s reimbursement requests were approved, in 

part, as a measure to bridge the period of time until the parties would be able to sit down and 

discuss the situation between CHB and New Hampshire Medicaid.  The parties were already 

scheduled to meet on March 13, 2012 to discuss the process for identifying complex cases 

that are appropriate for the specialty care provided by CHB and appropriate reimbursement 

for such cases.     

Provider Action Reported:  CHB discontinuation of all services to New Hampshire 

Medicaid beneficiaries. New Hampshire Medicaid officials were made aware that CHB had 

complained to CMS officials about NH's discontinuation of enhanced reimbursement.  CMS 

invited comment from New Hampshire prior to that meeting, which New Hampshire 

Medicaid provided on February 27, 2012.  See February 27, 2012 letter from Director Dunn 

to Dianne Heffron, CMS, attached at Appendix 23.   

 Analysis of Provider Response: New Hampshire Medicaid was not notified directly 

by CHB of its reported decision to refuse New Hampshire Medicaid patients as of March 1, 

2012.  New Hampshire Medicaid immediately contacted Children's Hospital and requested a 

delay of any decision to deny New Hampshire Medicaid patients until after the previously 

scheduled March 13, 2012 meeting.  The Medicaid Client Services Unit followed up directly 

with CHB regarding calls from clients reporting problems with CHB access.   

          At the March 13, 2012 meeting, several officials from CHB met with New Hampshire 

Medicaid officials in New Hampshire to discuss their desire to be a regional specialist of 

highly complex pediatric patients.  CMS Boston participated in the discussion by telephone.  

New Hampshire agreed that CHB should be paid appropriately for complex patients where 
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care is not available within New Hampshire and requested that CHB assist in identifying 

those cases.  TPL cases and case management of referrals were mutually identified as current 

challenges.  A proposal was offered by CHB and tentatively agreed to by New Hampshire 

Medicaid that CHB would be paid 60% of charges for inpatient cases with a case mix =/>5.  

Inpatient cases <5 would be reimbursed at New Hampshire instate DRG rates.  Outpatient 

payments would remain at a current cost reimbursement rate of 54% and professional 

services would be claimed at New Hampshire Medicaid rates.  CHB also agreed that it would 

not cancel any appointments for New Hampshire Medicaid patients and would not send a 

letter out to New Hampshire Medicaid beneficiaries pending documentation and vetting of 

the proposed agreement between CHB and New Hampshire Medicaid.  That process is now 

ongoing. 

 

II.  Description of the Current New Hampshire Medicaid Program Monitoring Activities, 
Procedures, and Outreach that identify, monitor, and resolve any access to care issues 
experienced by New Hampshire Medicaid Beneficiaries 

 
This section will discuss the various systems New Hampshire Medicaid employs to 

monitor New Hampshire Medicaid beneficiaries’ access to health care providers and to 

respond effectively to ensure that when problems with provider access arise, these problems 

are resolved on a timely basis for our Medicaid clients.  On the forefront of assessing and 

addressing client concerns is the New Hampshire Medicaid Client Services Unit.  Medicaid’s 

Provider Relations Unit monitors the strength of New Hampshire’s network of providers and 

similarly identifies and resolves client concerns as it manages provider concerns.   

A.  Summary of New Hampshire Medicaid’s Current Quality and Access 

Monitoring Activities 

New Hampshire Medicaid currently monitors various indicators of quality, access, 

and utilization.  The focus of these efforts is on areas related to appropriate access to care.  

Additionally, for budgetary purposes, broader utilization and cost monitoring takes place.  

The general result of this monitoring is to demonstrate that NH Medicaid patients have 

adequate access to primary care and that they have excessive rates of emergency department 

use for conditions treatable in primary care.  NH Medicaid has used this information to 

evaluate access to care and set policies to improve appropriate access to care and support 
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continued adequate access to primary care (e.g., reducing unrestricted access to emergency 

rooms by lowering service limits, while at the same time increasing access to primary care by 

removing physician service limits, as well as increasing psychotherapy limits).  Several of 

NH Medicaid’s key monitoring efforts are outlined below with the full report provided as an 

attachment.  The reports include: 

 New Hampshire Medicaid Annual Report, FY 2010, See attached as Appendix 24; 

 Child Health Insurance Programs in New Hampshire, FY 2010, see Appendix 25; 

 Comparison of Primary Care Received by New Hampshire Medicaid Members at 

Different Practice Settings, 2008, see Appendix 26;  

 New Hampshire Medicaid Quarterly Benchmark Report as of 12/31/2011, see 

Appendix 27; and 

 Access Related Utilization and HEDIS Measure Trend Reports, 03/08/2012, see 

Appendix 28. 

1. New Hampshire Medicaid Annual Report 

NH Medicaid annually produces a summary report of the program including 

descriptive information on the program, budget, enrollment, spending, and a section on 

access and quality.  Summary information is also provided on all the historical changes to the 

program and rate and rate methodology changes made in the preceding year. 

The section on access and quality reports key HEDIS measures calculated from 

claims data including access to primary and preventive care.  Where HEDIS does not 

calculate a measure for an age group NH Medicaid has filled in with additional measures.  

For nearly all these measures NH Medicaid out performs national HEDIS scores in spite of 

having only a fee for service system without assigned primary care providers.  In the 2010 

report at least 88% of members in all child age groups had a primary care visit.  With regard 

to well child visits, NH Medicaid out performed national HEDIS in all age groups.  For 

adults, at least 86% of members in all age groups had a preventive or ambulatory health 

service.  See Appendix 24. 

2. Child Health Insurance Programs in New Hampshire - Reports 

NH Medicaid annually produces a detailed evaluation of access to primary care and 

well-child preventive visits, effectiveness of care management, mental health disorders, 

utilization, and payments, for the children in New Hampshire with public or private 
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insurance.  The reports compare children enrolled in Medicaid, those in NH’s separate CHIP 

program, and the children included in NH’s commercial health care claims data included in 

the state’s Comprehensive Healthcare Information System (CHIS).  See Appendix 25. 

Findings from the most recent study include: 

 Children on Medicaid (0.59) had the highest average health risk scores, while CHIP 

(0.50) was lower and NH CHIS commercial (0.490) was lowest.  However, the risk 

score among Medicaid children has been decreasing over time, indicating that 

children on Medicaid are healthier now on average than in prior years.  Also of note 

is that there is a definitive relationship between poverty status and health risk with 

children in families with a higher percent of the FPL having lower risk scores. 

 For Medicaid, the rate of access to primary care practitioners ranged from a low of 

88.1% (children aged 7–11 years, an age grouping not used in HEDIS, but one that 

NH Medicaid considers important to track) to a high of 97.9% (infants aged 0–11 

months).  CHIP rates were higher than Medicaid or CHIS commercial.  Compared to 

national Medicaid managed care plans, NH Medicaid rates were higher in every age 

category.  For Medicaid, access increased by 2.1%–2.6% for all but the youngest 

children.  There was no significant change for children aged 0–11 months or 12–24 

months because access was already approximately 98% in those age groups in 

SFY2008.  

 NH Medicaid rates of access to well child visits have increased across all age groups 

from 2007 to 2010.  For first 15 months of life rates increased from 52.5% to 67.4% 

and for 3-6 year olds rates increased from 68.9% to 73.0%. 

 From 2008 to 2010 asthma prescription management rates increased by 1% among 

the Medicaid population the percent of NH children with appropriate testing for 

pharyngitis increased by more than 4% in the Medicaid population. 

 With regard to mental health access, while the prevalence of mental health disorders 

was nearly double in the Medicaid population compared to the commercially insured 

population, the Medicaid population had higher rates psychotherapy per 1,000 

members with mental health disorders (5,070/1,000 for Medicaid vs. 4,098/1,000 for 

commercial). 
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3. Comparison of Primary Care Received by New Hampshire Medicaid 
Members at Different Practice Settings, 2008 Report 

NH Medicaid has twice performed a study comparing primary care received by NH 

Medicaid members in different practice settings.  The purpose of this study was to describe 

variations in health care access, preventive services, care management, service utilization, 

and payments for New Hampshire Medicaid members in four primary care practice settings:  

 Hospital-based clinics and outpatient departments (billing in part or in full as 

facilities) combined with stand-alone office-based physician practices; 

 Federally Qualified Health Centers; 

 Rural Health Centers; and 

 Dartmouth Hitchcock clinics (a large clinic system serving the central and western 

part of the state). 

High level conclusions from the study regarding the network include: 

 A broad and diverse primary care network serves NH Medicaid.  The largest group of 

NH Medicaid members received primary care from hospital and office-based 

practices (41%).  DHC-affiliated physicians provided primary care to approximately 

21% of NH Medicaid members, FQHCs (or Look-Alikes) provided primary care to 

10% of Medicaid members, and 4% of Medicaid members received primary care 

from RHCs.   

 Only 5 of the 22 areas of the state studied and 16% of the membership had a single 

provider type predominating in the area (>80% or more of the residents using the type 

for primary care). 

 All practice settings had higher rates of well care visits than national HEDIS averages 

despite the fact that members are not in managed care and do not have assigned 

primary care providers.  See Appendix 28. 

4. New Hampshire Medicaid Quarterly Benchmark Report 

New Hampshire Medicaid, Office of Medicaid Business and Policy, generates 

numerous reports to permit continued monitoring of its program services to assess efficiency, 

effectiveness and any problem areas requiring resolution.  One such report is the Quarterly 

Benchmark Report, which monitors program activity and provides funding projections for 

each budgeted area.  The Quarterly Benchmark Report is made up of Administration Reports, 
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Enrollment Growth, and Reviews of various programs and services, including Provider 

Payments, Outpatient Hospital, CHIP, and Pharmacy Services.  See Appendix 27. 

Enrollment Growth Highlights are provided in the reports along with the ROCK 

Monthly Review of Enrollment.  The report captures patient and provider enrollment, which 

is monitored for a twenty-four month period.  This report shows New Hampshire Medicaid 

provider growth, allows New Hampshire Medicaid to monitor changes in enrollment trends, 

and to compare to budgeted enrollment numbers.  See attached ROCK Caseload Trends 

Compared to Total Enrolled Provider Chart attached at Appendix 29. 

Information included in the Benchmark reports demonstrates the monthly averages 

for the quarter for six key services provided and shows a history of those services back to 

State Fiscal Year 2010.  The reports further demonstrate the average Medicaid patient 

volume along with the average cost and service per patient.   

The Enrollment and Utilization Report is prepared on a monthly basis to compare 

three years of services provided at the Category of Service level on a year to date review for 

all three years.  This report serves as a key component during the budgeting process.  This 

report and other information gathered by NH Medicaid, such as the unemployment rate factor 

and projected economic growth, are used to project the growth factors in utilization and costs 

during the budget process.  This is an important piece of information to ensure that services 

utilized are reviewed during the budget period.  See 3-Year Average Summary, July to 

January 2012 Chart attached at Appendix 30.  

NH Medicaid uses the Enrollment to Provider Trend Report to obtain a history of the 

number of enrolled providers to the number of enrolled Medicaid beneficiaries.  This report 

demonstrates that as Medicaid enrollment has increased, so too has the enrollment of 

Medicaid providers increased.  See State of New Hampshire Enrolled Providers By Type 

Trend Report attached at Appendix 31.  Page two of this chart demonstrates six key service 

providers associated with Hospital Services.  These charts demonstrate a range of providers 

available to the Medicaid population.  They further demonstrate that there has been no 

impact to provider service availability even with an increased Medicaid population.  Once 

again, although the Medicaid population has increased so too has the number of Medicaid 

health care providers.  There has been no significant decrease in provider enrollments 

ensuring clients continued access to care in New Hampshire.  
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5. Selected Access Related Utilization and HEDIS Measure Trend Reports  

Since 2006 NH Medicaid has been generating annual data reports based on enrollment 

and claims data.  See Appendix 28 and Appendix 30.  The reports fall into two general 

areas:  utilization and cost reports and HEDIS reports.  The reports have been developed as 

part of the NH Comprehensive Healthcare Information System.  Many of the utilization and 

cost reports are available online at https://ssl.onpointhealthdata.org/nhrcs/index.html.  

Additionally, since 2004 NH Medicaid has had a robust decision support system to allow for 

quick and reliable ad hoc analysis of issues related to utilization, access, and quality.  Results 

from selected trend reports in Appendix 28 are summarized below: 

 Inpatient Ambulatory Care Sensitive Condition (ACSC) Trends.  Rates of Inpatient 

ACSCs are influenced by the quality of primary care/patient self-management.  

Reduction in ACSCs represent a positive outcome.  NH Medicaid’s rate has seen a 

meaningful decline from SFY2005 to SFY2011 falling from 0.58 to 0.50 discharges 

per 1,000 member months. 

 Potentially Avoidable Emergency Department Visit Trend.  In addition to Inpatient 

ACSCs rates of emergency department visits for conditions that could have 

potentially been treated in a primary care setting and almost never result in hospital 

admissions have also been tracked.  The conditions examined include such things as 

asthma, upper respiratory infections, pharyngitis, otitis media, and joint pain.  NH 

Medicaid’s rate has changed little from SFY2005 to SFY2011.  For both this rate, and 

the Inpatient ACSC rate we would expect increases where access to primary care was 

a problem, which has not been observed.   

 Child and Adults' Access to Preventive/Ambulatory Health Services 

o For infants in the first 15 months of life, 6 or more well child visit rates have 

increased 29% from CY2004 to CY2010 with 67% having 6 or more visits in 

CY2010. 

o For children age 3 – 6, well child visit rates have increased 20% from CY2004 

to CY2010 with 74% having the recommended visits in CY2010. 

o For children age 7 – 11, the percent of members accessing primary care 

services increased from CY2004 to CY2010 by 26% with 85% using primary 

care services in CY2010. 
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o For adolescents age 12 – 18, well care visit rates have increased 32% from 

CY2004 to CY2010 with 47% having the recommended visits in CY2010. 

o For the 20-44 age group, the percent of members accessing preventive or 

ambulatory health services was stable from CY2004 to CY2010 with about 

86% of members using the service in 2010.   

o For the 45-64 age group rates were also stable over the period with about 93% 

of members using the service in 2010. 

 Cancer Screening 

o Rates of cervical cancer screening have been stable over the period CY2004-

CY2010 with about 59% of female members age 24-64 screened in CY2010. 

o Rates of breast cancer screening have increased slightly from CY2007-

CY2010 with 55% of female members age 42-69 screened in CY2010. 

 Effectiveness of Care 

o Rates of appropriate treatment for children with upper respiratory infections 

have increased from CY2004 to CY2010 from 74% to 89%. 

o Rates of appropriate strep testing for children with pharyngitis prior to 

prescribing an antibiotic were stable from CY2007 to CY2010 with a rate of 

about 81% in CY2010. 

o Rates of HbA1c testing among diabetics were stable from CY2007 to CY2010 

with a rate of about 78% in CY2010. 

B.  New Hampshire Medicaid Provider Relations Unit Monitors, Investigates, 
Responds and Ensures Medicaid Patient Access to Health Care Providers 
 

1. Description of the Monthly Provider Enrollment Report     

The New Hampshire Medicaid program’s Provider Relations Unit and its Medicaid 

claims system partner and fiscal agent, Hewlett Packard, manage provider enrollments, 

provider claims service issues and provider training and outreach.  In so doing, New 

Hampshire has another tool with which to monitor Medicaid beneficiaries’ access to health 

care providers.  Providers Relations Unit data indicate that its Medicaid provider network 

continues to experience net growth, further establishing that Medicaid beneficiaries have 

good access to health care providers in the State of New Hampshire.    
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The Provider Relations Unit employs several measures to determine and confirm 

continued provider access to Medicaid beneficiaries.  One such measure is the monthly 

Provider Enrollment Status Report.  See Provider Status Enrollment Report for the month of 

January, 2012 attached as Appendix 32.   

Each month, the Provider Relations Unit runs the provider enrollment report to 

closely monitor the strength of the provider network.  The report reflects the total number of 

active provider enrollments, the number of new provider enrollments in a particular month, 

and the number of disenrollments, all by provider specialty.  For example, the January 2012 

enrollment report, the most recent report currently available, indicates that one hundred and 

seventy one new providers applied for enrollment and one hundred and fifteen new providers 

were enrolled in New Hampshire’s Medicaid program during the month of January.  The 

report further indicates that only two providers were disenrolled from the Medicaid program.  

One provider disenrollment was a voluntary disenrollment resulting from a practitioner 

leaving a group practice, and the second was an involuntary disenrollment, which resulted 

from a medical license suspension.  A system of procedures within the Provider Relations 

Unit is in place to monitor provider disenrollments and the potential for any restriction on 

Medicaid patients’ access to care.    

2. Findings to Date.  Provider Enrollment in Medicaid Continues to Increase 

If any of the monthly provider reports indicate that a number of providers decided to 

disenroll or if an entire provider group notifies the Provider Relations Unit that it decided to 

disenroll, the Provider Relations Unit would immediately follow-up with the providers to 

determine the reasons for their decisions to disenroll.  The Providers Relations Unit would 

simultaneously notify the DHHS Medicaid Director and Finance Director.  New Hampshire 

Medicaid data indicate that there has been no net loss of Medicaid health care providers.  

Working in collaboration with the Client Services Unit, the Provider Relations Unit has been 

able to resolve any provider access issues that have arisen.  From February of 2011 through 

January, 2012, 1873 new providers have enrolled in the New Hampshire Medicaid Program 

and 179 have disenrolled for a variety of reasons.  See Provider Relations Unit summary data 

chart showing totals for providers enrolled and disenrolled, attached at Appendix 33. 

If an individual provider reports that the provider has a claims reimbursement, billing 

or patient-behavior problem, a Providers Relations Unit representative would immediately 
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engage the provider and attempt to resolve whatever difficulty the provider is experiencing.  

If the problem cannot be resolved, copies of the providers’ correspondence are sent to the 

Medicaid and Finance Directors for review.  Further referrals within the New Hampshire 

Medicaid program or the Department of Health and Human Services would be made if a 

provider reports difficulties with a Medicaid patient.  For example, if a Medicaid patient 

repeatedly cancelled or missed appointments, the Provider Relations Unit would refer the 

matter to the Medicaid Client Services Unit for outreach to the patient.  If the problem were 

essentially a transportation problem, the Client Services Unit could arrange transportation 

services for the Medicaid patient to resolve both the client’s and the health care provider’s 

difficulties.  If the client has multiple health difficulties indicating a case management 

problem, the client would be referred to the Medicaid program’s Medical Services for an 

assessment of needs.   

Neither the provider nor the Medicaid client is left without resources to resolve 

whatever problems are interfering with the client’s access to health care.  New Hampshire 

Medicaid program staff is co-located with Provider Call Center Staff at Hewlett Packard.  

This close proximity enhances New Hampshire Medicaid’s ability to monitor access issues as 

they arise on a case-by-case basis.  There has been no indication from providers calling the 

Provider Call Center to suggest that there has been large-scale dissatisfaction by providers or 

Medicaid clients regarding access to care issues that New Hampshire Medicaid has been 

unable to resolve in a timely manner.  Systems are in place to monitor for any situation that 

suggests a larger scale provider dissatisfaction situation, and if it were to occur, it would be 

reported immediately for resolution to New Hampshire Medicaid’s Client Services Unit as 

well as to the Medicaid Director and the Medicaid Finance Director.  

C.  The New Hampshire Medicaid Client Service Unit Manages Medicaid 
Beneficiaries’ Concerns, Requests for Information, Provider Access Difficulties and as a 
Result, is on the Forefront of New Hampshire Medicaid’s Efforts to Monitor, Identify and 
Respond to Provider Access Issues in the State of New Hampshire 
 

1. Description of the Weekly Call Report Summary 

The Medicaid Client Services Unit’s weekly report is produced every Monday for the 

previous week.  The key components of this report are the number of call logs started and 

completed, the number of incoming calls taken live or sent to voicemail, and the number of 

calls from clients seeking assistance finding a provider.   
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There is a separate log for each call, recording the issues presented, discussed, and 

resolved.  The number of logs started and completed is given in the report, along with the 

number of calls taken live or sent to voicemail.  It is the aim of the unit to respond to all calls 

as they come in.  For those calls that are sent to voicemail, over 98% are returned the same 

day, as noted in the backlog.   

Client calls to the Unit asking for assistance to locate a provider are tracked by 

requested provider type.  The number of calls is given, as well as the total number of 

recipients (Medicaid beneficiary clients) requesting providers.  For example, one caller may 

ask for the name of a dentist for her 4 children.  This request is logged in as one call and four 

recipients.   See recent examples of Weekly Call Reports attached as Appendix 34.   

2. Medicaid Client Services Unit Findings to Date 

From the end of August 2011 through February 2012, New Hampshire Medicaid has 

seen no significant spikes in calls requesting health care providers accepting Medicaid.  This 

is a significant time period because it includes calls before and after the Lakes Region 

General Hospital (LRGH) practice closures.  New Hampshire Medicaid Client Services Unit 

monitors access through call history.  See Medicaid Client Services Unit data from August 

29, 2011 through March 2, 2012 attached as Appendix 35.  

3. Medicaid Client Services Unit Procedures Followed 

When a call is received from a client having difficulty finding a provider.   

When a Medicaid client calls asking for help finding a provider, we search our 

database for providers, by provider type, within a 25-mile radius of the client’s home.  We 

then ask the client if they want the list of providers over the phone, and/or emailed, mailed, 

or faxed to them.  The list of providers includes the practice, or individual practitioner’s 

name, complete physical address, and phone number.   

The Medicaid Client Services Unit informs the clients that if they have any difficulty 

getting an appointment with any of the providers on the list generated, that they should call 

back right away for help scheduling an appointment.  The Client Services Unit does not make 

appointments for the client but would call individual providers for clients in cases where they 

are having difficulty getting an appointment.  The providers would then be asked if they are 

accepting new patients at time of call and if they have any limitations to their practice.  
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Following this discussion with providers, Client Services calls clients back to give them 

names of providers who are accepting new Medicaid patients.   

On occasion, particularly given the rural nature of Northern New Hampshire, the 

clients may have to travel a little further than they first anticipated but Client Services has 

never been unable to place a client with a provider.  The clients have always been able to get 

an appointment.  The Client Services Unit also informs its clients that their mileage to 

Medicaid appointments is reimbursable through our Transportation Program so cost of gas 

does not become a barrier to access to health care.     

4. Medicaid Client Services Unit Response to Changes in Provider 
Availability in Areas Where Access Restrictions Reported 

The Medicaid Client Services Unit has been successful finding new providers for any 

clients who have been told by their providers that they no longer accept Medicaid as payment 

for services.  Client Services was able to find new providers, for example, for all patients 

impacted by the Lakes Region General Hospital’s practice restrictions, which were imposed 

in November of 2011.  A few clients decided to make alternative arrangements for care with 

their primary care provider; however, Client Services provided all clients with options for 

alternative care with Medicaid providers within their geographic area. 

Client Services Unit has had no problem finding alternative providers, family 

practitioners or internists in the Seacoast Area or in Southern New Hampshire.  Client 

Services keeps up to date lists of providers, who are accepting new Medicaid patients, by 

regularly calling providers’ offices for updated information.  All difficulties presented by the 

clients concerning their access to health care, have been successfully addressed and resolved 

by the Medicaid Client Services Unit.  

5.  Description of current Outreach Activities and Procedures 

There are several ways in which New Hampshire Medicaid provides information or 

reaches out to Medicaid beneficiaries in order to ensure that they can access providers of 

dental and medical services. 

All new enrollees, regardless of age or assistance category, receive their Medicaid ID 

card in a 3-fold "card carrier," which contains important and helpful information from an 

access perspective.  See copies of the Medicaid card enclosure letter for adults and Healthy 

Kids Gold card enclosure letter for children, attached as Appendix 36.  The letters include a 
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description of how the Medicaid Client Services Unit can help clients find dentists, doctors, 

transportation, and interpreters.   

Additionally, the Medicaid Client Services Unit sends any family where the new 

enrollee is a child a welcome packet.  This packet includes a flyer, which the family is 

encouraged to keep on hand.  The flyer provides basic information to help them with access 

to Medicaid services and providers.  Medicaid contact information is provided on the back of 

this flyer.  See Form 908a informational flyer for children and their families, attached as 

Appendix 37.  The Client Services Unit also calls all new enrollees to determine if the 

clients’ current health care providers are enrolled in the Medicaid program.  If any clients 

need help accessing new or additional providers, that need will be determined during this 

initial phone call.  If help is needed, Client Services will provide the clients, as mentioned 

above, with a list (via e-mail, verbally, by regular mail, or fax) of currently enrolled 

Medicaid providers who are able to serve them. 

In addition, any currently eligible or newly enrolled pregnant woman receives a 

similar welcome packet with an informational flyer.  See copy of Form 922 Information 

Flyer, attached as Appendix 38.  As with the card carrier, this contact information can put 

the recipient in touch with department staff and written information that can help with 

transportation and interpreter issues as well. 

All families enrolled in Medicaid are eligible for help from the Medicaid Client 

Services Unit accessing health care providers.  Outreach efforts for children eligible for 

Medicaid are also focused on informing families of their opportunities for health insurance 

coverage in order to ensure that children have access to needed health care services.  

Informational materials are distributed to approximately 1900 locations statewide, including 

schools, hospitals, town/city welfare offices, courthouses, legal assistance and unemployment 

offices.  Additional distribution points include childcare providers, soup kitchens/food 

pantries, homeless shelters and health care providers (ob-gyn, pediatric and primary care).  

Targeted outreach is currently being conducted for adolescents, culturally/racially diverse 

groups and the recently unemployed. Families can also get help accessing health care 

coverage at the community level from Application Assistors who are stationed at nineteen 

hospitals, eleven Federally Qualified Health Centers (FQHC) and community health centers, 
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and other primary care provider and referral organization sites.  See List of current 

Application Assistors attached at Appendix 39. 

D. The Relative Financial Health of the Health Care Provider Network in New 
Hampshire is Strong  

1. New Hampshire Inpatient Hospital Payer Mix   

Medicaid's share of the payer mix of New Hampshire's general acute care hospitals, as 

represented by percent of total charges derived from the state's uniform hospital discharge 

data reporting system, range from only 3.2% to 13.1% for inpatient discharges, with a state 

average of 8.6%, and 5.4% to 17.4% for outpatient visits, with a state average of 9.4% in 

both settings.  Medicaid's share of charges nationally, according to the Agency for Healthcare 

Research and Quality's HCUPNet data, is 15.7%, or nearly double Medicaid's share in New 

Hampshire.  See NH Inpatient Hospital Payer Mix, CY2009 attached at Appendix 40. 

2. Kane Group Report.  Financial Strength of New Hampshire Hospitals 
Using Financial Indicators 

The New Hampshire Medicaid program partnered with Dr. Nancy Kane in 2008 to 

reprise work she had previously done for the Department in the late 1990’s through the early 

2000’s on the financial health of New Hampshire’s hospital sector.  The report titled Acute 

Care Non-Profit Hospitals in New Hampshire: Financial Performance and Condition, see 

attached at Appendix 41, provides a review of the hospitals’ financial performance from 

2003-2007 in the aggregate and with Critical Access Hospitals (CAH) separated out from the 

non-CAH hospitals (in the earlier work, analyses of each individual hospital was performed 

and reported on).  Audited financial statements were used to calculate key financial ratios 

and to present a cash flow analysis; where data was available, comparison of NH’s hospitals 

was made to the Northeast region and to the rest of the country.  The author concluded that – 

in the aggregate – NH hospitals are a healthy sector with operating revenues that rose 

steadily resulting in a half billion dollars of profits over the five-year period studied.  New 

Hampshire hospitals experienced a drop in operating revenue in 2007 (due to such things as 

decreased revenue, increased bad debt and assumption of physician practices) that was also 

noted.  (This report did not include any information on utilization data.) 
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3. Review of the Kane Report and IRS Forms 990 for New Hampshire Not-
For Profit Acute Care Hospitals 

In October 2008, Kane Group performed a review of the financial performance and 

condition of the 23 acute care nonprofit hospitals in New Hampshire based on financial 

statements for 2003 to 2007.  The findings included the following: 

 The review showed a healthy hospital sector 

 The sector showed healthy profitability and growth in net assets over the period 

 Critical access hospitals reported lower operating margins than did all hospitals 

 NH hospitals may be more reliant on non-operating revenues than regional or national 

hospitals because they have more cash relative to their size and operating needs. 

 The review indicated a very healthy balance of cash sources for the non-critical 

access hospitals 

New Hampshire Medicaid did an internal review for years 2008 to 2010 to determine 

if there had been any significant changes in hospital financial performance.  For this review, 

the IRS forms 990 filed by the hospitals were reviewed as available on Guidestar.  For all but 

three hospitals, the filings included years ended through 2010.  The other three showed 

information a year older.  Comparison was made for the three most recently reported years 

for each hospital.  Forms 990 were used because they were readily available, reported in 

uniform formats, and are publicly available so that any analysis in not restricted on the basis 

of confidentiality.  See Chart entitled New Hampshire Not-For-Profit Acute Care Hospitals 

Data From Federal Forms 990, attached at Appendix 42. 

The review shows: 

 Surplus of revenue over expenses, excluding investment income, for 2010 were 

similar to 2008 at approximately $120 million.  Surpluses in 2010 were, however, 8% 

lower than 2009 for non-critical access hospitals and a significant 43% lower for 

critical access hospitals. 

 Cash flow before investment income was more stable.  2010 cash flow for 2010 and 

2008 was $294 million and $304 million for 2009.  2010 showed a marginal 2.8% 

reduction from 2009. 
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 Hospitals still hold significant amounts of cash and investments.  46% of total assets 

of non-critical access hospitals is held in cash and investments versus 36% for critical 

access hospitals. 

 Accumulated surpluses have remained stable at approximately 200 days of expenses. 

These findings are consistent with those recently published by the American Hospital 

Association, which shows New Hampshire hospitals perform well when compared to other 

US hospitals.  See American Hospital Association 2012 AHA Hospital Statistics Guide 

attached at Appendix 43. 

E.  History of Dental Network Development Shows Increased Access to 
Dental Care by Medicaid beneficiaries 

NH Medicaid’s experience of nearly tripling dental access in a short period without 

proportional increase in the number of enrolled dental providers demonstrates that strategic 

management of a program can rapidly expand capacity within a state’s provider network.  In 

2003, having unsatisfactory dental access despite a three-year effort to increase access 

through Delta Dental that made Medicaid families indistinguishable from others with this 

insurance, the Department hired a Dental Director. The strategic intent was to develop a 

resilient delivery system for EPSDT-comprehensive dental services with statewide access 

and high utilization rates while containing costs to ensure sustainability.  

The overarching goal was to build and manage the supply chain by developing 

positive relationships with a spectrum of dental provider types to ensure growth and 

sustainability of access. The short-term need was to capture immediate capacity to provide 

continuous service for the 11,000 children (about 1/3 of the children with access at that time) 

who were migrating from the large Delta Dental provider panel to the small panel of NH 

Medicaid Fee for Service dentists. Success in capturing capacity to increase access in both 

the short and long term depended on the Department’s ability to be responsive to the needs of 

both dentists and Medicaid eligible families and to act as a liaison between them and other 

stakeholders such as our fiscal agent. Relationship building, focusing on common goals, and 

creativity were the heart of successful capacity building for dental access. 

Research to identify the exact characteristics of existing dental capacity and need by 

geographic area, clinical area, age of patients, need for support services, informed the plan to 

expand dental capacity and access; however discussions with dentists and Medicaid families 
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was crucial in understanding that both groups had significant needs to be able to 

communicate with Medicaid to resolve problems. In response to conversations with dentists 

and other stakeholders, reimbursement rates were restructured to better support clinical 

delivery of EPSDT services. In addition, the Department resolved to restructure 

administrative processes to make for a better fit with dental practice, and to support patient 

compliance by providing more robust services in case management, transportation, and 

language services. Medicaid Client Services and our fiscal agent designated personnel to 

become expert in helping to resolve both dentists’ and clients’ impediments to access. 

The results were immediately and enduringly positive. By the end of SFY 2011 NH 

Medicaid had nearly a 190% increase in the number of children with dental access, while we 

had only a 24% increase in the number of enrolled dental providers. The increased access has 

been achieved by capturing a disproportionately large market share of dental capacity for 

Medicaid; in other words, Medicaid has been able to be an effective competitor with other 

purchasers of dental services, thus without much change in the provider network the capacity 

for Medicaid patients has grown substantially. There have been several strategic initiatives 

that have contributed to this success. First, providers with special skills were recruited: oral 

surgeons, pediatric dentists, and “big-box” clinics in urban areas. Secondly, the Dental 

Director’s office employed a high-touch approach to recruitment and customer service, so 

that a few very satisfied providers were willing to increase the capacity they were willing to 

dedicate to Medicaid. Third, the success of the strategically recruited providers has been used 

as a foundation to reposition Medicaid service as a positive experience for dentists in New 

Hampshire. 

Current analysis indicates that there is still capacity to be captured in NH. Dentists are 

advertising for patients statewide. Dentists continue to enroll in NH Medicaid. Medicaid 

enrolled dentists in several traditionally underserved areas are actively seeking Medicaid 

patients, in areas including Manchester, the North Country, and Nashua. Our experience 

indicates that the NH Medicaid program has the ability to capture capacity through program 

management, relationship building, and client service delivery.  Please see chart entitled 

Medicaid Dental Capacity attached at Appendix 44.   
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III. Roadmap to Continued Success Assuring the Access of New Hampshire Medicaid 
patients to Health Care Providers through Monitoring, Outreach, Innovation, and 
Responsive Action  

 
A. New Hampshire Medicaid plans for Expanded Access Monitoring Program 

1. Develop Monitoring Plan that will also serve as the Managed Care 
Performance Report of Network Strength and ensure compliance with access 
indicators 

 DHHS restructuring to support the managed care program (e.g., ensuring capacity to 

conduct operations and enforce standards) as it transitions in Year 1, moves all 

Medicaid populations into managed care in Year 2 and prepares for the 2014 

Medicaid Expansion. 

 Consumer Protections in contract that include: medical homes for all beneficiaries, 

access standards, transitions of care, quality incentives (including getting needed care 

composite measure) and member advisory board. 

 Provider protections include: advisory board, inquiry line and satisfaction survey.]  

New Hampshire Medicaid staff will assess and ensure the readiness of each Managed 

Care Organization to meet the needs of New Hampshire Medicaid beneficiaries.  Readiness 

requirements for network adequacy and access standards to ensure timely access (e.g., 

time/distance) will be part of the Care Management contract(s).  As the New Hampshire 

Medicaid prepares for mandatory enrollment of beneficiaries with special needs in Year 2, 

the focus will be on the following: 

 Compliance with state and federal disability accessibility laws; 

 Network adequacy (primary care, specialists, allied and supportive personnel) 

and continuity of care; 

 Improved integration of primary care and behavioral health; 

 Coordination between long-term services and supports (LTSS) and acute care; 

 Outreach/education to inform beneficiaries of their enrollment options and 

rights; and  

 Needs assessment and care coordination. 

In addition, New Hampshire Medicaid will explore and research the successes and 

challenges of other states that have already enrolled these populations into managed care in 

order to develop measures of access and quality for New Hampshire.   
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2. Conduct Consumer Assessment of Healthcare Providers and Systems 
(CAHPS) Survey Via and Independent Contractor to Monitor Access from the 
Perspective of New Hampshire Medicaid Clients   

New Hampshire Medicaid is currently in the process of procuring a vendor to 

perform a Consumer Assessment of Healthcare Providers and Systems  (CAHPS) Medicaid 

health plan satisfaction survey.  The survey will be based on the current fee-for-service 

system and will be administered to both children and adults.  The survey is being performed 

for two reasons: 1) to provide a baseline for the future surveys that New Hampshire's 

managed care organizations will be required to perform, and 2) to provide a snapshot of 

current member opinions of getting access to needed care.  Survey results will be compared 

to regional and national benchmarks for Medicaid managed care as well as New Hampshire 

commercial plan results from 2011.  The CAHPS survey provides a useful tool to gather 

information from the best source of information about member experiences, the members 

themselves.  Because utilization of services can be influenced by many factors, consistent 

application and review of the CAHPS survey provides the best retrospective review of 

access. 

3. New Hampshire Medicaid Plans Expanded Outreach to Children and Adult 
Medicaid Beneficiaries 

New Hampshire Medicaid is currently exploring additional opportunities for 

expanding outreach to Medicaid beneficiaries, particularly for the adult population, since the 

welcome packet already exists for children, families and pregnant women.  Some ideas, plans 

and prototype designs have already been initiated.  Currently, New Hampshire Medicaid’s 

77L brochure, one of its most requested brochures, is sent as part of the welcome packet.  

This brochure is also available to clients in all of New Hampshire Medicaid’s regional 

district offices.  When clients call the Medicaid Client Services Unit for assistance, this 

brochure is typically sent to those clients requesting information about the Medicaid 

program.  New Hampshire Medicaid recently determined that a revision to this brochure 

would also help it to become an effective tool for increasing clients’ awareness of the 

Medicaid Client Services Unit and its availability to help them with any provider access 

questions or concerns.  Therefore, New Hampshire Medicaid revised this brochure to include 

contact information for help finding a doctor or dentist.  The brochure reminds clients that 

the Medicaid Client Services Unit is available and prepared to help them find health care 

providers.  See New Hampshire Medicaid Services 77L brochure attached at Appendix 45.  
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Please see bottom of the brochure panel that lists the district office contact information.  The 

box at the bottom of this panel that provides contact information for Medicaid beneficiaries 

requiring help finding a doctor or dentist is new as of March 7, 2012.        

Another New Hampshire Medicaid initiative is the creation of a "rack card" or insert 

that clients can easily retain.  This rack card provides information concerning whom to 

contact if clients need assistance accessing medical or dental providers, arranging 

transportation, or obtaining interpreter services in order to schedule or attend appointments 

with providers.  This card will be available for use as an insert to brochures as needed, as a 

separate mailing, and on the rack shelves at New Hampshire Medicaid’s district offices.  It 

will also be used as a "stuffer" or insert whenever individual or mass mailings (e.g., CHIP 

transition mailings, notices of Medicaid program changes, etc.) are sent to New Hampshire 

Medicaid beneficiaries.  New Hampshire Medicaid plans to target the adult population to 

receive this insert both as a way to help clients to know who to contact for help accessing 

providers and also to enlist clients to help New Hampshire Medicaid identify, address and 

monitor access issues as they arise.  A "prototype" of this insert (which appears as 3 to a 

page) is included and attached as Appendix 46.  New Hampshire Medicaid is also aware that 

Medicaid clients appreciate informational refrigerator magnets with clearly displayed contact 

information and so is considering outreach of that nature.  Postcards mailed out to clients 

with basic and clearly displayed Medicaid Client Services Unit contact information is also 

under consideration as a tool for increasing clients’ awareness of how they can get help 

finding providers, transportation and interpreter assistance.  New Hampshire website 

redesign and updates are being considered in order to maximize communication 

effectiveness.  The goal, once again, is to have a system in place that allows New Hampshire 

Medicaid to monitor, identify and resolve any access issues that arise for Medicaid 

beneficiaries.   

The Client Services Unit and the larger New Hampshire Medicaid program continue 

to explore its messaging options for optimal communication with clients and to ensure the 

continued ability to successfully resolve all future client access issues.     
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4. New Hampshire Medicaid’s Transition to Managed Care and the Impact of 
New Hampshire Medicaid’s Movement to Managed Care Model on Medicaid 
Beneficiaries Access to Health Care 

a.  General Strategy of Move to Managed Care   

The managed care organizations (MCOs) that New Hampshire Medicaid anticipates 

will be awarded contracts for NH Medicaid have demonstrated through their proposals and 

business in other states that they have dedication and resources to devote to high touch, in 

person provider relations activities of a type that the state’s fee-for-service program has not 

enjoyed.  They are able to reward providers for quality and meaningfully engage providers in 

development of shared goals. 

b.  Why Managed Care is a More Efficient Model 

The current fee-for-service platform does not require the selection of a primary care 

physician and as a result, members are known to have unmanaged, uncoordinated primary 

care encounters at numerous sites within a region.  Having members select a primary care 

physician promotes more efficient utilization of the network as a whole by creating a central 

point of contact for care coordination, reducing potential for duplication and ensuring care 

decisions are made with the “full picture” in hand.  This efficiency will allow physician 

practices to more accurately report the number of Medicaid members on their panels and 

allow them to better predict their ability to accept additional Medicaid members if asked to 

do so by a member, an MCO or the state.  The LRGH experience illustrates this.  Their 

claims data showed over 3000 potentially affected individuals, but closer review of the 

utilization patterns of those folks showed the universe of affected patients to be much smaller 

in part due to the fact that they had relationships with other primary care sites of service that 

were not limiting their panels. 

The MCOs that are expected to be awarded contracts have also demonstrated through 

their proposals and their experience in other states, that they manage the whole person.  They 

are able to address the individual’s medical, social and behavioral needs in a holistic way, 

giving rise to creative solutions to challenging care coordination issues.  For example, one 

company spoke of a young mother of two toddlers who was pregnant with triplets and 

ordered to bed rest.  The care coordinator well understood that such an order was impossible 

for a mother of toddlers to comply with.  The company worked with the woman’s husband to 

get him a Family and Medical Leave Act leave of absence from work so he could care for the 
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toddlers while the MCO paid all of their living expenses.  The relative price of this solution 

was far lower than the cost of just one baby needing NICU intensive services.  This type of 

care coordination is not typically available on the fee-for–service platform where funding can 

only be used for medical care.  By keeping the multiple domains of care for each patient in 

check, the result should again be more efficient utilization of the network. 

Managed care allows for a more robust focus on quality for provider relations rather 

than a claims perspective that is customary on a fee-for-service Medicaid platform.  The 

flexibility and creativity the MCOs can bring to payment can serve to motivate providers to 

remain engaged in the public health care system. 

5. New Hampshire Medicaid Will Re-engage Nancy Kane of Harvard University 
School of Public Health to Update the 2008 Report Regarding the Financial 
Strength of New Hampshire Acute Care Not-For- Profit Hospitals 

As discussed above, Dr. Nancy Kane has been involved in assessing the financial 

health of New Hampshire’s hospital sector since the late 1990’s.  The most recent analysis 

was completed and published in 2008.  New Hampshire Medicaid has recently begun the 

process of engaging Dr. Kane to update the 2008 report (dependent on timeframe and Dr. 

Kane’s availability).  Consideration is being given to expanding the scope of this analysis to 

include questions on what role payer mix and inpatient volume play in hospital profitability.  

Additional questions may be raised when the DHHS contacts Dr. Kane, however, at a 

minimum, the DHHS would want to see the 2008 study replicated.      

6. The Importance of Engaging the Medicaid Provider Network in Development 
of that Network and in Ensuring New Hampshire Medicaid Beneficiary 
Access to Health Care Providers  

 Providers play a very important role in the determination and the delivery of the 

medical services needed to restore and maintain health for Medicaid beneficiaries.  To date, 

NH Medicaid has been hampered in its ability to meaningfully engage and monitor providers 

due to incomplete and inaccurate demographic data on its provider network and insufficient 

resources, particularly staff, to serve as provider network administrators. This lack of 

attention to the provider network could contribute to poorer quality and less efficient care.  

New Hampshire Medicaid is therefore focusing effort on addressing this issue. 

New Hampshire Medicaid has begun to take steps to reach out to these key 

stakeholders. With the advent of the new MMIS system, all Medicaid providers will be re-

enrolled.  Data will be collected on primary and secondary specialties; affiliations within 
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group practices and with other health services entities (ex: hospitals, clinics, etc.); board 

certifications, languages spoken, etc. When valid and reliable data is available, New 

Hampshire Medicaid can confidently use this data to improve the quality of health services 

delivery by monitoring quality measures by individual provider, group, type of service, etc.  

Provider information can be shared with Medicaid beneficiaries to inform their choice of 

providers, based on specific provider characteristics, such as specialty or language spoken, or 

a better understanding of the provider’s quality profile.   

The new MMIS system will build a robust provider-interface to significantly decrease 

the administrative burden of the Medicaid program on providers by allowing eligibility look- 

up; a claims based overview of their New Hampshire Medicaid patient services; electronic 

communication with the New Hampshire Medicaid program; submission and auto-

adjudication of various utilization management activities; as well as providing an improved 

electronic resource for information about the New Hampshire Medicaid program, among 

others.  

With the advent of its managed care program, New Hampshire Medicaid will resolve 

its lack of staff resources for provider engagement. The New Hampshire Medicaid Request 

for Proposals required each successful vendor to have robust provider network management 

activities, which require the review and approval of the New Hampshire Medicaid program 

prior to program launch. New Hampshire Medicaid believes that providers should be sought 

out for their perspectives on the New Hampshire Medicaid program and activity engaged in 

the operations, programs and development of new of Medicaid activities.  Each managed 

care organization (MCO) will have dedicated staff to proactively reach out to all types of 

providers, in addition to responding to grievances and problem solving.  Each MCO will 

have providers actively engaged in several work groups to address quality improvement and 

utilization management. The MCO Medical Director, in addition to other dedicated provider 

network staff, will serve as the peer liaison to the MCO and as an extension of the New 

Hampshire Medicaid program.  

With these approaching and substantive changes, the New Hampshire Medicaid 

program is confident that it will be accurately and appropriately informed by provider data 

and provider input, ensuring the delivery of quality medical services and good stewardship of 

Medicaid funds.  
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CONCLUSION 

 
Considerable concern has been generated as a result of assertions made by some New 

Hampshire Hospitals that provider availability to New Hampshire Medicaid beneficiaries is 

at risk.  The foregoing report of the New Hampshire Medicaid program demonstrates that 

Medicaid beneficiaries in New Hampshire continue to have good access to their health care 

providers, similar to that of the general population in their geographic region. 

New Hampshire Medicaid routinely monitors beneficiary utilization of health care 

services; health care provider enrollment activity; provider concerns about billing, 

reimbursements and patients; and the strength of the provider network in New Hampshire.  

This monitoring increases New Hampshire Medicaid’s awareness of provider concerns, of 

providers’ communications with Medicaid beneficiaries and beneficiaries’ concerns 

regarding provider communications and their access to health care.  With increased ability to 

identify access issues as they arise, New Hampshire Medicaid is well positioned to respond 

effectively to those issues to help each beneficiary access appropriate health care. 

New Hampshire Medicaid has seriously considered assertions that access to providers 

may become more restricted as current financial circumstances affecting New Hampshire and 

other states across the nation, continue.  Although, New Hampshire Medicaid has seen no 

appreciable increase in provider disenrollments or beneficiary calls requesting assistance 

with provider access, its Medicaid Client Services Unit and Case Management Unit are 

poised to manage future requests for assistance.  Further, NH Medicaid is planning to build 

more capacity into the Medicaid program.  These efforts include increasing New Hampshire 

Medicaid’s monitoring of the strength of provider network activity; surveying network 

capacity; conducting client surveys to assess their experiences with providers; increasing 

outreach to providers and beneficiaries; transforming the Medicaid program from a fee-for-

service plan to a managed care approach; and engaging the provider network to further 

develop that network.   

New Hampshire Medicaid is primarily focused on the health and wellbeing of its 

Medicaid clients.  This includes a long-standing history of utilizing Medicaid resources in the 

most efficient, cost-effective manner possible, assuring that appropriate health care is 

available at the right place and at the right time.    
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Introduction 
New Hampshire’s system of public assistance pro-
grams goes back to the early 1930’s (along with other 
states), even pre-dating the Social Security system. 
These efforts were recognized and expanded to the 
federal level in 1965, with the creation of the joint 
state-federal Medicaid program as a companion to the 
new federal Medicare program. 

The New Hampshire Medicaid program is a complex 
network that covered all or part of the health care 
costs of more than 165,000 people at some point dur-
ing State Fiscal Year 2010 (SFY 2010, July 1, 2009 – 
June 30, 2010). Those covered included low-income 
children, pregnant women, parents with children, eld-
ers, and people with disabilities. In an average month 
during the year 132,800 people were covered.* 

The Medicaid Program has had a significant impact 
on the provision of health care coverage to vulnerable 
populations, particularly low-income children.  Ap-
proximately 20% of all NH’s children are covered by 
Medicaid; 70% of children received their coverage 
through Employer Sponsored Insurance (ESI).  The 
national average for the percentage of a state’s popu-
lation on average in enrolled in Medicaid is 16%; at 
8% New Hampshire is tied with Utah for the lowest 
average percentage of its population enrolled in 
Medicaid.  Between 2008-2009, 10% of NH residents 
were uninsured; 4% of children were without health 
insurance.† 

The purpose of this report is to provide a snapshot of 
the people covered, the services delivered and their 
associated costs, along with the quality of care pro-
vided over the 12-month period from July 1, 2009 
through June 30, 2010. 

Medicaid beneficiaries tend to have a higher burden 
of illness than privately insured individuals.‡ They are 
twice as likely to have asthma, coronary artery disease, 
hypertension, depression, and mental health disorders 
(in children); three to four times more likely to suffer 
from a stroke or Chronic Obstructive Pulmonary 
Disease (COPD) or to use hospital emergency rooms; 
                                                      
* Coverage includes those with full Medicaid benefits and those where 
NH Medicaid only paid for Medicare premiums and co-payments. 
† Kaiser State Health Facts, Health Insurance Coverage of the Total 
Population 2008-2009. 
‡ While this is generally true, Medicaid enrolled children from households 
with higher incomes have a significantly lower burden of illness than 
those with lower incomes. See Children’s Health Insurance Programs 
in New Hampshire http://www.dhhs.nh.gov/ombp/documents/chip09.pdf 

and five times as likely to have lung cancer or heart 
failure. Despite these health problems, NH Medicaid 
beneficiaries have higher rates of primary care visits 
and well-child visits and rate higher on effectiveness 
of care measures (such as receiving appropriate tests 
and taking prescribed medications) than beneficiaries 
across the US who are in Medicaid managed care ser-
vice delivery systems.  

New Hampshire state government spent a total of 
$5.47 Billion in SFY 2010 (state, federal, and other 
funds combined). Of this amount, $1.42 Billion, or 
25.9% of all state expenditures, was accounted for by 
Medicaid (second only to Education at 26.9% of state 
spending). Half (50.0%) of Medicaid spending during 
this period was covered by the federal government 
through matching funds, not including American Re-
covery and Reinvestment Act of 2010 (ARRA) fund-
ing. The New Hampshire Department of Health and 
Human Services (DHHS) administers the broad array 
of Medicaid programs. Fifteen different units within 
DHHS are involved in this effort. 

NH Medicaid spends an average of $640 per month 
for each member, with average monthly costs ranging 
from $239 for each low-income child (age less than 
19) covered up to $2,771 for beneficiaries covered 
under Medicaid waiver programs and $3,406 for long-
term care for low-income elderly (age greater than 65 
and eligible for old age assistance). 

The Medicaid program deploys a robust constellation 
of utilization management and quality improvement 
strategies to contain costs and improve member 
health. Additionally, the Department’s Office of 
Medicaid Business and Policy (OMBP) continuously 
monitors private sector managed care practices as 
well as other state Medicaid innovations for local ap-
plication. Of particular interest are programs that 
demonstrate substantive improvements in the cost of 
care and member health. To the extent that Medicaid 
program constraints and internal resources allow, NH 
Medicaid has successfully adapted numerous man-
aged care strategies to its fee-for-service world, thus 
realizing much of the promise of managed care with-
out contracting with a managed care organization. 

Delivery of Medicaid services during SFY 2010 re-
sulted in 6,113,993 claims through 19,381 health care 
providers, including 4,000 community organizations. 

Services provided to beneficiaries included the fol-
lowing: 

• 21,450 inpatient hospital admissions 
• 420,343 outpatient hospital visits 
• 486,935 primary care visits 
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• 4,952 births 
• 76,541 home care visits 
• 131,066 dental visits by children 
• 30,777 complex radiology tests 
• 1,250,365 prescriptions filled 

 
As rising unemployment, falling income, and de-
creased availability of job-based insurance left more 
people uninsured, more people turned to Medicaid 
for health care coverage. New Hampshire’s unem-
ployment rate rose from 3.4% in December of 2007 
to a peak of 7.1% in February of 2010, declining to 
5.9% by June 2010. NH Medicaid enrollment tracked 
unemployment, increasing by 3.9% in SFY 2008 then 
rising an additional 10.1% in SFY 2009.  However, 
even with the significant drop in the unemployment 
rate in SFY 2010, Medicaid enrollment continued to 
increase at the rate of 4.6% during the year.  

Increased Medicaid enrollment was the driving factor 
for increased total spending these past several years; 
costs per patient (users of services) actually decreased.  
Total spending increased by 6.0% in SFY 2008, 4.7% 
in SFY 2009, then 4.1% in SFY 2010. After per pa-
tient costs increased by 4.4% from SFY 2006 to SFY 
2008, they dropped by 2.0% in SFY 2009 and another 
2.5% in SFY 2010, basically rolling back per patient 
costs for the NH Medicaid program to SFY 2006 
levels. Thus, while Medicaid enrollments have con-
tinued to increase, the growth in total expenditures 
has slowed and the costs per patient have actually 
declined over the most recent years due in large part 
to a reduction in costs per claim which decreased 
nearly 5% from SFY 2008 to SFY 2010, a period that 
has seen numerous provider rate reductions. 

This report on the diverse populations and scope of 
services covered by NH Medicaid will promote a bet-
ter understanding of the challenges faced and the ac-
complishments realized, while informing future policy 
considerations as issues and opportunities affecting 
NH Medicaid are addressed. 

New Hampshire 
Medicaid Overview 
The Medicaid Program 

Established in 1965, Medicaid is a joint federal-state 
program providing health care to eligible needy per-
sons. Medicaid is administered by the states within 
broad federal guidelines. Each state’s Medicaid pro-
gram is different, reflecting that state’s priorities in 
designing program eligibility and benefits (some bene-
fits are mandated by the federal government, while 
states have a choice of which optional benefits to 
offer). Each state operates its Medicaid program in 
accordance with a customized State Plan that must be 
approved by the federal Centers for Medicare and 
Medicaid Services (CMS). The State Plan describes 
the program's basic eligibility, coverage, reimburse-
ment, and administrative policies. 

The federal government and the states share respon-
sibility for financing Medicaid. The federal govern-
ment matches state Medicaid spending at rates that 
vary by state per capita income. For New Hampshire, 
the base federal matching rate is currently set at 50 
percent, which means the State receives one federal 
dollar for each state dollar it spends. However, the 
American Recovery and Reinvestment Act of 2009 
(ARRA) provided temporary increases in FMAP rates 
starting in Oct. 2008 (a standard percentage increase 
for all states plus an additional increase based on each 
state’s unemployment rate). New Hampshire received 
a federal match rate of 61.59% in SFY 2010.  States 
could not restrict their eligibility standards, known as 
“maintenance of effort” requirement, or deposit these 
increases into their Rainy Day Funds. ARRA also 
increased disproportionate share hospital (DSH) al-
lotments for SFY 2009 and 2010 and initiated health 
information technology (HIT) efforts. 

Just as the country has changed in many ways since 
1965, Medicaid has evolved (utilizing state flexibility 
and guaranteed federal funding) in response to shift-
ing economic and demographic conditions and 
changing needs. Medicaid has been transformed from 
providing medical assistance to individuals and fami-
lies receiving cash assistance to a health, long-term 
care, and psycho-social support program for low-
income populations, including working families, eld-
erly people, foster children, women with breast and 
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cervical cancer, and individuals with diverse physical 
and mental disabilities. (Appendix 1 contains a com-
plete listing of program expansions to the NH Medi-
caid programs since 1984.) 

In the coming years, anticipated declining rates of 
employer-based health insurance, increasing numbers 
of uninsured, aging of the baby boomers, growing 
incidence of chronic disease in younger age groups, 
and rising health care costs will continue to affect the 
Medicaid program. Recent federal activity has pre-
sented new opportunities and challenges for states. 
The Medicare Modernization Act of 2003 (MMA) 
and the Deficit Reduction Act of 2005 (DRA) im-
posed new requirements for states along with options 
in the areas of benefits, cost sharing, and long-term 
care. The New Hampshire Department of Health and 
Human Services continues to evaluate these options 
and implement those that are consistent with legisla-
tive policy in support of the needs of Medicaid recipi-
ents.  

In March 2010, federal health care reform legislation, 
referred to as the Affordable Care Act (ACA) was 
enacted. The ACA will impact private and public 
health insurance programs (including Medicaid and 
CHIP) through changes in eligibility, health care de-
livery, quality initiatives, consumer protections, pro-
gram integrity, and revenues/financing. Implementa-
tion dates vary—with some provisions, such as allow-
ing dependents under age 26 to remain on their par-
ents’ policies and waste/fraud prevention initiatives, 
scheduled for the fall of 2010—and others anticipated 
over the next several years. Federal health care reform 
would cap mandatory Medicaid eligibility at 133% of 
the Federal Poverty Level (with the exception of a 
maintenance of effort requirement for children until 
2019) and expand to adults that were previously not 
eligible (such as parents and childless, non-disabled 
adults), in 2014. 

Given the proportion of states’ budgets dedicated to 
Medicaid, the continued increase in federal spending, 
and the ACA’s expected impacts on the health care 
system, much attention has been focused on Medicaid 
reform. Across the country, states are exploring ways 
to control costs along with improving quality of care. 
Appendix 2 contains a list of efforts initiated by the 
NH Medicaid program with approval of the NH Leg-
islature towards costs and program management.  

The Office of Medicaid Business and Policy (OMBP) 
has focused these past several years on managed care 
strategies to control costs and ensure that beneficiar-
ies receive efficient and high quality care.  These 
managed care activities – also employed in private 

sector managed care – include a robust Pharmacy 
Benefit Management Program (PBM), utilization 
management (e.g., prior authorization, service limits, 
concurrent inpatient review, discharge planning and 
care management), statewide distribution of inconti-
nence supplies, and volume-based purchasing for vi-
sion care and eyeglass frames/lenses.  Providers, 
DHHS staff and beneficiaries will have access to real-
time information appropriate to their needs through 
the web-based capabilities available in the new MMIS 
beginning in SFY 2012. 

Despite the fact that New Hampshire Medicaid did 
not contract with a managed care organization, bene-
ficiaries continued to consistently match or outper-
form Medicaid managed care organizations when 
measured against many nationally recognized metrics 
and benchmarks.  Selected results are presented in 
this annual report; more detailed information is avail-
able in the annual report on children’s health insur-
ance (plus other studies on primary care ac-
cess/cost/utilization and other program issues under-
taken as part of quality assurance and improvement 
activities).* 

During the SFY 2010 legislative session, a proposal 
was made to move the entire Medicaid population 
into managed care. While the legislation was not ap-
proved, DHHS decided to issue a Request for Infor-
mation (RFI) early in SFY 2011 (July) to assess the 
feasibility of transitioning its fee for services (FFS) 
program to a more effective and efficient system of 
managing care; ascertain stakeholder capacity and 
interest; and collect suggestions and recommenda-
tions that might be incorporated into any future re-
quests for proposals (RFP).† 

  

                                                      
* See www.dhhs.nh.gov/ombp/publications.htm  
† Results of the RFI were issued in SFY 2011, see  
http://www.dhhs.nh.gov/ombp/documents/summary0111.pdf 
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Medicaid Covered Services 

Medicaid may be viewed as four different coverage 
plans combined in one program. It provides: 

• comprehensive and preventive child health 
coverage for low-income children up to the age 
of 21, following federal requirements of the 
Early Periodic Screening, Diagnosis, and 
Treatment (EPSDT) Program; 

• acute care coverage for some parents of cov-
ered children;   

• a complex range of acute, long-term care, and 
psycho-social support services for the frail eld-
erly, people with physical and developmental 
disabilities, and those with mental illness; and 

• “wraparound” coverage that supplements and 
fills gaps in the Medicare benefit for low-
income elders who are eligible for both Medi-
caid and Medicare, referred to as the “dually 
eligible” or “duals”.  

The services used and the costs per person vary con-
siderably across these populations. The specific medi-
cal services covered by the New Hampshire Medicaid 
program are included in Table 1 below and are 
grouped into federally mandated services, state man-
dated services, and optional services. 

Medicaid Coverage and Service Limits 

Medicaid coverage depends on:  

• the categories of services that are covered un-
der the State plan;  

• the applicable amount, duration, and scope of 
limitations on otherwise covered benefits (such 
as visit limits and day limits); and  

• the standard of medical necessity that is used to 
determine whether otherwise covered services 
are medically appropriate for a particular indi-
vidual in any specific case. 

NH Medicaid has established service limits on a 
number of covered services including physician, labo-
ratory, X-ray, and outpatient hospital services. Spe-
cific limits on service use are defined in Table 2 on 
the following page. 

Table 1: NH Medicaid Covered Services (as of 6/30/2010) 
Federal Mandates 

Intermediate Care Facility Nursing Home 
Outpatient Hospital, General 
Inpatient Hospital, General 
Physicians Services 
Rural Health Clinic 
Home Health Services 
Skilled Nursing Facility Nursing Home 
Dental Service 
SNF Nursing Home Atypical Care 
ICF Nursing Home Atypical Care 
Laboratory (Pathology) 
Inpatient Hospital Swing Beds, SNF 
Inpatient Hospital Swing Beds, ICF 
Advanced Registered Nurse Practitioner 
X‐Ray Services 
Family Planning Services 
Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) 

Services for Persons < Age 21 
 
State Mandates 

Home & Community Based Services Waivers:  
–  Acquired Brain Disorder 
–  Developmentally Disabled 
–  Choices for Independence 
–  In Home Supports 

 

Optional Services

Prescribed Drugs 
Optometric Services Eyeglasses 
Mental Health Center 
Ambulance Service 
Private Non‐Medical Institutional For Children 
Adult Medical Day Care 
Crisis Intervention 
Furnished Medical Supplies & Durable Medical Equipment 
Physical Therapy 
Private Duty Nursing 
Clinic Services (w/o School Services) 
Day Habilitation Center 
Medical Services Clinic 
Psychology 
Intensive Home and Community Services 
Personal Care Services 
Wheelchair Van 
Podiatrist Services 
Placement Services 
Occupational Therapy 
Nursing Facility Services for Children with Severe Disabilities 
Inpatient Psychiatric Facility Services Under Age 22 
Speech Therapy 
Home Based Therapy 
Audiology Services 
Child Health Support Service 
Outpatient Hospital, Mental 
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Table 2: NH Medicaid Limits on Covered Services* 
• Inpatient hospital services (must be medically necessary) 

• Outpatient hospital services, including emergency room ser‐
vices (12 visits per year) 

• Physician services (18 visits per year) 

• Diagnostic x‐rays (15 per year) 

• Early and periodic screening, diagnostic, and treatment (EPSDT) 
services for individuals under 21 (must be medically necessary) 

• Dental Services (for persons age 21 and over, limited to treat‐
ment of acute pain or infection) 

• Prescription drugs (Pharmacy Benefit Management limits) 

• Psychotherapy (12 visits per year) 

• Podiatrist Services (12 visits per year) 

• Durable medical equipment (prior authorization required) 

• Medical supplies (prior authorization required) 

• Physical, occupational, speech therapy (80 15‐minute units per 
year) 

• Eyeglasses (examine every year to determine need for glasses, 1 
repair per year, replacement with ½ diopter change) 

Eligibility for the Medicaid Program 

Medicaid serves five main groups of low-income in-
dividuals: children, pregnant women, adults in fami-
lies with dependent children, individuals with disabili-
ties, and the elderly. There are two parts to Medicaid 
eligibility: 

• Categorical eligibility. Federal law establishes many 
eligibility “categories,” and an individual will be 
determined eligible only if the detailed criteria 
are met for one of those categories. States are 
required to include certain “mandatory” eligi-
bility groups; for example, all states must cover 
children and pregnant women with family in-
comes up to specified levels. Other eligibility 
pathways are optional and available only in 
those states that choose to cover them. Table 3 
describes the eligibility groups covered by NH 
Medicaid. 

• Financial eligibility. Medicaid is a means-tested 
program. To qualify for Medicaid, a person 
must have a low-income expressed as a per-
centage of the Federal Poverty Level (FPL). 
CMS sets a minimum financial requirement, 
however, states have some flexibility in extend-
ing eligibility beyond the minimum for each 
categorical group. In NH Medicaid, income 

                                                      
* This list is not exhaustive. For example, Community Mental Health 
services are limited to $1,800 per fiscal year for individuals who do not 
meet Bureau of Behavioral Health eligibility requirements and to $4,000 
per fiscal year for individuals who meet BBH low utilizer eligibility crite-
ria. 

levels vary from 300% of FPL for infants to 
40% FPL for parents as shown in Figure 1 on 
the following page.  

Table 3: NH Medicaid Eligibility Categories 
Mandatory  Eligibility  Groups  (all  State  Medicaid  programs  must 
cover) † 

• Low‐income Medicare beneficiaries 

• Individuals  who  would  qualify  for  Temporary  Assistance  to 
Needy Families (TANF) today under the state’s 1996 AFDC eligi‐
bility requirements

‡ 

• Children under age six and pregnant women with family income 
at or below 133% of federal poverty level (FPL) guidelines 

• Children born after September 30, 1983, who are at  least age 
five and live in families with income up to the FPL 

• Infants born to Medicaid‐enrolled pregnant women 

• Children who  receive adoption assistance or who  live  in  foster 
care, under a federally‐sponsored Title IV‐E program 

• Low‐income  aged,  blind,  and  disabled  receiving  state  supple‐
mental assistance 

Optional Eligibility Groups (NH Medicaid has chosen to cover)§ 

• Children and pregnant women up to 185% of the FPL 

• Individuals  determined  to  be  “medically  needy”  due  to  large 
medical expenses** 

• Home  Care  for  Children  with  Severe  Disabilities  (HC‐CSD), 
commonly known as “Katie Beckett”; for severely disabled chil‐
dren up  to age 19 whose medical disability qualifies  them  for 
institutional care but are cared for at home 

• Medicaid  for  Employed Adults with Disabilities  (MEAD)  allows 
Medicaid‐eligible  disabled  individuals  between  the  ages  of  18 
and 64 who want to save money or work to increase their earn‐
ings while maintaining Medicaid coverage (up to 450% FPL) 

                                                      
† In 1974, New Hampshire, like over thirty other states at the time, elected 
for the “209(b)” status provided in the federal law that created the Sup-
plemental Security Income (SSI) program (the federal income assistance 
program for disabled, blind, or aged individuals). When creating the SSI 
program, Congress hoped that SSI beneficiaries would also receive Medi-
caid. However, Congress was mindful of the increased expense for states 
to automatically cover all SSI beneficiaries. To provide states some finan-
cial flexibility, the 209(b) option was crafted which allowed a state to be 
more restrictive in its Medicaid eligibility than the SSI program eligibility 
guidelines, so long as those methodologies were no more restrictive than 
methodologies in place on January 1, 1972. Accordingly, New Hampshire 
does not automatically grant Medicaid to SSI beneficiaries. SSI beneficiar-
ies who desire Medicaid must qualify for a state defined category of assis-
tance. 
‡ In 1996, federal policymakers severed the tie between medical and cash 
assistance when the AFDC program was replaced. The AFDC standard 
was retained in Title XIX to prevent the states from using the more re-
strictive eligibility requirements and time limits of AFDC’s successor–
Temporary Assistance for Needy Families or TANF–when providing 
Medicaid coverage to needy children and families. 
§ The ACA extended ARRA eligibility maintenance of effort (MOE) 
requirements for adults until 2014 and for children until 2019. 
** While Medically Needy is an optional category, as a 209(b) State, if New 
Hampshire does not elect to provide medically needy coverage, we must 
allow adult category individuals whose income exceeds the categorically 
needy income limit to spend down to the categorically needy income limit.  
Additionally, once a State opts to provide medically needy coverage, there 
are certain groups that must be covered as medically needy (e.g., pregnant 
women). 
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NH Enrollees by Eligibility Groups
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Notes:
Data based on total enrollment
of 135,012 enrolled at any time
during the month of July, 2010. 
Data does not include
Healthy Kids Silver.
Health Analysis Areas defined by 
resident's hospital preference,
based on non-specialty hospital
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Data current as of 1/31/2011.

NH Medicaid Enrollment
by Health Analysis Area

July, 2010

Medicaid Enrollees as a Percent of Total Population
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Hospital Cost Trend: The number of members using 
general hospital inpatient and outpatient services in-
creased 10.0% and 13.2% respectively from 2008 to 
2010. Hospital inpatient total costs also increased 
(9.7%), resulting in a net decline of 0.5% per patient 
for inpatient services. Hospital inpatient claims per 
patient (decreased 0.3%) and cost per claim (increased 
0.8%) remained fairly constant from 2008 to 2010. 
Hospital outpatient costs declined 2.1% resulting in a 
13.5% decrease in spending per patient. Reduced ser-
vices measured by claims per patient (decreased 5.7%) 
and reduced costs of services measured by cost per 
claim (decreased 8.3%) were observed over the period 
in outpatient services. 

Mental Health Center Cost Trend: Mental health centers 
served 15.1% more members in 2010 compared with 
2008, while total costs rose 9.3% resulting in a 5.1% 
decrease in cost per patient.  In 2008 and 2009, 2% 
rate decreases occurred for mental  health service 
providers. 

Physician Services Cost Trend: Physicians served 22.6% 
more members in 2010 compared with 2008, while 
total costs rose 28.0%, or 4.4% per patient.  While 
initially physician services were decreased by 2% in 
2008, these rates were increased 2% in 2009, thus 
increased service use as measured by an increase in 
claims per member of 9.8% is the primary driver for 
increased physician service costs. 

Pharmacy Cost Trend: Reimbursement for pharmacy is 
the fourth highest cost center for NH Medicaid in 
2010, surpassing both hospital inpatient and outpa-
tient spending. Members using prescription drugs 
increased (14.9%) and the total dollars spent in-
creased (21.1%), resulting in a 5.5% increase in 
spending per patient from 2008 to 2010.  While the 
claims per patient remained fairly constant over the 
period (decreased only 1%), the cost per claim in-
creased 6.5% suggesting prescription drug price was 
the primary driver of the increase in pharmacy costs. 

Dental Cost Trend:  From 2008 to 2010, members re-
ceiving dental services increased 25.4%, with a 23.8% 
increase in total spending, resulting in a decrease of 
1.1% in per patient costs.  Claims per patient and cost 
per claim remained fairly consistent over the period 
suggesting the increase number of members receiving 
services was the primary driver of increased dental 
costs. The trend is indicative of the success New 
Hampshire has had in improving access and use of 
dental services by children. 

Tracking Access and 
Quality 
Along with providing health care coverage, NH 
Medicaid must assure that members have access to 
health services and are provided quality care. The Of-
fice of Medicaid Business and Policy, New Hamp-
shire Comprehensive Health Care Information Sys-
tem (NH CHIS) project has developed a series of 
metrics based on Health Care Effectiveness Data and 
Information Set (HEDIS) specifications to assist NH 
Medicaid with monitoring access, quality, and out-
comes of care. HEDIS measures can be compared to 
national HEDIS averages for Medicaid managed care 
programs compiled by the National Committee for 
Quality Assurance*. For this report, comparative data 
from the Medicaid HEDIS health maintenance or-
ganization (HMO) averages for reporting year 2010, 
covering calendar year 2009 data are used.†   

Note:  all measures in this section are calculated for 
members who do not have Medicare coverage, be-
cause data on the Medicare portion of their claims is 
incomplete.  Additionally, all measures are based only 
on those members continuously enrolled during the 
measurement period (no more than a one month gap 
in enrollment per year). 

Access 

Primary care services are important to assuring access 
to appropriate medical care. Children and adolescents’ 
access to primary care practitioners‡ is a NCQA 
HEDIS measure. NCQA HEDIS measures the per-
centage of children age 12 through 24 months old 
and 25 months through 6 years old, with at least one 
primary care practitioner visit during the current year 
(one year measure), and the percentage of children 7 
through 11 years old and 12 through 19 years old 

                                                      
* NH CHIS quality metrics reported here are based on the NCQA 
HEDIS design specifications: HEDIS 2010, Technical Specifications, 
Volume 2. National Committee for Quality Assurance. 2010.  
www.ncqa.org. However, specifications for the NH CHIS quality metrics 
vary slightly from those used to calculate the HEDIS National averages in 
that provider services billed under hospital outpatient services related to 
office or clinic based care are included, as are NH Medicaid codes for NH 
rural health centers, federally qualified health centers, and hospital-facility-
based primary care clinics.. 
† No national data are available for fee for service Medicaid programs 
because there is no mandate to monitoring quality as there is with man-
aged care organizations. 
‡ Primary care includes clinics, rural health centers, physicians with spe-
cialties Family/General Practice, General Internal Medicine, Pediatrics, 
Nurses and Physician Assistants. Additionally for the Adolescent Well-
care measures, Obstetricians and Gynecologists are also considered. 
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ment rate - which went from 3.4% in December of 
2007 to 6.4% by June 2009. After rising to a peak of 
7.1% in February 2010, the unemployment rate in 
NH declined to 5.9% in June 2010, corresponding to 
the leveling off of the Medicaid enrollment rate. 

New Hampshire’s experience was not unique as na-
tional experts estimated that for every 1% increase in 
the unemployment rate, an additional 1 million 
Americans turned to Medicaid for coverage.  A report 
prepared for OMBP by the University of New 
Hampshire economists, and subsequently updated, 
correctly predicted increases in New Hampshire 
Medicaid enrollment tied to unemployment growth.* 
The SFY 2011 New Hampshire Medicaid Annual 
Report will resume this story—describing the impact 
on enrollment and expenditures—during a period of 
what has been described as the most serious recession 
since the 1930’s and the slow pace of jobs develop-
ment in this beginning of the economic recovery. 

The above discussion mentions how NH saw the 
increases in Medicaid enrollment during SFY 2009 
and SFY 2010 that were predicted by national experts 
and the economists at the University of New Hamp-
shire. It also mentions that a decrease in the cost per 
patient was observed during this same time period.  
Rate decreases instituted during this time period likely 
had a significant impact but it was also likely that the 
managed care techniques employed had some influ-
ence, as well as the healthier patient mix that enrolled 
during the recession. At the same time, adult benefi-
ciaries continued to have better access to ambulatory 
care health services than national averages and in-
fants, children 3 to 6 years old, and adolescents ex-
ceeded national averages for well childcare. Women 
did slightly better on breast cancer screening and a 
little less so on screening for cervical cancer. Adults 
with diabetes got comprehensive care slightly less 
than national Medicaid managed care rates. 

As SFY 2010 came to a close, the DHHS conducted 
research on private sector and other states managed 
care programs, including the various techniques and 
models for service delivery and administration. These 
models included Accountable Care Organizations 
(ACOs), Primary Care Case Management (PCCM) 
and Administrative Services Organizations (ASOs). 
Preparations were underway to release an RFI (July 
2010) and to add the information gathered from it to 
the research collected to aid in decision making and 
policy development.† Analysis of costs and potential 
                                                      
* For the latest version of the report , see  
http://www.dhhs.nh.gov/ombp/documents/forecast.pdf 
† Results of the RFI were issued in SFY 2011, see  
http://www.dhhs.nh.gov/ombp/documents/summary0111.pdf 

savings from managed care still needed to be calcu-
lated by actuaries mining and analysis of claims data.  
Whatever decisions will be made in SFY 2011—and 
beyond—the NH Medicaid program will ensure that 
the achievements in access, quality and costs are 
maintained and additional opportunities to improve 
identified. 

More studies of the New Hampshire Medicaid 
Program are available at 
www.dhhs.nh.gov/ombp/publications.htm 
 
Topics include: 
• Payment rates compared with those of other 

states, Medicare, and commercial insurance 
• Children’s access, prevention, care manage‐

ment, utilization, and payment costs 
• Chronic disease 
• Emergency department use 
• Primary and preventive care 
 
Detailed data reports are available at the Com‐
prehensive Healthcare Information System web‐
site www.nhchis.org by selecting the Standard 
Reports link
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Appendix 1:  Key Developments in Medicaid—Milestones and Program Expansion Since 1984 

Implementation 
Date 

 
Program Expansion  Reason  

10/1/84   Establishment of a mandatory group of qualified pregnant 
women and children under age 5 whose coverage was to be 
phased in over a 5 year period and a mandatory eligibility group 
of newborn children of Medicaid‐eligible women. 

Federal Mandate ‐ Deficit Reduction Act of 
1984 (DEFRA 84) 

7/1/86   Amended the qualified pregnant women eligibility group by re‐
quiring States to provide Medicaid to any pregnant woman who 
met the AFDC income and resource requirements regardless of 
family structure. 

Federal Mandate ‐ Consolidated Omnibus 
Reconciliation Act of 1985 (COBRA 85) 

7/1/87   Individuals who are approved under the provisions of Section 
1916 of the SSA and who are eligible for Medicaid the month 
prior to such approval, remain automatically eligible for Medicaid 
until SSA changes their status. 

Federal Mandate ‐ Employment Opportu‐
nities for Disabled Americans Act (EODAA)

1/1/89   New coverage group ‐ children with severe disabilities  State Mandate (RSA 167:3‐c VI) 

1/2/89   Payment of co‐insurance, deductibles and Medicare premiums 
for qualified Medicare beneficiaries (QMB) 

Federal Mandate Medicare Catastrophic 
Coverage Act of 1988 (MCCA) 

5/31/89   Change In & Out spend down period from six months to one 
month. Result is smaller spend downs that are easier for mem‐
bers to meet 

State Initiative ‐ settlement re: Bishop v. 
Mongan 

7/1/89   Medical Assistance (MA) for pregnant women and infants under 
one year of age with income at 75% of the FPL 

Federal Mandate (MCCA) 

7/3/89   New coverage group ‐ home care for children with severe disabili‐
ties (Katie Beckett) 

State Mandate (RSA 167:3‐c IV) 

9/30/89   Protection of income and resources of the spouse of an institu‐
tionalized individual. 

Federal Mandate (MCCA) 

10/1/89   Elimination of eligibility penalty for property transfers of less than 
fair market value ‐ for MAO cases. 

Federal Mandate (MCCA), Family Support 
Act of 1988 (FSA) 

1/1/90   Use SSI income and resource methodology for QMB cases  Federal Mandate (OBRA 89) 

1/1/90  Cover services provided by Federally Qualified Health Centers 
(FQHCs) 

Federal Mandate (OBRA 90) 

4/1/90   Allow old medical expenses as deductions in determining eligibil‐
ity for In & Out medical assistance 

Federal Mandate ‐ existing (compliance 
issue) 

4/1/90   Increase in income limit for pregnant women and children under 
the age of six to 133% FPL 

Federal Mandate (OBRA 89) 

4/1/90   Twelve month extended medical assistance for AFDC cases that 
lose eligibility due to employment 

Federal Mandate (FSA) 

7/1/90   Buy‐in of Medicare Part A premium for working disabled with 
income under 200% FPL 

Federal Mandate (OBRA 90) 

10/1/91   New coverage group, AFDC unemployed parent  Federal Mandate:  45 CFR 233.101, Social 
Security Act, Section 407 

1/1/91   Medical assistance for one year to a child born to a woman who is 
eligible for and receiving MA at the time of birth if the child con‐
tinues to live with the mother and the mother remains eligible or 
would remain eligible for MA if still pregnant 

Federal Mandate (OBRA 90) 

1/1/91   Provide medical assistance to children under the age of 22 who 
are residing in designated receiving facilities 

State initiative ‐ to enhance state dollars 
by obtaining 50% federal financial partici‐
pation 

4/1/91   Reduction in VA benefits to a maximum of $90 for individuals in 
nursing homes who have no dependents 

Federal Mandate (OBRA 90) 

7/1/91   Coverage of children born after 9/30/83 with income up to 100% 
federal poverty level. To be phased in up to age 19 

Federal Mandate (OBRA 90) 
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Implementation 
Date 

 
Program Expansion  Reason  

10/21/91   Exclude SSA income and resource accounts set up under Plan for 
Achieving Self Support 

State initiative ‐ out of court settlement 
with NH Legal Assistance 

5/11/92   Resource offset for life insurance. Adult categories of financial 
and medical assistance 

State initiative ‐ Favreau v. Department of 
Human Services Consent Decree 

7/1/92   Increase income limit for poverty level pregnant women and chil‐
dren under age one from 133% federal poverty level to 150% 
federal poverty level 

State Mandate (SB 319) 

12/1/92   Allow a one month ‐ six month option for In & Out spend down 
cases 

State Initiative (to avoid litigation) 

1/1/93   Payment of Medicare Part B premiums for specified low‐income 
Medicare beneficiaries (SLMBs) 

Federal Mandate (OBRA 90) 

8/10/93   Certain trusts established for the benefit of disabled individuals 
are exempt resources for Medicaid eligibility determinations. 

Federal Mandate  (OBRA 93) 

12/1/93   Use SSI earned income disregards for APTD applicants and bene‐
ficiaries. Use SSI definition of disability to determine medical eli‐
gibility for APTD applicants and beneficiaries 

State Mandate (HB‐2‐FN) 

1/1/94   Increase income limits for poverty level groups (pregnant women, 
children born after 9/30/83) to 170% federal poverty level, initial 
processing of MA cases through clinics expanded  

 State Mandate (SB 209) 

7/1/94  Use of shortened application form, presumptive eligibility for 
poverty level pregnant women who apply through prenatal clinics

State Initiative 

7/1/94   Increase income limits for poverty level groups to 185% of the 
federal poverty level. Also expand coverage of children to 
through age 18 

State Mandate (SB 774) 

1/1/95   Increase income limits for specified low‐income Medicare benefi‐
ciaries to 120% federal poverty level 

Federal Mandate (OBRA 90) 

5/1/96   Conversion from "full‐month" Medicaid coverage (if the individual 
is eligible at anytime during the month, the individual is eligible 
for the whole month) to date specific eligibility. 

State Initiative 

2/1/97   Welfare Reform ‐ For TANF‐related MA:  except for PL cases, 
change employment expense disregard from $90/mo to 20% of 
gross income; exclude one vehicle per household; elimination of 
the equity value of life insurance as a resource: and elimination of 
the "3 of the last 6 month" criterion for EMA eligibility any time 
financial assistance closes due to increased earned income.  

State Initiative 

1/1/98   Payment of Medicare Part B premiums for specified low‐income 
Medicare beneficiaries whose income is higher than 120% of the 
Federal poverty level but less than or equal to 135% of the Fed‐
eral poverty level and who are not receiving MA. 

Federal Mandate (Balanced Budget Act of 
1997) 

1/1/98   Increase in the nursing facility income cap to $1,250. The change 
in income limit effected nursing facility eligibility and eligibility for 
all home and community‐based care programs. 

Mandated by the language in the HCBC‐
ECI waiver, which stated that the income 
limit for the HCBC‐ECI was a certain per‐
centage of the State Supplementary In‐
come maximum payment level. 

5/1/98   Increase the income limit for infants under age one who are not 
covered by other health insurance and whose family income is 
higher than 185% of the Federal poverty level but less than or 
equal to 300% of the Federal poverty level.  

State Initiative 

7/1/99   Increase in the substantial gainful activity (SGA) income criterion 
from $500 to $700 per month. The State is required to use SSI 
earned income disregards for APTD applicants and beneficiaries. 

State Mandate (Chp. 225, NH laws of 
1999; and 20 CFR 404.1574(b)(2), (3), and 
(4), and 416.974(b)(2), (3), and (4) 

8/1/99   Increase in the monthly personal needs allowance from $40 to 
$50 for residents of nursing facilities, community residences and 
residential care facilities. 

State Mandate (RSA 167:27‐a)  
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Implementation 
Date 

 
Program Expansion  Reason  

8/1/99   Increase in the NHEP/FAP maximum shelter allowance from $243 
to $268 subsequently changed the NHEP/FAP SON as well as the 
PIL for group sizes 2 or more by $25. 

State Initiative 

4/1/00   Increase in the NHEP/FAP maximum shelter allowance subse‐
quently changed the NHEP/FAP SON by $25. 

State Initiative 

8/1/00 
Allow 50% earned income disregard for TANF cat needy; increase 
cat needy resource limit to $2000  State Initiative 

8/1/00   Extend 12 month EMA to TANF cat needy cases closed due to 
increased income or hours of employment 

State Initiative 

10/1/00   Revised earned income computation for OAA, QMB, SLMB, 
SLMB135, SLMB175, and QWDI to use the SSI methodology. 
Eliminated the employment expense disregard for all adult eligi‐
bility determinations. 

State Initiative 

1/1/01   Formula established to automatically increase the significant 
gainful activity (SGA) level annually. As a result of the formula, the 
SGA level was increased from $700 to $740. 

Federal Mandate (20 CFR 416.974 
(b)(2)(ii)(B) 

1/1/01   Removed language, which made spouses legally liable for their 
spouses and parents legally liable for their children in determining 
Medicaid eligibility. Federal mandates still apply. 

State Mandate (RSA 167:3‐b) 

3/1/01   New coverage group ‐ Women diagnosed with breast or cervical 
cancer (or a pre‐cancerous condition) by the Breast and Cervical 
Cancer Prevention program. 

State Initiative 

2/1/02   New Coverage group ‐ Medicaid for Employed Adults with Dis‐
abilities – MEAD 

State Mandate (RSA 167:6; TWWIIA) 

4/03 ‐ 6/03  State Medicaid matching rates raised by 2.95 % from 4/03 thru 
6/04 as temporary federal fiscal relief for the states due to a eco‐
nomic downturn, to counteract declines in state revenue collec‐
tions at the same time Medicaid program were facing increased 
enrollments. 

Federal Mandate (Jobs and Growth Tax 
Relief Reconciliation Act of 2003) 

2003  Established new Medicare Part D prescription drug program. 
Medicaid drug coverage for dual eligibles, those who qualify for 
both Medicaid and Medicare, transferred to Medicare as of Jan. 
1, 2006. States are required to make monthly “clawback” pay‐
ments to Medicare, reflecting savings in Medicaid drug expendi‐
tures. 

Federal Mandate Medicare Prescription 
Drug, Improvement, and Modernization 
Act of 2003  (MMA) 

2003  Implemented In Home Supports Waiver for children with severe 
developmental disabilities, birth to age 21, living at home with 
their families. 

State mandate – RSA 161‐I:7; 171‐A:3; 18, 
IV 

2004  Implemented Preferred Drug List (PDL) and supplemental rebate 
program for Medicaid prescription drug program. 

State Initiative 

2004  Developed and implemented Medicaid Decision Support System 
(MDSS). 

State Initiative 

3/2005  Implemented Medicaid Health Management Program to provide 
high quality, cost‐effective disease management care for Medi‐
caid participants with chronic illnesses. 

State Initiative 

5/2005  Secretary of HHS appoints advisory Medicaid Commission to rec‐
ommend ways to modernize Medicaid. The Commission is 
charged with preparing a report on cost savings and another re‐
port on longer‐term sustainability recommendations. 

Federal Initiative 

7/2005  Medicaid will provide wraparound coverage for the several 
classes of drugs excluded from Medicare Part D coverage. 

State Initiative (Chp. 294:2, NH Laws of 
2005) 

7/2005  Enactment of care management pilot program to support the 
efficient and effective delivery of primary and specialty care ser‐
vices focused on prevention and each member having a medical 
home. 

State Initiative (Chp. 177:123, NH Laws of 
2005) 
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Implementation 
Date 

 
Program Expansion  Reason  

8/2005  Medicaid Commission releases first report, with recommenda‐
tions to reduce Medicaid spending growth by $11 billion over the 
next five years while working toward longer‐term program 
changes to better serve beneficiaries. 

Federal Initiative 

2005‐2006  Developed and implemented plan for preparation and start‐up of 
Medicare Part D prescription drug program, covering all educa‐
tion, outreach and systems activities to transition all duals eligi‐
bles (had both Medicaid and Medicare) to new program. 

State Initiative ‐ see MMA above 

2/2006  Federal provisions to reduce the rate of federal and state Medi‐
caid spending growth through new flexibility on Medicaid premi‐
ums, cost sharing and benefits, along with tighter controls on 
asset transfers to qualify for long‐term care. 

Federal Initiative & Mandate ‐ Deficit Re‐
duction Act of 2005 (DRA) 

11/2006  Medicaid Commission releases second report, with recommenda‐
tions for long‐term Medicaid reforms. Focused on improving 
health of beneficiaries through a more efficient Medicaid system.

Federal Initiative 

7/2008  Required State Medicaid Agencies to accept and process as appli‐
cations for Medicare Savings Programs (MSP) information re‐
ceived by the Social Security Administration by applicants for the 
low‐income subsidy under Medicare Part D, increased MSP re‐
source limits to match those for LIS, and exempted Medicare cost 
sharing benefits paid under MSPs from Medicaid estate recovery.

Federal Initiative & Mandate ‐ Medicare 
Improvements for Patients and Providers 
Act of 2008 (MIPPA) 

2/2009  Programmatic and budgetary changes to the Children’s Health 
Insurance Program. 

Federal Initiative & Mandate – Children’s 
Health Insurance Program Reauthorization 
Act of 2009 (CHIPRA) 

2/2009  Temporary increases in FMAP rates and DSH allotments along 
with HIT enhancements, including incentives to adopt electronic 
health records (EHRs). 

Federal Initiative – American Recovery and 
Reinvestment Act of 2009 (ARRA) 

3/2010  The “Affordable Care Act” (ACA) is comprehensive federal health 
care reform legislation, impacting private insurance and public 
health programs through changes in structure, costs, delivery, 
quality, program integrity, and revenues/financing. Implementa‐
tion dates vary and stretch over a number of years. Medicaid 
impacts include a major expansion up to 133% FPL, delivery sys‐
tem and payment reform initiatives, and improvements in the 
areas fraud and waste prevention. 
The ACA is a combination of two pieces of federal legislation. 

Federal Initiative & Mandate – Patient 
Protection and Affordable Care Act 
(PPACA) 

Federal Initiative & Mandate – Health Care 
and Education Reconciliation Act of 2010 
(HCERA) 
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Appendix 2:  Recent New Hampshire Laws Relative to Medicaid 

The following recently enacted laws impacted NH Medicaid during SFY 2010. 
 

• Specified criteria for hospitals to meet in order to receive Medicaid reimbursement for outpatient 
services. (Chp. 1:6, NH Laws of 2009) 

 
• Revamped the committee responsible for advising DHHS on the Medicaid pharmacy program, to 

conform to federal law. (Chp. 19, NH Laws of 2009) 
 

• Established a task force to study access to dental care for low-income, uninsured and underinsured 
persons. (Chp. 129, NH Laws of 2009) 

 
• Established a hospice benefit under the Medicaid state plan. (Chp. 166, NH Laws of 2009) 

 
• Required DHHS to expand Medicaid eligibility to eliminate the potential for a gap in coverage as 

children transfer from Healthy Kids Gold to Healthy Kids Silver. (Chp. 317, NH Laws of 2009) 
 

• Enacted package including the following provisions (Chp. 144, NH Laws of 2009): 
o Authorized the Commissioners of Health and Human Services and Revenue Administration 

to extend an information sharing agreement for determining and reviewing eligibility for 
Medicaid and Temporary Assistance to Needy Families (TANF) through June 30, 2011; 

o Extended the cap on the total amount counties were required to pay for persons eligible to 
receive nursing home services at $105 million for each of fiscal years 2011 and 2012; 

o Required DHHS to submit a Medicaid state plan amendment to suspend direct graduate 
medical education payments to hospitals until June 30, 2010;  

o Required DHHS to increase Children’s Health Insurance Program (CHIP) premiums for 
certain recipients;  

o Required DHHS to submit a Medicaid state plan amendment creating a Medicaid provider 
classification for critical access hospitals located in Coos County; 

o Required DHHS to establish a medical home pilot program; 
o Repealed the requirement that DHHS submit a Medicaid waiver to support the extension of 

Medicaid- allowable HIV/AIDS services; 
o Suspended certain laws relative to the funeral expenses to recipients of public assistance and 

other reimbursement for care of an assisted person until June 30, 2011; 
o Limited the ability of DHHS to change program eligibility standards and rates in the bien-

nium ending June 30, 2011; 
o Required DHHS to submit a Medicaid state plan amendment relative to the criteria and pro-

cedures for catastrophic claims payments under Medicaid; 
o Required DHHS to submit Medicaid state plan amendments to implement prior authoriza-

tion of wheelchair van services, non-emergency ambulance services, occupational therapy 
services, and methadone clinic services; 

o Required DHHS to explore and implement the procurement of medical equipment and/or 
medical supplies in a manner that is cost efficient and maintains adequate access under the 
Medicaid state plan; 

o Required DHHS to establish an uncompensated care payment system, submit an amend-
ment to the state Medicaid plan regarding the system, and report to the Oversight Commit-
tee on Health and Human Services by January 1, 2010; 

o Authorized DHHS to identify the state funded cost of administering the Medicaid to 
Schools program and to seek appropriate federal financial participation; 

o Required DHHS to remit reimbursement to Children’s Hospital Boston at a maximum rate 
of 80% of costs for the biennium ending June 30, 2011; and 
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o Authorized DHHS to reduce the minimum required duration of impairment for purposes of 
eligibility for aid to the permanently and totally disabled from 48 months to 12 months, if 
certain conditions are met (including net general fund cost savings). 

 
• Enacted package including the following provisions (Chp. 1, NH Laws of 2010 Special Session): 

o Made further reductions to DHHS appropriations for the biennium ending June 30, 2011; 
o Authorized DHHS to file claims for medical and financial assistance against abandoned 

property held by the NH Treasury; 
o Required DHHS to consolidate social services and medical contracts, without reducing pro-

gram services, in order to reduce General Fund spending; 
o Suspended direct and indirect graduate medical education payments to hospitals until July 1, 

2011; 
o Exempted certain reimbursement rates from publication requirements; 
o Suspended catastrophic aid payments to hospitals until June 30, 2010; 
o Revised the criteria for catastrophic aid payments to hospitals; 
o Revised eligibility criteria for the home and community-based Choices for Independence 

(elderly and chronically ill) waiver program; 
o Required the lapse of appropriations for certain prescription drug expenses and medical 

payments to providers;  
o Suspended the home health rate setting rule through June 30, 2011; and  
o Delayed the expenditure of General Funds for the medical home pilot project until fiscal 

year 2011. 
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Appendix 3:  Summary of Provider Payment Rate Changes in SFY 2010 

There were numerous rate changes in State Fiscal Year 2010 in response to budgetary and legislative action as 
well as routine changes.  Rate changes and/or payment methodology changes occurred in the following areas 
across the NH Medicaid program: 

• Roll-back of SFY 2008 and 2009 rate increases for adult medical daycare, ambulance, wheelchair van 
services, personal care, diagnostic radiology; 

• Set diagnostic labs to 60% of Medicare; 
• Set physician/professional services to 80% of Medicare; 
• Set surgical assistance to 20% of physician rates and disallowed for some codes; 
• Inpatient and outpatient hospitals: 

- Suspension of inpatient outlier payments and indirect medical education; 
- Increased rate for Coos County hospital maternity services; 
- Increased rate for certain rehabilitation hospitals; 
- Shift from cost-based to fee schedule based reimbursement for outpatient hospitals for imaging, 

therapies, and physician services; 
- Allowing use of Urgent Care Center and disallowing use of Clinic revenue codes; 
- Routine changes to MS-DRG weights and outpatient interim rates; 

• Reduced rate for methadone treatment; 
• Increased rate for levonorgestrel-releasing IUD; 
• Implementation of H1N1 vaccine billing; 
• Increased rate for eye glasses; 
• New payment methodology for in home skilled nursing and home health aid services; 
• Routine encounter rate changes for FQHC/RHC; 
• Routine rate changes for Private Non-Medical Institutions (residential care for children); foster care 

services; and home-based therapeutic services for children; 
• Reduced rates for various mental health center services; 
• Increased rate for mental health center therapeutic behavioral service per diem; 
• Reduced various rates for Choices For Independence (CFI) elderly and chronically ill home and 

community based care services and made changes to CFI Adult Family Care program; 
• Limiting nursing facility payments to the lesser of the billed amount or the allowed amount; and 
• Temporary CFI skilled nurse in home health setting rate change. 

 

Please see New Hampshire Medicaid Provider Reimbursement Rate Benchmarks For Key Services, 2010, Appendix D:  
NH Medicaid Rate Change Details for detail on the rate changes, available at 

http://www.dhhs.nh.gov/ombp/documents/medicaidrates2010.pdf. 
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Appendix 4a:  NH Medicaid Expenditures by Service Categories, SFY 2010 Service Dates 

  Note:  Sorted by SFY 2010 Total Cost 

   FY 2008  FY 2009  FY 2010  Percent Change 2008 to 2010 

Category of Service  Patients 

Total 
Cost of 

Coverage 

Cost 
Per 

Patient  Patients 

Total 
Cost of 

Coverage 

Cost 
Per 

Patient  Patients 

Total 
Cost of 

Coverage 

Cost 
Per 

Patient  Patients 

Total 
Cost of 

Coverage 

Cost 
Per 

Patient 

Home and Community Based Care: Developmentally Disabled /
Acquired Brain Disorder / In Home Support Waiver  3,735  $169,396,774  $45,354  3,968  $179,699,021   $45,287  4,230  $189,835,877  $44,878  13.25%  12.07%  ‐1.05% 

Intermediate Care Facility Nursing Home  6,211  $195,401,675  $31,461  6,199  $189,523,897   $30,573  6,180  $188,658,009  $30,527  ‐0.50%  ‐3.45%  ‐2.97% 

Mental Health Center  18,868  $87,686,372  $4,647  20,449  $94,605,787   $4,626  21,714  $95,818,429  $4,413  15.08%  9.27%  ‐5.04% 

Prescription Drugs  88,224  $76,002,311  $861  94,575  $85,048,590   $899  101,322  $92,036,010  $908  14.85%  21.10%  5.50% 

Outpatient Hospital, General  79,046  $76,059,046  $962  87,310  $70,297,301   $805  89,492  $74,487,604  $832  13.22%  ‐2.07%  ‐13.48% 

Inpatient Hospital, General  16,102  $55,145,635  $3,425  16,968  $63,180,266   $3,723  17,739  $60,476,194  $3,409  10.17%  9.67%  ‐0.46% 

Physicians Services  99,311  $45,153,684  $455  110,249  $49,591,372   $450  121,745  $57,808,297  $475  22.59%  28.03%  4.36% 

Home and Community Based Care: Choices for Independence  3,675  $46,031,921  $12,526  3,740  $52,285,151   $13,980  3,637  $55,513,706  $15,264  ‐1.03%  20.60%  21.86% 

Clinic Services  8,473  $36,609,792  $4,321  8,526  $37,758,961   $4,429  9,865  $37,982,723  $3,850  16.43%  3.75%  ‐10.89% 

Dental Service  46,334  $17,996,705  $388  51,931  $20,296,633   $391  58,080  $22,282,794  $384  25.35%  23.82%  ‐1.12% 

Private Non‐Medical Institutional For Children  1,191  $21,159,382  $17,766  1,103  $20,005,787   $18,138  1,019  $16,747,544  $16,435  ‐14.44%  ‐20.85%  ‐7.49% 

Furnished Medical Supplies or Durable Medical Equipment  13,676  $11,794,098  $862  15,281  $13,970,228   $914  16,409  $15,565,670  $949  19.98%  31.98%  10.05% 

Rural Health Clinic  22,075  $11,211,447  $508  24,509  $12,742,094   $520  25,418  $13,770,634  $542  15.14%  22.83%  6.65% 

Day Habilitation Center  2,636  $8,445,452  $3,204  2,956  $9,097,498   $3,078  3,118  $9,951,040  $3,191  18.29%  17.83%  ‐0.39% 

Skilled Nursing Facility Nursing Home  2,774  $8,950,399  $3,227  3,362  $10,490,604   $3,120  3,278  $9,760,388  $2,978  18.17%  9.05%  ‐7.73% 

Private Duty Nursing  137  $7,076,336  $51,652  151  $8,128,111   $53,829  175  $9,386,376  $53,636  27.74%  32.64%  3.84% 

Home Health Services  2,809  $7,131,144  $2,539  3,154  $7,564,443   $2,398  3,578  $8,854,822  $2,475  27.38%  24.17%  ‐2.53% 

Personal Care  168  $5,196,565  $30,932  183  $6,026,997   $32,934  209  $7,213,728  $34,515  24.40%  38.82%  11.58% 

SNF Nursing Home Atypical Care  55  $5,071,266  $92,205  51  $4,832,384   $94,753  69  $6,363,777  $92,229  25.45%  25.49%  0.03% 

Psychology  6,065  $3,444,986  $568  6,376  $3,667,994   $575  7,346  $4,302,928  $586  21.12%  24.90%  3.13% 

Intensive Home And Community Services  234  $2,985,082  $12,757  421  $3,580,431   $8,505  550  $4,247,703  $7,723  135.04%  42.30%  ‐39.46% 

Inpatient Psychiatric Facility Services Under Age 22  315  $3,196,689  $10,148  327  $3,895,915   $11,914  357  $4,094,196  $11,468  13.33%  28.08%  13.01% 

Medical Services Clinic  1,881  $2,826,452  $1,503  1,843  $3,325,670   $1,804  2,012  $3,711,675  $1,845  6.96%  31.32%  22.74% 

Placement Services  213  $4,885,066  $22,935  223  $5,121,297   $22,965  199  $3,630,279  $18,243  ‐6.57%  ‐25.69%  ‐20.46% 

Wheelchair Van  2,493  $3,005,047  $1,205  2,826  $3,170,243   $1,122  3,084  $3,426,616  $1,111  23.71%  14.03%  ‐7.79% 

ICF Nursing Home Atypical Care  77  $2,932,777  $38,088  70  $2,964,634   $42,352  72  $3,362,064  $46,695  ‐6.49%  14.64%  22.60% 

ICF Services For The Developmentally Disabled  38  $3,058,029  $80,474  42  $3,028,496   $72,107  49  $3,119,373  $63,661  28.95%  2.01%  ‐20.89% 

Ambulance Service  8,041  $1,690,686  $210  9,570  $2,062,668   $216  10,804  $2,538,123  $235  34.36%  50.12%  11.87% 
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   FY 2008  FY 2009  FY 2010  Percent Change 2008 to 2010 

Category of Service  Patients 

Total 
Cost of 

Coverage 

Cost 
Per 

Patient  Patients 

Total 
Cost of 

Coverage 

Cost 
Per 

Patient  Patients 

Total 
Cost of 

Coverage 

Cost 
Per 

Patient  Patients 

Total 
Cost of 

Coverage 

Cost 
Per 

Patient 

Optometric Services Eyeglasses  16,610  $1,320,050  $79  19,386  $1,679,708   $87  21,033  $1,970,970  $94  26.63%  49.31%  18.62% 

Home Based Therapy  556  $2,059,841  $3,705  501  $1,719,866   $3,433  465  $1,673,470  $3,599  ‐16.37%  ‐18.76%  ‐2.86% 

Physical Therapy  1,665  $1,008,877  $606  1,944  $1,216,670   $626  2,230  $1,493,245  $670  33.93%  48.01%  10.50% 

Child Health Support Service  433  $1,571,028  $3,628  400  $1,417,132   $3,543  347  $1,336,716  $3,852  ‐19.86%  ‐14.91%  6.18% 

Laboratory (Pathology)  17,072  $1,476,689  $86  17,646  $1,596,345   $90  16,317  $1,334,761  $82  ‐4.42%  ‐9.61%  ‐4.88% 

Adult Medical Day Care  194  $933,542  $4,812  207  $960,198   $4,639  245  $867,494  $3,541  26.29%  ‐7.07%  ‐26.42% 

X‐Ray Services  3,171  $379,016  $120  4,896  $493,628   $101  5,150  $555,631  $108  62.41%  46.60%  ‐10.09% 

Occupational Therapy  482  $281,828  $585  452  $419,940   $929  543  $548,857  $1,011  12.66%  94.75%  72.78% 

Family Planning Services  1,818  $581,489  $320  1,762  $557,982   $317  2,264  $350,575  $155  24.53%  ‐39.71%  ‐51.61% 

Advanced Registered Nurse Practitioner  2,460  $486,682  $198  2,012  $385,769   $192  2,018  $332,992  $165  ‐17.97%  ‐31.58%  ‐16.66% 

I/P Hospital Swing Beds, SNF  79  $424,645  $5,375  85  $234,414   $2,758  108  $284,273  $2,632  36.71%  ‐33.06%  ‐51.03% 

Crisis Intervention  13  $225,476  $17,344  12  $323,082   $26,924  10  $272,625  $27,263  ‐23.08%  20.91%  57.19% 

Speech Therapy  229  $102,805  $449  308  $157,697   $512  431  $265,803  $617  88.21%  158.55%  37.35% 

Podiatrist Services  3,289  $196,677  $60  3,393  $205,199   $60  3,402  $242,910  $71  3.44%  23.51%  19.00% 

Certified Midwife (Non‐Nurse)  93  $87,414  $940  107  $96,957   $906  124  $102,408  $826  33.33%  17.15%  ‐12.14% 

I/P Hospital Swing Beds, ICF  12  $43,663  $3,639  16  $104,984   $6,561  14  $49,790  $3,556  16.67%  14.03%  ‐2.27% 

Chiropractic  1,073  $66,249  $62  1,103  $69,716   $63  749  $39,258  $52  ‐30.20%  ‐40.74%  ‐15.46% 

Audiology Services  586  $32,594  $56  618  $29,593   $48  707  $33,196  $47  20.65%  1.85%  ‐16.15% 

Inpatient Hospital, Mental           1  $1,068   $1,068  1  $5,100  $5,100          

Outpatient Hospital, Mental  28  $3,442  $123  27  $1,516   $56  31  $1,859  $60  10.71%  ‐45.98%  ‐51.24% 

Disability Determination Service                    11  $417  $38          

Other           2  $247   $124  1  $0  $0          

Total*  127,577  $930,826,825  $7,296  136,791  $977,634,356   $7,147  145,880  $1,016,708,930  $6,969  14.35%  9.23%  ‐4.48% 

*Difference from $1.42 Billion for SFY 2010 due to provider spending for services with dates of services (7/1/2009-6/30/2010); does not reflect administrative, cost settlements, rebates or other off-claim payments 
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Appendix 4b:  NH Medicaid Trends in per Member Service Use and Unit Costs, SFY 2010 Service Dates 

  2008 2010 
Percent Change 

2008-2010 

Category of Service Groups 

 Number of 
Members 

Using 
Service  

 Number 
of 

Services  Payments 

Claims 
Per 

Patient 
Cost Per 

Claim 

 Number of 
Members 

Using 
Service  

 Number 
of 

Services  Payments 

Claims 
Per 

Patient 
Cost Per 

Claim 

Claims 
Per 

Patient  

Cost 
Per 

Claim  
Total 127,577 6,571,280 $930,826,825 51.5 $141.65 145,880 7,553,088 $1,016,708,930 51.8 $134.61 0.52% -4.97% 
Hospital-Inpatient 16,379 21,218 $58,342,323 1.3 $2,749.66 18,043 23,296 $64,575,490 1.3 $2,771.96 -0.33% 0.81% 
Hospital-Outpatient 79,048 422,973 $76,062,488 5.4 $179.83 89,494 451,829 $74,489,463 5.0 $164.86 -5.65% -8.32% 
Physician & Related 99,555 838,707 $45,727,780 8.4 $54.52 121,902 1,127,076 $58,243,697 9.2 $51.68 9.75% -5.22% 
Other Professional Services 48,415 1,067,024 $54,773,916 22.0 $51.33 53,524 1,224,161 $60,329,268 22.9 $49.28 3.78% -4.00% 
Prescription Drugs 88,224 1,282,646 $76,002,311 14.5 $59.25 101,322 1,458,932 $92,036,010 14.4 $63.08 -0.96% 6.46% 
Behavioral Health Services 23,587 669,527 $91,356,834 28.4 $136.45 27,422 776,638 $100,393,982 28.3 $129.27 -0.22% -5.26% 
Transportation 9,427 61,006 $4,695,733 6.5 $76.97 12,347 70,848 $5,964,740 5.7 $84.19 -11.33% 9.38% 
Dental Service 46,334 122,048 $17,996,705 2.6 $147.46 58,080 151,080 $22,282,794 2.6 $147.49 -1.25% 0.02% 
Home & Community Based Care 12,453 1,839,638 $249,256,657 147.7 $135.49 14,096 1,978,006 $287,544,215 140.3 $145.37 -5.01% 7.29% 
Nursing Facility 6,967 92,627 $212,824,425 13.3 $2,297.65 7,062 99,918 $208,478,303 14.1 $2,086.49 6.42% -9.19% 
Vision & Other Durable Medical Equipment 27,660 122,921 $13,114,148 4.4 $106.69 34,263 152,936 $17,536,640 4.5 $114.67 0.44% 7.48% 
Private Non-Medical Institutional For Children 1,191 13,357 $21,159,382 11.2 $1,584.14 1,019 22,705 $16,747,544 22.3 $737.61 98.68% -53.44% 
Nursing Facility Services for Children with Severe Disabilities 38 323 $3,058,029 8.5 $9,467.58 49 315 $3,119,373 6.4 $9,902.77 -24.37% 4.60% 

Other 621 18,018 $6,456,088 29.0 $358.31 539 16,983 $4,967,411 31.5 $292.49 8.60% -18.37% 
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Appendix 4c:  NH Medicaid Expenditures by Service Categories, SFY 2010 Paid Dates 

Category of Service 
Total Cost of 

Coverage 
Intermediate Care Facility Nursing Home  $190,691,566

Home and Community Based Care: Developmentally Disabled /
Acquired Brain Disorder / In Home Support Waiver  $180,538,151 
Mental Health Center  $95,439,185

Prescription Drugs  $84,077,354

Outpatient Hospital, General  $69,137,172

Inpatient Hospital, General  $64,410,849

Home and Community Based Care: Choices for Independence $51,552,374

Physicians Services  $49,777,896

Clinic Services  $40,324,890

Private Non‐Medical Institutional for Children  $20,444,404

Dental Service  $20,238,867

Furnished Medical Supplies or Durable Medical Equipment $14,195,896

Rural Health Clinic  $12,812,303

Skilled Nursing Facility Nursing Home  $11,708,246

Day Habilitation Center  $9,113,302

Private Duty Nursing  $7,661,854

Home Health Services  $7,332,617

Personal Care  $6,121,694

SNF Nursing Home Atypical Care  $5,438,185

Placement Services  $5,288,016

Inpatient Psychiatric Facility Services Under Age 22  $4,256,032

Psychology  $3,693,913

Intensive Home and Community Services  $3,566,174

Medical Services Clinic  $3,561,675

Wheelchair Van  $3,206,252

ICF Services for the developmentally disabled  $3,059,195

ICF Nursing Home Atypical Care  $3,009,545

Ambulance Service  $1,979,520

Home Based Therapy  $1,782,855

Optometric Services Eyeglasses  $1,649,889

Laboratory (Pathology)  $1,581,764

Child Health Support Service  $1,418,461

Physical Therapy  $1,228,269

Adult Medical Day Care  $968,674

Family Planning Services  $581,851

X‐Ray Services  $561,962

Occupational Therapy  $409,496

I/P Hospital Swing Beds, SNF  $376,026

Advanced Registered Nurse Practitioners  $375,178

Crisis Intervention  $297,304

Podiatrist Services  $208,910

Speech Therapy  $145,771

I/P Hospital Swing Beds, ICF  $132,988

Certified Midwife (Non‐Nurse)  $85,966

Chiropractic  $70,361

Audiology Services  $29,948

Outpatient Hospital, Mental  $1,607

Other  $247

Subtotal ‐ Provider Payments  $984,544,786 
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Category of Service 
Total Cost of 

Coverage 
Nursing Facility Supplemental  $68,678,682

Provider System Payout Non‐Claim Specific  $13,859,897

Insurance Premium Carrier System Payout  $557,761

Provider Refund Claim Specific  ‐$67,914
Provider Recoupment Non‐Claim Specific  ‐$742,289
Third Party Liability Carrier Refund Non‐Claim Specific ‐$1,031,379
Recipient Refund Non‐Claim Specific  ‐$1,937,367
Provider Refund Non‐Claim Specific  ‐$13,314,169
Subtotal ‐ Non Claim Payments, Recoupments, Refunds  $66,003,221 
Total*  $1,050,548,007 

 
* Total NH Medicaid expenditures totaled $1.42 billion in SFY 2010. The figures in this table cover payments to providers and cost settlements, 
rebates, and other types of non‐claim payments, based on payment dates from July 1, 2009 through June 30, 2010. The figures in this table do 
not include expenditures for administration, disproportionate share hospital, and other payments that take place outside the Medicaid Man‐
agement Information System. 
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Appendix 5:  NH Medicaid Per Member Per Month Expenditures by Service Categories for Eligibility 
Groups, SFY 2010 

Category of Service 
Groups 

Total  
Medicaid 

Enrollment 

Low‐
income 
Adult 

Low‐
income 
Child 

Severely 
Disabled 

Child 

Adults 
w/Mental 

Illness 
Disabilities  

Adults 
w/Physical 
Disabilities  Elderly 

HBCB  $180.88  $6.16  $20.58  $614.58  $823.76  $995.08  $413.61 

Nursing Facility  $131.14  $1.04  $0.73  $4.14  $78.46  $188.96  $1,623.76 

Behavioral Health Services  $63.15  $23.81  $34.08  $179.45  $366.42  $64.75  $43.82 

Prescription Drugs  $57.90  $79.61  $30.47  $166.09  $146.73  $221.43  $27.49 

Hospital‐Outpatient  $46.86  $102.03  $23.00  $53.97  $72.80  $156.04  $40.35 

Hospital‐Inpatient  $40.62  $67.34  $23.95  $78.31  $54.07  $146.51  $42.29 

Other Professional  $37.95  $44.21  $29.28  $724.23  $30.80  $55.43  $5.08 

Physician & Related  $36.64  $83.85  $24.93  $21.36  $40.58  $91.26  $20.80 

Dental Service  $14.02  $5.87  $20.92  $9.18  $5.16  $4.43  $0.62 

Vision & DME  $11.03  $5.68  $5.55  $113.48  $12.60  $56.06  $13.25 

PNMI For Children  $10.54  $0.00  $16.97  $4.79  $5.27  $0.06  $0.00 

Transportation  $3.75  $2.01  $0.71  $2.30  $5.21  $20.93  $17.75 

Other  $3.12  $0.01  $4.83  $0.41  $2.73  $0.59  $0.00 

Nursing Facility Services for 
Children with Severe 
Disabilities  $1.96  $0.00  $2.78  $14.01  $0.22  $2.12  $0.00 

Total  $639.56  $421.60  $238.77  $1,986.30  $1,644.81  $2,003.66  $2,248.81 
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Appendix 6a:  Comparison of NH Medicaid Members Cost and Service Use by Members Using Home and Community Based Care Services 
(HCBC), Nursing Facilities, and all Others, SFY 2010 

  
Members Receiving Home & Community Based Care 

Services 
Members Using Nursing Facilities and No Home & 

Community Based Care Services 
Member Not Receiving Home and Community Based 

Care Services or Nursing Facility 

Service 
Categories 

Total Claims 
Payment 

Service 
Users 

Service 
Users as 
a % of 

Members  PMPM 
Total Claims 

Payment 
Service 
Users 

Service 
Users as 
a % of 

Members  PMPM 
Total Claims 

Payment 
Service 
users 

Service 
Users as 
a % of 

Members  PMPM 

Hospital‐Inpatient  $25,091,068            3,922  27.8%  $161.94  $2,625,411             1,036  16.8%  $43.51  $36,859,011           13,085  10.4%  $29.29 

Hospital‐
Outpatient  $14,941,157         10,270  72.9%  $96.43  $1,476,029             2,345  38.1%  $24.46  $58,072,277           76,879  61.2%  $46.15 

Physician & 
Related  $10,592,838         12,385  87.9%  $68.37  $1,093,488             3,815  61.9%  $18.12  $46,557,371        105,702  84.1%  $37.00 

Other 
Professional 
Services  $22,189,255            6,959  49.4%  $143.21  $270,148             2,515  40.8%  $4.48  $37,869,866           44,050  35.1%  $30.10 

Prescription 
Drugs  $19,867,961         10,577  75.0%  $128.23  $1,682,651             4,966  80.6%  $27.88  $70,485,397           85,779  68.3%  $56.02 

Behavioral Health 
Services  $13,958,972            3,313  23.5%  $90.09  $586,502                  491  8.0%  $9.72  $85,848,508           23,618  18.8%  $68.23 

Transportation  $3,265,135            3,427  24.3%  $21.07  $1,140,434             2,505  40.7%  $18.90  $1,559,170              6,415  5.1%  $1.24 

Dental Service  $1,057,805            3,322  23.6%  $6.83  $19,648                     35  0.6%  $0.33  $21,205,341           54,723  43.6%  $16.85 

Home & 
Community Based 
Care  $287,544,215         14,096  100.0%  $1,855.88  $0                       ‐    0.0%  $0.00  $0                        ‐    0.0%  $0.00 

Nursing Facility  $12,356,179                 903  6.4%  $79.75  $196,122,124             6,159  100.0%  $3,250.07  $0                        ‐    0.0%  $0.00 

Vision & Other 
Durable Medical 
Equipment  $9,611,791            6,800  48.2%  $62.04  $496,792             1,369  22.2%  $8.23  $7,428,058           26,094  20.8%  $5.90 

Private Non‐
Medical 
Institutions For 
Children  $5,865,287                 397  2.8%  $37.86  $0                       ‐    0.0%  $0.00  $10,882,257                  622  0.5%  $8.65 

Nursing Facility 
Services for 
Children with 
Severe Disabilities  $1,299,993                    35  0.2%  $8.39  $0                       ‐    0.0%  $0.00  $1,819,379                     14  0.0%  $1.45 

Other  $1,712,688                 223  1.6%  $11.05  $0                       ‐    0.0%  $0.00  $3,254,723                  316  0.3%  $2.59 

Total  $429,354,345         14,096    $2,771  $205,513,228             6,159    $3,405  $381,841,358        125,625    $303 
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Appendix 6b:  Comparison of NH Medicaid Members Cost and Service Use by Dual Eligible Status, SFY 2010 

   Dual Eligible  Medicaid Only 

Service Categories 
Total Claims 
Payment  Service Users  PMPM 

Total Claims 
Payment  Service Users  PMPM 

Hospital‐Inpatient  $7,105,029                4,654   $26.59  $57,470,461             13,441   $43.45 

Hospital‐Outpatient  $12,398,819              17,444   $46.41  $62,090,645             72,613   $46.95 

Physician & Related  $5,348,798              20,715   $20.02  $52,894,899           101,888   $39.99 

Other Professional Services  $1,946,485                9,217   $7.29  $58,382,783             44,528   $44.14 

Prescription Drugs  $2,452,859              12,710   $9.18  $89,583,150             89,310   $67.74 

Behavioral Health Services  $39,657,735                7,198   $148.44  $60,736,248             20,599   $45.92 

Transportation  $3,363,244                6,561   $12.59  $2,601,495               5,839   $1.97 

Dental Service  $563,890                1,516   $2.11  $21,718,903             56,586   $16.42 

Home & Community Based Care  $175,293,006                5,543   $656.13  $112,251,209                8,688   $84.88 

Nursing Facility  $192,880,210                6,604   $721.95  $15,598,093                   546   $11.79 

Vision & DME  $4,018,671                9,925   $15.04  $13,517,969             24,451   $10.22 

PNMI For Children  $154,272                        6   $0.58  $16,593,273                1,016   $12.55 

Nursing Facility Services for Chil‐
dren with Severe Disabilities  $0                       ‐     $0.00  $3,119,373                     49   $2.36 

Other  $88,424                        5   $0.33  $4,878,987                   537   $3.69 

Total  $445,271,442             25,565   $1,666.66  $571,437,488          121,433   $432.08 
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Appendix 7:  New Hampshire Medicaid Enrollment and Total Expenditures by New Hampshire Cities 
and Towns – SFY 2010 Service Dates 

City/Town  Members Months 
Average 

Enrollment  Expenditures 
Per Member Per 
Month Payment 

ACWORTH                   834                    70   $434,730  $521 
ALBANY                   624                    52   $282,799  $453 
ALEXANDRIA                1,549                  129   $517,926  $334 
ALLENSTOWN                7,332                  611   $3,174,882  $433 
ALSTEAD                2,082                  174   $795,062  $382 
ALTON                5,607                  467   $2,338,236  $417 
AMHERST                3,968                  331   $2,835,475  $715 
ANDOVER                2,126                  177   $1,259,041  $592 
ANTRIM                3,587                  299   $1,563,709  $436 
ASHLAND                3,671                  306   $1,817,081  $495 
ATKINSON                2,765                  230   $7,946,094  $2,874 
AUBURN                2,918                  243   $1,700,336  $583 
BARNSTEAD                5,446                  454   $2,162,384  $397 
BARRINGTON                7,432                  619   $3,371,892  $454 
BARTLETT                2,485                  207   $832,673  $335 
BATH                1,590                  133   $564,322  $355 
BEDFORD                7,476                  623   $9,301,500  $1,244 
BELMONT              11,174                  931   $5,246,981  $470 
BENNINGTON                2,067                  172   $1,094,937  $530 
BENTON*                   106                      9      
BERLIN              24,310               2,026   $18,735,139  $771 
BETHLEHEM                3,593                  299   $1,969,104  $548 
BOSCAWEN                6,721                  560   $9,937,853  $1,479 
BOW                3,076                  256   $2,812,814  $914 
BRADFORD                1,843                  154   $921,629  $500 
BRENTWOOD                2,784                  232   $4,992,255  $1,793 
BRIDGEWATER                   397                    33   $58,719  $148 
BRISTOL                5,953                  496   $2,306,708  $387 
BROOKFIELD                   379                    32   $104,849  $277 
BROOKLINE                2,163                  180   $1,247,510  $577 
CAMBRIDGE*                     20                      2      
CAMPTON                5,252                  438   $2,031,831  $387 
CANAAN                3,356                  280   $1,200,832  $358 
CANDIA                2,748                  229   $1,278,830  $465 
CANTERBURY                1,527                  127   $579,343  $379 
CARROLL                1,247                  104   $1,124,060  $901 
CENTER HARBOR                1,624                  135   $771,928  $475 
CHARLESTOWN                8,655                  721   $3,865,256  $447 
CHATHAM                   331                    28   $43,981  $133 
CHESTER                2,735                  228   $1,392,827  $509 
CHESTERFIELD                2,080                  173   $1,047,669  $504 
CHICHESTER                1,707                  142   $882,545  $517 
CLAREMONT              30,331               2,528   $20,899,285  $689 
CLARKSVILLE                   409                    34   $82,447  $202 
COLEBROOK                5,591                  466   $3,686,294  $659 
COLUMBIA                   634                    53   $415,848  $656 
CONCORD              70,410               5,868   $80,542,652  $1,144 
CONWAY              20,683               1,724   $14,397,052  $696 
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City/Town  Members Months 
Average 

Enrollment  Expenditures 
Per Member Per 
Month Payment 

CORNISH                1,117                    93   $362,366  $324 
CROYDON                   601                    50   $530,966  $883 
DALTON                1,596                  133   $778,345  $488 
DANBURY                1,947                  162   $605,243  $311 
DANVILLE                3,262                  272   $1,292,704  $396 
DEERFIELD                3,222                  269   $1,609,889  $500 
DEERING                1,594                  133   $723,564  $454 
DERRY              33,870               2,823   $18,735,670  $553 
DORCHESTER                   426                    36   $110,279  $259 
DOVER              34,556               2,880   $22,608,080  $654 
DUBLIN                1,132                    94   $386,555  $341 
DUMMER                   366                    31   $338,047  $924 
DUNBARTON                1,710                  143   $1,012,426  $592 
DURHAM                1,627                  136   $1,087,321  $668 
EAST KINGSTON                1,260                  105   $459,554  $365 
EASTON*                     75                      6      
EATON                   317                    26   $116,077  $366 
EFFINGHAM                2,349                  196   $1,037,342  $442 
ELLSWORTH*                     56                      5      
ENFIELD                4,604                  384   $2,752,185  $598 
EPPING                6,311                  526   $2,898,994  $459 
EPSOM                6,043                  504   $3,047,535  $504 
ERROL                   307                    26   $133,035  $433 
EXETER              12,298               1,025   $6,923,055  $563 
FARMINGTON              13,433               1,119   $5,023,016  $374 
FITZWILLIAM                2,554                  213   $949,972  $372 
FRANCESTOWN                1,050                    88   $551,389  $525 
FRANCONIA                1,009                    84   $974,160  $965 
FRANKLIN              21,205               1,767   $10,035,526  $473 
FREEDOM                1,501                  125   $675,168  $450 
FREMONT                3,098                  258   $1,804,319  $582 
GILFORD                6,552                  546   $2,816,264  $430 
GILMANTON                3,922                  327   $1,632,536  $416 
GILSUM                   781                    65   $297,364  $381 
GOFFSTOWN                9,950                  829   $8,419,557  $846 
GORHAM                4,396                  366   $2,861,824  $651 
GOSHEN                1,313                  109   $833,408  $635 
GRAFTON                1,965                  164   $774,292  $394 
GRANTHAM                1,064                    89   $586,255  $551 
GREENFIELD                1,817                  151   $2,362,901  $1,300 
GREENLAND                1,906                  159   $979,484  $514 
GREENVILLE                3,203                  267   $874,721  $273 
GROTON                   282                    24   $144,158  $511 
HAMPSTEAD                4,496                  375   $3,463,957  $770 
HAMPTON              11,245                  937   $6,581,760  $585 
HAMPTON FALLS                1,014                    85   $519,498  $512 
HANCOCK                1,227                  102   $662,222  $540 
HANOVER                1,740                  145   $1,622,096  $932 
HARRISVILLE                   592                    49   $375,952  $635 
HAVERHILL                8,843                  737   $6,290,850  $711 
HEBRON                   964                    80   $265,099  $275 
HENNIKER                4,125                  344   $1,741,780  $422 
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HILL                1,908                  159   $539,834  $283 
HILLSBOROUGH              10,434                  870   $5,055,338  $485 
HINSDALE                6,869                  572   $2,137,675  $311 
HOLDERNESS                1,947                  162   $731,087  $375 
HOLLIS                2,586                  216   $1,408,625  $545 
HOOKSETT              10,126                  844   $5,191,902  $513 
HOPKINTON                3,541                  295   $2,810,413  $794 
HUDSON              18,210               1,518   $8,499,721  $467 
JACKSON                   394                    33   $160,562  $408 
JAFFREY                8,229                  686   $4,064,538  $494 
JEFFERSON                1,548                  129   $626,394  $405 
KEENE              29,276               2,440   $30,471,840  $1,041 
KENSINGTON                   907                    76   $579,259  $639 
KINGSTON                4,645                  387   $2,600,651  $560 
LACONIA              42,109               3,509   $27,399,782  $651 
LANCASTER                8,766                  731   $5,478,029  $625 
LANDAFF                   443                    37   $301,209  $680 
LANGDON                   637                    53   $223,148  $350 
LEBANON              14,575               1,215   $9,762,648  $670 
LEE                2,879                  240   $1,466,549  $509 
LEMPSTER                1,816                  151   $814,290  $448 
LINCOLN                2,630                  219   $973,496  $370 
LISBON                3,721                  310   $1,618,042  $435 
LITCHFIELD                5,012                  418   $3,123,145  $623 
LITTLETON              14,731               1,228   $9,131,099  $620 
LONDONDERRY              15,090               1,258   $7,552,951  $501 
LOUDON                5,873                  489   $3,210,369  $547 
LYMAN                   670                    56   $211,440  $316 
LYME                   480                    40   $496,212  $1,034 
LYNDEBOROUGH                1,179                    98   $547,042  $464 
MADBURY                1,054                    88   $414,319  $393 
MADISON                2,913                  243   $1,125,029  $386 
MANCHESTER            243,476             20,290   $127,281,646  $523 
MARLBOROUGH                3,185                  265   $1,245,445  $391 
MARLOW                   765                    64   $437,904  $572 
MASON                   415                    35   $64,789  $156 
MEREDITH                8,843                  737   $4,351,456  $492 
MERRIMACK              15,266               1,272   $8,647,087  $566 
MIDDLETON                2,743                  229   $634,264  $231 
MILAN                1,741                  145   $857,984  $493 
MILFORD              16,365               1,364   $7,747,913  $473 
MILTON                6,952                  579   $2,807,668  $404 
MONROE                   928                    77   $343,158  $370 
MONT VERNON                1,271                  106   $984,798  $775 
MOULTONBOROUGH                3,619                  302   $1,182,349  $327 
NASHUA            131,543             10,962   $74,255,077  $564 
NELSON                1,089                    91   $280,507  $258 
NEW BOSTON                3,847                  321   $3,141,213  $817 
NEW CASTLE*                     79                      7      
NEW DURHAM                3,254                  271   $1,282,688  $394 
NEW HAMPTON                3,022                  252   $1,380,722  $457 
NEW IPSWICH                7,017                  585   $1,856,481  $265 
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NEW LONDON                1,976                  165   $1,363,792  $690 
NEWBURY                2,050                  171   $1,082,280  $528 
NEWFIELDS                   645                    54   $552,595  $857 
NEWINGTON                   504                    42   $278,725  $553 
NEWMARKET                8,816                  735   $3,883,767  $441 
NEWPORT              16,130               1,344   $9,914,053  $615 
NEWTON                3,350                  279   $1,333,139  $398 
NORTH HAMPTON                2,728                  227   $1,652,834  $606 
NORTHFIELD                7,112                  593   $2,797,215  $393 
NORTHUMBERLAND                4,804                  400   $2,719,136  $566 
NORTHWOOD                4,761                  397   $2,441,611  $513 
NOTTINGHAM                3,508                  292   $1,603,359  $457 
ORANGE                   120                    10   $77,361  $645 
ORFORD                2,208                  184   $3,137,549  $1,421 
OSSIPEE              11,165                  930   $5,167,854  $463 
PELHAM                6,208                  517   $2,653,053  $427 
PEMBROKE                8,634                  720   $4,253,924  $493 
PETERBOROUGH                8,011                  668   $4,665,233  $582 
PIERMONT                   925                    77   $466,820  $505 
PITTSBURG                1,216                  101   $652,054  $536 
PITTSFIELD                9,819                  818   $4,169,535  $425 
PLAINFIELD                1,162                    97   $585,225  $504 
PLAISTOW                5,491                  458   $2,598,202  $473 
PLYMOUTH                8,571                  714   $4,136,909  $483 
PORTSMOUTH              24,587               2,049   $25,165,239  $1,024 
RANDOLPH                   202                    17   $198,967  $985 
RAYMOND              13,769               1,147   $6,221,821  $452 
RICHMOND                1,962                  164   $1,192,278  $608 
RINDGE                5,981                  498   $1,694,102  $283 
ROCHESTER              66,205               5,517   $31,530,576  $476 
ROLLINSFORD                3,021                  252   $1,158,548  $383 
ROXBURY                   201                    17   $105,813  $526 
RUMNEY                3,695                  308   $1,976,696  $535 
RYE                2,568                  214   $1,953,802  $761 
SALEM              21,224               1,769   $12,360,314  $582 
SALISBURY                1,945                  162   $592,942  $305 
SANBORNTON                3,276                  273   $1,330,274  $406 
SANDOWN                4,699                  392   $2,307,197  $491 
SANDWICH                1,132                    94   $389,312  $344 
SEABROOK              15,626               1,302   $6,440,905  $412 
SHARON                   352                    29   $91,029  $259 
SHELBURNE                   294                    25   $138,723  $472 
SOMERSWORTH              28,902               2,409   $11,609,992  $402 
SOUTH HAMPTON                   315                    26   $246,747  $783 
SPRINGFIELD                1,558                  130   $716,169  $460 
STARK                1,033                    86   $557,278  $539 
STEWARTSTOWN                3,191                  266   $4,057,994  $1,272 
STODDARD                1,215                  101   $449,394  $370 
STRAFFORD                3,585                  299   $1,819,061  $507 
STRATFORD                3,561                  297   $1,804,398  $507 
STRATHAM                3,248                  271   $1,729,517  $532 
SUGAR HILL                   307                    26   $187,837  $612 
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SULLIVAN                   899                    75   $203,971  $227 
SUNAPEE                3,159                  263   $1,692,114  $536 
SURRY                   571                    48   $504,266  $883 
SUTTON                   826                    69   $182,824  $221 
SWANZEY              11,882                  990   $4,933,251  $415 
TAMWORTH                4,370                  364   $1,551,172  $355 
TEMPLE                1,279                  107   $705,815  $552 
THORNTON                2,234                  186   $966,727  $433 
TILTON                8,933                  744   $5,816,517  $651 
TROY                5,203                  434   $2,006,644  $386 
TUFTONBORO                2,451                  204   $855,277  $349 
UNITY                1,240                  103   $2,296,707  $1,852 
WAKEFIELD                9,548                  796   $3,409,619  $357 
WALPOLE                4,200                  350   $1,883,360  $448 
WARNER                4,344                  362   $1,653,971  $381 
WARREN                2,667                  222   $8,228,284  $3,085 
WASHINGTON                1,689                  141   $483,346  $286 
WATERVILLE VALLEY                   158                    13   $93,125  $589 
WEARE                9,406                  784   $4,408,921  $469 
WEBSTER                1,730                  144   $591,936  $342 
WENTWORTH                1,477                  123   $652,918  $442 
WENTWORTH'S LOCATION*                     12                      1      
WESTMORELAND                1,557                  130   $1,375,946  $884 
WHITEFIELD                7,620                  635   $14,348,335  $1,883 
WILMOT                   859                    72   $494,962  $576 
WILTON                4,945                  412   $2,296,230  $464 
WINCHESTER              12,541               1,045   $5,927,329  $473 
WINDHAM                5,409                  451   $4,140,946  $766 
WINDSOR                   479                    40   $316,571  $661 
WOLFEBORO                8,538                  712   $4,956,400  $581 
WOODSTOCK                2,208                  184   $784,562  $355 
Out of State or Unknown  23,651     1,971  $24,915,263   $1,947 
 
* Expenditures and per member per month not shown when fewer than 10 average members for reasons of statistical reliability and confiden‐
tiality 
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Glossary 
Beneficiary – See member. 
 
Categorically Needy – A phrase describing certain 
groups of Medicaid beneficiaries who qualify for the 
basic mandatory package of Medicaid benefits. There 
are “categorically needy” groups that states are required 
to cover, such as pregnant women and infants with 
incomes at or below 122 percent of the Federal Poverty 
Level (FPL). There are also “categorically needy” 
groups that states may at their option cover, such as 
pregnant women and infants with incomes above 133 
percent and up to 185 percent of the FPL. Unlike the 
“medically needy,” a “categorically needy” individual 
may not “spend down” in order to qualify for Medi-
caid. See Medically Needy, Spend-down. 
 
Centers for Medicare and Medicaid Services 
(CMS) – The agency in the federal Department of 
Health and Human Services with responsibility for 
administering the Medicaid, Medicare and State Chil-
dren’s Health Insurance programs at the federal level.  
 
Co-payment – A fixed dollar amount paid by a Medi-
caid enrollee at the time of receiving a covered service 
from a participating provider. Co-payments, like other 
forms of enrollee cost-sharing (e.g.; deductibles, coin-
surance), may be imposed by state Medicaid programs 
only upon certain groups of enrollees, only with respect 
to certain services, and only in nominal amounts as 
specified in federal regulation. 
 
Disproportionate Share Hospital Payments (DSH) 
– Payments made by a state’s Medicaid program to 
hospitals that the state designates as serving a “dispro-
portionate share” of low-income or uninsured patients. 
These payments are in addition to the regular payments 
such hospitals receive for providing inpatient care to 
Medicaid enrollees. The amount of federal matching 
funds that a state can use to make payments to DSH 
hospitals in any given year is capped at an amount 
specified in the federal Medicaid statute. 
 
Dual Eligibles – A term used to describe an individual 
who is eligible for both Medicare and for Medicaid 
coverage. Some Medicare beneficiaries are eligible for 
Medicaid payments for some or all of their Medicare 
premiums, deductibles and co-insurance requirements, 
but not for Medicaid nursing home benefits. As of 
January 1, 2006 prescription drug coverage for all duals 
is provided through Medicare Part D instead of 
through Medicaid. 

 
Early and Periodic Screening, Diagnostic, and 
Treatment (EPSDT) Services – One of the services 
that all states are required to include in their basic bene-
fits package for all Medicaid-eligible children under age 
21. Services include periodic screenings to identify 
physical and mental conditions as well as vision, hear-
ing, and dental problems. They also include diagnostic 
and treatment services to correct conditions identified 
during a screening, without regard to whether the state 
Medicaid plan covers those services with respect to 
adult beneficiaries. 
 
Federal Financial Participation (FFP) – The term 
for federal Medicaid matching funds paid to states for 
allowable expenditures for Medicaid services or admin-
istrative costs. See FMAP, below, for Medical services.  
For administration, states receive FFP depending upon 
the type of administrative costs. The cost of activities 
related to claims processing, fraud detection, family 
planning, compensation and training of skilled profes-
sional medical personnel, and certain other activities are 
reimbursed at a higher rate than the base rate. 
 
Federal Medical Assistance Percentage (FMAP) – 
The term for the federal matching rate for payment of 
services, i.e. the share of the costs of Medicaid services 
that the federal government bears. FMAP varies de-
pending upon a state’s per capita income.  Enhanced 
FMAP is provided for services provided to optional 
low-income children groups and for family planning 
services.   
 
Federal Poverty Level (FPL) – The federal govern-
ment’s working definition of poverty, used as the refer-
ence point for the income standard for Medicaid eligi-
bility for certain categories of beneficiaries. Adjusted 
annually for inflation and published by the federal De-
partment of Health and Human Services. 
 
Federally Qualified Health Center (FQHC) – States 
are required to include services provided by FQHCs in 
their basic Medicaid benefits package. FQHC services 
are primary care and other ambulatory care services 
provided by community health centers as well as by 
“look alike” clinics that meet requirements for federal 
funding but do not actually receive federal grant funds. 
 
Fee-For-Service – A method of paying for medical 
services under which doctors and hospitals are paid for 
each service they provide. Bills are either paid by the 
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patient who then submits them to the insurance com-
pany or are submitted by the provider to the patient’s 
insurance carrier for reimbursement. 
 
Financial Eligibility – In order to qualify for Medi-
caid, an individual must meet both categorical and fi-
nancial eligibility requirements. Financial eligibility re-
quirements vary from state to state and from category 
to category, but they generally include limits on the 
amount of income and the amount of resources an 
individual is allowed to have in order to qualify for 
coverage. 
 
Home and Community-Based Services (HCBS) 
Waiver – Also known as a “1915 (c) waiver” after the 
enabling section in the Social Security Act, this waiver 
authorizes the Secretary of HHS to allow a state Medi-
caid program to offer special services to beneficiaries 
who are at risk of institutionalization in a nursing facil-
ity or mental health facility.  
 
In and Out Medical Assistance – See Spend-
Down. 
 
Katie Beckett Option – The popular name for the 
option available to states of making eligible for Medi-
caid children with disabilities who require the level of 
care provided in the hospital or nursing facility but can 
be cared for at home and would not otherwise qualify 
for Medicaid if not institutionalized.  Also known as 
Home Care for Children with Severe Disabilities. 
 
Mandatory – State participation in the Medicaid pro-
gram is voluntary. However, if a state elects to partici-
pate, the state must at a minimum offer coverage for 
certain services for certain populations. These eligibility 
groups and services are referred to as “mandatory” in 
order to distinguish them from the eligibility groups 
and services that a state may, at its option, cover with 
federal Medicaid matching funds. See Optional. 
 
Medical Assistance – The term used in the federal 
Medicaid statute (Title XIX of the Social Security Act) 
to refer to payment for items and services covered un-
der a state’s Medicaid program on behalf of individuals 
eligible for benefits. 
 
Medically Needy – A term used to describe an op-
tional Medicaid eligibility group made up of individuals 
who qualify for coverage because of high medical ex-
penses. These individuals meet Medicaid’s categorical 
requirements- i.e., they are children or parents or aged 
or individuals with disabilities- but their income is too 
high to enable them to qualify for “categorically needy” 
coverage. Instead, they qualify for coverage by “spend-
ing down” – i.e., reducing their income by their medical 
expenses. States that elect to cover the “medically 

needy” do not have to offer the same benefit package 
to them as they offer to the “categorically needy.”  See 
Categorically Needy, Spend-down. 

Medicare – The federal government health insurance 
program, created in 1965, that provides health care 
coverage for those 65 or older, and to those under 65 
who receive Social Security Disability Insurance (SSDI) 
for 24 months, regardless of income. There are a range 
of cost sharing amounts for monthly premiums, de-
ductibles, co-payments and coinsurance. Beneficiaries 
with limited income and resources can qualify for full 
or partial government subsidies to help cover these 
costs. See Dual Eligibles, Qualified Medicare Benefici-
ary, Specified Low-Income Medicare Beneficiary. 

Medicare Part A (Hospital Insurance) – The part of 
Medicare that helps cover inpatient care in hospitals, 
skilled nursing facilities, hospice, and home health care. 
Most people qualify to receive Part A by either paying 
Medicare taxes while they work or because they are 
disabled. Most beneficiaries don’t have to pay a 
monthly premium, but there are a range of deductibles, 
co-payments and coinsurance, depending on the service 
received. Beneficiaries with limited income and re-
sources qualify for government subsidies to help cover 
these costs. 

Medicare Part B (Medical Insurance) – The part of 
Medicare that helps cover doctors' services and outpa-
tient care, including preventive care, durable medical 
equipment (DME), laboratory tests, x-rays, mental 
health, some home health care, ambulance services, and 
medical supplies. Enrollment in Part B is voluntary. In 
addition to a monthly premium there are a range of 
deductibles, co-payments and coinsurance, depending 
on the service received. Beneficiaries with limited in-
come and resources qualify for government subsidies 
to help cover these costs. 

Medicare Part D (Prescription Drugs) – The part of 
Medicare (started in 2006) that helps cover prescription 
medications. Enrollment in Part D is voluntary for 
most people, but is mandatory for “dual eligible” re-
cipients (qualify for both Medicare and Medicaid). 
There are a range of monthly premiums, deductibles, 
co-payments and coinsurance. Beneficiaries with lim-
ited income and resources (including all dual eligibles) 
qualify for government subsidies to help cover these 
costs. 

Medicaid drug coverage for all dual eligibles was trans-
ferred to Medicare Part D in 2006. States are required 
to make monthly “clawback” payments to Medicare, 
reflecting savings in Medicaid drug expenditures. 
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Member – An individual who is eligible for and en-
rolled in the Medicaid program in the state in which he 
or she resides. Many individuals are eligible for Medi-
caid but not enrolled and are therefore not program 
enrollees. 
 
Optional – The term used to describe Medicaid eligi-
bility groups or service categories that states may cover 
if they so choose and for which they may receive fed-
eral Medicaid matching payments at their regular 
matching rate or FMAP. See Mandatory. 
 
Prior Authorization – A mechanism that state Medi-
caid agencies may employ at their option to control use 
of covered items or services. When an item or service is 
subject to prior authorization, the state Medicaid 
agency will not pay for it unless approval is obtained in 
advance. 
 
Qualified Medicare Beneficiary (QMB) – A Medi-
care beneficiary with income or assets too high to qual-
ify for coverage under Medicaid, but whose income is 
at or below 100% of the federal poverty line (FPL) and 
whose countable resources do not exceed $4,000. 
QMBs are eligible to have Medicaid pay all of their 
Medicare cost-sharing requirements, including monthly 
premiums for Part B coverage, help with Part D cost 
sharing requirements, and all required deductibles and 
coinsurance (up to Medicaid payment amounts).  
QMBs may qualify for Medicaid coverage if the meet 
certain spend-down requirements. 
 
Rural Health Clinic (RHC) – States are required to 
include services provided by RHCs in their basic Medi-
caid benefits package. RHC services are ambulatory 
care services (including physician’s services and physi-
cian assistant and nurse practitioner services) furnished 
by an entity that is certified as a rural health clinic for 
Medicare purposes. An RHC must either be located in 
a rural area that is a federally designated shortage area 
or be determined to be essential to the delivery of pri-
mary care services in the geographic area it serves. 
 
Specified Low-income Medicare Beneficiary 
(SLMB) – A Medicare beneficiary with income or as-
sets too high to qualify for coverage under Medicaid, 
but whose income is between 100% and 135% of the 
federal poverty line (FPL) and whose countable re-
sources do not exceed $4,000. SLMBs are only eligible 
to have Medicaid pay their Medicare Part B monthly 
premiums. SLMB 120s (100-120% FPL) may qualify 
for Medicaid coverage if they meet certain spend-down 
requirements. SLMB 135s (120-135% FPL) cannot also 
receive Medicaid coverage. 
 
Spend-Down – For most Medicaid eligibility cate-
gories, having countable income above a specified 

amount will disqualify an individual from Medi-
caid. However, in some eligibility categories—
most notably the “medically needy”—individuals 
may qualify for Medicaid coverage even though 
their countable incomes are higher than the speci-
fied income standard by “spending down.” Under 
this process, the medical expenses that an individ-
ual incurs during a specified period are deducted 
from the individual’s income during that period. 
Once the individual’s income has been reduced to 
a state-specified level by subtracting incurred 
medical expenses, the individual qualifies for 
Medicaid benefits for the remainder of the period. 
In NH, this is also referred to as “In and Out 
Medical Assistance.” See Medically Needy. 
 
Children's Health Insurance Program (CHIP) – 
Provides health insurance coverage for uninsured low-
income children. Authorized under Title XXI of the 
Social Security Act and jointly financed by the Federal 
and State governments and administered by the States. 
Within broad Federal guidelines, each State determines 
the design of its program, eligibility groups, benefit 
packages, payment levels for coverage, and administra-
tive and operating procedures. In contrast to Medicaid, 
CHIP is a block grant to the states; eligible children 
have no individual entitlement to a minimum package 
of health care benefits. Children who are eligible for 
Medicaid are not eligible for CHIP. States have the 
option of administering CHIP through their Medicaid 
programs or through a separate program (or combina-
tion). 
 
State Medicaid Plan – Under Title XIX of the Social 
Security Act, no federal Medicaid funds are available to 
a state unless it has submitted to the Secretary of HHS, 
and the Secretary has approved, its state Medicaid plan 
(and all amendments). The state Medicaid plan must 
meet federal statutory requirements. 
 
State Plan Amendment (SPA) – A state that wishes 
to change its Medicaid eligibility criteria, covered bene-
fits, or provider reimbursement methodology must 
amend its state Medicaid plan. Similarly, states must 
conform their Medicaid plans to changes in federal 
Medicaid law. In either case, the state must submit a 
state plan amendment to CMS for approval. 
 
Temporary Assistance for Needy Families (TANF) 
– A block grant program that makes federal matching 
funds available to states for cash and other assistance to 
low-income families with children. States may, but are 
not required, to extend Medicaid coverage to all fami-
lies receiving TANF benefits; states must, however, 
extend Medicaid to families with children who meet the 
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eligibility criteria that states had in effect under their 
AFDC programs as of July 16, 1996. 
 
Total Cost of Coverage – This is the sum of all ex-
penditures for health care benefits, including the net 
amount paid for facility services, professional services, 
and prescriptions filled. It represents the amount after 
all pricing guidelines have been applied and all third 
party, co-payment, coinsurance, and deductible 
amounts have been subtracted. 
 
Waivers – When requested by a state, the Secretary of 
HHS may waive certain requirements or limitations of 
the federal Medicaid statue, allowing the state to receive 
federal Medicaid matching funds, which would not 
otherwise be available. One example is Section 1915(c) 
waivers for home- and community-based services, 
which allow states to offer special services to benefici-
aries at risk of institutionalization in a nursing facility or 
mental health facility. Another example is Section 1115 
demonstration waivers, which allow states to cover 
certain categories of individuals or services (or both), 
which would not be covered otherwise. 
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EXECUTIVE SUMMARY 

This study evaluated a variety of health care measures to compare children enrolled in New 
Hampshire Medicaid (excluding severely disabled children), NH CHIP (State Children’s 
Health Insurance Program), and children enrolled in commercial health insurance plans in 
New Hampshire for state fiscal year (SFY) 2010.  The study updates the SFY2009 report on 
New Hampshire children’s health insurance incorporating New Hampshire Medicaid data 
and the Comprehensive Health Care Information System (NH CHIS) commercial health 
care claims database.  Onpoint Health Data used New Hampshire Medicaid and NH CHIS 
commercial administrative eligibility and claims data from services incurred in SFY2010* 
to study the following for New Hampshire children aged 0–18: 

• Plan enrollment and disenrollment 
• Health status 
• Access to primary care practitioners 
• Well-child visits 
• Effectiveness of care management 
• Prevalence of and utilization for mental health disorders 
• Utilization and payments 
• Household poverty level 

 
NCQA (National Committee for Quality Assurance) HEDIS (Healthcare Effectiveness Data 
and Information Set)† quality and access to care measures were reported based on the 
administrative claims data submitted to the NH CHIS. 
 
 
Key Findings‡ 
Enrollment and Disenrollment 

• There appears to be an increasing trend in the percentage of children covered by 
both private and public insurance in New Hampshire.  While the average number of 
children covered by CHIP remained roughly the same from SFY2009 to SFY2010, 
the average number of children covered by Medicaid increased by 9% and by nearly 
9% in the NH CHIS commercial study data.  

• For enrolled children at the start of the study period (July 2009), 46% of children in 
CHIP disenrolled during the year compared to 23% of children enrolled in Medicaid 
and 26% of those enrolled in NH CHIS commercial.  Of the children who disenrolled 

                                                           

*  This study was based on reports developed from the NH CHIS database as of April 2010.  Due to database 
changes and special processing for this project, statistics reported here may not match statistics from other 
NH CHIS standard reports created before or after April 2010.  Some measures use SFY2008 data in addition 
to SFY2009 data. 

†  HEDIS is a tool used by most health plans to measure performance with regards to effectiveness, access, use, 
satisfaction, and cost of care.  NCQA is the independent non-profit organization that maintains the tool. 

‡  Changes from prior year are noted.  Where no trend is noted, no change was observed. 
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from Medicaid, 18 percent re-enrolled later in the year compared to 8% for CHIP and 
11% for NH CHIS commercial.  The CHIP disenrollment rate is consistent with the 
nature of CHIP, which provides temporary coverage until the family acquires other 
health insurance.  The percentage of re-enrollment in the NH CHIS commercial 
population decreased significantly in the past two years — from 22% in SFY2008 to 
11% in SFY2010. 

 
Health Status 

• Children’s health status was evaluated by applying Clinical Risk Groups (CRG)§ to 
the administrative claims data.  A higher risk score indicated poorer health status.  
Among continuously enrolled members, Medicaid (0.586) had the highest average 
CRG risk score, while CHIP (0.502) was lower and NH CHIS commercial (0.490) was 
lowest.  The Medicaid risk score was 17% higher than CHIP and 20% higher than 
NH CHIS commercial. 

• The risk score among Medicaid children has been decreasing over time, indicating 
that children on Medicaid are healthier now on average than in prior years. 

• Significant acute procedures, mental health disorders, chronic conditions (asthma), 
and some rare but potentially serious conditions (e.g., epilepsy, cystic fibrosis, 
prematurity with birth weight below 1,0000 grams) were contributors to Medicaid’s 
higher CRG scores compared to NH CHIS commercial. 

 
Access to Primary Care Practitioner 

• For Medicaid, the rate of access to primary care practitioners ranged from a low of 
88.1% (children aged 7–11 years) to a high of 97.9% (infants aged 0–11 months).  
CHIP rates were higher than Medicaid or CHIS commercial.  Compared to national 
Medicaid managed care plans, NH Medicaid rates were higher in every age category.   

• Trends in access to primary care practitioners over the past three years (SFY2008–
SFY2010) were evaluated.  For CHIP, there is no evidence of a statistically 
significant trend in rates, primarily due to the small sample size of the CHIP 
population.  For Medicaid, access increased by 2.1%–2.6% for all but the youngest 
children.  There was no significant change for children aged 0–11 months or 12–24 
months because access was already approximately 98% in those age groups in 
SFY2008.  For NH CHIS commercial, there was a statistically significant increase of 
3.2%–5.0% for children of all ages between SFY2008 and SFY2010. 

 
Well-Child Visit Rates 

• The well-child visit rate for children aged 3–6 years was higher for children in NH 
CHIS commercial (81.7%) and CHIP (79.0%) compared to Medicaid (73.0%).  These 
differences were statistically significant. 

                                                           

§  3M® Health Systems Clinical Risk Grouping (CRG) software uses all diagnosis codes from all health care 
administrative claims to assign an individual to a health status group and severity level if chronically ill.  
Over 260 different CRG categories were assigned relative risk weights based on a common Medicaid weight 
table provided by 3M.  A higher risk weight indicates a greater burden of disease or disability. 
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• For each plan type, well-child visit rates declined with age; for example, within 
Medicaid, 89.4% of children aged 16–35 months had a well-child visit compared to 
55.7% of adolescent children aged 12–18 years.   

• Between FY2009 and FY2010, well-child visit rates tended to increase for all 
insurance types, continuing an upward trend that also occurred between FY2008 
and FY2009.   

 
Effectiveness of Care Management 

• The prevalence rate of asthma in Medicaid (9.9%) was double the NH CHIS 
commercial rate (4.7%) and higher than the CHIP rate (8.3%).  Based on claims, 
almost all children with persistent asthma were on the appropriate medication: Of 
those identified children, 99.0% in CHIP, 94.4% in NH CHIS commercial, and 92.2% 
in Medicaid used appropriate controller medications. NH Medicaid rates for 
appropriate medication use were about the same as national HEDIS rates for 
Medicaid. 

• Trends for the three-year period SFY2008–SFY2010 in effectiveness of care 
measures were evaluated.  Asthma prescription management rates increased by 1% 
among the Medicaid population and stayed the same among the NH CHIS 
commercial population.  The percent of NH children with appropriate testing for 
pharyngitis increased by more than 4% in the Medicaid population and by more 
than 6% in the NH CHIS commercial population over the three-year period.  Rates 
of appropriate treatment for children with upper respiratory infection stayed about 
the same during the three-year period SFY2008–SFY2010 for both the Medicaid and 
CHIS commercial populations. 

 
Prevalence and Utilization for Mental Health Disorders** 

• The mental health disorder prevalence rate for children enrolled in Medicaid (23.0%) 
was significantly higher than the  prevalence rate for NH CHIS commercial (14.1%). 

• The prevalence of mental health disorders appears to have increased in the last 
three years (i.e., FY2008–FY2010).  For example, in FY2008, 21.6% of children with 
Medicaid had mental health disorders; that number rose to 22.3% in FY2009 and 
then to 23.0% in FY2010.  Similar small increases were seen among the NH CHIS 
commercial population.   

• The most common mental health disorder in FY2010 was attention-deficit 
hyperactivity disorder (ADHD), which displayed a higher prevalence in Medicaid 
(8.9%) than in NH CHIS commercial (5.5%). 

• The rate of psychotherapy visits for children with a mental health disorder was 
higher in Medicaid (5,070 per 1,000 members) than in CHIS commercial (4,098 per 
1,000).   

                                                           
** In FY2010, mental health specialist visits for the CHIP population were not complete in the payer data for 
this report.  Therefore, CHIP is not included in the mental health section of the report. 
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• Among children with a mental health disorder, the prevalence of children using a 
psychotropic medication was lower in Medicaid (55%) than NH CHIS commercial 
(65%).   

 
Utilization and Payments†† 

• The inpatient hospitalization rate for Medicaid (24.1 per 1,000 members) was 
significantly higher than the CHIP rate (18.9 per 1,000 members) or the NH CHIS 
commercial rate (16.5 per 1,000 members).   

• For five selected ambulatory care sensitive (ACS) conditions — asthma, dehydration, 
bacterial pneumonia, urinary tract infections, and gastroenteritis — the inpatient 
hospitalization rate for children enrolled in Medicaid (4.4 per 1,000 members) was 
more than double the NH CHIS commercial rate (1.8 per 1,000 members) and more 
than triple the CHIP rate (1.4 per 1,000 members).   

• The outpatient emergency department (ED) rate for Medicaid (552 per 1,000 
members) was significantly higher than for both CHIP (363 per 1,000 members) and 
NH CHIS commercial (228 per 1,000 members).   

• For conditions for which an alternative setting of care might have been more 
appropriate (e.g., upper respiratory infection, ear infection, bronchitis), the 
outpatient ED use rate for children enrolled in NH Medicaid (252 per 1,000 
members) was more than double that of CHIP (98 per 1,000 members) and four 
times that of NH CHIS commercial (62 per 1,000 members).  

• The office/clinic visit rate was highest in CHIP (3,499 per 1,000 members), followed 
by Medicaid (3,322 per 1,000 members) and NH CHIS commercial (3,060 per 1,000 
members). 

• Between SFY2009 and SFY2010, Medicaid utilization rates remained stable for both 
outpatient ED visits and for office/clinic visits. 

• After standardizing for differences in health status (CRG) and age and excluding 
special services specific to Medicaid and newborns/infants (aged 0–11 months), the 
payment rate for children per member per month (PMPM) was lower for Medicaid 
($147 PMPM) compared with NH CHIS commercial ($174 PMPM) and CHIP ($168 
PMPM).  Between SFY2009 and SFY2010, unadjusted payment rates decreased by 
6% for Medicaid, increased by 3% for CHIP, and increased by 11% for NH CHIS 
commercial. 

 
Poverty Level for Children Enrolled in Medicaid 

• Medicaid children with continuous enrollment in the poorest households (0% FPL‡‡) 
had the poorest health as indicated by a higher average clinical risk (CRG) score 
(0.704) compared to children in households with the highest adjusted household 

                                                           

††  For the purposes of comparing Medicaid, CHIP, and NH CHIS commercial children, utilization and payment 
rates excluded newborns and infants (aged 0–11 months) and were standardized for differences in health 
status (CRG) and age.  Services exclusive to Medicaid were also excluded. 

‡‡  Federal Poverty Level (FPL) is determined at enrollment by the adjusted income and not the gross income of 
the household.  An FPL of 100% indicates that the child was living at the FPL; 0% indicates that the child 
was living in a household with no income after adjustments for income disregards. 
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income (134%–184% FPL) whose average clinical risk score was 0.531.  For all 
Medicaid poverty level groups, health status was poorer than for CHIP and NH 
CHIS commercial plan types. 

• Results of the analysis indicate a consistent associative pattern between poverty, 
poor health status, and higher utilization and payments. 

• Children enrolled in Medicaid in the poorest households had a payment rate ($181 
PMPM) that was 1.5 times higher than the rate for children in households with the 
highest adjusted household income ($110 PMPM). 

 
 
Limitations 
NH CHIS commercial population contains information only on New Hampshire residents 
whose claims are included in the NH CHIS database, which generally includes only 
members whose policies were purchased in New Hampshire.  Areas close to the borders of 
New Hampshire may be less well represented in this study than interior areas of the state. 
 
This study is based primarily on administrative claims data.  Administrative claims data is 
collected primarily for the purpose of making financial payments.  Specific provider, 
diagnosis, and procedure coding typically are required as part of the financial payment 
processes.  The use of claims data is an efficient and less-costly method to report on health 
care utilization and payments than other methods such as surveys or patient chart audits.  
While administrative claims data may under-report some diagnostic conditions or services, 
some studies indicate that administrative claims data may provide a more accurate rate 
than medical chart review.1,2,3,4,5,6 
 
Differences in utilization and payment measures between Medicaid, CHIP, and NH CHIS 
commercial may be influenced by differences in the insurance plan delivery model and 
benefit structure.  Medicaid is a fee-for-service program that covers services without 
copayments, covers a wide variety of services that have limited or no benefit coverage in 
commercial plans, and is subject to the federal requirements of the Early and Periodic 
Screening, Diagnosis, and Treatment (EPSDT) provisions of Title XIX of the Social Security 
Act.  Differences in data sources of data and payment methods also may introduce 
variation. 
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INTRODUCTION 

This report was developed to provide a detailed evaluation of access to primary care and 
well-child preventive visits, effectiveness of care management, mental health disorders, 
utilization, and payments, for the children in New Hampshire with public or private 
insurance. 
 
Children who have health insurance are more likely to have a usual source of health care, 
access preventive and other needed health services, and have improved social and 
emotional development.7  Among children nationally without insurance, 35% did not have a 
personal doctor or nurse and 26% did not access care.  Nationally, the percentage of 
children covered by private health insurance has declined while the percentage of children 
covered by public insurance has increased.  NH was one of seven states that experienced an 
increase in private insurance during the period of 1997/1998–2003/2004.8  During 2008–
2009, children in New Hampshire were more likely to have private (i.e., employer or 
individual coverage) health insurance (75%) compared to the national average (55%) (see 
Table 1).  Compared to Maine or Vermont, New Hampshire children were more likely to 
have private insurance and less likely to have public insurance.9  
 
 
Table 1.  Health Insurance Coverage for Children by State and Coverage Type, U.S. 
Census Current Population Survey, 2008–200910 

Region  Employer Individual Medicaid Other Public Total Insured Uninsured 
Massachusetts 65% NSD 29% NSD 97% 3% 
New Hampshire 70% 5% 20% NSD 96% 4% 
Maine 54% 5% 34% 1% 95% 5% 
Vermont 52% NSD 37% NSD 96% 7% 
United States 51% 4% 33% 1% 90% 10% 

NSD ... Not sufficient data 

Note: There is known underreporting in the U.S. Census Current Population Survey of Medicaid coverage, and the percent of 
NH children enrolled in Medicaid at any time during the year is known to be higher than shown above.  The data remain 
unadjusted to allow for comparison of New Hampshire to the other states and the nation. 

 
 
The two-year average of the 2008 and 2009 U.S. Census Current Population Survey data 
showed that NH had the nation’s second-lowest uninsured rate for children, placing lower 
than only Massachusetts.  During 2008–2009, 4% of NH children were without health 
insurance, an improvement from 2007–2008 when 5% of NH children were uninsured and 
2006–2007 when 7% of NH children were uninsured.11  One analysis found that in states 
with small declines or modest gains in employer-sponsored insurance (ESI), there was a 
significant decline in uninsured children.12  Another national analysis showed that over the 
past decade, both Medicaid and the State Children’s Health Insurance Program (CHIP) 
have helped offset the declines of ESI and have decreased significantly the numbers of low-
income children who are uninsured.13  
 
Efforts to increase the percentage of New Hampshire children with health insurance began 
in 1993 with the creation of the New Hampshire Healthy Kids Corporation (NHHK).  Then 
in 1994, the New Hampshire Legislature expanded eligibility for the Medicaid program 
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(Title XIX of the Social Security Act) to children aged 0–18 whose family incomes were 
between 0% and 185% of the Federal Poverty Level (FPL).  Through the Balanced Budget 
Act of 1997 (Title XXI of the Social Security Act), the U.S. government created CHIP and 
allocated about $20 billion over five years to help states insure children whose family 
incomes made them ineligible for Medicaid.  New Hampshire’s New Hampshire 
Department of Health and Human Services (DHHS) implemented the state’s CHIP 
program by drawing upon the experience and existing infrastructure of NHHK to 
administer the program.  NHHK also took an increasingly important role in outreach and 
enrollment for both CHIP and Medicaid. 
 
Nationally, many new CHIP enrollees have reported unmet needs, disparities in access, 
and sub-optimal care prior to enrollment in CHIP.14  Studies have shown that CHIP 
improved access to and quality of care for chronic medical conditions and increased access 
to dental services.15,16,17,18,19,20,21  Pre-pregnancy coverage for teenage mothers also improved 
with CHIP coverage.22 
 
National Healthcare Effectiveness Data and Information Set (HEDIS)* measures indicate 
that children enrolled in Medicaid managed care programs have lower rates of access to 
primary care practitioners, lower rates of well-child preventive visits, lower immunization 
rates, and poorer effectiveness of care measures compared with children enrolled in 
commercial managed care health plans.23 Prior studies, including an examination of ED use 
in New Hampshire, indicate that children enrolled in Medicaid have higher service 
utilization rates compared with children enrolled in commercial insurance.24,25,26,27 At least 
one study has indicated that, for some states, Medicaid enrollees’ access to care is similar to 
the commercially insured population’s access, while in other states it is higher.28  
 

Overview and Purpose of Report 

In January 2008, the NH DHHS released a study developed jointly by Onpoint Health Data 
(previously the Maine Health Information Center), the University of Southern Maine’s 
Muskie School of Public Service, and the NH DHHS itself, which added significant 
enhancements to an earlier report by Thomson Healthcare.  Additional measures of quality 
of care, prevention, utilization, and payments were added for the report as well as 
comparative information on New Hampshire children covered by NH CHIS commercial 
health insurance plans (NH CHIS began collecting commercial claims data beginning with 
January 2005 paid claims).  HEDIS measures were reported based on the administrative 
claims data submitted to NH CHIS.  This enhanced 2008 report was further expanded in 
2009 through additional work by Onpoint, the Muskie School of Public Service, and NH 
DHHS.  This current report is intended to provide an update of the 2009 report with more 
recent data from SFY2010. 
 
In addition to this annual reporting, NH CHIS has developed issue-specific studies for 
children.  These include a detailed study of children in out-of-home placement (e.g., foster 
care) covered by NH Medicaid29, children’s health status, evaluations of ambulatory care 
                                                           

*  HEDIS is a tool used by most health plans to measure performance with regards to effectiveness, access, use, 
satisfaction, and cost of care.  The National Committee for Quality Assurance (NCQA) is the independent 
nonprofit organization that maintains the tool. 
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sensitive (ACS) services, inpatient care, and potential avoidable outpatient ED use, 
geographic variations, adolescents, and mental health specialist visits.   
 
The purpose of this study was to describe and compare health care access, preventive 
services, care management, utilization, and medical payments for children in New 
Hampshire.  Rates for children enrolled in NH Medicaid (Healthy Kids Gold), CHIP 
(Healthy Kids Silver), and NH CHIS commercial insurance plans were compared.   
 
The scope of the study was to: 

• Compare Medicaid, CHIP, and NH CHIS commercially insured children residing in 
New Hampshire 

• Contrast rates by age of child 
• Describe enrollment and compare rates of disenrollment for children 
• Compare health status by plan type 
• Compare rates of access to primary care practitioners for children 
• Compare rates of well-child visits for children 
• Compare HEDIS effectiveness of care measures for selected diseases (i.e., asthma, 

upper respiratory infection, and pharyngitis) for children 
• Describe and compare prevalence and utilization rates of mental health disorders for 

children 
• Describe psychotropic medication use for children with mental health disorders 
• Compare rates of inpatient, emergency department, and office/clinic visit use for 

children 
• Compare rates of payments per member per month 

 

Data Sources and Methods 

This study was based on administrative eligibility and claims data from New Hampshire 
Medicaid and the NH CHIS commercial database for SFY2010 (July 1, 2009 – June 30, 
2010).  For some statistical measures, a two-year window was required (July 1, 2008 – June 
30, 2010).  Annual and two-year trends were evaluated and are discussed in the text.  The 
methods used in this study are described in Appendix 1 at the end of the report. 
 

Population Studied in the Report 

The SFY2010 experience of three New Hampshire populations was studied: children 
covered by NH Medicaid (Healthy Kids Gold), children covered by NH’s CHIP program 
(Healthy Kids Silver), and children covered by commercial insurance plans that reported 
data to the NH CHIS.  Consistent with other reporting for New Hampshire Medicaid for 
this project, the definition of a child for this report is a covered member under the age of 19 
years.  CHIP does not cover infants under the age of one year. (In New Hampshire, infants 
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who would be in CHIP based on family FPL of 185% to 300% are covered under Medicaid.)  
Children with severe disabilities (e.g., Home Care for Children with Severe Disabilities 
program, aid to needy blind) were excluded from the Medicaid data.  Children residing 
outside of New Hampshire were excluded from NH CHIS commercial data.  NH CHIS 
commercial data also is limited by not including data from insurance policies written 
outside of New Hampshire and from self-funded plans that do not use a third-party 
administrator (TPA) for claims processing. 
 
In New Hampshire, the Medicaid population is enrolled in a fee-for-service plan without 
assigned primary care physicians (PCPs) authorizing referrals to further care.  Children in 
CHIP are enrolled in a Health Maintenance Organization (HMO) product, currently 
managed by Anthem, that includes traditional HMO elements like PCPs.  The population 
represented in the NH CHIS commercial data is a mixture of Preferred Provider 
Organizations (PPOs), HMOs, Point-of-Service (POS), and Indemnity. 
 

Interpretation of Results and Limitations 

This is a study of children covered by three different types of health plans — Medicaid, 
CHIP, and NH CHIS commercial — conducted in New Hampshire.  The large number of 
covered members studied lends credibility to the findings.  However, a number of cautions 
about the used data and study results are provided.   
 
This study was based on administrative eligibility and claims data.  Differences in provider 
or insurer claims coding, data processing, or reimbursement arrangements may contribute 
to the variances shown in this report.  Differences in benefit packages and coding by NH 
CHIS commercial insurer products (i.e., PPO, HMO, POS, Indemnity, or TPA) also may 
contribute to variances shown in this report.  Because of the potential for negative bias 
(reduced rates) in the NH CHIS commercial insurance estimates, children enrolled in 
Indemnity and TPA plans (13% of children in the NH CHIS commercial data) were 
excluded from the reported claims-based HEDIS measures.  Children enrolled in NH CHIS 
commercial Indemnity and TPA plans were included in all non-HEDIS sections of the 
report.   
 
The NH CHIS commercial population contains information on those residents whose claims 
are included in the NH CHIS database, which generally includes only members whose 
policies were purchased in New Hampshire.  Areas close to the borders of New Hampshire 
may be less well represented than areas in the interior.  Additionally, companies that self-
fund their health care and do not use a TPA to pay claims are not captured in the data set.  
Because of these two factors, this report underestimates the number of children covered by 
NH CHIS commercial insurance in New Hampshire.* 
 
While it may be of interest to evaluate children who migrate between the Medicaid, CHIP, 
and NH CHIS commercial insurance plan types during a year, there were limitations in the 
ability to track such changes and such tracking is beyond the scope of this report.  However,  
NH CHIS study was completed in 2009 to track migration between plan types over a three-

                                                           

*  The statute requiring submission of data is limited to areas regulated by the NH Insurance Department. 



 

Children’s Health Insurance Programs in New Hampshire, SFY2010 5 
Office of Medicaid Business and Policy, NH Department of Health and Human Services, June 2011 

year period, especially with regard to disenrollment and reenrollment in Medicaid and that 
study provides insight into patterns of enrollment and disenrollment.30 
 
This study compared insured populations that were very different from each other.  
Previous NH CHIS annual reports on children were limited in the evaluation of health 
status.  This report provides a more detailed evaluation of health status by using clinical 
risk groups (CRGs).  Utilization and payment rates in this report, standardized for 
population differences in health status and age, were added in the SFY2008 and SFY2009 
versions of the annual report on children’s health insurance.  These rates have been 
updated with SFY2010 data for this report. 
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RESULTS 

Enrollment and Disenrollment 

This section of the report provides information about the enrollment and disenrollment of 
children tracked through the Medicaid and NH CHIS databases during SFY2010.  
Disenrollment from health plans is common for adults and children.  Since information 
about NH children without insurance and NH children covered by policies written out-of-
state is not included in the databases, this section of the report cannot be used to measure 
the number of New Hampshire children with or without health insurance. 
 
Enrollment figures for SFY2010 from the NH CHIS data are provided in Table 2.  For 
children aged 0–18 years in SFY2010, 96,035 were enrolled in Medicaid, 12,695 were 
enrolled in CHIP, and 175,054 were enrolled in commercial plans reporting to NH CHIS. 
(Note that Medicaid and NH CHIS commercial data both include newborns; CHIP, on the 
other hand, does not cover children under the age of one year.) 
 
 
Table 2.  Child Enrollment by Plan Type, SFY2010 
Note:  Percentage in parentheses 

Measure Medicaid, Ages 0–18 CHIP, Ages 1–18* 
NH CHIS Commercial, 

Ages 0–18 
Unique Members Covered 96,035 12,695 175,054 
Member Months 939,559 95,909 1,534,283 
Average Members per Month 78,297 7,992 127,857 
Average Length of Enrollment 9.8 7.6 8.8 
Unique Members Continuously Enrolled   63,063 (66%)  4,767 (38%) 90,431 (52%) 

Notes: Member Months is defined as the total full or partial months during which members were enrolled, regardless of 
whether a member actually received services during the period; a member enrolled for an entire year would account for 12 
member months.  Average Members per Month is defined as Member Months divided by 12 and represents average 
number of members enrolled for the year.  Continuous enrollment is based on NCQA HEDIS and is defined as 11 or more 
months of enrollment during the year, which allows for a one-month gap. 

*  CHIP does not cover children under the age of one year. 
 
 
Enrollment distribution by age is reported in Table 3.  The Medicaid plan covered 41% of 
infants and young children (aged 0 months – 6 years) — a higher percentage than CHIP 
(29%) and NH CHIS commercial (28%).  Therefore, the demographic profile of children in 
CHIP is closer to the NH CHIS commercial population than to the Medicaid population.   
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Table 3.  Percent of Average Members Covered by Age Group and Plan Type, SFY2010  
Note:  Counts (in parentheses) are average members covered (Member Months / 12) 

Age Group Medicaid CHIP NH CHIS Commercial 
TOTAL — All Ages (0–18 Years) 100%  (78,297) 100%  (7,992) 100%  (127,857) 
<1 Year (0–11 Months) * 5%  (3,894) 0%  (0) 2%  (2,773) 
1–2 Years 13%  (9,947) 8%  (663) 8%  (9,767) 
3–6 Years 23%  (18,052) 20%  (1,617) 18%  (22,731) 
7–11 Years 26%  (20,339) 28%  (2,209) 26%  (32,693) 
12–18 Years 33%  (26,064) 44%  (3,503) 47%  (59,892) 

*  CHIP does not cover children under the age of one year.  (In New Hampshire, infants in the federal poverty level group for 
CHIP are covered under Medicaid).   

 
 
Compared to SFY2009, the average number of children covered during SFY2010 increased 
by 9% in Medicaid, remained the same in CHIP, and increased by nearly 9% in the NH 
CHIS commercial data. 
 
Figures 1 and 2 and tables 4 and 5 provide population estimates for New Hampshire and 
the NH CHIS average enrollment membership by plan type for the Health Analysis Area 
(HAA) of the child’s residence.  In total, the average membership of children included in 
this study represented 66% of all New Hampshire children.  As a percentage of the total 
New Hampshire population of children included in this study’s data, southern areas (Derry, 
Exeter, Nashua, Dover, Keene) were less well represented, while interior and northern 
areas (North Conway, Wolfeboro, Laconia, Claremont, Woodsville, Littleton, Franklin, and 
Plymouth) had higher rates of representation.  The lower rate in southern areas is 
explained, in part, by children covered by commercial policies written outside of New 
Hampshire and, therefore, not in the NH CHIS database.  All HAAs except Colebrook had 
at least 1,000 children included in the study data. 
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Table 4.  Child Census Estimate, Average Members by Plan Type and HAA, SFY2010 

HAA 

2010 
Population Estimate 

(All Ages) 

2010 
 Population Estimate 

(Aged 0–18) 

Medicaid 
Average 

Members 

CHIP  
Average 

Members 

NH CHIS 
Commercial 

Average Members 
STATE TOTAL 1,235,784 326,380 78,297 7,992 127,857 
Berlin 15,550 3,543 1,216 147 1,073 
Claremont 18,919 4,656 1,756 134 1,651 
Colebrook 5,661 1,297 414 42 292 
Concord 120,609 31,984 7,068 898 15,224 
Derry 92,697 27,013 3,154 399 8,542 
Dover 66,706 16,652 3,294 318 6,425 
Exeter 106,575 28,077 4,604 657 10,628 
Franklin 17,292 4,671 1,710 147 1,626 
Keene 62,465 15,538 4,062 341 5,614 
Laconia 50,148 12,134 3,907 428 4,925 
Lancaster 8,177 2,138 877 120 574 
Lebanon 62,878 15,084 2,962 343 7,874 
Littleton 15,938 3,986 1,525 197 1,284 
Manchester 205,072 56,112 14,686 1,150 22,982 
Nashua 199,107 56,351 10,156 990 21,142 
North Conway 16,277 3,820 1,508 230 1,366 
Peterborough 32,953 9,567 2,315 272 3,857 
Plymouth 26,876 6,632 2,379 264 2,287 
Portsmouth 35,210 7,150 1,371 143 3,373 
Rochester 45,938 12,618 4,617 380 4,369 
Wolfeboro 24,866 5,956 2,186 331 2,260 
Woodsville 5,870 1,401 513 62 489 

Notes: Average members = Member Months / 12.  Population estimates are from Claritas.  NH CHIS commercial represents 
membership contained in the NH CHIS database and is not a complete count of the commercially insured.  No data is available 
on counts of uninsured. 

 
 
There was significant variability in population estimates and plan enrollment by HAA.  The 
largest number of children in New Hampshire resided in the Nashua (56,351), Manchester 
(56,112), and Concord (31,984) areas.  The areas with the highest rates of children as a 
percentage of total population were Derry (29%), Peterborough (29%), and Nashua (28%).  
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Figure 1.  NH Medicaid Enrollees, Aged 0–18, as a Percent of Total Child Population by 
HAA, Average for SFY201031 
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Figure 2.  CHIP Enrollees, Aged 1–18 as a Percent of Total Child Population by HAA, 
Average for SFY201032 
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The areas in which children comprised a lower percentage of the total population were 
Portsmouth (20%), Colebrook (23%), and Berlin (23%).  The percentage of the population 
that were children ranged from a low of 20% to a high of 29%.  
 
New Hampshire’s southern HAAs had relatively higher household income levels and a 
lower percentage of children enrolled in Medicaid or CHIP compared to northern and 
interior areas.  The Derry HAA had the lowest percentage of households with income below 
$30,000 (14%), the lowest percentage of children covered by Medicaid (12%), and is among 
the lowest percentage of children covered by CHIP (2%).  Nashua, Exeter, and 
Peterborough also ranked lower than other HAAs on these measures.  In contrast, the 
Berlin HAA had the highest percentage of households with income below $30,000 (39%), the 
highest percentage of children covered by Medicaid (45%), and one of the higher 
percentages covered by CHIP (6%).  Colebrook, Lancaster, Littleton, Claremont, North 
Conway, Laconia, Rochester, Wolfeboro, Woodsville, Keene, and Franklin also had a higher 
percentage of households with income below $30,000 and a higher percentage of children 
enrolled in Medicaid.   
 

 
Table 5.  Selected Child Demographic Statistics by Plan Type and HAA, SFY2010 

HAA 

% of Households 
in HAA with 

Income <$30,000 

% of the Total 
HAA 

Population 
Aged 0–18 

% of HAA’s Total 
Child Population 

Reported in 
This Study 

% Children in 
HAA Covered 

by Medicaid 

% Children in 
HAA Covered 

by CHIP 
STATE TOTAL 21% 26% 66% 24% 2% 
Berlin 39% 23% 69% 34% 4% 
Claremont 30% 25% 76% 38% 3% 
Colebrook 35% 23% 58% 32% 3% 
Concord 22% 27% 73% 22% 3% 
Derry 15% 29% 45% 12% 1% 
Dover 22% 25% 60% 20% 2% 
Exeter 17% 26% 57% 16% 2% 
Franklin 30% 27% 75% 37% 3% 
Keene 26% 25% 64% 26% 2% 
Laconia 24% 24% 76% 32% 4% 
Lancaster 32% 26% 73% 41% 6% 
Lebanon 20% 24% 74% 20% 2% 
Littleton 31% 25% 75% 38% 5% 
Manchester 21% 27% 69% 26% 2% 
Nashua 15% 28% 57% 18% 2% 
North Conway 30% 23% 81% 39% 6% 
Peterborough 19% 29% 67% 24% 3% 
Plymouth 28% 25% 74% 36% 4% 
Portsmouth 21% 20% 68% 19% 2% 
Rochester 25% 27% 74% 37% 3% 
Wolfeboro 27% 24% 80% 37% 6% 
Woodsville 26% 24% 76% 37% 4% 

 
 
Continuity of insurance may be an important factor contributing to health care access, 
continuity of care, and use of preventive services.  Table 6 provides information about the 
length of enrollment for children during SFY2010 by health plan type.  For this report, 
children were tracked through the year by their unique ID within their health plan type; 
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children were not cross-walked between health plan types if they changed health plan type.  
The distribution of length of enrollment for CHIP differs significantly from Medicaid and 
NH CHIS commercial.  Only 33% of the children enrolled in CHIP remained on the 
program for the full year compared to 61% for Medicaid and 49% for NH CHIS commercial.  
Thirty-seven percent of the children enrolled in CHIP were enrolled for less than half a 
year.  Regardless of plan type, these data suggest that the amount of health plan turnover 
for children was significant. 
 
The similarity between the Medicaid and NH CHIS commercial turnover was not expected; 
it was expected that a higher percentage of children enrolled in NH CHIS commercial 
insurance plans would have longer lengths of enrollment than children enrolled in 
Medicaid.  The NH CHIS commercial data used for this report were influenced by many 
factors.  Since NH CHIS does not include policies written outside of New Hampshire, if the 
policy subscriber (parent/guardian) of a child changed employment or insurance to a plan 
written out of state, less than a full year of enrollment would be reported in the data.  If the 
insurer failed to provide sufficient data to track a child amidst NH CHIS commercial plan 
changes, this would result in less than a full year of enrollment reported.  Therefore, while 
this data is suggestive of a high degree of change in insurance status within the NH CHIS 
commercial population, this may be biased by limitations in the ability to track children 
between NH CHIS commercial plan changes. 
 
The average length of plan enrollment was longer for children enrolled in Medicaid (9.8  
months) than for children covered by NH CHIS commercial (8.8 months) or CHIP (7.6 
months) during SFY2010. 
  
 
Table 6.  Child Length of Enrollment by Plan Type, SFY2010 
Note:  Counts (in parentheses) are average members covered (Member Months / 12) 

Length of Enrollment during the Year Medicaid CHIP NH CHIS Commercial 
TOTAL 100.0%  (96,035) 100.0%  (12,695) 100.0%  (175,054) 
1–2 Months 6.4%  (6,147) 15.6%  (1,979) 7.4%  (12,991) 
3–5 Months 9.9%  (9,535) 21.3%  (2,704) 9.9%  (17,316) 
6–8 Months 10.1%  (9,731) 16.0%  (2,027) 26.3%  (46,093) 
9–11 Months 12.3%  (11,838) 14.0%  (1,777) 7.4%  (12,958) 
12 Months 61.2%  (58,784) 33.1%  (4,206) 49.0%  (85,695) 
% Children Enrolled for 12 Months with ≤ 1-Month Gap 66% 38% 52% 
Average Length of Enrollment in Months 9.8 7.6 8.8 

 
 
Table 7 presents information based on a cohort of children who were enrolled during July 
2009.  For this cohort of children, their disenrollment and reenrollment in the same plan 
type was tracked for 12 months.  For the 76,342 children enrolled in Medicaid, 23% 
disenrolled at some point during the 12  months.  This was similar to the rate for NH CHIS 
commercial (26%) and lower than the rate for CHIP (46%).  For the 17,558 children enrolled 
in Medicaid who disenrolled during the year, 3,221 (18%) would reenroll in Medicaid later 
in the year.  For the 3,545 children in CHIP who disenrolled during the year, 289 (8%) 
would reenroll in CHIP later in the year.  For the 30,234 NH CHIS commercial children 
who disenrolled during the year, 3,287 (11%) would reenroll in an NH CHIS commercial 
plan later in the year.  Therefore, children in Medicaid were more than twice as likely to 
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reenroll in the same plan type compared to children in CHIP and 1.6 times as likely as 
those in NH CHIS commercial. 
 
 
Table 7.  Child Disenrollment and Reenrollment by Plan Type, SFY2010 

Measure Medicaid CHIP NH CHIS Commercial 
Members with Enrollment in July 2009 76,342 7,752 115,930 
Disenrolled During SFY2010 17,558 3,545 30,234 
% Disenrolled 23% 46% 26% 
Disenrolled and Then Reenrolled During SFY2010 3,221 289 3,287 
% Reenrolled 18% 8% 11% 
 
 
 
The CHIP disenrollment rate is consistent with the nature of CHIP, which provides 
temporary coverage until the family acquires other health insurance.  A higher 
disenrollment rate for CHIP is consistent with other studies of disenrollment from CHIP.33  
The NH CHIS commercial rate of reenrollment likely is underreported and should be 
viewed with caution because, as mentioned previously, NH children covered by policies 
written out of state are not included in the database.  The percentage of reenrollment in the 
NH CHIS commercial population decreased significantly in the past two years — from 22% 
in SFY2008 to 11% in SFY2010. 
 

Health Status 

This section of the report provides information on the health status of children enrolled in 
NH health plans.  A previous NH CHIS report on children’s health insurance programs in 
New Hampshire during SFY2007 contained a variety of utilization and payment measures 
suggesting that low-income children enrolled in Medicaid had poorer health status 
compared with children enrolled in CHIP or NH CHIS commercial plans.34  Lack of clinical 
health risk adjustment was noted as a limitation in that report.   
 
There are a number of systems available that can be used with administrative claims to 
assign a health status classification and relative clinical risk score for the members covered 
by a health plan.35  These groupers were reviewed in a previous NH CHIS study36 and two 
groupers were evaluated in detail against the NH Medicaid and NH CHIS commercial 
claims data: 3M’s Clinical Risk Grouping (CRG) software and Ingenix’s Episode Risk 
Grouping (ERG) software.  The 3M CRG grouper was selected by NH CHIS for further 
use.37  Other studies have effectively utilized CRG to evaluate the health status of 
children.38,39 
 
Because CRG health status scoring is based on administrative claims incurred by a child 
during the year, children who are enrolled for less than a full year may be less likely to 
incur claims for conditions they may have.  Therefore, the comparison of average CRG risk 
score by plan was based on children who were continuously enrolled during the year.  
Results are provided in Figure 3 and tables 8 and 9. 
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Figure 3.  Average CRG Risk Score by Plan Type for Children Continuously Enrolled, 
SFY2010

 

 
 
Among continuously enrolled members, Medicaid (0.586) had the highest average CRG risk 
score, while CHIP (0.502) and NH CHIS commercial (0.490) were lower.  The Medicaid risk 
score was 17% higher than CHIP and 20% higher than NH CHIS commercial.  The same 
relative pattern was found also for children not continuously enrolled.  Based on 95% 
confidence intervals, the differences in health status between Medicaid and the other two 
plan types were statistically significant.  There was no statistically significant difference 
between CHIP and NH CHIS commercial. 
 
Table 8 provides a summary of trends in average CRG scores by state fiscal year and plan 
type.  The finding that health status was poorest for children enrolled in Medicaid and 
better for CHIP and NH CHIS commercial was consistent with each of the past four state 
fiscal years.  This table shows that the risk score among Medicaid children has been 
decreasing over time, indicating that there is a lower percentage of children with chronic 
disease on Medicaid now than in prior years. 
 
 

0.586

0.502
0.490

0.000

0.100

0.200

0.300

0.400

0.500

0.600

0.700

Medicaid CHIP CHIS Commercial



 

Children’s Health Insurance Programs in New Hampshire, SFY2010 15 
Office of Medicaid Business and Policy, NH Department of Health and Human Services, June 2011 

Table 8.  Average CRG Risk Score (95% Confidence Intervals) for Children Continuously 
Enrolled by State Fiscal Year (SFY) and Plan Type 
Note:  95% confidence intervals (CI) in parentheses 

Members Continuously Enrolled Medicaid CHIP NH CHIS Commercial 

SFY2006 0.708 (0.698, 0.719) 0.518 (0.494, 0.542) 0.463 (0.459, 0.468) 
SFY2007 0.696 (0.686, 0.706) 0.506 (0.485, 0.528) 0.479 (0.474, 0.484) 
SFY2008 0.658 (0.649, 0.668) 0.495 (0.472, 0.517) 0.446 (0.442, 0.451) 
SFY2009 0.621 (0.615, 0.628) 0.501 (0.480, 0.523) 0.491 (0.486, 0.495) 
SFY2010 0.586  (0.582, 0.590) 0.502 (0.488, 0.517) 0.490 (0.487, 0.493) 

 
 
Table 9 provides the distribution of the study populations at the highest level of CRG 
aggregation.  The proportion of enrolled children identified as Healthy was highest for NH 
CHIS commercial (80.1%), followed by CHIP (78.6%) and Medicaid (74.8%).  One in four 
children enrolled in Medicaid were identified as not healthy based on CRG clinical risk 
groups.  The “Healthy User” classification includes children who sought care for minor 
illnesses (e.g., sore throat, upper respiratory infection).   
 
Children enrolled in Medicaid were least likely to be non-users of health care services 
(6.7%) compared with children enrolled in CHIP (11.4%) and NH CHIS commercial (13.2%) 
plans. 
 
Although Medicaid covers fewer children than the NH CHIS commercial population, 
Medicaid covered a much larger number of children with significant chronic diseases in 
multiple organ systems; Medicaid’s proportion was nearly twice as high as NH CHIS 
commercial. 
 
While Table 9 provides CRGs at the highest level of aggregation,  CRGs also were analyzed 
at the most detailed level of classification (268 different categories) for SFY2009.40  
Medicaid and CHIP were compared to NH CHIS commercial to determine which CRGs 
were the primary drivers of higher CRG risk scores between these study populations.  
Significant acute procedures, mental health disorders, developmental disorders, asthma, 
and some rare but potentially serious conditions (e.g., epilepsy) were contributors to higher 
CRG scores for Medicaid compared with NH CHIS commercial.   
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Table 9.  Percent of Average Members by Major CRG Category and Plan Type, SFY2010 
Note:  Counts (in parentheses) are average members covered (Member Months / 12) 

Major CRG Category Medicaid CHIP 
NH CHIS 

Commercial 
TOTAL – All Categories 100.0%  (78,297) 100.0%  (7,992) 100.0%  (127,857) 
Healthy 74.8%  (58,596) 78.6%  (6,284) 80.1%  (102,463) 
     Healthy Non-User 6.7%  (5,275) 11.4%  (913) 13.2%  (16,931) 
     Healthy User 68.1%  (53,322) 67.2%  (5,371) 66.9%  (85,532) 
History of Significant Acute Disease 9.6%  (7,535) 6.3%  (505) 7.2%  (9,224) 
Single Minor Chronic Disease 6.5%  (5,058) 7.1%  (571) 5.9%  (7,587) 
Minor Chronic Disease in Multiple Organ Systems 0.4%  (286) 0.4%  (31) 0.3%  (398) 
Single Dominant or Moderate Chronic Disease 7.4%  (5,822) 6.8%  (541) 5.7%  (7,227) 
Significant Chronic Disease in Multiple Organ Systems 1.0%  (746) 0.7%  (52) 0.5%  (682) 
Dominant Chronic Disease in Three or More Organ Systems 0.0%  (2) 0.0%  (0) 0.0%  (04) 
Dominant, Metastatic, and Complicated Malignancies 0.1%  (44) 0.0%  (3) 0.1%  (83) 
Catastrophic Conditions 0.2%  (126) 0.1%  (7) 0.1%  (142) 

Notes: Rows in italics distinguish members classified by CRG as healthy with no service claims (Healthy Non-User) from 
members classified by CRG as healthy with service claims (Healthy User).  There were 38 unassigned members in the NH 
CHIS commercial data. 

 
 

Access to Primary Care Practitioners 

Children’s and adolescents’ access to primary care practitioners (PCPs) is an NCQA HEDIS 
measure.  NCQA HEDIS measures evaluate the percentage of children, aged 12–24 months 
and 25 months – 6 years, with at least one primary care practitioner visit during the 
current year (one-year measure), as well as the percentage of children, aged 7–11 years and 
12–19 years, with at least one visit during the current or prior year (two-year measure).  
For this report, a measure for infant (0–11 months) was added and the age group 12–19 
years was modified to 12–18 years for consistency with the definition of children (0–18 
years) used in all other NH CHIS reporting.  All measures were based on children 
continuously enrolled during the year (zero or one-month gap in coverage during study 
period).  The HEDIS access to primary care practitioner measure is not a measure of 
preventive service; the visits reported include both visits for preventive services and visits 
for medical illness and other problems. 
 
Results for children’s and adolescents’ access to primary care practitioners are reported in 
Figure 4 and Table 10.  The PCP access rate for children of all ages tended to be highest in 
CHIP, followed by NH CHIS commercial.  Children insured by Medicaid had significantly 
lower rates of access.   
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Figure 4.  Percent of Children with Access to PCP During the Year by Age, SFY2010* 

 
 

*  CHIP does not cover children under the age of one year.   
 
 
For Medicaid, the rate of access to primary care practitioners ranged from a low of 88.1% 
for children (aged 7–11 years) to a high of 97.9% for infants (0–11 months).  CHIP rates 
were higher than Medicaid or NH CHIS commercial.  Compared to national Medicaid 
managed care plans, NH Medicaid rates were higher in every age category (see Table 10).   
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Table 10.  Percent of Children with Access to PCP by Plan Type, SFY2010 
Note:  95% confidence intervals (CI) in parentheses 

New Hampshire Measurement Based on Administrative Claims Data 

Age Group Medicaid CHIP NH CHIS Commercial 
0–11 Months 97.9% (96.9, 98.9) * N/A 100.0% (99.9, 100.0) 
12–24 Months 97.4% (96.9, 97.8) 100.0% (99.1, 100.0) 98.5% (98.1, 98.9) 
25 Months – 6 Years 90.8% (90.3, 91.2) 94.2% (92.8, 95.7) 93.3% (93.0, 93.7) 
7–11 Years 88.1% (87.6, 88.7) 93.1% (91.2, 95.1) 90.6% (90.2, 91.0) 
12–18 Years 93.2% (92.8, 93.6) 96.3% (95.1, 97.4) 92.7% (92.4, 92.9) 

National 2009 NCQA Managed Care Plan HEDIS Reporting Year 

Age Group Medicaid 
12–24 Months 95.3% 
25 Months – 6 Years 88.3% 
7–11 Years 90.3% 
12–19 Years 87.9% 

Notes: Indemnity/TPA plans were excluded from NH CHIS commercial rates.  Consistent with NCQA HEDIS reporting for ages 
7–11 years and 12–18 years the measure is a 2-year measure (primary care visit within the current or prior year).  

*  CHIP does not cover children under the age of one year.  (In New Hampshire, infants in the federal poverty level group for 
CHIP are covered under Medicaid.)   

 
 
Trends in access to PCPs over the past three years (SFY2008–SFY2010) were evaluated.  
For CHIP, there is no evidence of a statistically significant trend in rates, primarily due to 
the small sample size of the CHIP population.  For Medicaid, access increased by 2.1%–
2.6% for all but the youngest children.  There was no significant change for children aged 
0–11 months or 12–24 months because access already was approximately 98% in those age 
groups in SFY2008.  For NH CHIS commercial, there was a statistically significant 
increase of 3.2%–5.0% for children of all ages between SFY2008 and SFY2010.    
 
Table 11 provides information on newly enrolled children and the length of time between 
enrollment and the first visit to a PCP.  For Medicaid, CHIP, and NH CHIS commercial, 
infants (0–11 months) and toddlers (12–24 months) had a PCP visit in a shorter time period 
after enrollment compared to older children.   
 
 
Table 11.  Average Number of Months from Enrollment to First PCP Visit for New 
Enrollees by Plan Type, SFY2010 
Note:  Counts of the number of children with continuous enrollment used for this measure appear in parentheses 

Age Group Medicaid CHIP NH CHIS Commercial 
0–11 Months 0.6   (3,170) * N/A 0.4   (2,143) 
12–24 Months 1.7      (357) 0.8   (219) 0.9   (1,437) 
25 Months – 6 Years 2.1   (1,598) 1.6   (441) 1.7   (5,391) 
7–11 Years 2.3   (1,267) 1.8   (395) 2.0   (5,363) 
12–18 Years 2.1   (1,770) 1.6   (513) 2.0   (8,100) 

Note: HEDIS “persistent” asthma algorithm requires two years of continuous enrollment and claims to select a child with 
“persistent” asthma.   

*  CHIP does not cover children under the age of one year.   
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New enrollees in NH CHIS commercial and CHIP had their first PCP visit in a shorter time 
compared to enrollees in Medicaid.  For toddlers (aged 12–24 months), new enrollees in 
CHIP or NH CHIS commercial accessed PCPs within a month of enrollment, while new 
enrollees in Medicaid accessed care within 1.7 months of enrollment.  A similar pattern was 
found for older age groups.  Overall, it appears that children enrolled in CHIP accessed 
PCPs in a shorter time from enrollment compared to children in either Medicaid or NH 
CHIS commercial plans.  There has been little change in these results since SFY2006. 
 
In summary, children in CHIP had higher rates of access to primary care practitioners than 
children in Medicaid or NH CHIS commercial plans.  Children in CHIP also accessed a PCP 
sooner after enrollment compared with children in Medicaid or NH CHIS commercial plans.  
Compared to national HEDIS rates, New Hampshire children in all three insurance groups 
displayed higher rates than national rates. 
  
The HEDIS evaluation of access to primary care practitioners is not a measure of 
preventive service; the measure instead determines if a child ever visited a primary care 
practitioner during the year.  The visits used for the measure include both visits for 
preventive services and visits for medical illness and other problems.  Measurement of any 
well-child preventive visit is reported in the next section. 
 

Well-Child Visits  

The number of completed well-child visits is a NCQA HEDIS use of service measure.  These 
HEDIS measures are based on specific codes used to identify the visit as preventive in 
nature and, therefore, are distinguished from the access to primary care practitioner 
measure reported in the previous section.  NCQA HEDIS reports a one-year measure for 
children age 3–6 years, a one-year measure for adolescent children age 12–21 years, and 
the distribution of visits during the first 15 months of life.  For this report, a well-child 
measure for children age 16–35 months and children age 7–11 years was added, and the 
age 12–19 years measure was modified to 12–18 years for consistency with the definition of 
children used in this study.  All measures are based on continuous enrollment for the study 
period (zero or one month gap in coverage during study period). 
 
Figure 5 and Table 12 provide well-child visit rates by plan type.  For each plan type, well-
child visit rates declined with age; for example, within Medicaid, 89.4 percent of children 
age 16–35 months had a well-child visit compared to 55.7 percent of adolescent children age 
12–18 years.  By plan type, rates of well-child visits were higher for CHIP and NH CHIS 
commercial compared to Medicaid for each age group.  For example, the well-child visit rate 
for children age 3–6 years was higher for children in CHIP (79.0%) and NH CHIS 
commercial (81.7%) compared to Medicaid (73.0%).  These differences were statistically 
significant. 
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Figure 5.  Percent of Children, Aged 3–6 Years, with a Well-Child Visit During the Year, 
SFY2010 

 

 
 
 
For this measure, children 3–6 years enrolled in Medicaid were higher than national 
Medicaid HEDIS rates.  Between FY2009 and FY2010, well child visit rates tended to 
increase for all insurance types, continuing an upward trend that also occurred between 
FY2008 and FY2009.   
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Table 12.  Percent of Children with a Well-Child Visit to a Primary Care Practitioner by 
Age and Plan Type, SFY2010 
Note:  95% confidence intervals (CI) in parentheses 

Measurement Based on NH CHIS Administrative Claims Data 

Age Group Medicaid CHIP * NH CHIS Commercial 
16–35 Months 89.4%  (88.6-90.1) 95.6%  (92.9-98.3) 93.5%  (92.8-94.2) 
3–6 Years 73.0%  (72.3-73.7) 79.0%  (76.3-81.7) 81.7%  (81.1-82.3) 
7–11 Years 60.9%  (60.2-61.6) 71.2%  (68.7-73.7) 68.7%  (68.1-69.3) 
12–18 Years 55.7%  (55.1-56.4) 61.9%  (59.8-64.1) 60.8%  (60.3-61.3) 
First 15 Months of Life, Denominator * 4,047 326 Not Reliable** 

0 Visits 2%  (70)   (0)  
1 Visit 2%  (79) 1%  (2)  
2 Visits 2%  (97) 2%  (7)  
3 Visits 4%  (170) 2%  (7)  
4 Visits 8%  (310) 7%  (23)  
5 Visits 13%  (533) 14%  (45)  
6 or More Visits 69%  (2788) 74%  (242)  

National 2010 NCQA Managed Care Plan HEDIS Reporting Year 

Age Group Medicaid 
3–6 Years 71.6% 
12–21 Years 47.7% 
First 15 Months of Life    

0 Visits 2.3% 
1 Visit 2.1% 
2 Visits 3.4% 
3 Visits 5.7% 
4 Visits 10.7% 
5 Visits 16.5% 
6 or More Visits 59.4% 

Notes: The HEDIS Well-Child Visit During the First 15 months of Life measure tracks for visits for continuously enrolled 
children from 31 days to 15 months of age — up to six or more visits.  The recommended Early and Periodic Screening, 
Diagnosis, and Treatment (EPSDT) program schedule calls for seven visits: by 1 month, 2–3 months, 4–5 months, 6–8 
months, 9–11 months, 12 months, and 15 months.  CHIP does not cover children under the age of one year.  (In New 
Hampshire, infants who would be in CHIP based on Family Poverty Level (FPL) of 185% to 300% are covered under 
Medicaid.)  For the measure, CHIP data were linked to Medicaid data in order to report on children initially covered under 
Medicaid up to age one, then under CHIP up to 15 months.  Therefore, for this measure the CHIP column is a combination of 
Medicaid and CHIP for the 185%–300% FPL group.  This was done so that this income group could be represented in the 
measure.  Indemnity/TPA plans were excluded from NH CHIS commercial.   

*  CHIP does not cover children under the age of one year.   

**  Commercial rates for well-child visits during the first 15 months are not reported because of limitations in the claims data and 
health plans reporting this measure for NCQA HEDIS commonly use supplementary data sources not available to NH CHIS.  
Two large health plans with claims included in the NH commercial claims data were contacted; one indicated that 
supplementary data sources not available to NH CHIS were used for this measure, while the other plan did not respond to 
inquiries. 

 
 
For this measure, a three-year trend was evaluated.  While results varied by age and 
insurance type, rates of well-child visits tended to increase between SFY2008 and SFY2010.  
For children (7–11 years), the rate for Medicaid increased by 9.7%; rates for adolescents 
(12–18 years) increased by 9.5% and rates for children (3–6 years) increased 4.2%.  For NH 
CHIS commercial, significant increases occurred in all age categories, with particularly 
high increases — 10.8% and 8.9%, respectively — among children (7–11 years) and 
adolescents (12–18 years).  Significant rate increases — 11.5% and 7.4%, respectively — 
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also occurred among CHIP children (7–11 years) and adolescents (12–18 years), while rates 
for CHIP children (3–6 years) decreased by 4.7%.   
 
In sum, results reported in this section indicate that children enrolled in CHIP or NH CHIS 
commercial had higher rates of well-child visits compared to children enrolled in Medicaid.  
NH Medicaid rates also were higher than national HEDIS data from Medicaid managed 
care plans.  There was some evidence of an increase in well-child visits over a three-year 
period. 
 
A significant number of children did not receive a well-child preventive visit.  A NH CHIS 
special study on children with no preventive visit was completed in 2009 to determine what 
factors are associated with children who did not receive a preventive visit.41  The NCQA 
HEDIS well-child measure is based on preventive visits occurring during a single year of 
time, yet some of the children —older children and adolescents — may receive a well-child 
preventive visit during the period after the end of the year.  This study addressed whether 
children and adolescents received a visit during a wider time period (e.g., during a 15-
month or two-year time window), finding that, when the time period used to assess well-
child visits was expanded — from 12 months to 15 months (for children, aged 3–6 years) 
and to 24 months (for children, aged 12–18 years) — the percentage of children without a 
preventive well-child visit decreased.  However, even with the extended time period, 21.5% 
of children enrolled in Medicaid did not have a well-child visit. 
 

Effectiveness of Care Management Measures 

Three NCQA HEDIS effectiveness of care measures were evaluated: use of appropriate 
medications for children with asthma, appropriate testing for children with pharyngitis, 
and appropriate treatment for children with upper respiratory infection (URI).  All of these 
measures incorporate pharmacy claims data and are based on continuous enrollment for 
the study period (zero- or one-month gap in coverage during study period). 
 
Asthma 

The appropriate treatment of asthma HEDIS measure determines members with 
“persistent” asthma who were appropriately prescribed medication during the 
measurement year.  Appropriate medications are those acceptable for long-term control of 
persistent asthma and defined by HEDIS specifications as cromolyn sodium, inhaled 
corticosteroids, leukotriene modifiers, methylxanthines, and nedocromil.  This is consistent 
with national recommendations for quality asthma care.42   
 
Figure 6 and Table 13 provide asthma prevalence and use of appropriate medication rates.  
For continuously enrolled children, the prevalence rate of asthma in Medicaid (9.9%) was 
more than double the NH CHIS commercial rate (4.7%) and higher than the rate for CHIP 
(8.3%).   
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Figure 6.  Prevalence of Asthma by Age and Plan Type, SFY2010* 

 
*  CHIP does not cover children under the age of one year.   

 
 
For Medicaid, 5,880 children with continuous enrollment were identified with asthma.  
About one in four of these — 1,556 — met the strict HEDIS criteria for continuous 
enrollment and persistent asthma; 845 children in NH CHIS commercial and only 64 
children in CHIP met the criteria.  Children with persistent asthma are not identified to 
estimate prevalence of persistent asthma, but instead to provide a denominator to assess 
use of appropriate asthma medication.  Based on claims, almost all children with persistent 
asthma were on the appropriate medication: Of those identified children, 99.0% in CHIP, 
94.4% in NH CHIS commercial, and 92.2% in Medicaid used appropriate controller 
medications.  
 
NH Medicaid rates for appropriate medication use were about the same as national HEDIS 
rates for Medicaid. 
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Table 13.  Prevalence of Asthma, Persistent Asthma, and Use of Appropriate Medications 
to Control Asthma among Children by Plan Type, SFY2010 
Note:  Counts (in parentheses) are average members covered (Member Months / 12) 

Measurement Based on NH CHIS Administrative Claims Data 

Measure / Age Group Medicaid CHIP NH CHIS Commercial 

Prevalence of Asthma, Rate (Number with Asthma) 
All Ages 9.9%  (5,880) 8.3%  (352) 4.7%  (3,640) 
0–11 Months 6.8%  (92) * N/A 4.4%  (22) 
12–24 Months 10.4%  (844) 5.0%  (7) 4.2%  (274) 
25 Months – 4 Years 10.9%  (855) 17.0%  (8) 5.2%  (383) 
5–9 Years  10.1%  (1,774) 41.0%  (9) 5.2%  (1,085) 
10–17 Years 9.5%  (2,315) 0.0%  (4) 4.4%  (1,876) 

Children Identified with Persistent Asthma Using HEDIS Criteria 
All Ages 1,556 64 845 
0–11 Months 0 N/A 0 
12–24 Months 74 1 29 
25 Months – 4 Years 193 5 90 
5–9 Years  551 17 291 
10–17 Years 738 41 435 

Use of Appropriate Medications for Children with Persistent Asthma (95% CI) 
All Ages 92.2%  (90.9 – 93.6) 99.0% (96.7-100.0)* 94.4% (92.8-96.0) 
0–11 Months N/A * N/A N/A 
12–24 Months 90.9%  (93.8-98.0) NSD 100.0% (98.3-100.0) 
25 Months – 4 Years 93.3% (89.6-97.1) NSD 97.8% (94.2-100.0) 
5–9 Years  93.9%  (91.8-96.0) NSD 96.6% (94.3 -98.8) 
10–17 Years 90.9% (88.7-93.0) NSD 92.0% (89.3-94.6) 

National 2010 NCQA Managed Care Plan HEDIS Reporting Year 
Age Group Medicaid 
5–11 years 92.0% 

Note: HEDIS “persistent” asthma algorithm requires two years of continuous enrollment and claims to select a child with 
“persistent” asthma.  NSD = Not reported due to insufficient data.  

*  CHIP does not cover children under the age of one year.   
 
 
 
Pharyngitis 

The appropriate testing for children with pharyngitis HEDIS measure determines the 
percentage of continuously enrolled children (2–18 years) diagnosed with pharyngitis and 
dispensed an antibiotic who also received a streptococcus (strep) test.  Results from NH 
CHIS data are provided in Table 14.  Based on NH CHIS claims data, the rate of 
appropriate strep testing for children with pharyngitis was similar across plan types: 
Medicaid (79.8%), CHIP (78.2%), and NH CHIS commercial (84.0%). 
 
Compared to national HEDIS data for this measure, Medicaid, CHIP, and NH CHIS 
commercial were higher than the national Medicaid rates. 
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Table 14.  Percent of Continuously Enrolled Children with Appropriate Testing for 
Pharyngitis by Plan Type, SFY2010 
Note:  95% confidence intervals (CI) in parentheses 

Measurement Based on NH CHIS Administrative Claims Data 

Age Group Medicaid CHIP NH CHIS Commercial 
2–18 Years (Denominator) 2,280 179 2,125 
2–18 Years  79.8% (78.1, 81.5) 78.2% (71.9, 84.5) 84.0% (82.4, 85.5) 

National 2010 NCQA Managed Care Plan HEDIS Reporting Year 
Age Group Medicaid 
2–18 Years  62.3% 

Note: Indemnity/TPA plans were not included in NH CHIS commercial. 
 
 
Upper Respiratory Infection 

HEDIS’s measure of appropriate treatment for children with upper respiratory infection 
(URI) evaluates the percentage of continuously enrolled children (3 months – 18 years) who 
were diagnosed with URI and were not dispensed an antibiotic prescription.  Results are 
provided in Table 15.  Based on claims data, differences in the rates of appropriate 
medication (antibiotic not dispensed) for Medicaid (90.6%), CHIP (89.7%), and NH CHIS 
commercial (89.6%) were not statistically significant.   
 
Medicaid, CHIP, and NH CHIS commercial were all higher than the national Medicaid 
rates for this measure. 
 
 
Table 15.  Percent of Children with Upper Respiratory Infection (URI) Not Dispensed an 
Antibiotic, SFY2010 
Note:  95% confidence intervals (CI) in parentheses 

Measurement Based on NH CHIS Administrative Claims Data 

Age Group Medicaid CHIP NH CHIS Commercial 
2–18 Years (Denominator) 6,168 310 3,879 
2–18 Years  90.6% (89.8, 91.3) 89.7% (86.1, 93.2) 89.6% (88.6, 90.1) 

National 2010 NCQA Managed Care Plan HEDIS Reporting Year 
Age Group Medicaid 
2–18 Years  86.0% 

Note: Indemnity/TPA plans were not included in NH CHIS commercial. 
 
 
Figure 7 summarizes the medication care measures for NH Medicaid claims compared to 
national HEDIS Medicaid managed care rates.  For pharyngitis and URIs, the NH 
Medicaid claims-based rates were higher than the HEDIS national Medicaid average.  For 
asthma, the rates were similar. 
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Figure 7.  Comparison of Appropriate Medication for Children Enrolled in Medicaid.  
SFY2010 New Hampshire Medicaid Claims and NCQA 2009 National HEDIS Rates 

 
 
 
 
The three-year period of SFY2008–SFY2010 also was evaluated for trends in several 
effectiveness of care measures: 

• Asthma — The prevalence of asthma did not change significantly from SFY2008–
SFY2010.  Asthma prescription management rates increased by 1% among the 
Medicaid population and stayed the same among the NH CHIS commercial 
population.    

• Pharyngitis — The percent of NH children with appropriate testing for pharyngitis 
in the Medicaid population increased by more than 4% and NH CHIS commercial 
increased by more than 6%.   

• Upper Respiratory Infection — The percent of NH children with URI stayed about 
the same from SFY2008–SFY2010 for both the Medicaid and NH CHIS commercial 
populations. 

 

Prevalence and Utilization for Mental Health Disorders 

Determination of mental health disorder was based on the diagnostic information contained 
in the administrative medical claims data. (Diagnostic codes and groupings are identified in 
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Appendix 1 and were derived from a report prepared for the national Substance Abuse and 
Mental Health Services Administration [SAMHSA]).  Nationally, about 20% of children are 
estimated to have mental health disorders with at least mild functional impairment.43 
 
In FY2010, mental health specialist visits for the CHIP population were not complete in the 
payer data for this report.  Therefore, CHIP is not included in the mental health section of 
the report. 
 
Prevalence 

Figure 8 and Table 16 summarize the prevalence of mental health disorders by age group 
and plan type.  Among SFY2010 enrollees (aged 0–18 years), the mental health disorder 
prevalence rate for Medicaid (23.0%) was higher than the prevalence rate for NH CHIS 
commercial (14.1%). 
  
 
Figure 8.  Prevalence of Mental Health Disorders by Age and Plan Type, SFY2010 

 
 
 
The prevalence of mental health disorders increased with age; highest prevalence rates 
were among teens (12–18 years) in each plan type.  For children covered by Medicaid in the 
3–6 years, 7–11 years, and 12–18 years age groups, the prevalence rate of mental health 
disorders was significantly higher than the prevalence rate for children covered by NH 
CHIS commercial. 
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Table 16.  Prevalence of a Mental Health Disorder by Plan Type and Age Group, SFY2010 
Note:  Counts (in parentheses) are average members covered (Member Months / 12) 

Age Group Medicaid NH CHIS Commercial 
TOTAL – All Ages (0–18 Years) 23.0% (18,017) 14.1% (17,917) 
<1 Year (0–11 Months)  0.9% (34) 0.9% (25) 
1–2 Years 2.7% (271) 1.7% (162) 
3–6 Years 14.8% (2,680) 6.1% (1,367) 
7–11 Years 30.0% (6,093) 15.3% (4,968) 
12–18 Years 34.3% (8,939) 19.1% (11,395) 

 
 
Table 17 provides detailed prevalence rates for serious and other mental health disorder 
diagnoses by plan type.  Among children enrolled in Medicaid, 3,255 had an identified 
serious mental health disorder.  These included 907 children with major depression and 
1,535 children with bipolar and other affective psychoses.  The prevalence rate of serious 
mental health disorders in children enrolled in Medicaid (4.2%) was higher than NH CHIS 
commercial (2.9%). 
 
The most common mental health disorder diagnosed for all plan types was Attention Deficit 
Hyperactivity Disorder (ADHD) Hyperkinetic.  The prevalence rate of ADHD Hyperkinetic 
for children enrolled in Medicaid (8.9%) was higher than for children enrolled in NH CHIS 
commercial (5.5%).   
 
Stress and adjustment disorders also were common in these children.  The prevalence rate 
for stress and adjustment disorders in Medicaid (7.6%) was more than twice the prevalence 
rate in NH CHIS commercial children (3.6%).  Stress and adjustment disorders include 
post-traumatic stress disorder.  A recent study indicates that children in foster care are five 
times more likely to have post-traumatic stress disorder than other children.44  
 
Disturbance of conduct and disturbance of emotions were more than three times as 
prevalent in the children enrolled in Medicaid than in children in NH CHIS commercial.* 
 
These comparative results are consistent with a previous study that showed that the 
prevalence of parental-reported severe emotional or behavioral difficulties are higher in 
children covered by Medicaid compared to children covered by private insurance (9.1% vs. 
3.9%).45  Mental health disorders are particularly common for low-income children.46 

 
The prevalence of mental health disorders appears to have increased in the last two years 
(between FY2008 and FY2010).  For example, in FY2008, 21.6% of children with Medicaid 
had mental health disorders; that figure climbed to 22.3% in FY2009 and climbed again to 
23.0% in FY2010.  Similar small increases were seen among the NH CHIS commercial 
population.   
 

                                                           

*  Diagnosis codes utilized to define mental illness categories are provided in Appendix 1.  Examples of 
disturbance of conduct disorders include anger reactions, unsocialized aggressive disorder, tantrums, 
stealing, pyromania, and disruptive behaviors.  Examples of disturbance of emotions include overanxious 
disorder, shyness, introversion, relationship and sibling jealousy, oppositional defiant disorder, and identity 
disorders. 
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Table 17.  Prevalence of Mental Health Disorders by Plan Type and Diagnostic Category, 
SFY2010 
Note:  Counts (in parentheses) are average members covered (Member Months / 12) 

Mental Health Disorder  Medicaid NH CHIS Commercial 
Any Mental Health Disorder 23.0%  (18,017) 16.0%  (20,337) 
Any Serious Mental Health Disorder 4.2%  (3,255) 2.9%  (3,667) 
     Schizophrenic Disorders 0.1%  (51) 0.0%  (34) 
     Major Depression 1.2%  (907) 1.1%  (1,416) 
     Bipolar & Other Affective Psychoses 2.0%  (1,535) 1.0%  (1,282) 
     Other Psychoses 1.5%  (1,184) 1.1%  (1,452) 
Any Other Mental Health Disorder 21.6%  (16,943) 13.1%  (16,670) 
     Stress & Adjustment 7.6%  (5,947) 3.6%  (4,523) 
     Personality Disorder 0.2%  (157) 0.1%  (120) 
     Disturbance of Conduct 2.9%  (2,258) 0.9%  (1,162) 
     Disturbance of Emotions 2.6%  (2,010) 0.8%  (1,077) 
     ADHD Hyperkinetic 8.9%  (6,946) 5.5%  (6,957) 
     Neurotic Disorder 5.0%  (3,901) 4.2%  (5,302) 
     Depression NEC  2.6%  (2,060) 1.6%  (2,066) 
     Other Mental Health Disorders 1.7%  (1,296) 1.4%  (1,722) 

Note: Categories are not mutually exclusive.  The same child may be reported in more than one diagnostic group if the child 
had claims with different mental health disorder diagnoses during the year.  Numbers will not add to total. 

 
 
The prevalence of comorbid substance abuse among children with a mental health disorder 
is provided in Figure 9.47  The prevalence of comorbid substance abuse problems for 
children with a mental health disorder was higher in Medicaid (6.0%) than NH CHIS 
commercial (4.6%).  It should be noted that administrative claims data may underreport the 
actual prevalence of substance abuse problems. 
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Figure 9.  Prevalence of Substance Abuse Among Adolescent Children, Aged 12–18 
Years, with a Mental Health Disorder by Plan Type, SFY2010 

 
Note: Administrative claims data may underreport the actual prevalence of substance abuse problems.  Substance abuse 
problems were identified based on SAMHSA ICD-9-CM diagnosis code list.  Tobacco abuse was excluded. 

 
 
Utilization Rates 
 
Table 18 and figures 10 and 11 provide summary mental health service utilization rates by 
plan type for children with mental health disorders.  Among children with mental health 
disorders, inpatient day rates for a mental health disorder were higher in Medicaid (284 per 
1,000 members) compared with NH CHIS commercial (243 per 1,000 members.  Among 
children with mental health disorders, outpatient ED use rates for a mental health disorder 
were higher in Medicaid (197 per 1,000 members) compared with  NH CHIS commercial 
(121 per 1,000 members). 
 
For this report, mental health specialist visits were analyzed and stratified into three 
distinct categories.  This reflects the fact that Medicaid covers some mental health 
specialist services (e.g., community mental health support, case management, crisis 
intervention) that are more common in Medicaid (i.e., either not covered or rare in the other 
plans).  Medicaid children incurred 83,709 psychotherapy visits; 16,436 diagnostic 
evaluation, medication management, and testing services; and 54,425 community mental 
health support, case management, and crisis intervention services. 
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The rate of psychotherapy visits for children with a mental health disorder was higher in 
Medicaid (5,070 per 1,000 members) than in NH CHIS commercial (4,098 per 1,000).  Rates 
of mental health office visits to non-specialists (i.e., primary care practitioners) were higher 
in Medicaid (1,613 per 1,000 members) compared with NH CHIS commercial (1,157 per 
1,000).  Psychotherapy rates in Medicaid (5,070 per 1,000 members) were about the same as 
SFY2009 rates (5,084 per 1,000) but lower than SFY2008 rates (5,875 per 1,000 members). 
 
 
Table 18.  Utilization for Children with Any Mental Health Disorder by Plan Type, SFY2010 
Note:  Counts (in parentheses) are average members covered (Member Months / 12) 

Mental Health Measure Medicaid NH CHIS Commercial 
Members with Mental Health Disorder 18,017 17,917 
Average Members (Member Months / 12) 16,512 14,822 

Utilization Rates Per 1,000 Members (Number of Visits) 
Members With Mental Health Disorder Admission 32 (531) 28 (408) 
Mental Health Disorder Inpatient Days 284 (4,694) 243 (3,599) 
Mental Health Disorder Outpatient ED Visits 197 (3,256) 121 (1,794) 
Mental Health Disorder Office Visits to Non-Mental Health Specialists 1,613 (26,633) 1,157 (17,150) 
Mental Health Disorder Specialist Services 9,361 (154,570) 5,209 (77,206) 

Psychotherapy*  5,070 (83,709) 4,098 (60,743) 
Diagnostic Evaluation, Medication Management, and Testing  995 (16,436) 1,051 (15,573) 
Mental Specialist Services Unique to Medicaid 3,296 (54,425) 60(890) 

*  The NH Medicaid benefit limit for psychotherapy is 12 visits per year for Advanced Registered Nurse Practitioners (ARNPs) 
and other non-physician providers.   
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Figure 10.  Inpatient Days for Mental Health Disorders and Outpatient ED Mental Health 
Disorder Visits per 1,000 for Members with a Mental Health Disorder by Plan Type, 
SFY2010 
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Figure 11.  Mental Health Specialist and Non-Specialist Office/Clinic Visit Rates per 1,000 
Members with a Mental Health Disorder by Plan Type, SFY2010 

 
 
Children enrolled in Medicaid were more likely to have a serious mental disorder than 
children in NH CHIS commercial — a prevalence that may correlate to higher utilization 
rates for Medicaid.  Table 19 provides a summary of utilization by plan type for only those 
children with a serious mental disorder during SFY2010.  Use of mental health disorder 
specialist services among the Medicaid population appears to have decreased since 
SFY2009. 
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Table 19.  Utilization for Children with a Serious Mental Health Disorder by Plan Type, 
SFY2010 
Note:  Counts (in parentheses) are average members covered (Member Months / 12) 

 Medicaid NH CHIS Commercial 
Members with Mental Health Disorder 3,255 3,667 
Average Members (Member Months / 12) 2,959 2,962 

Utilization Rates Per 1,000 (Number of Visits) 
Members With Mental Health Disorder Admission 132 (390) 105 (312) 
Mental Health Disorder Inpatient Days 1,323 (3,914) 986 (2,922) 
Mental Health Disorder Outpatient ED Visits 526 (1,558) 310 (917) 
Mental Health Disorder Office Visits (Non-Specialist)* 2,278 (6,742) 1,241 (3,677) 
Mental Health Disorder Specialist Services   

Psychotherapy  5,859 (17,339) 243 (720) 
Diagnostic Evaluation, Medication Management, and Testing  1,826 (5,402) 2,093 (6,200) 
Mental Specialist Services Primarily Assoc. with Medicaid 132 (390) 105 (312) 

*  The NH Medicaid benefit limit for psychotherapy is 12 visits per year for Advanced Registered Nurse Practitioners (ARNPs) 
and other non-physician providers.   

 
 
Psychotropic Medication Utilization 
 
For all children enrolled in Medicaid, pharmacy claims data were available.  Not all 
children enrolled in NH CHIS commercial have pharmacy claims data linked (some 
children may not have pharmacy coverage as a benefit and some children may be in plans 
where the pharmacy claims data cannot be linked).  For the evaluation of use of 
psychotropic medication, the NH CHIS commercial population was limited to children with 
a mental health disorder who had pharmacy data linked.   
 
Table 20 summarizes the prevalence of psychotropic medication use by plan and age for 
children with a mental health disorder.  Among 18,017 Medicaid members (16,512 average 
members) with a mental health disorder, 9,116 had any psychotropic medication use, a 
prevalence rate of 55%, which was lower than the rate of 65% for NH CHIS commercial.   
 
For each plan type, use of psychotropic medication for mental health disorder increased 
with age.  For children with mental health disorders covered by Medicaid, the highest rate 
of any psychotropic medication was among teens age 12-18 (67%).   
 
 
Table 20.  Prevalence of Any Use of Psychotropic Medication for Children with a Mental 
Health Disorder by Age and Plan Type, SFY2010 
Note:  Counts (in parentheses) are average members covered (Member Months / 12) 

Age Group Medicaid NH CHIS Commercial 
TOTAL – All Ages (0–18 Years) 55%  (9,116) 65%  (6,268) 
<1 Year (0–11 Months) * 9%  (2) 10%  (1) 
1–2 Years 10%  (26) 4%  (4) 
3–6 Years 25%  (615) 19%  (146) 
7–11 Years 55%  (3,122) 60%  (1,603) 
12–18 Years 67%  (5,351) 75%  (4,514) 
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Table 21 summarizes the prevalence of any use of psychotropic medications among children 
with a mental health disorder by medication type.  Among 16,512 children enrolled in 
Medicaid with a mental health disorder, 21% used an antidepressant and 34% used a 
stimulant during the year. 
 
Among children with a mental health disorder using psychotropic medication, NH CHIS 
commercial children averaged more use (337 days per year) compared to Medicaid (299 
days per year). 
 
 
Table 21.  Prevalence of Any Use of Psychotropic Medication for Children with a Mental 
Health Disorder by Drug Type and Plan Type, SFY2010 
Note:  Counts (in parentheses) are average members covered (Member Months / 12) 

Psychotropic Drug Category Medicaid NH CHIS Commercial 
TOTAL – All Types 55%  (9,116) 65%  (6,268) 
    Antidepressants 21%  (3,481) 28%  (2,717) 
    Tranquilizers 11%  (1,840) 8%  (763) 
    Stimulants 34%  (5,564) 38%  (3,665) 
    Anxiolytics 6%  (1,040) 8%  (758) 
    Other CNS Agents 8%  (1,250) 7%  (704) 
Average days supplied per member using per year 299 337 

Note: NH CHIS commercial is based on subset of children for which pharmacy data could be linked.  Classification of drug 
types is based on the National Drug Code (NDC) on claims grouped into therapeutic classes using Red Book®. 

Note: Categories are not mutually exclusive.  The same child may be reported in more than one drug category if the child had 
claims for different psychotropic drugs during the year.  Numbers will not add to total. 

 
 
Trends in prevalence and utilization rates also were evaluated.  There were no significant 
changes in the prevalence rates of mental health disorders for NH Medicaid or NH CHIS 
commercial between SFY2009 and SFY2010.  However, primarily due to rising 
membership, Medicaid covered 331 more children with serious mental health disorders and 
1,546 more children with any mental health disorder in SFY2010 compared to SFY2009 
(based on the administrative claims diagnoses).   
 
 
Mental Health Disorder Summary 
 
Children enrolled in Medicaid with a mental health disorder diagnosis had higher 
utilization rates of mental health services compared with NH CHIS commercial.  Three 
factors that might have contributed to this difference are described below. 
 

1. Co-occurring mental health disorders were not evaluated for these children.  It is 
possible that children enrolled in Medicaid with mental health disorders had a 
greater need for specialist visits because they were more likely to have multiple 
mental health disorders or because their disorders were more severe.  

2. Each year, more than 800,000 children in the United States spend time in foster 
care as a result of abuse and neglect.  States disburse about $10 billion a year in 
federal and state funds to meet the needs of these children.48  Foster care children 
enrolled in Medicaid utilize mental health services at higher rates than other 
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children in Medicaid.49 An NH CHIS study of Medicaid children in out-of-home 
placement (residential and foster care home) was recently completed.  Results 
indicated that 90% of adolescent children in residential placement and 82% in foster 
home care had a mental health disorder compared with 28% of other low-income 
children enrolled in NH Medicaid.50 

3. NH CHIS commercial includes members enrolled in managed care plans and 
behavioral carve-out plans that may limit specialist visits more than the Medicaid 
plan that is subject to Early and Periodic Screening, Diagnosis, and Treatment 
(EPSDT) program requirements under federal law (Title XIX of the Social Security 
Act), which can override state Medicaid program benefit limitations.  These factors 
may contribute to the differences in psychotherapy and other utilization measures 
reported here. 

 

Utilization and Payments 

Inpatient hospitalizations, outpatient ED visits, office/clinic visits, and payments per 
member per month (PMPM) were evaluated by age and plan type.   
 
Inpatient hospitalization 

Inpatient hospitalization rates are summarized in Figure 12 and Table 22.  Medicaid rates 
were consistently higher than NH CHIS commercial rates, including the overall rate — 
88.3 per 1,000 members for Medicaid compared to 24.2 per 1,000 members for NH CHIS 
commercial.  The overall rate is influenced by the high-use rate for newborns and infants 
(0–11 months) who are not covered in CHIP and, in the case of infants, may not be fully 
available in commercial data due to bundling of the baby’s claim with the mother’s claims.   
 
Excluding newborns and infants (0–11 months) and standardizing for differences in health 
status (CRG) and age, the inpatient hospitalization rate for Medicaid (24.1 per 1,000 
members) was significantly higher than the CHIP rate (18.9 per 1,000 members) and the 
NH CHIS commercial rate (16.5 per 1,000 members).  These adjusted rates did not change 
significantly between SFY2009 and SFY2010. 
 
Table 22.  Inpatient Hospitalization Rates Per 1,000 Members by Age and Plan, SFY2010 
Note:  Counts (in parentheses) are average members covered (Member Months / 12) 

Age Group Medicaid CHIP NH CHIS Commercial 
TOTAL – All Ages (0–18 Years) 88.3  (6,911) * N/A 24.2  (3,096) 
TOTAL – Excluding Age <1 Year (0–11 Months) 27.0  (2,007) 11.3  (90) 15.3  (1,918) 
<1 Year (0–11 Months) 1,259.2  (4,904) * N/A 424.4  (1,178) 
1–2 Years 36.3  (361) 31.7  (21) 21.2  (207) 
3–6 Years 16.8  (303) 7.4  (12) 12.9  (294) 
7–11 Years 14.1  (286) 7.7  (17) 8.6  (280) 
12–18 Years 40.6  (1,057) 11.4  (40) 19.0  (1,137) 
Inpatient Rate Standardized for CRG Risk Group and 
Age, Excluding Age 0-11 Months (95% CI) 24.1    (23.0, 25.2) 18.9    (15.6, 22.7) 16.5    (15.7, 17.3) 

Note: NH CHIS commercial rate for (0–11 months) may be underreported due to commercial plans’ practice of bundling 
newborns’ claim with mothers’ claims. 

*  CHIP does not cover children under the age of one year.   



 

Children’s Health Insurance Programs in New Hampshire, SFY2010 37 
Office of Medicaid Business and Policy, NH Department of Health and Human Services, June 2011 

 
 
 
Figure 12.  Inpatient Standardized Utilization Rates per 1,000 Members, Aged 1–18 
Years, SFY2010 

        

Note: Infants younger than one year are not included.  The inpatient rate is standardized for population in health status (based 
on CRG) and age. 

 
 
Previous studies have identified certain hospitalizations as potentially preventable or 
avoidable; these are sometimes referred to as Ambulatory Care Sensitive (ACS) 
conditions.51,52 Future hospital utilization might be reduced by providing access to timely 
and effective outpatient care to prevent the onset of an illness or condition, by controlling 
acute episodic conditions, or by managing a chronic disease.   
 
For five selected ACS conditions — asthma, dehydration, bacterial pneumonia, urinary 
tract infections, and gastroenteritis — the inpatient hospitalization rate for children 
enrolled in Medicaid (4.4 per 1,000 members) was more than double the NH CHIS 
commercial rate (1.8 per 1,000 members) and more than triple the CHIP rate (1.4 per 1,000 
members).  Detailed rates for these inpatient ACS conditions are provided in Table 23.   
 
The rate of inpatient ACS hospitalizations for Medicaid increased by 6% between SFY2007 
and SFY2008, decreased by 4% between SFY2008 and SFY2009, and decreased by another 
3% between 2009 and 2010.  The decreases in the last two years negated the increase 
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between SFY2007 and SFY2008, although the numbers are too small for these trends to be 
statistically significant.  NH CHIS commercial rates increased 2% between SFY2007 and 
SFY2008, increased 6% between SFY2008 and SFY2009, and decreased 5% between 
SFY2009 and SFY2010.  Overall, there was a about a 2% increase between SFY2007 and 
SFY2010.  CHIP trends cannot be evaluated due to small numbers. 
 
 
Table 23.  Rates of Inpatient Hospitalizations for Select ACS Conditions Per 1,000 
Members by Plan Type, SFY2010 
Note:  Counts (in parentheses) are average members covered (Member Months / 12) 

ACS Condition Medicaid CHIP NH CHIS Commercial 
TOTAL 4.4  (342) 1.4  (11) 1.8  (224) 
Asthma 0.6  (44) 0.6  (5) 0.5  (67) 
Dehydration 0.2  (12) 0.4  (3) 0.3  (39) 
Bacterial Pneumonia 1.9  (152) 0.3  (2) 0.6  (73) 
Urinary Tract Infection 0.5  (37) 0.0  (0) 0.1  (8) 
Gastroenteritis 1.2  (97) 0.1  (1) 0.3  (37) 

 
 
Because ACS hospitalizations may be preventable or avoidable, the payment (plan 
payments and member responsibility) was determined from the claims data.  The 342 
Medicaid hospitalizations totaled $1,0121,118 (average $2,986); the 11 CHIP 
hospitalizations totaled $49,836 (average $4,531); and the 224 commercial hospitalizations 
totaled $1,626,550 (average $7,261).  The lower average payment for Medicaid per ACS 
hospitalization is a reflection of the Medicaid program’s much lower payment rates.  The 
CHIP payment rate may be affected by variability due to the low number of 
hospitalizations. 
 
Emergency Department and Office/Clinic Visits 

Hospital outpatient ED visit rates and outpatient office/clinic visit rates are summarized in 
figures 13 and 14 and Table 24.  Rates of outpatient ED visits and office/clinic visits 
declined with the age of child through age 7–11 years and then increased again for children 
aged 12–18 years; this was true for Medicaid, CHIP, and NH CHIS commercial plan types. 
 
Children enrolled in Medicaid incurred 50,488 outpatient ED visits.  Excluding newborns 
and infants (0–11 months) and standardizing for differences in health status (CRG) and 
age, the outpatient ED rate for Medicaid (552 per 1,000) was significantly higher than 
CHIP (363 per 1,000) or NH CHIS commercial (228 per 1,000).  The Medicaid rate did not 
change and NH CHIS commercial decreased by 2% compared to SFY2009.  Numbers were 
too small to evaluate trends for CHIP.  
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Figure 13.  Outpatient ED Visit Rates per 1,000 Members by Age, SFY2010 
 

 
*  CHIP does not cover children under the age of one year.   

 
 
Rates of office/clinic visits were higher in Medicaid (4,015 per 1,000) compared to CHIP 
(3,444 per 1,000) and NH CHIS commercial (3,231 per 1,000).  Excluding newborns and 
infants (age 0–11 months) and standardized for differences in health status (CRG) and age, 
the office/clinic visit rate was highest in Medicaid (3,322 per 1,000) and CHIP (3,499 per 
1,000) and lower in NH CHIS commercial (3,060 per 1,000).  Compared with SFY2009, 
Medicaid rates increased by 1%, CHIP increased by 2%, and NH CHIS commercial rates 
increased by (7%).   
 
The ratio of outpatient emergency department visits to office/clinic visits may be an 
indicator of patterns of care.  A high ratio of outpatient emergency department visits to 
office/clinic visits may indicate that the usual source of care for some children is more likely 
to be the hospital emergency department instead of a health care provider’s office.  For 
SFY2010, the ratio of outpatient emergency department visits to office/clinic visits (total, 
unadjusted) was highest for children in Medicaid (0.16) followed by CHIP (0.10) and NH 
CHIS commercial (0.07).   
 
Between SFY2009 and SFY2010, Medicaid utilization rates appear to have remained the 
same for both outpatient ED visit rates standardized for CRG risk group and for office/clinic 
visits. 
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Table 24.  Outpatient ED and Office/Clinic Visit Rates per 1,000 Members by Age and Plan 
Type, SFY2010 
Note:  Counts (in parentheses) are average members covered (Member Months / 12). Note that rows for 
standardized rates instead display 95% confidence intervals (CI) in parentheses 

Age Group Medicaid CHIP NH CHIS Commercial 
Outpatient Emergency Department Visits    
TOTAL  645  (50,488) 346  (2,766) 221  (28,295) 
<1 Year (0–11 Months) * 941  (3,664) * N/A 308  (854) 
1–2 Years 1,000  (9,948) 549  (364) 316  (3,086) 
3–6 Years 615  (11,110) 319  (516) 203  (4,615) 
7–11 Years 455  (9,254) 263  (582) 163  (5,343) 
12–18 Years 634  (16,512) 372  (1,304) 240  (14,397) 
Outpatient Emergency Department Rate Standardized 
for CRG Risk Group and Age, Excluding Age 0–11 
Months (95% CI) 552  (550, 558) 363  (349, 377) 228  (225, 231) 
Office/Clinic Visits    
TOTAL 4,015  (314,335) 3,444  (27,525) 3,231  (413,101) 
<1 Year (0–11 Months) * 10,382  (40,432) NA 10,065  (27,938) 
1–2 Years 6,176  (61,432) 5,866  (3,887) 6,204  (60,601) 
3–6 Years 3,478  (62,786) 3,499  (5,660) 3,242  (73,701) 
7–11 Years 3,024  (61,504) 3,041  (6,719) 2,615  (85,485) 
12–18 Years 3,383  (88,181) 3,214  (11,259) 2,761  (165,376) 
Office/Clinic rate Standardized for CRG Risk Group 
and Age, Excluding Age 0–11 Months (95% CI) 3,322 (3309, 3335) 3,499 (3457, 3541) 3,060 (3049, 3070) 

Note: Emergency department visits resulting in inpatient hospitalization are excluded. 

*  CHIP does not cover children under the age of one year. 
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Figure 14.  Office/Clinic and Outpatient ED Standardized Visit Rates per 1,000 Members, 
SFY2010 

 
Notes: Infants under 1 are not included.  Inpatient rate is standardized for population in health status (based on CRG) and age. 

 
 
In a prior study, the NH CHIS project identified emergency department visit diagnostic 
groups (e.g., upper respiratory infections, ear infections, bronchitis) for which an 
alternative setting of care might have been more appropriate.53  
 
The resulting outpatient ED visit rates for these conditions are summarized in Table 25.  
Children enrolled in Medicaid incurred 19,721 of these visits during SFY2010.  For 
conditions for which an alternative setting of care might have been more appropriate (e.g., 
upper respiratory infection, ear infection, bronchitis), the outpatient ED use rate for 
children enrolled in NH Medicaid (252 per 1,000 members) was higher than CHIP (98 per 
1,000 members) and NH CHIS commercial (62 per 1,000 members).  Outpatient ED use 
rates for several of these conditions were five or more times greater among children 
enrolled in Medicaid compared to children enrolled in NH CHIS commercial rates; CHIP 
rates for several of these conditions were two or more times greater than NH CHIS 
commercial.  SFY2007, SFY2008, SFY2009, and SFY2010 rates were similar, and the same 
variation between plan types was found. 
 
For these selected conditions, the ratio of ED to office/clinic visits for Medicaid (0.17) and 
CHIP (0.10) were higher than for NH CHIS commercial (0.07); this pattern was found for 
virtually every specific diagnostic category.  These ratios are similar to SFY2006, SFY2007, 
SFY2008, and SFY2009.  This indicates that children enrolled in NH Medicaid — and to a 
lesser extent CHIP — were more likely than children enrolled in NH CHIS commercial to 
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receive treatment in the hospital emergency department for conditions that might have 
been treated more appropriately in a physician’s office or clinic.   
 
 
Table 25.  Outpatient ED Visit Rates per 1,000 Members for Selected Conditions, SFY2010 
Note:  Counts (in parentheses) are average members covered (Member Months / 12) 

Selected Diagnostic Group Medicaid CHIP NH CHIS Commercial 
TOTAL SELECTED CONDITIONS 252  (19,721) 98  (782) 62  (7,900) 
Asthma 13  (995) 6  (45) 4  (506) 
Dehydration 3  (218) 2  (12) 1  (178) 
Bacterial Pneumonia 9  (742) 1  (10) 2  (299) 
Urinary Tract Infection 9  (730) 3  (23) 3  (371) 
Gastroenteritis 6  (448) 3  (21) 2  (216) 
Sore throat (Strep) 10  (773) 5  (42) 2  (313) 
Viral Infection (unspecified) 18  (1,400) 6  (44) 3  (392) 
Anxiety (unspecified or generalized) 1  (112) 2  (13) 1  (98) 
Conjunctivitis (acute or unspecified) 7  (575) 2  (16) 1  (166) 
External and middle ear infections (acute or unspecified) 52  (4,075) 20  (157) 10  (1,271) 
Upper respiratory infections (acute or unspecified) 59  (4,642) 17  (132) 10  (1,319) 
Bronchitis (acute or unspecified) or cough 19  (1,470) 7  (52) 4  (480) 
Dermatitis and rash 17  (1,305) 6  (46) 3  (346) 
Joint pain 4  (326) 2  (19) 2  (300) 
Lower and unspecified back pain 2  (193) 2  (15) 1  (123) 
Muscle and soft tissue limb pain 3  (256) 2  (15) 2  (192) 
Fatigue 1  (51) 0  (1) 0  (20) 
Headache 5  (358) 3  (25) 2  (292) 
Abdominal pain 20  (1,534) 13  (107) 10  (1,223) 

Note: Emergency department visits resulting in inpatient hospitalization were excluded. 
 
 
Because an alternative setting of care (office/clinic) to the emergency department often is 
more appropriate for these selected conditions, the payment (i.e., plan payments and 
member responsibility) was determined from the claims data and summarized in Table 26.   
 
 
Table 26.  Outpatient ED and Office/Clinic Visit Payments for Selected Conditions, 
SFY2010   

Measure Medicaid CHIP NH CHIS Commercial 
Outpatient Emergency Department    
     Total Outpatient ED Visits 19,721 782 7,900 
     Total Payments $2,261,827 $192,997 $3,439,397 
     Average Payment per Visit $115 $247 $435 
Office/Clinic    
    Total Office/Clinic Visits 100,363 8,566 134,665 
    Total Payments $5,992,430 $935,785 $15,635,627 
    Average Payment per Visit $60 $109 $116 

Notes: Emergency department visits resulting in inpatient hospitalization were excluded.  Payments include plan payments, 
prepaid amounts on capitated claims, and member responsibilities (i.e., coinsurance, deductible, copayments).  All payments 
were based on the information on submitted administrative claims.  If Medicaid had reimbursed at the higher rate paid by NH 
CHIS commercial plans for these selected conditions, Medicaid would have paid $12 million more than it did during SFY2010. 
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Children enrolled in Medicaid incurred nearly $2.3 million for outpatient ED visits for 
these selected conditions.  The lower average payment for Medicaid per visit — $115 
compared to $247 for CHIP and $435 for NH CHIS commercial — is a reflection of the 
significantly lower payment rates of the Medicaid program.  For Medicaid, CHIP, and NH 
CHIS commercial, the average payment per visit for an outpatient ED visit was 
significantly higher than the cost of an office/clinic visit for these conditions.  For Medicaid, 
the average payment per outpatient ED visit ($115) was higher than the average payment 
per office/clinic visit ($60) for these conditions.   
 
Payments Per Member Per Month  

Total payment rates per member per month (PMPM) by age group and plan type were 
evaluated.  Results are provided in Figure 15 and Table 27.  Payments include both plan 
paid, prepaid amounts on capitated claims, and member responsibility (i.e., coinsurance, 
deductible, and copayments).*  
 
As discussed in the mental health section, mental health specialist visits for CHIP in 
FY2010 were not complete in the payer data.  To address this, total payments for CHIP 
were adjusted by estimating payments for mental health specialist visit payments using 
first six months FY2010 data. The adjustment represents less than 4% of total payments 
for CHIP children.  
 
For children included in this study, NH Medicaid incurred $222.8 million in payments, 
CHIP incurred $12.9 million in plan payments and $765,000 in member responsibility, and 
NH CHIS commercial incurred $246.0 million in plan payments and $36.9 million in 
member responsibility.**  Not all children enrolled in NH CHIS commercial plans had 
pharmacy claims data linked; the evaluation of payments per member per month included 
only children with both medical and pharmacy claims linked.  Payment differences are 
influenced by Medicaid’s lower reimbursement rate per service compared with CHIP and 
NH CHIS commercial plans. 
 
 
 

 
                                                           
* Payments are based on the information submitted on administrative claims.  Children enrolled in Medicaid 
identified as severely disabled, mentally disabled, or physically disabled by eligibility classification were 
excluded entirely from this study.  Exclusion of this special population — approximately 1,800 children  — 
increased the validity of comparisons to CHIP and NH CHIS commercial.  The average monthly cost for these 
disabled children is approximately nine times higher than the cost for  the low-income children enrolled in 
Medicaid included in this report.  Children in disabled eligibility categories account for approximately 2.5% of 
children enrolled in Medicaid and nearly 20% of total Medicaid payments for children.   
** The payments reported are based on administrative claims data.  Retroactive payment settlements with 
providers not reflected in claims data were not available for this report.  CHIP and CHIS commercial include 
some prepaid amounts on capitated claims.  When the health plan data is submitted to the NH CHIS, the 
health plans were told to populate the prepaid dollar amount field with what the plan would have been liable for 
if the rendered service had been paid under a fee-for-service schedule instead of a capitated service.  Thus the 
amount usually represents the plan’s allowed amount and does not have member liability payments taken out of 
the value.  This amount does not represent what was actually paid to the provider as a capitation payment for 
the members covered under the policy, although in total the prepaid dollar amounts should represent a total 
that is slightly higher than the total of the capitated payments plus any member payments.  Prepaid dollar 
amounts are typically below 1%. 
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Table 27.  Payment Rates PMPM by Plan Type, SFY2010 
 Medicaid CHIP NH CHIS Commercial with RX Linked 
Member Months 939,559 95,909 1,534,283 
Total Paid (Millions) $222.8 $13.6 $282.9 
Total Paid PMPM $237 $142 $195 
Paid After Exclusions (Millions)*** $144.9 $13.6 $282.9 
Paid PMPM After Exclusion of Infants (0–11 Months) 
and Standardized for Age and CRG Risk Group $147 $168 $174 

  ***  Excludes dental claims and services provided by Medicaid for non-medical institutions, school-based special education 
services, services for the developmental disabled, and services provided through NH Division of Children, Youth, and 
Families (DCYF).   

 
During SFY2010 the payment rate for Medicaid ($237 PMPM) was higher than CHIP ($142 
PMPM) and NH CHIS commercial ($195 PMPM), before any standardization or adjustment 
to make the PMPMs more comparable.  These differences in rates are impacted by several 
factors.  CHIP does not cover infants younger than one year of age, the health status (based 
on CRG) of children enrolled in Medicaid is poorer than children enrolled in CHIP or NH 
CHIS commercial, and Medicaid pays for services (e.g., private non-medical institutions, 
school-based special education, services for the developmentally disabled, and services 
through the NH Division of Children, Youth, and Families) typically not covered by 
commercial plans.  Not all children in NH CHIS commercial plans had dental coverage and 
dental claims were not available for children in CHIP at the time of this study.  In total, 
these services represent $77.9 million (35%) of the $222.8 million Medicaid payments for 
children. 
 
Excluding special services specific to Medicaid, newborns and infants (0–11 months) and 
standardizing for differences in health status (CRG) and age, the payment rate for children 
per member per month (PMPM) was lower for Medicaid ($147 PMPM) when compared with 
CHIP ($168) and with NH CHIS commercial ($174 PMPM).  Unadjusted Medicaid payment 
rates decreased by 6% between SFY2009 and SFY2010,  CHIP rates increased by 3%, and 
NH CHIS commercial rates increased by 11% during this time period. 
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Figure 15.  Unadjusted and Adjusted Payment Rates PMPM by Plan Type, SFY2010 

 
 
 
Table 28 provides age-specific payment rates by plan.  Medicaid rates are shown with and 
without exclusions.  Excluding newborn infants, payment rates are highest for adolescents 
(12–18 years) in Medicaid.  Rates are highest among members ages 1-2 for the CHIP and 
NH CHIS commercial populations.  A NH CHIS special study on payment rates PMPM 
indicated that the higher rate for older children was driven by mental health disorders that 
are more prevalent in older children.  After exclusions, the payment rate PMPM for 
Medicaid children was lower than for NH CHIS commercial for children aged 1–2 years, 3–
6 years, and 12–18 years.  The two groups had similar payment rates for children aged 7–
11 years.  CHIP payment rates were higher than Medicaid for children aged 1–2 years, but 
lower for the other age groups.   
 
Unadjusted payment rates for Medicaid population reflect higher utilization in the 
Medicaid population, higher prevalence of disease in the Medicaid population, and the 
Early and Periodic Screening, Diagnosis, and Treatment  (EPSDT) program requirements 
under federal law (Title XIX of the Social Security Act) that can override state Medicaid 
program benefit limitations.   
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Table 28.  Payment Rates PMPM by Age and Plan Type, SFY2010 

Age Group Medicaid 
Medicaid After 

Exclusions** CHIP 
NH CHIS 

Commercial 
TOTAL – Excluding Age <1 Year (0–11 Months) $227 $132 $142 $183 
<1 Year (0–11 Months) $430 $410 * N/A $702 
1–2 Years $171 $113 $197 $228 
3–6 Years $153 $100 $106 $158 
7–11 Years $209 $143 $119 $139 
12–18 Years $313 $178 $163 $195 

* CHIP does not cover children under the age of one.   

** Excludes dental claims and services provided by Medicaid for non-medical institutions, school-based special education 
services, services for the developmental disabled, and services provided through NH Division of Children, Youth, and 
Families (DCYF).   

 
 
A four-year trend analysis of payments PMPM indicated that Medicaid payments PMPM 
remained relatively similar throughout the four years, increasing by a modest 4% between 
SFY2007 and SFY2008, not changing between SFY2008 and SFY2009, and decreasing by 
6% between SFY2009 and SFY2010.  NH CHIS commercial, on the other hand, consistently 
increased during the same time period with increases of 11% between SFY2007 and 
SFY2008, 16% between SFY2008 and SFY2009, and 11% between SFY2009 and SFY2010.  
CHIP trends (-1%, +9%, and +3%) may be impacted by small numbers. 
 
To summarize the results from the utilization and payment section of this report, children 
enrolled in NH Medicaid use the hospital for inpatient services and outpatient ED services 
at higher rates even after adjusting for health status and age differences.  In contrast, after 
adjusting for health status and age, children enrolled in Medicaid are not more likely to 
have office/clinic visits.  Overall, children enrolled in Medicaid incur monthly claim 
expenses significantly higher than children enrolled in NH CHIS commercial or CHIP.  
When adjusted for health status, age, and special services provided by Medicaid, the 
payment rate is lower for Medicaid. 
 

Poverty Level for Children Enrolled in Medicaid 

Medicaid enrollment files include information on household income level as a percentage of 
the Federal Poverty Level (FPL).* CHIP children are covered at 185% to 300% of FPL.  NH 
CHIS commercial files do not contain information about household income level.  The 
relative health status (based on CRG risk scores) of children enrolled in Medicaid is 
provided in Figure 16.   
 
Results indicate that Medicaid children with continuous enrollment in the poorest 
households (0% FPL) had the poorest health as indicated by a higher average clinical risk 
(CRG) score (0.704) compared with children in households with the highest adjusted 
household income (134%–184% FPL), whose  CRG score  was 0.531.  For all Medicaid 
poverty level groups, health status was poorer than for their corollaries in CHIP or NH 
                                                           

*  Federal Poverty Level (FPL) is determined at enrollment by the adjusted income and not the gross income of 
the household.  An FPL of 100% indicates that the child was living at the FPL; 0% indicates that the child 
was living in a household with no income after adjustments for income disregards. 
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CHIS commercial plan types.  The CRG score for children in all Medicaid  income groups 
decreased by a range of 1%–4% between SFY2009 and SFY2010, indicating a slight 
improvement in health status.  CRG scores for CHIP and NH CHIS commercial did not 
change significantly. 
 
 
Figure 16.  Health Status (Average CRG Risk Score) by Child’s Household Poverty Level 
(Children with Continuous Enrollment Only), SFY2010 

 
 
 
Utilization and payment rates were evaluated by the poverty level for children enrolled in 
Medicaid and the results are provided in Table 29.  Results indicate that children enrolled 
in Medicaid in the poorest households (0% FPL) had a rate of inpatient hospitalization (33 
per 1,000 members) that was almost significantly higher than the rate (23 per 1,000 
members) for children in households with the highest adjusted household income (134%–
184% FPL).   
 
Medicaid children in the poorest households (0% FPL) had a rate of outpatient ED visits 
that was significantly higher than the rate of those in households with the highest adjusted 
household income (134%–184% FPL) — 719 per 1,000 members for the poorest compared to 
515 per 1,000 members for the wealthiest.  Prevalence of frequent ED users (four or more 
visits during the year) decreased as household income level increased.   
 
In contrast, office/clinic visit rates increased slightly as household income increased.  
Children enrolled in Medicaid in the poorest households had a rate of office/clinic visits 
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(3,645 per 1,000 members) that was lower than the rate for children in households with the 
highest adjusted household income (3,742 per 1,000 members).  While the relative 
difference in rate was not large, it did reach statistical significance. 
 
Payments excluded dental and special services provided only by Medicaid.  Results 
indicated that payment rates PMPM declined as household income increased.  Children 
enrolled in Medicaid in the poorest households had a payment rate ($181 PMPM) that was 
1.5 times the rate for children in households with the highest adjusted household income 
($120 PMPM).  When stratified by poverty level, no significant changes in payment rates 
were observed between SFY2009 and SFY2010. 
 
 
Table 29.  Medicaid Utilization and Payments Comparison by Poverty Level, SFY2010 
Note:  95% confidence intervals (CI) in parentheses 

 Poverty Level 

Measure 0% FPL 1%–99% FPL 100%–133% FPL 134%–184% FPL 

Inpatient Hospitalization Rate per 1,000 33 (29, 36) 29 (27, 31) 23 (21, 26) 23 (21, 26) 
Outpatient ED Visits per 1,000 719 (702, 736) 698 (688, 708) 616 (603, 629) 515 (506, 525) 
Prevalence of Frequent ED Users  
(4 or More Visits) 3.7% (3.3, 4.1) 3.5% (3.3, 3.7) 2.8% (2.6, 3.1) 1.9% (1.7, 2.0) 
Office/Clinic Visits per 1,000 3,645 (3607, 3683) 3,649 (3626, 3671) 3,663 (3582, 3654) 3,742 (3717, 3767) 
Payments PMPM After Exclusions* $181 $151 $126 $120 

Notes: Infants and newborns under one year of age are excluded.  All rates are standardized for age and health risk based on 
CRG groups.  Numbers in parenthesis are 95% confidence intervals. 

*  Excludes dental claims and services provided by Medicaid for non-medical institutions, school-based special education 
services, services for the developmental disabled, and services provided through NH Division of Children, Youth, and 
Families (DCYF).  

 
 
Results of the analysis indicate a consistent pattern of association between poverty, poor 
health status, and higher utilization and payments. 
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DISCUSSION AND NEXT STEPS 

This study shows that there appears to be an increasing trend in the percentage of children 
covered by public insurance in New Hampshire and a declining trend in those covered by 
private insurance.  Compared to SFY2009, the average number of children covered during 
SFY2010 increased by 9% in Medicaid, remained the same in CHIP, and increased by 
nearly 9% in the NH CHIS commercial study data.   
 
This is consistent with national trends in insurance coverage from the U.S. Census Current 
Population Survey.54  Nationally, the number of people of all ages with private insurance 
have been decreasing in recent years (from 67.5% in CY2007 to 66.7% in CY2008), while the 
number of people covered by government health insurance increased from 83.0 million to 
87.4 million over the same period.  Economic factors, including the continuing rise of health 
premiums, likely have contributed to the shift in coverage from private to public insurers. 
 
Through the use of administrative eligibility and claims data, this study evaluated a wide 
variety of health care measures — enrollment and disenrollment, health status, access to 
primary care, well-child visits, effectiveness of care management, prevalence and utilization 
for mental health disorders, utilization and payments — for New Hampshire children with 
Medicaid, CHIP, and NH CHIS commercial insurance during SFY2010.  This study is part 
of an annual series initiated in SFY2006 that examines NH children’s health insurance and 
incorporates NH Medicaid data and the NH Comprehensive Health Care Information 
System (NH CHIS) commercial health care claims database.  HEDIS quality and access to 
care measures were reported based on the administrative claims data submitted to NH 
CHIS.  There appear to be few studies that use these methods to directly compare children 
enrolled in Medicaid or CHIP with children enrolled in commercial plans or that compare 
these three plan types based on administrative claims data. 
 
A new and broader definition of child health was recently proposed in an Institute of 
Medicine (IOM) report: 
 

Children’s health should be defined as the extent to which individual children 
or groups of children are able or enabled to (a) develop and realize their 
potential, (b) satisfy their needs, and (c) develop the capabilities to allow 
them to interact successfully with their biological, physical, and social 
environments.55  

 
Income level and poverty status are primary distinguishing factors determining enrollment 
in Medicaid, CHIP, and commercial plans.  A recent study from the National Health 
Interview Survey (NHIS) indicated that low-income children are more likely than other 
children to have virtually every measured chronic or acute condition and are more likely to 
be limited by these conditions, with mental health conditions particularly common and 
limiting.56  The results from this NH CHIS report data confirm this relationship in New 
Hampshire.  Children enrolled in Medicaid had poorer health compared with children 
enrolled in CHIP or NH CHIS commercial plans based on the CRG analysis.  Prevalence of 
mental health disorders in children enrolled in Medicaid was nearly double the rate in NH 
CHIS commercial. 
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After adjusting for health status and age differences, hospital inpatient utilization and 
outpatient emergency department visits were significantly higher in Medicaid than in 
CHIP and NH CHIS commercial.  Within Medicaid, children in poorer households had 
higher utilization rates of hospital services and higher payment rates after adjusting for 
health status and age.   
 
A published study, which used national U.S. Census Current Population Survey data, 
found that one-third of all uninsured children in 2006 had been enrolled in Medicaid or 
CHIP during the previous year.  Among those who were uninsured but eligible for public 
coverage in 2006, at least 42% had been enrolled in Medicaid or CHIP during the previous 
year; both of these measures of disenrollment have increased since 2000.57  Although no 
data is available through NH CHIS to evaluate children without insurance, an examination 
of NH CHIS enrollment data also indicates that lack of retention in a single health 
insurance plan could be a potential problem for children in New Hampshire with regard to 
continuity of care.  
 
The results from the NH CHIS enrollment data also suggest that children in New 
Hampshire have potential problems with continuity of insurance coverage.  Nearly one in 
four children who were enrolled at the start of the study in Medicaid or NH CHIS 
commercial disenrolled from the plan during the year.  Eighteen percent of the children 
who disenrolled from Medicaid re-enrolled later in the year.  Nearly half of the children 
enrolled in CHIP at the start of the study disenrolled during the year.  Discontinuity in 
plan enrollment may have impacted access to care and well-child visits or use of preventive 
services.  
 
Study results indicate that not all children in New Hampshire had well-child visits 
consistent with guidelines for preventive care.  Rates of well-child visits were higher in 
CHIP and NH CHIS commercial compared to Medicaid.  It is notable that well-child visits 
have increased significantly among the Medicaid and NH CHIS commercial, and those 
increases are statistically significant.  These findings are consistent with a national 
increase in well-child visits.  Additionally, there also appears to be a slight rise in the rates 
of mental health disorders in the Medicaid and NH CHIS commercial populations. 
   
Rates of access to primary care were high for all groups, with the highest rates found 
among younger children.  New Hampshire children enrolled in CHIP accessed a primary 
care practitioner in a shorter time after enrollment compared to children in Medicaid or NH 
CHIS commercial.  This supports the finding of other previous studies that indicate that 
children enrolling in CHIP may have prior unmet health care needs.58  
 
NH Medicaid rates for appropriate medication use were similar to the national HEDIS 
Medicaid rates for asthma.  HEDIS rates of appropriate medication management for 
pharyngitis, and upper respiratory infection for NH Medicaid were higher than NCQA 
HEDIS national averages.  However, rates indicated that compliance with recommended 
effective care was not reported for a significant percentage of children.  Some children with 
persistent asthma were not using recommended long-term controller medications.  
 
This study also tracked a variety of utilization measures.  The outpatient ED use rates for 
conditions for which an alternative setting is more appropriate (e.g., upper respiratory 
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infection, ear infection, bronchitis), indicated that children enrolled in Medicaid were 
substantially more likely to use the emergency department for care compared to children 
enrolled in NH CHIS commercial.  This suggests that a higher percentage of children 
enrolled in Medicaid might be using the emergency room as a “usual” source of care.  One 
positive trend: Medicaid utilization rates for outpatient ED visits did not increase between 
SFY2009 and SFY2010.   
 
Payment rates for children enrolled in Medicaid were significantly higher than for children 
enrolled in CHIP or NH CHIS commercial.  These differences are influenced by the services 
that Medicaid covers that are not typically covered in CHIP or commercial plans and by the 
relatively poor health status of children enrolled in Medicaid.  After adjusting for these 
factors, payments per member per month (PMPM) were lower in Medicaid compared with 
CHIP or NH CHIS commercial.  NH Medicaid had lower reimbursement rates per service 
compared with commercial plans.  This report did not consider or report on the differences 
in the insurance plan delivery model and benefit structures; NH Medicaid has no 
copayments and covers a greater array of services compared to NH CHIS commercial plans.  
These differences have been noted in other studies.59  Most children in NH CHIS 
commercial, and all children in CHIP, were enrolled in managed care or preferred provider 
plans while NH Medicaid was fee-for-service.  
 
This study found that while NH children enrolled in CHIP had a similar rate of disease 
based on CRG as NH children enrolled in commercial insurance, they utilized services at a 
greater rate than children in commercial insurance.  However NH children enrolled in 
CHIP had rates of access to primary care practitioners and rates of well-child visits that 
were similar to children enrolled in NH commercial plans.  These findings suggest that 
children enrolled in CHIP may have unmet needs for preventive and other health care 
services that are met soon after enrollment in CHIP.   
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Appendix 1: Children’s Health Insurance Programs in New Hampshire — Study 
Methods 

This study was based on administrative eligibility and claims data from New Hampshire 
Medicaid and the NH CHIS commercial databases for SFY2009 (July 2008–June 2009) and 
SFY2008 (July 2007-June 2008) based on date of service.  The study focused on SFY2007 
results; FY2007 data were used for selected HEDIS measures that required two years of 
data and for evaluation of trends. 
 
1.  Data acquisition and preparation.  Medicaid, CHIP, and NH CHIS commercial data 
were used in this study.  Complete Medicaid, CHIP, and NH CHIS commercial data was 
available for the SFY under study.   
 
 
2.  Data limitations and exclusions.  The NH CHIS commercial population contains 
information on those residents whose claims are included in the NH Comprehensive Health 
Care Information System database that generally includes only members whose policies 
were purchased in New Hampshire.  Areas close to the borders of New Hampshire may be 
less well represented than areas in the interior. 
 
Federal poverty level data was available for children enrolled in Medicaid and CHIP but 
was not available in the NH CHIS commercial data. 
 
Severely disabled (AID 2B,2C,2D,2K), physical disabled (AID 30,31,32,70,71,72,83,84) and 
mentally disabled (AID 50,51,52,82,83) eligibility groups were excluded from all reports in 
this study.  This group of approximately 1,365 children represents less than 2% of all 
children covered by Medicaid.  They were excluded because their access to preventive 
services, utilization of services, and payment profiles would be dramatically different from 
other children enrolled in Medicaid, CHIP, or NH CHIS commercial plans.  Therefore, by 
excluding these children, the potential for bias in the comparison of rates by plan type was 
reduced.  
 
Prior experience indicates that commercial Indemnity or Third Party Administrator (TPA) 
plans often have very different benefit structures and claims processing methods compared 
to HMO, Point-of-Service, or Preferred Provider Plans.  Higher deductibles may lead to 
claims not being submitted by the subscriber.  There is some evidence that some Indemnity 
or TPA processing systems allow claims to be processed without standard CPT or other 
coding required for HEDIS measures used in this study.  Prior studies by Onpoint Health 
Data have revealed substantially lower rates of preventive service and other measures for 
Indemnity/TPA plan members.  Because of potential for negative bias (reduced rates) in the 
NH CHIS commercial insurance estimates, children enrolled in Indemnity and TPA plans 
(13% of NH CHIS commercial children) were excluded from the claims-based HEDIS 
measures reported.  Children enrolled in NH CHIS commercial Indemnity and TPA plans 
were included in all non-HEDIS sections of the reporting.  A second value to excluding 
Indemnity or TPA plans from this study is that NCQA HEDIS measures reported 
nationally do not include Indemnity or TPA plan data. 
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3.  Member Assignment.  Because members may change age, location of residence, 
eligibility grouping, or poverty level status during the year, each member was assigned to 
one and only one category for the fiscal year.  Their eligibility group, Health Analysis Area, 
and poverty level on the last day of the last month enrolled and their age on the first day of 
the last month enrolled were used.  This methodology is consistent with other NH CHIS 
reporting. 
 
 
4.  Age groups and gender.  Consistent with other NH CHIS reporting a child was defined 
by age 0–18 years.  The cutoff at age 18 is requested by New Hampshire DHHS and 
corresponds to the definition of child for Medicaid eligibility purposes.  Age groups used for 
reporting were <1 (0-11 months), 1-2 (12-35 months), 3-6 (36 months-6 years), 7-11 years, 
and 12-18 years.  For some HEDIS measures, age groups were modified to correspond to 
the NCQA HEDIS definitions.  Gender was not evaluated in this project.  
 
 
5.  NH Medicaid Health Service Areas.  Aggregation of zip codes based on New Hampshire 
Medicaid Health Service Area (HSA) for NH Medicaid enrollees was utilized (Appendix D).  
Health Service Areas are relevant to how health care is delivered in NH compared to 
counties.  
 
 
6.  Denominator for Population-Based Rates.  This study was based on rates of use per 
member population covered.  Not all members are covered for a full year.  Therefore, a 
person covered for a full 12 months might be twice as likely to have preventive and other 
medical services during the year compared with a person covered for only 6 months.  
Standard methods to adjust denominators for differences in exposure time were used.  
Thus, average members (cumulative member months divided by 12) was utilized as 
denominator for rates in this study.  Other measures in this study are based on HEDIS 
methods that include a subset of children continuously covered during the period; it is not 
necessary to use member month person-time as a denominator for these measures. 
 
 
7.  Children’s’ and Adolescents’ Access to Primary Care Practitioners HEDIS measure.  The 
HEDIS access to primary care practitioners is not a measure of preventive service; the 
visits reported include both visits for preventive service and visits for medical illness and 
other problems.  The coding used to identify the percent of members who had a visit with a 
primary care practitioner was modified from exact HEDIS specifications after review of 
claims data to ensure that primary care visits in hospital-clinic and rural health clinic 
settings were included.  
 
CPT codes:  
99201, 99202, 99203, 99204, 99205, 99211, 99212, 99213, 99214, 99215, 99241, 99242, 
99243, 99244, 99245, 99341, 99342, 99343, 99344, 99345, 99346, 99347, 99348, 99349, 
99350, 99381, 99382, 99383, 99384, 99385, 99391, 99392, 99393, 99394, 99395, 99401, 
99402, 99403, 99404, 99411, 99412, 99420, 99429, 99499, 99432 
 
Diagnosis codes:  
V202, V700, V703, V705, V706, V708, V709 
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CPT/HCPCS codes: 
T1015, 99354, 99355, 99432  
 
UB revenue codes: 
0510–0529, 0770, 0771, 0779, 0983  
 
Onpoint provider specialty codes: 
0101 Hospital / General 
0105 Hospital / Ancillary 
0201 Hospital / Outpatient 
1002 Misc Facility / Urgent Care Center 
1009 Misc Facility / Misc Facility Use 
1101 Clinic Facilities / Services 
1201 Rural Health Centers 
3001 Primary Care - Family / General Practice 
3101 Primary Care - Internal Medicine 
3201 Primary Care - Pediatrics 
5201 Licensed Nurses (includes NP) 
4601 Physicians Assistants 
 
Excludes inpatient hospital claims and emergency department services claims; requires 11+ 
months’ enrollment and enrollment in the final month of the measurement year (SFY2010). 
 
 
8.  Well-Child Visits in the First 15 Months of Life HEDIS measure.  The HEDIS well-child 
visit measures specific primary care practitioner visits identified as well-care visits.  Unlike 
the access to primary care practitioner measure, that includes both visits for preventive 
services and for medical illness, this measure is designed to more strictly identify 
preventive care visits.  CPT and diagnosis codes used are identical to HEDIS specifications 
and the CPT codes are age group specific.  For this study provider specialty codes include 
primary care well-care visits that might occur in the hospital-clinic and rural health clinic 
settings.  
 
CPT codes: 
99381, 99382, 99391, 99392, 99432 (well-child visit during first 15 months of life) 
99382, 99383, 99392, 99393  (well-child visit age 25 months to 6 years) 
99383, 99384, 99385, 99393, 99394, 99395 (adolescent well care visits) 
 
Diagnosis codes:  
V202, V700, V703, V705, V706, V708, V709 
 
Onpoint provider specialty codes: 
0101 Hospital / General 
0105 Hospital / Ancillary 
0201 Hospital / Outpatient 
1002 Misc Facility / Urgent Care Center 
1009 Misc Facility / Misc Facility Use 
1101 Clinic Facilities / Services 
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1201 Rural Health Centers 
3001 Primary Care - Family / General Practice 
3101 Primary Care - Internal Medicine 
3201 Primary Care - Pediatrics 
5201 Licensed Nurses (includes NP) 
4601 Physicians Assistants 
3906 Obstetrics / Gynecology (HEDIS specifications include OB/GYN only for the 
adolescent well-child measure) 
 
Excludes inpatient hospital claims and emergency department services claims; requires all 
of the following: enrollment 31 days prior to birth and 455 days after birth (as well as a 
well-child visit during the first15 months of life); also requires 11+ months’ enrollment and 
enrollment in the final month of the measurement year (SFY2010) for other age groups 
 
 
9.  Effectiveness of Care Measures.  Three NCQA HEDIS effectiveness of care measures 
were evaluated: use of appropriate controller medications for asthma, appropriate antibiotic 
use (not dispensed) for upper respiratory infections, and appropriate strep testing for 
children with pharyngitis and antibiotic use.  NCQA HEDIS specifications were followed for 
this reporting.  The details of these specifications are complex and beyond the scope of 
inclusion in this appendix; readers are referred to HEDIS 2007, Technical Specifications, 
Volume 2.  National Committee for Quality Assurance. 2006.  http://www.ncqa.org.   
 
 
10.  Emergency Department Visit Definition.  This study focused on outpatient hospital 
emergency department visits.  Emergency department visits were selected based on UB 
revenue codes 0450-0459,981 or CPT codes 99281-99285.  Visits resulting in inpatient 
hospitalization were excluded by using Medicaid category of service codes 1,3,103.  This 
definition includes revenue code 0456 hospital urgent care center visits that are sometimes 
excluded from other studies. 
 
 
11.  Office/Clinic Visit Definition.  Office or clinic visits were identified were selected based 
on selected CPT codes: 99201, 99202, 99203, 99204, 99205, 99211, 99212, 99213, 99214, 
99215, 99354, 99355, 99381, 99382, 99383, 99384, 99385, 99386, 99387, 99391, 99392, 
99393, 99394, 99395, 99396, 99397, 99401, 99402, 99403,  99404, 99411, 99412, 99420, 
99429, 99432, T1015, 99241, 99242, 99243, 99244, and 99245, or UB revenue codes 510–
519, 520–529, and 983.   
 
This definition was based on codes found in NCQA HEDIS specifications plus additional 
codes for NH rural health centers, federally qualified health centers (FQHCs), and hospital 
facility based primary care clinics. 
 
 
12.  Mental Health Disorder ICD-9-CM Diagnosis Coding.  The diagnostic groupings used 
to report mental health disorders in children in this report is based on definitions used in 
other NH CHIS mental health disorder reports and were derived from a report prepared for 
the Substance Abuse and Mental Health Services Administration. (Defining Mental Health 
and/or Substance Abuse (MH/SA) Claimants.  Report prepared for the Substance Abuse and 
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Mental Health Services Administration.  October, 2003.  RTI International and The 
Medstat Group.  
http://www.nri-inc.org/OSA/Download/Appendix%20_a_Defining_MH-SA_Claimants.pdf 
 
Serious Mental Health Disorders 

01 SCHIZOPHRENIC DISORDERS 295 
02 MAJOR DEPRESSION 296.2, 296.3 
03 BIPOLAR & OTHER AFFECTIVE PSYCHOSES 
     Manic Disorders 296.0, 296.1 
     Bipolar Affective Disorders 296.4-296.7 
     Other and unspecified manic-depressive disorders 296.8 
     Other and unspecified affective psychoses 296.9 
04 OTHER PSYCHOSES  
     Transient organic psychotic conditions 293 
     Other organic psychotic conditions, chronic 294 
     Paranoid states or delusional disorders 297 
     Other non-organic psychoses 298 
     Psychoses with origin specific to childhood 299 
 
Other Mental Health Disorders 

05 STRESS & ADJUSTMENT  
     Acute reaction to stress 308 
     Adjustment reaction 309 
06 PERSONALITY DISORDER 301 
07 DISTURBANCE OF CONDUCT 312 
08 DISTURBANCE OF EMOTIONS 313 
09 ADHD Hyperkinetic 314 
10 NEUROTIC DISORDERS 300 
11 DEPRESSION NEC 311 
12 OTHER MENTAL HEALTH DISORDERS 
     Sexual deviations and disorders 302 
     Physiological malfunction arising from mental factors 306 
     Special symptoms or syndromes, not elsewhere specified 307 
     Specific non-psychotic mental health disorders due to organic brain damaged 310 
     Psychotic factors associated with diseases specified elsewhere 316 
 
 
13.  Coexisting Substance Abuse 
 
For this study substance abuse was evaluated as a coexisting (e.g., comorbid) condition.  
ICD-9-CM codes to identify children with substance abuse problems from the claims data 
were based on the Substance Abuse and Mental Health Services Administration. (Defining 
Mental Health and/or Substance Abuse (MH/SA) Claimants.  Report prepared for the 
Substance Abuse and Mental Health Services Administration.  October, 2003.  RTI 
International and The Medstat Group.  
http://www.mhsapayments.org/Defining_MH-SA_Claimants_2003-10.pdf 
 

Alcoholic psychoses 291 
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Alcohol dependence 303,305.0, Drug psychoses 292, Drug dependence/nondependent 
abuse  304,305.2-305.9, Pellagra 265.2, Alcoholic polyneuropathy 357.5, 
Polyneuropathy due to drugs 357.6, Alcoholic cardiomyopathy 425.5, Alcoholic 
gastritis 535.3, Chronic liver disease and cirrhosis with mention of alcohol 571.0 – 
571.3, Drug dependence in pregnancy 648.3, Suspected damage to fetus from drugs 
655.5,  
Noxious influences affecting fetus via placenta or breast milk 760.7, Drug 
withdrawal syndrome in newborn 779.5, Excessive blood level of alcohol 790.3, Drug 
poisoning by adrenal cortical steroids 962.0,  
Drug poisoning by opiates and related narcotics 965.0, Drug poisoning by sedatives 
and hypnotics 967,  
Drug poisoning by other central nervous system depressants and anesthetics 968, 
Drug poisoning by psychotropic agents 969, Drug poisoning by central nervous 
system stimulants 970, Drug poisoning by dietetics 977.0, Drug poisoning by alcohol 
deterrents 977.3, Toxic effect of alcohol 980  

 
Tobacco abuse disorder (ICD-9-CM 305.1) was not included as substance abuse in this 
study. 
 
 
14.  Mental Health Specialist Services.   
Mental health specialists are defined based on the provider specialties assigned in the 
administrative claims data. 

• Mental health center 1301 
• General mental health 1302 
• Psychiatry 3401 
• Psychologist 5101 
• Psychiatric nurses 5202 
• Social workers 5301 
• Misc. general mental health specialists 5502 

 
Mental health specialist services were further subset into three subcategories based on CPT 
and HCPCS coding:  

• Psychotherapy (billed to all three plan types using CPT 90804-90857),  
• Diagnostic evaluation (e.g., CPT 90801), medication management (e.g., CPT 90862), 

and testing (e.g., CPT 96101), and other mental service CPT codes billed to all three 
plan types, and  

• Mental specialist services unique to Medicaid (e.g., community mental health 
support H0036, case management T1016, and crises intervention services H2011), 
and other HCPCS codes primarily billed to Medicaid only.  The NH Medicaid benefit 
limit for psychotherapy is 12 visits per year for ARNPs and other non-physician 
providers.   
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15.  Psychotropic Medication Use Classification. 
 
Administrative pharmacy claims contain the National Drug Code (NDC), an 11-digit code 
that identifies the manufacturer, product, strength, dosage form, formulation, and package 
sizes for medications.  There are approximately 200,000 different NDC codes. 
 
Maine Health Information Center uses REDBOOK™ to aggregate NDC codes into 
meaningful therapeutic categories to develop reporting and analysis.  The following 
categories derived from REDBOOK™ were used for the study of psychotropic medications 
in this study. 

• 2410 CNS-Antidepressants (e.g., Zoloft / sertraline) 
• 2610 CNS-Antipsychotics-Tranquilizers (e.g., Risperdol / risperidone)   
• 2810 CNS-Stimulants (e.g., Adderall XR / amphetamine)  
• 3010 CNS-Anxiolytics, sedatives, hypnotics (e.g., Ativan / lorazepam) 
• 3210 CNS-Other (e.g., Strattera / atomoxetine) 

 
The pharmacy claims do not contain diagnosis or indication information.  To some extent 
the indication of the medication can be inferred by the type of medication.  However, many 
medications have multiple indications and disorders may be treated by medications that 
are found in different Red Book® drug categories.  For example, Zoloft may be used to treat 
depression or obsessive compulsive disorder.  Stimulants such as Adderall XR are used to 
treat ADHD, but Strattera is a non-stimulant used to treat ADHD.   
 
 
16.  Payments.  This study includes a report comparing payments per member per month 
by plan type.  Payments were identified from the claims data.  Both plan payments and 
member responsibilities reported on claims were included.  NH Medicaid, CHIP or NH 
CHIS commercial payers may make retroactive payment settlements with hospitals.  This 
study is based only on the payments reflected in the administrative claim files and could 
not adjust for any retroactive payment settlements.   
 
Medicaid covers services that are typically not covered by private insurance or CHIP.  In 
addition to reporting total Medicaid payments, Medicaid payments after exclusion of 
services typically not covered by private insurance or CHIP were evaluated.  In addition 
dental claims were excluded because coverage is incomplete in members with private 
insurance and dental claims data was not available for CHIP at the time of the study.  The 
exclusions included dental (COS 45), private non-medical institutions (COS 78), clinic 
services (COS 25)  determined to be school-based services primarily special education, day 
habilitation (COS 60) are day services for the developmentally disabled, and home- and 
community-based care for the developmentally impaired (COS 65) are waiver services, 
crisis intervention (COS 72), intensive home and community services (COS 73), child health 
support services (COS 74), home-based therapy (COS 76), and placement ser-vices (COS 77) 
are all special services provided through the Division for Children, Youth, and Families 
(DCYF), and ICF services for the mentally retarded (COS 102) are institutional services for 
the mentally retarded.  Exclusion of these services increased the validity of payment 
comparisons between Medicaid, CHIP and NH CHIS commercial plan types. 
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17.  Special diagnosis codes for utilization reporting of Ambulatory Care Sensitive 
conditions. 
 
Five groups selected for inpatient ambulatory care sensitive conditions for children 

• *Asthma (any):  493xx 
• *Dehydration:  276.50, 276.51, 276.52, 276.5 
• *Bacterial Pneumonia: 481, 482.2, 482.30, 482.31, 482.32, 482.39, 482.9, 483.0, 

483.1, 483.8, 485, 486 
• *Urinary Tract Infection: 590.10, 590.11, 590.2, 590.3, 590.80, 590.81, 590.9, 595.0, 

595.9 599.0 
• **Gastroenteritis: 558.9 

 
Additional codes selected for outpatient emergency department and office/clinic visit 
reporting 

• ***Sore throat (Strep):  034.0 
• ***Viral Infection (unspecified):  079.99 
• ***Anxiety (unspecified or generalized):  300.00, 300.02 
• ***Conjunctivitis (acute or unspecified):  372.00, 372.30 
• ***External and middle ear infections (acute or unspecified): 380.10, 381.00, 381.01, 

381.4, 382.00, 382.9 
• ***Upper respiratory infections (acute or unspecified): 461.9, 473.9, 462, 465.9 
• ***Bronchitis (acute or unspecified) or cough: 466.0, 786.2, 490 
• ***Dermatitis and rash:  691.0, 691.8, 692.6, 692.9, 782.1 
• ***Joint pain:  719.40, 719.41, 719.42, 719.43, 719.44, 719.45, 719.46, 719.47, 

719.48, 719.49 
• ***Lower and unspecified back pain: 724.2, 724.5  
• ***Muscle and soft tissue limb pain: 729.1, 729.5 
• ***Fatigue:  780.79  
• ***Headache:  784.0 
• ***Abdominal pain: 789.00, 789.01, 89.02, 789.03, 789.04, 789.05, 789.06, 789.07, 

789.09 
 
* Source: AHRQ quality indicators, prevention quality indicators, technical specifications. 
Version 3.1 (March 12, 2007). AHRQ. Downloaded May 2, 2007.  
http://www.qualityindicators.ahrq.gov/downloads/pqi/pqi_technical_specs_v31.pdf 
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** Source: Billings J, Zeitel L, Lukomnik J, Carey TS, Blank AE, Newman L. Impact of 
socioeconomic status on hospital use in New York City. Health Affairs. 1993; (Spring): 162–
173.  
http://www.umanitoba.ca/centres/mchp/concept/dict/ACS_conditions.html 
 
*** Source: 2005 emergency department use in New Hampshire: A comparison of the 
Medicaid and NH CHIS commercially insured populations. NH CHIS report. March 2007. 
 
 
18.  Health Status.  Clinical Risk Groups (CRG) 
 
In order to compare the overall burden of disease the 3M Health Systems Clinical Risk 
Grouper (CRG) was applied to the administrative claims data.60 The CRG system was 
designed for relative risk assessment.  The CRG software uses all ICD-9-CM diagnosis 
codes from all health care encounters and assigns to a diagnostic category (acute or chronic) 
and a body system.  Each individual is grouped to a defined health status group then to a 
CRG category and severity level if chronically ill.  Over 260 CRG categories are further 
grouped into higher levels of risk grouping resulting in nine major categories of risk.  Each 
CRG is assigned a relative risk weight based on a common Medicaid weight table provided 
by 3M. . 
 
Table A-1.  Example of CRG Assignments for a Person with Both Diabetes and Asthma 
CRG Assignment CRG Code CRG Description 
CRG 61425 Diabetes and Asthma Level – 5 
ACRG1 614205 Pair – Diabetes and Other Moderate Chronic Disease Level-5 
ACRG2 

6255 
Pair – One Dominant Chronic Disease and Moderate Chronic Disease or a Minor 
Chronic Disease 

ACRG3 64 Significant Chronic Disease in Multiple Organ Systems Level– 4 
Core Health Status Group 6 Disease in Chronic Multiple Organ Systems 

*  CRG assigned members to a “healthy” CRG category which includes both members with no encounters and members with 
encounters for preventive service and minor conditions.  All members are assigned a relative risk weight.  Members 
classified as healthy are assigned a very low risk weight.   
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Appendix 2: NH Medicaid Eligibility Groupings 

Source:  New Hampshire Comprehensive Health Information System Special Project: 
Defining Medicaid Eligibility Groups.  Institute for Health Policy, Muskie School of Public 
Service, University of Southern Maine. 
 

Aid Category w Code Medicaid Benefits Collapsed Groupings 
10   OAA/CATEGORICALLY NEEDY Yes Elderly 
11   OAA/MONEY PAYMENT/CATEGORICALLY NEEDY Yes Elderly 
12   OAA/MEDICALLY NEEDY Yes Elderly 
20   AFDC/CATEGORICALLY NEEDY Yes Low Income Adult/Child*  
21   AFDC/MONEY PAYMENT/CATEGORICALLY NEEDY Yes Low Income Adult/Child  
22   AFDC/MEDICALLY NEEDY Yes Low Income Adult/Child  
24   AFDC/REG POV LVL/CAT NEEDY 185%FPL Yes Low Income Adult/Child  
27   HEALTHY KIDS GOLD - EXPANDED ELIGIBILITY Yes Low Income Child 
28   AFDC/POVLEV PREG WOMAN/CHILD/CAT/NEEDY170% FPL Yes Low Income Adult/Child  
2B   AFDC/HOME CARE-CHILD/SEVERE DISA/MEDI NEEDY Yes Severely Disabled Child 
2C   AFDC/CHILD WITH SEVERE DISABILITIES/CAT NEEDY Yes Severely Disabled Child 
2D   AFDC/CHILD WITH SEVERE DISABILITIES/MEDI NEEDY Yes Severely Disabled Child 
2E   AFDC/EXTENDED MA/FIRST 6 MONTH PERIOD/CAT NEEDY Yes Low Income Adult/Child  
2F   AFDC/EXT MA/SCND 6 MNTH PER/CAT NEEDY Yes Low Income Adult/Child  
2H   AFDC/POV LVL PREG WMN/CHILD/CAT NDY/REF170% FPL Yes Low Income Adult/Child  
2K   AFDC/HOME CARE-CHILD SEV DIS/CAT. NDY FOR INSTI Yes Severely Disabled Child 
2U   AFDC/AFDC-UP/MONEY PAYMENT/CATEGORICALLY NDY Yes Low Income Adult/Child  
2V   AFDC/AFDC-UP/CATEGORICALLY NEEDY/MA Yes Low Income Adult/Child  
2W   AFDC/AFDC-UP/MEDICALLY NEEDY Yes Low Income Adult/Child  
2X   ADFC/POV LVL PREG  WOMEN/POV LVL CHLD CAT NEEDY Yes Low Income Adult/Child  
30   ANB/CATEGORICALLY NEEDY Yes Disabled Physical 
31   ANB/MONEY PAYMENT/CATEGORICALLY NEEDY Yes Disabled Physical 
32   ANB/MEDICALLY NEEDY Yes Disabled Physical 
40   IV-E-OR-MA /ADOPT SUB-CAT NEEDY Yes Low Income Child 
41   AFDC/FC OR MONEY PAYMENT/CATEGORICALLY NDY Yes Low Income Child 
42   AFDC/FC OR MEDICALLY NEEDY Yes Low Income Child 
50   APTD/MENTAL/CATEGORICALLY NEEDY Yes Disabled Mental 
51   APTD/MENTAL/MONEY PAYMENT/CATEGORICALLY NEEDY Yes Disabled Mental 
52   APTD/MENTAL/MEDICALLY NEEDY Yes Disabled Mental 
61   HEALTHY KIDS SILVER  No Omitted 
66   QUALIFIED MEDICARE BENEFICIARY - SLMB120    No Omitted 
67   QUALIFIED MEDICARE BENEFICIARY - SLMB135 No Omitted 
68   QUALIFIED MEDICARE BENEFICIARY - QDWI No Omitted 
69   QMB No Omitted 
70   APTD/PHYSICAL/CATEGORICALLY NEEDY Yes Disabled Physical 
71   APTD/PHYSICAL/MONEY PAYMENT Yes Disabled Physical 
72   APTD-PHYSICAL/MEDICALLY NEEDY Yes Disabled Physical 
80   MEAD WITH ANB/APTD APPROVAL - BLIND Yes Disabled Physical 
81   MEAD WITH ANB/APTD APPROVAL - PHYSICAL Yes Disabled Physical 
82   MEAD WITH ANB/APTD APPROVAL - MENTAL Yes Disabled Mental 
83   MEAD ONLY APPROVAL - BLIND Yes Disabled Physical 
84   MEAD ONLY APPROVAL - PHYSICAL Yes Disabled Physical 
85   MEAD ONLY APPROVAL - MENTAL Yes Disabled Mental 
86  BREAST AND CERVICAL CANCER PROGRAM Yes Low Income Adult/Child 

 

                                                           

*  Age at beginning of the last month of reporting period is used to designate member as Child ≤18 or Adult 
>18. 
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Appendix 3: Health Analysis Area Definitions 
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New Hampshire 
Health Service Area Zip Code Zip Name 
Berlin 00169 Success 
Berlin 03570 Berlin 
Berlin 03581 Gorham 
Berlin 03588 Milan 
Berlin 03593 Randolph 
Claremont 03603 Charlestown 
Claremont 03743 Claremont 
Colebrook 00170 Second College Grant 
Colebrook 00186 Ervings Location 
Colebrook 00187 Dix Grant 
Colebrook 03576 Colebrook 
Colebrook 03579 Errol 
Colebrook 03592 Pittsburg 
Colebrook 03597 West Stewartstown 
Concord 03046 Dunbarton 
Concord 03216 Andover 
Concord 03218 Barnstead 
Concord 03221 Bradford 
Concord 03224 Canterbury 
Concord 03225 Center Barnstead 
Concord 03229 Contoocook 
Concord 03234 Epsom 
Concord 03242 Henniker 
Concord 03244 Hillsboro 
Concord 03252 Lochmere 
Concord 03255 Newbury 
Concord 03258 Chichester 
Concord 03261 Northwood 
Concord 03263 Pittsfield 
Concord 03268 Salisbury 
Concord 03272 South Newbury 
Concord 03275 Suncook 
Concord 03278 Warner 
Concord 03280 Washington 
Concord 03301 Concord 
Concord 03302 Concord 
Concord 03303 Concord 
Concord 03304 Bow 
Concord 03305 Concord 
Concord 03307 Loudon 
Concord 03837 Gilmanton Iron Works 
Derry 03038 Derry 
Derry 03041 East Derry 
Derry 03073 North Salem 
Derry 03079 Salem 
Derry 03087 Windham 
Derry 03811 Atkinson 
Derry 03826 East Hampstead 
Derry 03841 Hampstead 
Derry 03873 Sandown 
Dover 03805 Rollinsford 
Dover 03820 Dover 
Dover 03821 Dover 
Dover 03822 Dover 
Dover 03823 Madbury 
Dover 03824 Durham 
Dover 03825 Barrington 
Dover 03869 Rollinsford 
Dover 03878 Somersworth 
Exeter 03042 Epping 
Exeter 03044 Fremont 
Exeter 03077 Raymond 
Exeter 03290 Nottingham 
Exeter 03291 West Nottingham 
Exeter 03819 Danville 
Exeter 03827 East Kingston 
Exeter 03833 Exeter 
Exeter 03842 Hampton 
Exeter 03844 Hampton Falls 
Exeter 03848 Kingston 
Exeter 03856 Newfields 
Exeter 03857 Newmarket 
Exeter 03858 Newton 
Exeter 03859 Newton Junction 
Exeter 03865 Plaistow 
Exeter 03874 Seabrook 
Exeter 03885 Stratham 
Franklin 03235 Franklin 
Franklin 03243 Hill 

New Hampshire 
Health Service Area Zip Code Zip Name 
Franklin 03276 Tilton 
Franklin 03298 Tilton 
Franklin 03299 Tilton 
Keene 03431 Keene 
Keene 03435 Keene 
Keene 03441 Ashuelot 
Keene 03443 Chesterfield 
Keene 03445 Sullivan 
Keene 03446 Swanzey 
Keene 03447 Fitzwilliam 
Keene 03448 Gilsum 
Keene 03450 Harrisville 
Keene 03451 Hinsdale 
Keene 03455 Marlborough 
Keene 03456 Marlow 
Keene 03457 Nelson 
Keene 03462 Spofford 
Keene 03464 Stoddard 
Keene 03465 Troy 
Keene 03466 West Chesterfield 
Keene 03467 Westmoreland 
Keene 03469 West Swanzey 
Keene 03470 Winchester 
Keene 03602 Alstead 
Keene 03604 Drewsville 
Keene 03607 South Acworth 
Keene 03608 Walpole 
Keene 03609 North Walpole 
Laconia 03220 Belmont 
Laconia 03226 Center Harbor 
Laconia 03227 Center Sandwich 
Laconia 03237 Gilmanton 
Laconia 03246 Laconia 
Laconia 03247 Laconia 
Laconia 03249 Gilford 
Laconia 03253 Meredith 
Laconia 03254 Moultonborough 
Laconia 03256 New Hampton 
Laconia 03259 North Sandwich 
Laconia 03269 Sanbornton 
Laconia 03289 Winnisquam 
Laconia 03883 South Tamworth 
Lancaster 00185 Kilkenny 
Lancaster 03582 Groveton 
Lancaster 03583 Jefferson 
Lancaster 03584 Lancaster 
Lancaster 03587 Meadows 
Lancaster 03590 North Stratford 
Lebanon 03230 Danbury 
Lebanon 03231 East Andover 
Lebanon 03233 Elkins 
Lebanon 03240 Grafton 
Lebanon 03257 New London 
Lebanon 03260 North Sutton 
Lebanon 03273 South Sutton 
Lebanon 03284 Springfield 
Lebanon 03287 Wilmot 
Lebanon 03601 Acworth 
Lebanon 03605 Lempster 
Lebanon 03741 Canaan 
Lebanon 03745 Cornish 
Lebanon 03746 Cornish Flat 
Lebanon 03748 Enfield 
Lebanon 03749 Enfield Center 
Lebanon 03750 Etna 
Lebanon 03751 Georges Mills 
Lebanon 03752 Goshen 
Lebanon 03753 Grantham 
Lebanon 03754 Guild 
Lebanon 03755 Hanover 
Lebanon 03756 Lebanon 
Lebanon 03765 Haverhill 
Lebanon 03766 Lebanon 
Lebanon 03768 Lyme 
Lebanon 03769 Lyme Center 
Lebanon 03770 Meriden 
Lebanon 03773 Newport 
Lebanon 03777 Orford 
Lebanon 03779 Piermont 
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New Hampshire 
Health Service Area Zip Code Zip Name 
Lebanon 03781 Plainfield 
Lebanon 03782 Sunapee 
Lebanon 03784 West Lebanon 
Littleton 03561 Littleton 
Littleton 03574 Bethlehem 
Littleton 03580 Franconia 
Littleton 03585 Lisbon 
Littleton 03586 Sugar Hill 
Littleton 03595 Twin Mountain 
Littleton 03598 Whitefield 
Manchester 03032 Auburn 
Manchester 03034 Candia 
Manchester 03036 Chester 
Manchester 03037 Deerfield 
Manchester 03040 East Candia 
Manchester 03045 Goffstown 
Manchester 03053 Londonderry 
Manchester 03070 New Boston 
Manchester 03101 Manchester 
Manchester 03102 Manchester 
Manchester 03103 Manchester 
Manchester 03104 Manchester 
Manchester 03105 Manchester 
Manchester 03106 Hooksett 
Manchester 03107 Manchester 
Manchester 03108 Manchester 
Manchester 03109 Manchester 
Manchester 03110 Bedford 
Manchester 03111 Manchester 
Manchester 03281 Weare 
Nashua 03031 Amherst 
Nashua 03033 Brookline 
Nashua 03048 Greenville 
Nashua 03049 Hollis 
Nashua 03051 Hudson 
Nashua 03052 Litchfield 
Nashua 03054 Merrimack 
Nashua 03055 Milford 
Nashua 03057 Mont Vernon 
Nashua 03060 Nashua 
Nashua 03061 Nashua 
Nashua 03062 Nashua 
Nashua 03063 Nashua 
Nashua 03064 Nashua 
Nashua 03076 Pelham 
Nashua 03082 Lyndeborough 
Nashua 03086 Wilton 
North Conway 00168 Beans Purchase 
North Conway 00172 Hadleys Purchase 
North Conway 00173 Cutts Grant 
North Conway 00174 Beans Grant 
North Conway 00176 Sargents Purchase 
North Conway 00177 Pinkham Grant 
North Conway 00179 Chandlers Purchase 

North Conway 00180 
Thompson/Meserves 
Purchase 

North Conway 00181 Low and Burbanks Grant 
North Conway 00182 Crawfords Purchase 
North Conway 00183 Greens Grant 
North Conway 00184 Martins Location 
North Conway 03575 Bretton Woods 
North Conway 03589 Mount Washington 
North Conway 03812 Bartlett 
North Conway 03813 Center Conway 
North Conway 03817 Chocorua 
North Conway 03818 Conway 
North Conway 03832 Eaton Center 
North Conway 03838 Glen 
North Conway 03845 Intervale 
North Conway 03846 Jackson 
North Conway 03847 Kearsarge 
North Conway 03849 Madison 
North Conway 03860 North Conway 
North Conway 03875 Silver Lake 
North Conway 03890 West Ossipee 
Peterborough 03043 Francestown 
Peterborough 03047 Greenfield 
Peterborough 03071 New Ipswich 
Peterborough 03084 Temple 

New Hampshire 
Health Service Area Zip Code Zip Name 
Peterborough 03440 Antrim 
Peterborough 03442 Bennington 
Peterborough 03444 Dublin 
Peterborough 03449 Hancock 
Peterborough 03452 Jaffrey 
Peterborough 03458 Peterborough 
Peterborough 03461 Rindge 
Peterborough 03468 West Peterborough 
Plymouth 03215 Waterville Valley 
Plymouth 03217 Ashland 
Plymouth 03222 Bristol 
Plymouth 03223 Campton 
Plymouth 03232 East Hebron 
Plymouth 03241 Hebron 
Plymouth 03245 Holderness 
Plymouth 03251 Lincoln 
Plymouth 03262 North Woodstock 
Plymouth 03264 Plymouth 
Plymouth 03266 Rumney 
Plymouth 03274 Stinson Lake 
Plymouth 03279 Warren 
Plymouth 03282 Wentworth 
Plymouth 03293 Woodstock 
Portsmouth 03801 Portsmouth 
Portsmouth 03802 Portsmouth 
Portsmouth 03803 Portsmouth 
Portsmouth 03804 Portsmouth 
Portsmouth 03840 Greenland 
Portsmouth 03843 Hampton 
Portsmouth 03854 New Castle 
Portsmouth 03862 North Hampton 
Portsmouth 03870 Rye 
Portsmouth 03871 Rye Beach 
Rochester 03815 Center Strafford 
Rochester 03835 Farmington 
Rochester 03839 Rochester 
Rochester 03851 Milton 
Rochester 03852 Milton Mills 
Rochester 03855 New Durham 
Rochester 03866 Rochester 
Rochester 03867 Rochester 
Rochester 03868 Rochester 
Rochester 03884 Strafford 
Rochester 03887 Union 
Wolfeboro 03809 Alton 
Wolfeboro 03810 Alton Bay 
Wolfeboro 03814 Center Ossipee 
Wolfeboro 03816 Center Tuftonboro 
Wolfeboro 03830 East Wakefield 
Wolfeboro 03836 Freedom 
Wolfeboro 03850 Melvin Village 
Wolfeboro 03853 Mirror Lake 
Wolfeboro 03864 Ossipee 
Wolfeboro 03872 Sanbornville 
Wolfeboro 03882 Effingham 
Wolfeboro 03886 Tamworth 
Wolfeboro 03894 Wolfeboro 
Wolfeboro 03896 Wolfeboro Falls 
Wolfeboro 03897 Wonalancet 
Woodsville 03238 Glencliff 
Woodsville 03740 Bath 
Woodsville 03771 Monroe 
Woodsville 03774 North Haverhill 
Woodsville 03780 Pike 
Woodsville 03785 Woodsville 
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EXECUTIVE SUMMARY 

In 2008, NH DHHS released an initial baseline report comparing primary care received by 
New Hampshire Medicaid members in calendar year 2006 by different practice settings.1 
This initial exploratory report helped define a framework and methodology for assigning 
providers into five primary care settings—hospital-based clinics fully or partially billing a 
facility cost to Medicaid, stand-alone office-based physician practices, FQHCs and FQHC 
Look-Alikes, RHCs, and physicians affiliated with Dartmouth Hitchcock clinics (DHC))—
using claims data and assigning members to these settings based on where they received 
the majority of their care.  
This study updates that report comparing primary care received by NH Medicaid members 
in different practice settings in calendar year 2008.  Using New Hampshire Medicaid 
administrative eligibility and claims data, practices were compared on the following 
measures for New Hampshire non-dual eligible members: 

 
 access to and use of primary care practitioners;  
 well-child visits; 
 effectiveness of care management including preventive screening*; 
 prevalence of mental health and substance abuse disorders, and 
 service utilization and payments. 

 
NCQA (National Committee for Quality Assurance) HEDIS (Healthcare Effectiveness Data 
and Information Set)† quality and access to care measures were reported based on the 
administrative claims data provided by the NH Medicaid program to the NH CHIS (New 
Hampshire Comprehensive Health Information System) project.  Service utilization and 
payment rates were adjusted for age, gender, and medical risk using 3M Health Systems 
Clinical Risk Grouper (CRG) Version 1.4. 
 
In contrast to the previous report, primary care quality and costs were examined in four 
practice settings: FQHCs, RHCs, Office based settings (including hospital-based clinics), 
and Dartmouth Hitchcock clinics.‡ The previous report separately examined performance of 
office-based and hospital-based clinics due to differences in NH Medicaid reimbursement at 
these settings at that time.  For this report, primary care provided by office-based practices 
and hospital outpatient settings were combined to reflect more recent changes in NH 
Medicaid payment policies.§ Due to these changes in practice groupings, comparison across 
years is limited to overall measures and practice settings that were consistent between 
years. 
 

                                                           
* In addition to measures reported for 2006, this update includes follow-up of ADHD medications for children, 
and appropriate treatment of acute bronchitis, COPD, cardiovascular disease, and low-back pain. 
† HEDIS is a tool used by most health plans to measure performance with regards to effectiveness, access, use, 
satisfaction, and cost of care.  NCQA is the independent non-profit organization that maintains the tool. 
‡ The list of providers included under DHC has also been modified in this report to include Mary Hitchcock and 
Cheshire Medical Center clinics that had been included in the hospital-based practice setting category in the CY 
2006 report. The inclusion of these two clinics increased the number of NH Medicaid members seen at DHC 
clinics (by 52%) from those reported as receiving care from DHC in 2006. 
§ HB30 signed by Governor on Feb 20, 2009 modifying Medicaid reimbursement for outpatient hospital services.  
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As with the prior report, NH Medicaid members were assigned to a primary practice setting 
based on the setting at which they received the majority of their primary care or preventive 
care visits in 2008.  Once assigned to a primary care setting, all of the members’ visits were 
attributed to that setting.  
  
Key Findings 
Where NH Members Receive Primary Care 

• NH Medicaid enrollment increased between 2006 and 2008 by more than 5%. 
• Nearly one quarter of NH Medicaid members (23%) were not assigned to a primary 

care provider in 2008  -- an increase from 2006 (21%) -- either because they had no 
visits or because they did not seek care at a provider identified as a primary care 
provider.  These members also had shorter lengths of enrollment.  The increase in 
non-assigned NH Medicaid members from 2006 may potentially be due to increased 
numbers of new enrollees to NH Medicaid.  Because non-assigned members received 
no primary care, they are excluded from the remainder of the study.  Future reports 
may focus on this group in more detail.  

• For those receiving primary care, the largest group of NH Medicaid members 
received primary care from hospital and office-based practices (41%).  DHC-affiliated 
physicians provided primary care to approximately 21 percent of NH Medicaid 
members, FQHCs or FQHC Look-Alikes provided primary care to 10% of Medicaid 
members, and 4% of Medicaid members received primary care from RHCs.  

• Due to the addition of Mary Hitchcock and Cheshire Medical Center clients to DHC 
in 2008, the number of members receiving care at these settings increased by 52% 
from 2006 and their percentage of total Medicaid members seeking primary also 
increased. 

• The average age of members served by FQHCs continued to be significantly higher 
than the average of all members receiving primary care (17.1 compared to 15.0 
overall) because FQHCs serve a disproportionate number of adults (33%) compared 
to NH Medicaid members receiving primary care generally (24%).  

• Compared to CY 2006, DHC practices in 2008 had significantly higher percentage of 
children with severe disabilities than other settings (1.7% versus 1.1%).  In addition, 
RHC practices in 2008 had a significantly lower percentage of children with mental 
disabilities but along with hospital/office-based providers had significantly higher 
percentages of low-income children in general than other settings.   

Clinical Risk of NH Medicaid Members Receiving Primary Care  

• The average clinical risk score for NH Medicaid members seeking primary care 
declined between 2006 and 2008 from .931 to .879. 

• NH Medicaid members seeking care at DHC primary care practices are sicker than 
members served at other settings.  The burden of illness at DHC practices as 
measured by clinical risk groups (CRGs) is significantly higher (average risk score 
0.942) than those receiving primary care in general (average risk score 0.879).  
Hospital/office-based practices had the next highest burden of illness and were 
significantly different from other practice settings (0.878) but not from the overall 
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risk rate across settings.  RHCs and FQHCs had significantly lower risk scores than 
the average.  

Access and Well-Child Visit Rates 

• While rates improved from CY 2006, children enrolled in Medicaid receiving primary 
care at RHCs were still significantly less likely to have access to primary care. 

• Compared to CY 2006, rates of well-child visits provided by NH Medicaid primary 
care providers increased in every age group studied in CY 2008 and exceeded the 
national Medicaid managed care average. 

• Rates of well-child visits were significantly higher for children receiving primary 
care at hospital/office-based practice settings in three out of four age groups 
studied—3 to 6 years (79.4%), 7 to 11 years (70.6%), and 12 to 18 years (61.4%).   

• While the percentage of children with well-child visits in RHCs increased in all age 
groups studied compared to 2006, children receiving primary care at RHCs 
continued to have significantly lower well-child visit rates compared to other 
settings in all age groups studied (16-35 months (81.7%), 3-6 years (67.2%), 7-11 
years (54.6%), and 12-18 (53.2%)).  Even so, in contrast to 2006, RHCs were above 
the national Medicaid Managed Care HEDIS average for all age groups.   

• For children in their first fifteen months of life—when the Early Periodic Screening, 
Diagnosis, and Treatment (EPSDT) program schedule calls for 7 well-child visits—
nearly two thirds (63%) had 6 or more visits across all NH Medicaid providers, an 
improvement from CY 2006 (57%).  Hospital/office-based practices were significantly 
more likely to have 6 or more visits (67.1%) than those receiving primary care in 
general and compared to most other settings.  RHCs also were significantly more 
likely to have children less than 15 months with 1 (5.3%) or no well-child visits 
(5.8%).  

Effectiveness of Care Management 

• All NH primary care providers were higher than the national Medicaid managed 
care HEDIS rates for appropriate use of medications for children age 5 to 9 with 
persistent asthma, strep testing for children with pharyngitis, non-use of antibiotics 
for upper respiratory infections  (except RHCs), and HbA1c (except FQHCs), and 
nephropathy screening (except RHCs) for diabetics.  

• Some NH primary care provider types were lower than the national average for eye 
exams for diabetics (all except DHC) and for appropriate medication use for adults 
with persistent asthma  

• For breast cancer screenings, all practice types except RHCs were above national 
Medicaid HEDIS  rates, while for cervical cancer screenings, RHCs, DHCs, and 
hospital/office-based practice settings had lower rates than the national Medicaid 
HEDIS average.  FQHCs screened for cervical cancer at a rate similar to the 
national average and significantly higher percentage than the NH primary care 
providers overall. 

 
• Among NH primary care settings, there was no significant difference in diabetes 

care or breast cancer screening rates. Other care effectiveness measures varied 
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across primary care setting. Women were significantly more likely to be screened for 
cervical cancer at FQHCs. 

• On new care effectiveness measures added in this 2008 report, NH primary care 
providers overall and across settings were lower than the national average in rates 
of spirometry tests for COPD (except RHCs), not prescribing antibiotics for acute 
bronchitis, conducting cholesterol screens for persons with cardiovascular disease 
(except hospital/office-based) but there were no statistically significant differences 
between practice settings.  

• With the exception of RHCs, all NH primary care practices had higher rates of 
follow-up with children with ADHD than the national average. RHCs rates of follow-
up were lower than the national average and significantly lower than for NH 
primary care providers in general.  

• NH primary care providers had higher rates of imaging for low-back pain than the 
national average, a procedure that is not recommended. RHCs were significantly 
less likely to use imaging for low back pain and FQHCs were significantly more 
likely to use them than other NH primary care practices.  

Prevalence and Utilization for Mental Health Disorders 

• Among 71,515 monthly average members enrolled in Medicaid and receiving 
primary care, 45,983 (32.7%) had a diagnosed mental health disorder during CY 
2008.   

• Adjusting for age and gender, members receiving primary care at FQHCs had 
significantly higher mental health prevalence rates than those receiving primary 
care generally.  

• Members with a mental health disorder receiving care at hospital/office-based 
practices had significantly higher use rates of outpatient Emergency Department 
(ED) mental health-related visits than members with mental health disorders seen 
generally.  Members with a mental health disorder receiving care at FQHCs were 
significantly less likely to have mental health-related ED use or inpatient use.  RHC 
practices had a significantly lower rate of patients with mental health-related 
outpatient ED visits than other settings in 2008, while   DHC practices had a 
significantly higher rate of mental health-related inpatient stays than the total. 

• Members with mental health disorders receiving care at DHC practices were 
significantly more likely to have mental health specialist visits, while those 
receiving care at FQHCs and RHCs were significantly less likely to have mental 
health specialist visits.  

Utilization and Payments 

• Total service utilization and utilization for specific services by NH Medicaid 
members receiving primary care varied significantly across settings even after 
adjusting for age, gender, and CRG risk group.  NH Medicaid members receiving 
primary care at FQHCs and hospital/office-based practices used significantly fewer 
overall services than those receiving primary care at other settings, while those 
receiving services at DHC and RHC practices used significantly more services. 
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• After excluding pregnancy-related admissions, FQHCs had significantly lower 
adjusted inpatient hospital utilization rates than other settings and DHC practices 
had significantly higher rates than NH Medicaid members receiving primary care 
overall. 

• NH Medicaid hospitalization costs for five selected Ambulatory Care Sensitive 
conditions* (asthma, dehydration, bacterial pneumonia, urinary tract infections, and 
gastroenteritis) for members receiving primary care were $2 million.  There were no 
significant differences across settings in ACS hospitalization rates.  

• FQHCs, RHCs, and hospital/office-based practices had significantly higher rates of 
outpatient ED use, while members receiving care at DHC practices were 
significantly less likely to use the ED.  

• Medicaid members receiving primary care incurred $4.9 million for outpatient 
emergency department visits for conditions more appropriately treated in a primary 
care setting.  As with overall ED use, members receiving primary care at FQHCs, 
RHCs and hospital/office-based practices were significantly more likely to use the 
outpatient ED for these selected conditions, while members receiving care at DHC 
were significantly less likely to use the outpatient ED for these conditions.  

• Despite higher cost-based reimbursement of FQHCs, PMPMs were among the lowest 
in these settings after adjusting for age, gender, and CRG risk, and DHC practices 
had the highest PMPM rates both overall and excluding long-term care services.  
However, once pregnancy-related admissions and high-cost cases (greater than 
$50,000) were excluded, differences in PMPMs were not found to be statistically 
significant.  

 
Limitations 
This study is based primarily on administrative claims data, which is collected primarily for 
the purpose of making financial payments.  Specific provider, diagnosis, and procedure 
coding are typically required as part of the financial payment processes.  The use of claims 
data is an efficient and less costly method to report on health care utilization and payments 
than other methods such as surveys or patient chart audits.  Administrative claims data 
may under-report some diagnostic conditions or services; however, some studies indicate 
that administrative claims data may provide a more accurate rate than medical chart 
review.2,3,4,5,6,7  
 
NH Medicaid members were assigned to a primary care setting if they visited any Medicaid 
primary care provider (defined by billing revenue codes, procedure codes, specialty type, 
and category of service in 2008).  They were assigned to a practice setting if all or the 
majority of their total visits were in one practice setting.  When members made an equal 
number of visits to two or more settings, the member was assigned to the practice setting of 
the last provider seen.  Members assigned to a practice setting may have seen multiple 
providers within that category, thus outcomes reflect the care provided across all providers 
the patient may have seen in that setting.  Members without services reported in the 
Medicaid administrative claims data are all included in the non-assigned group.  Thus, the 
non-assigned group includes members who may have a primary care physician but may not 

                                                           
* Conditions where inpatient hospitalization rates are influenced by rates of appropriate ambulatory care. 
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have required treatment for illness by the primary care physician during the year, 
members who received primary care during the year but not from an identified primary 
care provider, and members who just received specialty care.  
 
Medicaid enrollee actions were not measured in this study.  Differences in rates reported 
here may be influenced by the actions of Medicaid enrollees (such as missing appointments 
due to lack of transportation or an inability to take time off from work) and are not 
necessarily a reflection of NH Medicaid or the specific primary care practices.  
 
While this analysis does adjust for medical risk using 3M Health Systems Clinical Risk 
Grouper (CRG), risk grouping methodologies are highly dependent on coding accuracy and 
specificity.  Where coding is inaccurate or lacks specificity, risk assignment will be affected.  
 
Conclusion and Next Steps 
Compared to 2006, primary care providers showed improvement in most measures studied.  
However, there continue to be disparities between care received by NH Medicaid members 
in different primary care settings in New Hampshire.  The continued measurement and 
reporting of quality measures can help identify areas for future quality improvement efforts 
in the state.  
 
While rates improved from CY 2006, children enrolled in Medicaid receiving primary care 
at RHCs were still the least likely to have access to primary care and to get well-child 
visits.  This may be because RHCs are not required to provide preventive care.8 Since RHCs 
are not required to provide preventive care, lower rates for preventive screens and well-
child visits may reflect a difference in mission.  
 
Members receiving primary care at other practice settings appear to have HEDIS rates for 
many measures that are higher than the national Medicaid HEDIS average (e.g., well-child, 
strep test for pharyngitis, no antibiotic for upper respiratory infection, ADHD follow-up).  
However, for most of the new measures studied in this 2008 update, NH primary care 
providers overall and across most settings were below the national average (no antibiotic 
treatment for bronchitis, testing for COPD, conducting cholesterol screening cardiovascular 
disease, and using imaging for back pain) suggesting room for improvement in the future.  
In addition, among settings there is also some variability in several care measures (e.g., 
significantly lower appropriate medications for children with URI, follow-up for children 
with ADHD at RHCs) suggesting further opportunities for targeted quality improvement. 
 
Higher outpatient emergency department use rates for members receiving primary care 
from FQHCs, RHCs, and hospital/office-based practices may be an indicator of capacity 
constraints.  RHCs are not required to provide 24/7 care and are located in limited service 
capacity areas.  Delays in scheduling an appointment with a primary care practitioner 
could result in higher ED use. 
 
Finally, as was true in 2006, while PMPMs in hospital/office-based settings and DHC are 
higher than other settings, these differences may be tied to their patients having a higher 
burden of illness.  After excluding pregnancy-related admissions and high cost cases, 
payment differences are not statistically significant.  
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INTRODUCTION 

 
An increasing number of private practice physicians in New Hampshire and Maine are 
converting from solo and two-physician practices to other practice arrangements, including 
Rural Health Clinics (RHCs)*, Federally Qualified Health Centers (FQHCs) and FQHC 
Look-Alikes†, hospital-owned practices and hospital outpatient departments. 9 10 This trend, 
which has also been seen in other states and at the national level, has been driven in part 
by enhanced reimbursement under Medicaid and Medicare in FQHCs and RHCs and a 
federal initiative to spur FQHC growth, as well as changes in physician career choices. 11 12  
 
This shift in physician practice patterns toward hospital-based clinics, RHCs and FQHCs 
has financial ramifications for NH’s Medicaid program given the higher payment rates to 
some of these facilities.  At the time of this study, FQHCs were reimbursed by Medicaid 
based on cost.  Similarly, the RHC designation allows primary care practices located in 
rural areas with provider shortages to receive cost-based reimbursement by Medicare.‡ 
Since the 2006 report, NH Medicaid’s reimbursement policies related to hospital-based 
reimbursement have changed.  While previously hospital-based physicians could either bill 
under the physician fee schedule with the hospital billing a separate facility cost or submit 
a facility bill for the total outpatient service cost, under the new rules hospital-based 
physicians are paid the same as office-based physicians.  However, the difference in per 
visit claims payment across some primary care settings is still significant.  In 2006, NH 
Medicaid per visit claims payments for physicians was $53.62 in 2006, and $104.33 for RHC 
and FQHCs combined.13

 
Less is known about the impact of these shifts in practice patterns on quality of care.  While 
studies of commercial health plans have found a positive association between quality scores 
and physician participation in staff model health maintenance organizations (HMOs) that 
use a closed panel of employed physicians,14,15 and higher quality primary care in 
integrated medical groups than in independent practice associations, 16 they are no more 
likely to use quality improvement strategies related to chronic disease management.  In 
addition, larger physician groups or those affiliated with facilities are more likely to have 
electronic medical record (EMR) decision support17 and to use quality improvement 

                                                           
* RHCs must be located in a non-urbanized area by US census definition and in a current medically underserved 
area (MUA), Health Professional Shortage Area (HPSA), or Governor’s designated shortage area. The RHC 
status requires care to be delivered by nurse practitioners, physician assistants, and certified nurse midwives at 
least 50 percent of the time that the clinic is open. Most RHCs are smaller and offer fewer services than FQHCs, 
although some RHCs are affiliated with hospitals (HRSA. 2006). As of 2006, New Hampshire had 11 RHCs 
providing a total of 17 physical sites of care (Lenardson, 2008).  
† FQHCs were created by the federal government in 1989 to provide uninsured persons access to care in 
medically underserved areas. FQHCs include community health centers (CHCs), migrant health centers, health 
care for the homeless programs, and public housing primary care programs. Most FQHCs receive federal grant 
funding to care for the uninsured. Some FQHCs operate in compliance with FQHC program requirements but 
do not receive grant funding (HRSA 2006). These are called “FQHC Look-Alikes”. In New Hampshire, 8 FQHCs 
and one look-a-like served over 56,000 residents in 2005 (Lenardson, 2008). 
‡ Both RHCs and FQHCs are paid an all inclusive visit rate based on costs up to an annually determined upper 
payment limit per visit. The upper payment limit per visit in 2007 was $74.29 for RHCs, $115.33 for urban 
FQHCs, and $99.17 for rural FQHCs. CMS Manual System; Pub. 100-04 Medicare Claims Processing, Feb 2008.    
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strategies,18 —both of which have been demonstrated to improve quality of care19,20 —but 
are also no more likely to use quality improvement strategies related to chronic disease 
management.  Fewer studies have described where Medicaid patients receive their primary 
care or compared the sites in terms of quality.  One focusing on safety net primary care 
providers, found that patients who receive primary care at hospital clinics tend to be more 
ill and tended to receive more specialty referrals, imaging studies, blood pressure checks 
and have greater service intensity and poorer continuity of care than patients receiving 
care at community health centers and physician offices.21 Consistent with these findings, 
another study looking at primary care for low-income people using results from a national 
patient survey, found that hospital clinic patients were more likely to receive certain 
preventive care (vaccinations for influenza and pneumococcus), but also more likely to 
experience delays in receipt of care due to administrative office difficulties and to use the 
emergency room.  This same study largely found no significant differences in quality 
between physician offices and community health centers.  22  A more recent study looking at 
whether RHCs and CHCs increase access to primary care found that, while presence of a 
CHC in a county was associated with lower ACS admission rates for working age and older 
adults compared to counties that had no CHC or RHC present, presence of an RHC was not 
and that, for children, presence of a CHC or RHC was associated with higher ACS 
admission rates.23 The 2006 primary care report conducted for NH Medicaid was one of the 
first studies to date to examine quality differences by specific organizational affiliation in 
NH using Medicaid claims data and, like other studies, found some notable differences 
across primary care settings that warrant continued monitoring and research.24  
 
Although New Hampshire cannot reverse the tide of changes in practice arrangements, 
they can work with practices to promote access to high quality, efficient care for Medicaid 
beneficiaries.  This study follows up on the 2006 study and examines the performance of 
different primary care practice settings in delivering primary care to Medicaid beneficiaries 
throughout the state on key utilization, cost and quality indicators.  The study aims to 
provide the NH Medicaid program a framework for assessing the degree to which different 
physician practice arrangements may provide higher quality and more effective and 
efficient primary care to help inform state decisions regarding care coordination and 
reimbursement models.  The study also establishes a baseline for potential future efforts to 
improve care in these settings.  Where possible, this report references changes that have 
occurred between 2006 and 2008 to assess how care has improved since the last report.  

Overview and Purpose of Report 

The purpose of this study was to describe variations in health care access, preventive 
services, care management, service utilization, and payments for New Hampshire Medicaid 
members in four primary care practice settings:  
 

• Hospital-based clinics and outpatient departments (billing in part or in full as 
facilities)* combined with stand-alone office-based physician practices 

• Federally Qualified Health Centers (FQHC) 
• Rural Health Centers (RHCs) 
• Dartmouth Hitchcock clinics (DHC)*  

                                                           
* For this 2008 update study, all hospital-owned physician practices except those affiliated with Dartmouth 
Hitchcock are included in the office-based physician practice category.  
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The scope of the study is to: 
 

• describe where NH Medicaid members receive primary care; 
• compare the characteristics (age, gender, eligibility group, health analysis area, and 

clinical risk) of NH Medicaid members seeking primary care by primary care 
practice setting;  

• compare rates of access to primary care practitioners and preventive services for 
children and adults; 

• compare HEDIS effectiveness of care management measures for selected childhood 
conditions (asthma, upper respiratory infection and pharyngitis, ADHD) and adult 
conditions (bronchitis, diabetes, cardiovascular disease, lower back pain, and cancer 
screening);  

• describe and compare prevalence of mental health disorders and mental health 
service utilization across primary care settings adjusting for age and gender; 

• compare rates of service utilization across settings, including inpatient 
hospitalization for selected ambulatory sensitive conditions and preventable 
emergency department visits adjusting for age, gender, and clinical risk; and 

• compare rates of per member per month payments adjusting for age, gender, and 
clinical risk.  

Data Sources and Methods 

This study was based on administrative eligibility and claims data from New Hampshire 
Medicaid for CY 2008 using 2009 HEDIS specifications.  For some HEDIS measures, a two-
year window was required (2006-2007).  For certain measures 2008 HEDIS specifications 
were used, as 2009 were not available at the time of this report.   
 
NH Medicaid primary care providers were identified based on procedure codes, revenue 
codes, specialty type, and category of service identified on claims.  All primary care 
providers were then assigned to one of four practice setting categories – hospital/office-
based, FQHC/LAL, RHC, and DHC – based on category of services billed and provider 
billing identification numbers.  Providers that billed for a procedure or service that could be 
classified as primary care but that had a specialty type or category of service that was not a 
traditional primary care setting (e.g., inpatient hospitals, mental health clinics, 
optometrists) were not assigned to a primary care setting.  A complete list of NH Medicaid 
providers by practice setting is available upon request.  
 
Once primary care providers were assigned to a setting, NH Medicaid members were then 
assigned to these four primary care practice setting categories based on the provider from 
whom they received the majority of their primary care visits in 2008.  If a Medicaid enrollee 
made an equal number of visits to primary care providers in more than one practice setting, 

                                                                                                                                                                                           
* Due to the breadth and reach of services provided by Dartmouth Hitchcock Clinic (DHC) and its related health 
system affiliates in northwestern New Hampshire, the primary care services provided to Medicaid members at 
DHC were studied separately to assess the relative proportion of Medicaid members served and the quality of 
service  provided at DHC sites.   For this 2008 update, in contrast to the previous 2006 report, Dartmouth 
Hitchcock clinics affiliated with Cheshire Medical Center and Mary Hitchcock Memorial Hospital are included 
in the Dartmouth Hitchcock Clinic setting. The inclusion of these two clinics increased the number of NH 
Medicaid members seen at DHC clinics (by 52%) from those reported as receiving care from DHC in 2006 
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they were assigned to the last primary care provider they visited.  Once assigned to a 
setting, all of the member’s visits were attributed to that setting.  
 
Utilization and payment rates were adjusted for age, gender, and diagnosis-based risk 
group using the 3M Health Systems Clinical Risk Grouper (CRG).  CRGs are a categorical 
risk, clinical adjustment model which uses a hierarchical model to assign each member to a 
single mutually exclusive risk category based on standard demographic, diagnostic, 
procedure, and pharmacy data from encounters and claims. 
 
To assess whether differences across primary care practice settings were statistically 
significant, confidence intervals for each estimate were calculated.*  When confidence 
intervals overlap, differences are not statistically significant.  As there is currently no 
accepted standard method for calculating confidence intervals for per member per month 
payment (PMPM) rates, we conducted regression analyses to determine the degree to which 
setting type predicts higher costs.  The regression model used an individual-level PMPM as 
the dependent variable and setting, age, gender, income, medical risk, and diagnosis 
related group (DRG) as independent variables.  We also excluded pregnancy-related 
admissions and/or high-cost cases (>$50,000 per year); see Appendix 1 at the end of the 
report for the specific list of CPT and revenue codes used for primary care assignment and a 
more detailed description of CRG risk adjustment and statistical methods.  
 

Population Studied in the Report  

The experience of NH Medicaid-only members was studied during calendar year (CY) 2008.  
Eligibility groups studied include low-income adults, low-income children, severely disabled 
children, mentally disabled, and physically disabled.  Medicaid members who were dually-
eligible for Medicare and Medicaid, including enrollees in the Medicare Savings Programs  
(i.e., Qualified Medicare Beneficiaries (QMB), Specified Low-Income Medicare Beneficiaries 
(SLMB), and Qualified Individuals (QI-1)) were excluded.  
 

Interpretation of Results and Limitations 

Studies directly comparing care in different primary practice settings appear to be lacking 
nationally and this may be one of the first studies of its kind comparing care at different 
primary care practice setting using administrative claims data.  The large number of 
covered members studied lends credibility to the findings.  However, a number of cautions 
about the data used, the method of assigning members to primary care practices, and 
results of this study should be noted.   
 
Primary care assignment for this study was based on the setting at which patients most 
commonly sought preventive or primary care services, not actual patient assignment to a 
primary care provider (PCP) by the NH Medicaid program.  New Hampshire Medicaid pays 
providers on a fee-for-service basis, and does not require primary care providers to manage 
the care of specific patients nor hold them accountable for certain levels of performance for 
the care of these patients, as may be the case in a managed care environment.  Medicaid 
                                                           
* We were not able to test statistical significance relative to national Medicaid HEDIS benchmarks because 
confidence intervals for these estimates were not available.  
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enrollees are free to seek primary care at multiple sites and providers are not specifically 
accountable for care provided by other providers.  In fact, within a specific practice setting, 
enrollees may have visited more than one individual provider.  Thus, these data should not 
be interpreted as monitoring individual primary care provider performance but rather as a 
means to assess variations in care across primary care practice settings.  
 
This study was based on administrative eligibility and claims data.  Differences in provider 
claims coding or reimbursement arrangements may contribute to the variances shown in 
this report.  For example, FQHCs and RHCs are required to provide a set of “core services” 
for cost-based reimbursement.  Diagnostic tests provided as part of these core services may 
not be billed separately and thus would not be counted in NH CHIS HEDIS measures.  
Similarly, revenue center codes for facility-based physicians may include services that 
would be reported separately for non-facility based services.  
   
Medicaid members’ actions were not measured in this study; for example, missed 
appointments due to lack of transportation or inability to take time off from work could be a 
factor in the access to care and preventive measures reported in this study.  Therefore, the 
differences in rates reported here are not necessarily reflections on NH Medicaid or the 
primary care practices.  
 
The members not receiving primary care services include both members who received no 
services in the course of the year, those who received some primary care but from a non-
primary care provider, and those who just received specialty care and no primary care.  
Since the assignment process was based on primary care service use, patients who received 
no care could not be assigned to a specific primary care practice setting.  These individuals 
may have a primary care provider but since they did not seek primary care services in 2008, 
we were unable to assign them to a specific group.  
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RESULTS 

Where NH Members Receive Primary Care 

In 2008, an average of 92,983 non-dual NH Medicaid members per month received medical 
or social services through the NH Medicaid program, representing a 5.4% increase in 
average enrollment per month from 2006.  More than three quarters (77%) of these 
members received services at one of the four primary care practice settings as identified on 
claims.  
 
Figure 1 and Table 1 show the number and distribution of NH Medicaid members in 
calendar year 2008 by the practice setting where they received the majority of their 
primary care.  The largest group received care from hospital and office-based clinics (41%).  
DHC affiliated physicians* provided primary care to approximately 21 percent of NH 
Medicaid members, FQHCs or FQHC Look-Alikes provided primary care to 10% of 
Medicaid members, and 4% of Medicaid members received primary care from RHCs (see 
Appendix 4 for list of FQHCs and RHCs).  Due to the addition of Mary Hitchcock and 
Cheshire Medical Center clients to DHC in 2008, the number of members receiving care at 
these settings increased by 52% from 2006 and their percentage of total Medicaid members 
seeking primary also increased.  
 
Nearly one quarter of Medicaid members (23%) were not assigned to a primary care setting 
in 2008.  Non-assigned Medicaid members include both those who did not use any medical 
care in 2008, and those who just received specialty care or those who received primary care 
from non-primary care providers.  Non-assigned Medicaid members have shorter lengths of 
enrollment than Medicaid members assigned to primary care settings (7.0 months versus 
9.2).  See Appendix 1 for more details on definitions of a primary care provider and member 
assignment to those providers.  A more detailed analysis of this non-assigned group may be 
the subject of future reports.  Since they received no primary care, they were excluded from 
the remainder of this study.  
 

                                                           
*  For this 2008 update, Mary Hitchcock and Cheshire Medical Center clinics that had been included in the 
hospital-based practice setting category in the CY 2006 report are now included under DHC.  
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Table 1.  NH Members by Primary Care Practice Setting, CY 2008 

  

Hospital/ 
Office-
based DHC FQHC/LAL RHC

No 
Assignment 

Total NH 
Medicaid 
Members

Unique Members 
Covered 

  
44,845  

 
22,814      11,822 

 
4,769       36,882  

 
121,132 

Member Months 
  

457,141  
 

235,857    115,903 
 

49,282      257,608  
 

1,115,791 

Average Monthly 
Members 

  
38,095  

 
19,655        9,659 

 
4,107       21,467  

 
92,983 

Average Months 
Enrolled 10.2 10.3 9.8 10.3 7.0 9.2

Member Month: total full or partial months members were enrolled, whether or not the member actually received 
services during the period.  A member enrolled for an entire year would account for 12 member months. 
Average Members per Month: member months divided by 12 and represents a month in time average number of 
members enrolled for the year.  
 
For those receiving primary care, the age and eligibility of Medicaid members receiving 
primary care varied across practice settings.  Table 2 and Figure 2 show the distribution of 

Comparison of Primary Care Received by NH Medicaid Members by Practice Setting, CY 2008 7 
Office of Medicaid Business and Policy, NH Department of Health and Human Services, September 2010 



NH Medicaid members receiving primary care by age and eligibility at different primary 
care practice settings.  
 
FQHCs continued to provide primary care to a higher percentage of Medicaid adults than 
other primary care provider groups.  Thirty-three percent of Medicaid primary care 
recipients at FQHCs were adults compared to 16 percent in RHCs, 24 percent in DHC 
practices, and 22 percent at physician offices and hospital-based practices.  Similarly, the 
average age of FQHC Medicaid primary care clients (17.1 years of age) was significantly 
higher than Medicaid clients receiving primary care overall (15.0 years) and in every other 
practice setting (ranging from 13.1 years at RHCs to 14.7 years at hospital and office-based 
practices).  
 
Table 2.  Percent of Medicaid Members Receiving Primary Care by Age Group and 
Practice Setting, CY 2008 

  
Hospital/ 

Office-based DHC
FQHC/

LAL RHC 

Total NH 
Medicaid 

Members with 
PC

Total 
100% 

(38,095) 
100%

(19,655)
100%

(9,659)
100% 

(4,107) 
100%

(71,515)

0-4 
25.6% 

(9,754) 
25.3%

(4,963)
24.3%

(2,349)
26.2% 

(1,075) 
25.4%

(18,140)

5-18 
52.4% 

(19,975) 
51.0%

(10,033)
42.6%

(4,114)
58.3% 

(2,393) 
51.1%

(36,515)

19-34 
10.4% 

(3,957) 
12.4%

(2,434)
18.8%

(1,814)
6.9% 
(284) 

11.9%
(8,488)

35-49 
6.6% 

(2,530) 
6.9%

(1,357)
8.6%
(834)

4.7% 
(192) 

6.9%
(4,913)

50-64 
4.0% 

(1,535) 
3.5%
(686)

4.7%
(458)

3.7% 
(150) 

4.0%
(2,829)

65+ 
0.9% 
(345) 

0.9%
(182)

0.9%
(90)

0.3% 
(13) 

0.9%
(631)

Average 
Age 14.7 15 17.1* 13.1* 15
95% CI^ 14.6-14.9 14.8-15.2 16.8-17.4 12.7-13.4 14.9-15.1

^95% confidence intervals (CI)  
*Statistically significant difference from total NH Medicaid members receiving primary care.  Statistical significance was 
only tested for average age.  

 
 
By eligibility, FQHCs were significantly more likely to provide primary care to low-income 
adults (21.5%) overall and than at any other setting (ranging from 7.9% in RHCs to 13.8% 
in DHC practices) but significantly less likely to serve severely disabled children.  RHC 
practices were significantly more likely to serve low-income children than other settings.  
DHC practices were significantly more likely to serve severely disabled children.  
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 Statistically significant differences between groups not shown, see Table 3 for significant differences between 
groups.  

 

Table 3.  Percent of NH Medicaid Members Receiving Primary Care by Practice Setting by 
Eligibility Group, CY 2008 
Note:  95% confidence intervals (CI) in parentheses 

  
Hospital/

Office-based DHC
FQHC/

LAL RHC 

Total NH 
Medicaid 
Members 

with PC

Low Income Child 
76.7%*

(76.3-77.1)
74.3%

(73.7-74.9)
66.6%*

(65.6-67.5)
83.8%* 

(82.7-85.0) 
75.1%

(74.8-75.4)

Low Income Adult 
12.0%*

(11.7-12.4)
13.8%

(13.3-14.3)
21.5%*

(20.7-22.3)
7.9%* 

(7.1-8.7) 
13.6%

(13.3-13.8)

Severely Disabled 
Child 

1.2%
(1.1-1.3)

1.7%*
(1.5-1.9)

0.3%*
(0.2-0.4)

0.4%* 
(0.2-0.6) 

1.1%
(1.1-1.2)

Disabled Physical 
4.7%

(4.5-5.0)
4.6%

(4.3-4.9)
4.9%

(4.4-5.3)
3.6%* 

(3.1-4.2) 
4.7%

(4.5-4.8)

Disabled Mental 
4.5%

(4.2-4.7)
4.7%

(4.4-5.0)
5.8%*

(5.3-6.2)
3.8%* 

(3.2-4.4) 
4.7%

(4.5-4.8)

Elderly 
0.9%

(0.8-1.0)
1.0%

(0.8-1.1)
1.0%

(0.8-1.2)
0.4%* 

(0.2-0.6) 
0.9%

(0.8-1.0)
*Statistically significant difference from total NH Medicaid members receiving primary care.   
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As in 2006, there were significant differences in where Medicaid members sought primary 
care by HAA, driven in part by the availability of primary care service providers in each 
area.  The largest number of Medicaid members resided in the Manchester (13,924 or 19%), 
Nashua (9,263 or 13%), and Concord (7,157 or 10%) areas.  Similarly, most Medicaid 
members receiving primary care from DHC and hospital/office-based practices were 
predominantly from these same areas, and in the case of DHC, heavily concentrated from 
these areas with the exception of Keene.  More than 34% of all DHC Medicaid clients were 
from Manchester, 18% were from Nashua, 17% were from Keene, and 13% were from 
Concord, reflecting that most DHC sites are in these areas.  Hospital/office-based 
physicians also primarily served Medicaid clients from Manchester (15%), Nashua (13%), 
and Concord (11%).  Those receiving primary care at FQHCs largely resided in Manchester 
(15%), Berlin (15%), and Exeter (11%), while those getting care at RHCs were 
predominantly from Plymouth (24%), North Conway (15%), Lancaster (14%), and Franklin 
(10%) again reflecting where FQHCs and RHCs are located.  Tables 4 and Figure 3 show 
NH Medicaid average members using primary care by primary care setting and Health 
Analysis Area (HAA) of the member’s residence.   
 
Table 4.  Average NH Medicaid Members Receiving Primary Care by Health Analysis Area 
and Primary Care Setting, CY 2008 

  Total 
Hospital/Office-

based DHC FQHC/LAL RHC
State Total       71,515        38,095       19,655         9,659        4,107 

Berlin        1,670            139            51        1,408            72 
Claremont         1,672          1,144            352                9           168 
Colebrook            489             193             20            234             42 
Concord         7,157          4,238         2,652            187             81 
Derry         2,490          2,068            338              82              1 
Dover         3,266          2,231             59            964             11 
Exeter         3,886          2,664            185         1,034              3 
Franklin         1,669             777            186            305           402 
Keene         3,702             349         3,333                1             19 
Laconia         3,510          2,772            262            225           251 
Lancaster            869             146             36            107           580 
Lebanon         2,523             993         1,062              95           374 
Littleton         1,508             733             66            438           272 
Manchester       13,924          5,823         6,627         1,449             25 
Nashua         9,263          4,866         3,474            914              8 
North Conway         1,493             831             23              31           609 
Peterborough         1,652          1,362            281                7              3 
Plymouth         2,034             502            116            438           977 
Portsmouth         1,169             722             29            416              2 
Rochester         4,230          3,236             92            893              9 
Wolfeboro         1,743          1,534             53              51           105 
Woodsville            336              92             56            175             13 
Other         1,259             679            304            196             80 

Note:  Average members = member months / 12.  
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As shown in Figure 3, an analysis by health analysis area of residence also reveals that 
certain areas are heavily reliant on specific primary care practice settings for their primary 
care.  For example, 90% of Medicaid members seeking primary care in Keene went to DHC 
providers.  Rural areas were more reliant on FQHCs and RHCs. Eighty-four percent of 
Medicaid members who sought primary care in Berlin and 48% in Colebrook received it at 
FQHC providers and more than two-thirds (67%) of Medicaid members in Lancaster and 
41% in North Conway sought care at RHC providers.  In contrast, Medicaid residents in 
Derry and Wolfeboro heavily relied on hospital/office-based physicians for their primary 
care (83% and 88%, respectively).   
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Clinical Risk of NH Medicaid Members Receiving Primary Care 

In order to compare the overall burden of disease across primary care practice setting, the 
3M Health Systems Clinical Risk Grouper (CRG) was applied to the administrative claims 
data.  The CRG software uses all ICD-9-CM diagnosis codes from all health care encounters 
to assign each individual to diagnostic categories (acute or chronic) and body systems.  Each 
individual is assigned to a defined health status group then to a CRG category and severity 
level if chronically ill.  Based on the CRGs each individual member was assigned a risk 
weight to measure the relative burden of disease. 

 
Overall the average clinical risk score for NH Medicaid members receiving primary care 
declined between 2006 and 2008 from .931 to .879 (2006 data not shown).  DHC primary 
care practices serving NH Medicaid members had the highest burden of illness, which was 
significantly higher than other groups.  The average risk score per member receiving 
primary care in DHC settings was 0.942 compared to the 0.879 for all NH Medicaid 
members receiving primary care.  Hospital/office-based practices had the next highest 
burden of illness and were also significantly different from the other settings, but not from 
the overall average risk rate.  FQHCs and RHCs have significantly lower illness burden 
than NH Medicaid members receiving primary care generally. 
 
A greater percentage of members receiving care at hospital/office-based primary care 
settings have dominant chronic diseases in three or more organ systems, while those at 
DHC practices have complicated malignancies and catastrophic conditions than all other 
settings. 

 
Table 5 shows the average Clinical Risk Group (CRG)* risk weight per average member in 
different practice settings and the distribution of Medicaid members receiving care by 
major CRG groups.   
 

                                                           
* See Appendix 1 Study Methods. For a more detailed explanation of CRGs, see NH CHIS report New 
Hampshire Medical Population Risk Study: Comparison of Medical Risk in New Hampshire Medicaid and 
Commercially Insured Populations.  March 2008.   
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Table 5: Distribution of Average Members by Major CRG Group and Average CRG Weight 
per Average Member by Primary Practice Setting, CY 2008 

  
Hospital/

Office based DHC FQHC/LAL RHC 

Total NH 
Medicaid 
Members 

with PC

Average Monthly 
Members           38,095 

 
19,655             9,659 

  
4,107  

 
71,515 

Average CRG Risk 
Weight 0.878^ 0.942*^ 0.804* 0.771* 0.879
CI 0.865-0.891 0.922-0.962 0.781-0.826 0.734-0.807 0.869-0.889
% of Average Members by Major CRG Group 
Healthy 61.4% 61.4% 60.6% 65.0% 61.5%

History Of Significant 
Acute Disease 10.2% 9.6% 10.3% 7.9% 9.9%

Single Minor Chronic 
Disease Level 8.0% 8.0% 8.5% 9.6% 8.2%

Minor Chronic Disease 
In Multiple Organ 
Systems Level 1.2% 0.9% 1.2% 1.3% 1.1%

Single Dominant Or 
Moderate Chronic 
Disease Level 13.0% 13.6% 13.3% 11.8% 13.1%

Significant Chronic 
Disease In Multiple 
Organ Systems Level 5.2% 4.7% 5.2% 3.3% 4.9%
Dominant Chronic 
Disease In Three Or 
More Organ Systems 
Level 0.3% 0.2% 0.3% 0.2% 0.3%

Dominant, Metastatic, 
And Complicated 
Malignancies Level 0.4% 0.6% 0.2% 0.2% 0.4%

Catastrophic 
Conditions Level 0.5% 1.0% 0.3% 0.6% 0.6%

Average CRG risk weight represents the average risk of all patients receiving primary care at that setting.  For all 
CRG comparisons, the normal clinical risk is a risk score of 1 in the total Medicaid population in 2008 including dual-
eligibles and other enrollees not included in this study.  Therefore, the average risk weight for members included in 
this study is lower than 1. 

 *Statistically significant difference from total NH Medicaid members receiving primary care.  ^Statistically significant 
difference from all other primary care settings  

  

Access to Primary Care Practitioners 

In order to assess Medicaid members’ access to care, we analyzed NCQA HEDIS measures 
for children and adolescents’ access to primary care practitioners and for adults’ access to 
preventive/ambulatory health service by different primary care practice settings.  For 
children and adolescents, NCQA HEDIS measures the percentage of children age 12 
through 24 months old, and 25 months through 6 years old with at least one visit with a 
primary care practitioner during the current year (one year measure).  For adolescents, 
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HEDIS measures the percentage of children 7 through 11 years old and 12 through 19 
years old with at least 1 visit with a primary care practitioner during the current or prior 
year (two year measure).  For this report, a measure for infants through 11 months of age 
was added.   
 
For adults, NCQA HEDIS measures the percent of adults age 20 through 44, 45 through 64 
and over age 65 who had an ambulatory or preventive visit in the current year.  While 
HEDIS children and adolescent primary care access and adult primary care access 
measures appear to be similar, the definition of what is included as a visit to a primary care 
practitioner for children is narrower than what is defined as an ambulatory or preventive 
visit for adults.  The HEDIS access to primary care practitioner measure is not a measure 
of preventive service; the visits reported include both visits for preventive services and 
visits for medical illness and other problems.  All measures are based on children and 
adults continuously enrolled during the year (zero or one month gap in coverage during 
study period).   
 
Results for NH Medicaid children and adolescents’ access to primary care practitioners are 
reported in Table 6.  Since this study focuses on primary care and since our method for 
identifying NH primary care providers included claims with many of the HEDIS CPT codes, 
it is not surprising that nearly all children under age 6 seen by primary care practitioners 
had access rates of nearly 100% as defined by HEDIS.  The only exception was at RHCs, 
where the access rates for nearly every age group were significantly lower than other 
settings.  For RHCs, the rate of access to primary care practitioners ranged from a low of 
87.5% for children age 7–11 years to a high of 96.4% for infants, age 0–11 months.  
However, RHC childhood and adolescent access rates did improve from 2006 and were still 
better than the national HEDIS rates for Medicaid managed care plans.  The reason why 
RHCs have access rates under 100% for children and adolescents may due to the narrower 
definition used for the children’s and adolescent’s access measure in HEDIS noted above 
which focuses more on preventive visits.  
 
Since RHCs are not required to provide preventive care, children’s access to primary and 
preventive care may be lower at RHCs.  
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Table 6.  Percent of Children with Primary Care Visit by Practice Setting, CY 2008 
Note:  95% confidence intervals (CI) in parentheses 

 

New Hampshire Measurement Based on Administrative Claims Data 

National 
2008 NCQA 

Medicaid 
HEDIS Data

Age 
Group 

Hospital/ 
Office-
based DHC FQHC/LAL RHC

Total NH 
Medicaid 

with PC 
Total 

Medicaid

0-11 
months 

100% 
(99.9-100.0) 

100%
(99.8-100.0)

100%
(99.5-100.0)

97.1%
(89.9-100.0)

99.9% 
(99.5-100.0) NA 

12-24 
months 

100% 
(99.8-100.0) 

100%*
(100.0-100.0)

100%
(99.9-100.0)

96.4%*
(93.7-99.1)

99.8% 
(99.6-99.9)  93.4%

25 months 
- 6 years 

99.9% 
(99.9-100.0) 

99.6%*
(99.4-99.8)

99.2%
(98.8-99.7)

90.4%*
(88.4-92.4)

99.2% 
(99.0-99.3) 84.3%

7-11 years 
96.0%* 

(95.5-96.5) 
94.8%

(93.9-95.6)
94.1%

(92.5-95.6)
87.5%*

(84.8-90.2)
94.9% 

(94.5-95.4) 85.8%

12-19 
years 

99.9%* 
(99.7-100.0) 

99.5%
(99.2-99.8)

99.8%*
(99.6-100.0)

91.8%*
(89.8-93.8)

99.2% 
(99.0-99.4) 82.6%

*Statistically significant difference from total NH Medicaid members receiving primary care.   
 
Adult access to primary care by setting is shown in Figure 6 and Table 7.  Nearly all adults 
seen by primary care practitioners had primary care visit rates of nearly 100% as defined 
by HEDIS.  All NH primary care providers had much higher access to primary care for 
adults age 20-44 and age 44-65 than national HEDIS rates for Medicaid managed care 
plans.*  
 
The lack of variation in adult access across practice settings compared to children may 
reflect the narrower definition of primary care used in the NCQA HEDIS access to a 
primary care practitioner measure for children and adolescents than for the measure for 
adult access to preventive/ambulatory health services.  

                                                           
* National 2008 HEDIS Medicaid access to primary care practitioners for adults and children benchmarks are 
based on a denominator of all patients within specified age groups. Since NH well-child visit rates are limited to 
patients receiving primary care within specified age groups the two measures are not directly comparable.  
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Table 7.  Percent of Adults with Primary Care Visit by Practice Setting, CY 2006 
Note:  95% confidence intervals (CI) in parentheses 

New Hampshire Measurement Based on Administrative Claims Data 

National 
2008 NCQA 

Medicaid 
HEDIS Data

Age Group 

Hospital/ 
Office-
based DHC FQHC/LAL RHC

Total NH 
Medicaid 

with PC 
Total 

Medicaid

20-44 
99.4% 

(99.1-99.6) 
99.3%

(98.9-99.7)
99.2%

(98.7-99.8)
99.2%

(98.0-100.0)
99.3% 

(99.1-99.5) 76.8%

45-64 
99.6% 

(99.3-99.9) 
99.9%

(99.6-100.0)
99.8%

(99.4-100.0)
100%

(99.7-100.0)
99.7% 

(99.6-99.9)  82.4%

65+ 
97.0% 

(94.9-99.1) 
98.8%

(96.7-100.0)
100%*

(99.4-100.0)
100%

(96.2-100.0)
98.0% 

(96.8-99.3) 78.8%
*Statistically significant difference from total NH Medicaid members receiving primary care.   

Well-Child Visits  

Well-child visits are a NCQA HEDIS use of service measure. 25  These HEDIS measures are 
based on specific codes used to identify the visit as preventive in nature and, therefore, are 
distinguished from the access to primary care practitioner measure reported in the previous 
section.  NCQA HEDIS reports a one-year measure for children age 3-6 years, a one-year 
measure for adolescent children age 12-21 years, and the distribution of visits during the 
first 15 months of life.  For this report, a well-child measure for children age 16-35 months 
and children age 7-11 years was added, and the age 12-19 years measure was modified to 
12-18 years for consistency with the definition of children used in other NH CHIS studies.26  
All measures are based on continuously enrolled children during the year (zero or one 
month gap in coverage during study period). 
 
Figure 4 and Table 8 provide well-child visit rates by primary care practice settings.  
Compared to CY 2006, rates of well-child visits provided by NH Medicaid primary care 
providers increased in every age group studied in CY 2008 and exceeded the national 
Medicaid managed care average. 
 
While rates are improving, as in 2006, for all primary care practice settings, well-child visit 
rates declined with age.  For example, at hospital/office-based primary care providers, 
91.1% of children age 16 to 35 months had a well-child visit compared to 79% of children 
age 3-6, 71% of children age 7 to 11, and 61% of adolescents age 12 to 18 years.  This trend 
was consistent across all primary care providers.  
 
Across practice settings, rates of well-child visits were highest for hospital/office-based 
providers for children—16 to 35 months (91.1%), 7 to 11 years (70.6%), and adolescents 
aged 12 to 18 (61.4%).  While the percentage of children with well-child visits in RHCs 
increased in all age groups studied compared to 2006, children receiving primary care at 
RHCs continued to have significantly lower well-child visit rates compared to their peers in 
other settings in all age groups studied (16-35 months (81.7%), 3-6 years (67.2%), 7-11 years 
(54.6%), and 12-18 (53.2%)).  This may be because RHCs are not required to provide 
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preventive health care services, but the fact that they serve a disproportionately higher 
number of children than other settings suggests further improvement is necessary.  
However, while RHCs were below other NH practice settings, RHCs are above the national 
Medicaid managed care HEDIS averages for all age groups.  * 27   

 

 

 

 

*Statistically significant difference from total NH Medicaid members receiving primary care.   
 

In the first fifteen months of life, the Early Periodic Screening, Diagnosis, and Treatment 
(EPSDT) program schedule calls for 7 visits.  In New Hampshire Medicaid for those 
receiving primary care, nearly two thirds of children in their first fifteen months of life 
(63%) received 6 or more well-child visits, which was significantly higher than in 2006 
(56.6%) and continued to be higher than the national HEDIS rates for Medicaid managed 
care plans (53%).  All practice settings were above the national average.†  

                                                           
* National 2008 HEDIS Medicaid well-child benchmarks are based on a denominator of all children within 
specified age groups and/or gender. Since NH well-child visit rates are limited to children receiving primary 
care within specified age groups the two measures are not directly comparable 
 
† National 2008 HEDIS Medicaid well-child benchmarks are based on a denominator of all children within 
specified age groups and/or gender. Since NH well-child visit rates are limited to children receiving primary 
care within specified age groups the two measures are not directly comparable.  
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Table 8.  Percent of Children With a Well-Child Visit to a Primary Care Practitioner by 
Practice Setting, CY 2008  
Note:  95% confidence intervals (CI) in parentheses 

Measurement Based on Administrative Claims Data 

  
Age Group 

Hospital/ 
Office-
based DHC FQHC/LAL RHC

Total NH 
Medicaid 
Members 

with PC 

National 
2008 

NCQA 
Medicaid 

HEDIS 
Data

16-35 months 
91.1% 

(90.1-92.0) 
87.8%

(86.2-89.3)
90.4%

(88.4-92.5)
81.7%*

(77.6-85.7)
89.5% 

(88.8-90.3) NA 

3-6 years 
79.4%* 

(78.4-80.3) 
75.5%

(74.1-76.9)
79.7%

(77.6-81.8)
67.2%*

(63.8-70.6)
77.6% 

(76.9-78.3) 65.3%

7-11 years 
70.6%* 

(69.5-71.6) 
63.1%*

(61.6-64.7)
65.7%

(63.2-68.2)
54.6%*

(51.2-58.0)
67% 

(66.2-67.8) NA

12-18 years 
61.4%* 

(60.3-62.6) 
56.8%

(55.2-58.4)
57.4%

(54.9-59.8)
53.2%*

(49.9-56.4)
59.1% 

(58.3-59.9) 42%**

First 15 
Months of Life, 
denominator* 1764 921 460 189 3334  

0 visits 
0.7% 

(0.3-1.1) 
1.2%

(0.4-2.0)
0.7%

(0.0-1.5)
5.8%*

(2.2-9.4)
1.1% 

(0.7-1.5) 5.6%

1 visit 
0.7% 

(0.3-1.2) 
1.5%

(0.7-2.4)
0.9%

(0.0-1.8)
5.3%*

(1.8-8.7)
1.2% 

(0.8-1.6) 3.3%

2 visits 
1.4% 

(0.8-1.9) 
2.1%

(1.1-3.0)
3.0%

(1.4-4.7)
1.1%

(0.0-2.8)
1.8% 

(1.3-2.2) 3.9%

3 visits 
3.8% 

(2.9-4.7) 
5.8%

(4.2-7.3)
5.4%

(3.3-7.6)
4.8%

(1.5-8.1)
4.6% 

(3.9-5.3) 6.2%

4 visits 
7.6% 

(6.3-8.9) 
13.4%*

(11.1-15.6)
9.8%

(7.0-12.6)
9.0%

(4.7-13.3)
9.6% 

(8.6-10.6) 10.9%

5 visits 
18.8% 

(16.9-20.6) 
21.8%

(19.1-24.5)
15%

(11.6-18.4)
11.1%*

(6.4-15.9)
18.7% 

(17.3-20.0) 17.2%

6 or more visits 
67.1%* 

(64.8-69.3) 
54.3%*

(51.0-57.6)
65.2%

(60.8-69.7)
63.0%

(55.8-70.1)
63% 

(61.4-64.7) 53.0%
 
The HEDIS well-child visit during the first 15 months of life tracks visits for continuously enrolled children from 31 
days to 15 months of age - up to 6 or more visits.  The recommended EPSDT program schedule calls for 7 visits: by 
1 month, 2-3 months, 4-5 months, 6-8 months, 9-11 months, 12 months, and 15 months.  
*Statistically significant difference from total NH Medicaid members receiving primary care.   
**National HEDIS Medicaid managed care data reflect children aged 12-21 so are not directly comparable. 
 
Across practice settings the well-child visit rate in the first fifteen months of life also varied 
somewhat (Figure 5 and Table 8).  Children in their first fifteen months of life receiving 
primary care at hospital/office-based providers were significantly more likely to have 6 or 
more well-child visits than children receiving primary care generally (67% compared to 63% 
overall).  In contrast, children receiving primary care at DHC practices were significantly 
less likely to have 6 or more well-child visits than children receiving care generally (54% 
compared to 63%).  Children receiving care at RHCs were significantly more likely to have 
only 1 (5.3%) or no well-child visits (5.8%) than children receiving primary care generally 
(1.2% and 1.1% respectively).   
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Figure 5: Six or More Well Child Visits in First 15 Months of Life by 
Practice Setting, CY 2008

*

*

 
*Statistically significant difference from total NH Medicaid members receiving primary care.   
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Effectiveness of Care Management Measures 

Eleven NCQA HEDIS effectiveness of care measures were evaluated: use of appropriate 
medications for people with asthma, appropriate testing for children with pharyngitis, 
appropriate treatment for children with upper respiratory infection (URI), appropriate 
follow-up for children with ADHD, appropriate treatment of adults with bronchitis, 
comprehensive diabetes care, cholesterol management for persons with cardiovascular 
disease, spirometry for persons with chronic obstructive pulmonary disease, imaging for 
lower back pain, breast cancer screening, cervical cancer screening.  All measures were 
based on continuous enrollment for the study period. 
 
Asthma 

Asthma is one of the nation's most common, costly, and increasingly prevalent diseases.  
Asthma medications can help reduce underlying airway inflammation, and relieve or 
prevent airway narrowing.  Many asthma-related hospitalizations and emergency room 
visits could be avoided if patients have appropriate medications and medical management. 
 
The “appropriate treatment of asthma” HEDIS measure determines members with 
“persistent” asthma who were appropriately prescribed medication during the 
measurement year.  Appropriate medications are those medications acceptable for long-
term control of asthma defined by HEDIS specifications as cromolyn sodium, inhaled 
corticosteroids, leukotriene modifiers, methylxanthines, and nedocromil.  This is consistent 
with national recommendations for quality asthma care.28  Members with "persistent 
asthma" were defined as anyone who in the year prior to the measurement year had either 
at least one ED visit or one acute inpatient discharge with asthma (ICD-9 code 493) as the 
principal diagnosis; at least four outpatient asthma visits with asthma listed as one of the 
diagnoses, and at least two asthma medication dispensing events or an asthma medication 
was dispensed on four occasions.29   
 
Figure 6 and Table 9 shows appropriate medication use rates for persons with persistent 
asthma for continuously enrolled children and adults.  Due to HEDIS’s strict definition of 
persistent asthma, only 952 children and 511 adults statewide met this criteria, thus the 
number of patients represented within each practice setting, particularly within RHCs and 
FQHCs, is very low.  
 
For children age 5 to 9, NH Medicaid providers overall and across all practice settings had 
higher rates of appropriate asthma medication use for children identified with persistent 
asthma than the national average.  Appropriate asthma medication use rates for 
adolescents age 10 to 17 were higher than the national average overall but lower than the 
national average in FQHCs and DHC.  For those age 18 to 56, overall NH rates and rates in 
every practice setting for those age 18 to 56 were lower than the national average.  
 
As is true nationally, children were most likely to have appropriate medications.  For 
example, most children aged 5 to 9 with persistent asthma in hospital/office-based practices 
were on the appropriate medications (95.5%).  For NH Medicaid adults, rates of appropriate 
medication use for those with persistent asthma were highest at FQHCs (81.5%) and 
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hospital/office-based practices (80.7%) and lowest for those receiving primary care at RHCs 
(69.4%), although these differences between settings were not statistically significant. 
 

 

*Not statistically different between practice settings and total NH Medicaid members receiving primary care.   

 

Table 9.  Percentage of Members with Persistent Asthma with Appropriate Medication by 
Practice Setting, CY 2008  
Note:  95% confidence intervals (CI) in parentheses 

  Measurement Based on NH CHIS Administrative Claims Data 

Measure 

Hospital/  
Office-
based DHC FQHC/LAL RHC Total 

National 
2009 

NCQA 
Medicaid 

HEDIS 
Data

5-9 years 
95.5% 

(92.3-98.6) 
92.9%

(88.5-97.2)
93.8%

(83.8-100)
93.9%

(84.3-100)
94.2% 

(91.9-96.6) 92.0%

10-17 years 
90.6% 

(87.0-94.1) 
88%

(82.5-93.5)
84.9%

(74.3-95.5)
93.5%

(85.3-100)
89.5% 

(86.8-92.2) 89.1%

18-56 years 
80.7% 

(75.4-86.0) 
78%

(71.0-85.0)
81.5%

(73.0-90.0)
69.4%

(53.0-85.9)
79.3% 

(75.6-82.9) 85.2%
*Not statistically significant different from total NH Medicaid members receiving primary care.  
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COPD 

Chronic obstructive pulmonary disease (COPD) encompasses diseases such as emphysema 
and chronic bronchitis that is characterized by airflow obstruction.  It is the fourth leading 
cause of death and disability in the United States.  Assessments that demonstrate the 
presence and reversibility of airflow obstruction are needed to confirm COPD and 
distinguish it from asthma.30

 
The HEDIS measure on assessment of COPD uses the percentage of members 40 years of 
age and older who had a spirometry test during the measurement year to confirm a new 
diagnosis of COPD.  Results are shown in Figure 7 and Table 10. 
 
Spirometry test rates by NH primary care providers (21%) are much lower than the 
Medicaid managed care average (29%), which was also low.  Across settings, while there 
were no statistically significant differences between settings, RHCs were the only setting 
that had rates (33%) that were above the national average (29.3%).  
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Figure 7: Percent of Adults Age 42‐64 with a Spirometry Test within 2.5 
Years of COPD Diagnosis, CY 2008

 
Differences between primary care settings and the total were not statistically significant 
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Table 10.  Diagnosis of COPD Using Spirometry Test by Practice Setting, CY 2008  
Note:  95% confidence intervals (CI) in parentheses  

  Measurement Based on NH CHIS Administrative Claims Data 

Measure 

Hospital/  
Office-
based DHC FQHC/LAL RHC

Total NH 
Medicaid 

with PC  

National 
2009 NCQA 

Medicaid 
HEDIS Data

Test Within 2.5 
years COPD 
Diagnosis 

19.5% 
(10.6-28.4) 

22.5%
(8.3-36.7)

20.0%
(0-40.0)

33.3%
(0-79.4)

20.9% 
(14.1-27.7) 29.3%

Differences between primary care settings and the total were not statistically significant 
 

Pharyngitis 

Pharyngitis, or sore throat, is a common diagnosis in children.  The majority of pharyngitis 
cases are caused by viral illnesses that cannot be successfully treated with antibiotics.  
While antibiotics are needed to treat bacterial pharyngitis, before antibiotics are prescribed, 
a simple diagnostic test needs to be run to validate whether the pharyngitis is bacterial or 
viral.  Unfortunately, a diagnostic test is not always completed before antibiotics are 
prescribed. 
 
The “appropriate testing for children with pharyngitis” HEDIS measure determines the 
percentage of continuously enrolled children 2–18 years of age diagnosed with pharyngitis, 
who received an antibiotic and received a streptococcus (strep) test for the episode.  The 
national benchmark for this measure from national 2009 NCQA Managed Care Plan 
HEDIS rates was 61.4%.31 Results from NH CHIS data are provided in Table 11 and Figure 
8.  
 
Based on NH CHIS claims data, all NH Medicaid primary care provider groups had higher 
rates of appropriate strep testing than the national Medicaid HEDIS average.  Compared to 
2006, the rates among NH primary care providers became more aligned, ranging from 
80.6% to 86.8% (58%-85.6% in 2006).  DHC providers were significantly more likely to do 
appropriate strep testing among children with pharyngitis than other settings (86.8%). 
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*Statistically significant difference from total NH Medicaid members receiving primary care. 
Note:  Lower than expected rates in hospital-based providers could be an artifact of using claims data for HEDIS 
measures, to the extent that laboratory tests may be included in broader facility rates and not billed as a separate 
claim.   

 

Table 11.  Pharyngitis and URI Effectiveness of Care Measures by Practice Setting, CY 
2008  
Note:  95% confidence intervals (CI) in parentheses  

  Measurement Based on NH CHIS Administrative Claims Data 

Measure 

Hospital/  
Office-
based DHC FQHC/LAL RHC

NH 
Medicaid 

w/PC Total 

National 
2009 NCQA 

Medicaid 
HEDIS Data

Children with 
Pharyngitis 

81.7% 
(80.3-83.1) 

86.8%*
(85.1-88.4)

80.6%
(74.3-86.9)

81.4%
(75.8-87.1)

83.3% 
(82.3-84.3) 61.4%

Children with 
URI 

88.4% 
(87.4-89.4) 

88.4%
(87.0-89.8)

87.9%
(83.2-92.7)

81.1%*
(75.9-86.2)

88.1% 
(87.3-88.9) 85.5%

*Statistically significant difference from total NH Medicaid members receiving primary care. 
 

Upper Respiratory Infection 

Upper respiratory infections (URI), known more commonly as colds, are highly prevalent 
among children.  Existing clinical guidelines do not support the use of antibiotics for colds, 
as the cause is often viral.32 However, research indicates antibiotics are frequently 
prescribed to children with URIs.33
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HEDIS measures the appropriate treatment for children with upper respiratory infection 
(URI) as the percentage of continuously enrolled children 3 months to 18 years of age who 
were diagnosed with URI and were not dispensed an antibiotic prescription.  Results from 
NH CHIS data are provided in Figure 9 and Table 11. 
 
Based on NH CHIS claims data, the rate of appropriate medication (antibiotic not 
dispensed) was similar for most primary care practice settings (88%), with the exception of 
RHCs, where significantly fewer children with URI (81%) were given the appropriate 
medication (antibiotic not dispensed) than NH Medicaid children receiving primary care 
generally.  
 
With the exception of RHCs, all other primary care practice settings had higher rates of 
appropriate medication dispensed to children with URI than national Medicaid HEDIS 
averages.  
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Figure 9: Percent of Children 3 mo. ‐ 18 yrs with Upper Respiratory 
Infection with No Antibiotic, CY 2008

*

 
*Statistically significant difference from total NH Medicaid members receiving primary care. 

 

HEDIS measures the appropriate treatment for adults with acute bronchitis as the 
percentage of continuously enrolled adults age 18 to 64 years of age who were diagnosed 
with primary acute bronchitis and were not dispensed an antibiotic prescription.  NH 
primary care providers were less likely to treat acute bronchitis in adults with antibiotics 
than the national average and variations between practice settings were not statistically 

Comparison of Primary Care Received by NH Medicaid Members by Practice Setting, CY 2008 25 
Office of Medicaid Business and Policy, NH Department of Health and Human Services, September 2010 



significant.  Results from NH Medicaid primary care providers are provided in Figure 10 
and Table 12. 
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Figure 10: Percent of Adults Age 18‐64 Not Treated with Antibiotics for  
Acute Bronchitis, CY 2008

 
Differences between primary care settings and the total were not statistically significant 

 
Table 12.  Percentage of Adults 18-64 Not Treated with Antibiotics for Acute Bronchitis, 
CY 2008 
Note:  95% confidence intervals (CI) in parentheses  

  Measurement Based on NH CHIS Administrative Claims Data 

Measure 
Hospital/  

Office-based DHC FQHC/LAL RHC

NH 
Medicaid 

w/PC Total 

National 2009 
NCQA 

Medicaid 
HEDIS Data

18 - 64 
years 

21.5% 
(17.3-25.6) 

14.5%
(10.2-18.8)

23.9%
(10.5-37.3)

17.2%
(1.8-32.7)

18.8% 
(16.0-21.7) 25.8%

Differences between primary care settings and the total were not statistically significant 

 
Follow-Up Care for Children Prescribed ADHD Medication 

HEDIS measures follow-up care for children with ADHD as children ages 6 to 12 years of 
age who are prescribed ADHD medication and have a follow up visit.  This measure 
includes both the percentage of children with one follow-up visit with a practitioner within 
30 days of their first prescription of ADHD medication (initial treatment), and the 
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percentage of children who remained on the medication for at least 210 days and had at 
least two follow-up visits in the 9 months since the initial treatment (continuing 
treatment).  

Approximately half of children prescribed ADHD medications received follow-up both for 
initial and continuing treatment.  With the exception of RHCs, this rate was consistent 
across primary care settings and was significantly higher than the national Medicaid 
managed care average.  In contrast, RHCs were lower than the national average both for 
follow-up for initial and continuing treatment and were significantly less likely to provide 
follow up for both initial and continuing ADHD treatment than NH primary care providers 
generally.  Results are shown in Figure 11 and Table 13. 
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Figure 11: Percent of Children Age 6‐12 with ADHD 
that had a Follow‐Up Visit, CY 2008

Initial  Treatment Continuing Treatment

*

 
*Statistically significant difference from total NH Medicaid members receiving primary care 
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Table 13.  Percentage of Children Prescribed ADHD Medications with Follow-Up, CY 2008 
Note:  95% confidence intervals (CI) in parentheses  

  Measurement Based on NH CHIS Administrative Claims Data 

Measure 
Hospital/  

Office-based DHC FQHC/LAL RHC

Total NH 
Medicaid 

with PC  

National 
2009 NCQA 

Medicaid 
HEDIS Data

Initial 
Treatment 

50.6% 
(46.2-55.0) 

52.1%
(45.9-58.2)

50.6%
(39.2-62.0)

23.7%*
(12.0-35.4)

49.3% 
(46.0-52.6) 34.4%

Continuing 
Treatment 

50.2% 
(43.5-57.0) 

52.3%
(42.5-62.1)

55.8%
(39.8-71.8)

36.0%
(15.2-56.8)

50.5% 
(45.5-55.5) 39.5%

*Statistically significant difference from total NH Medicaid members receiving primary care. 
 
Diabetes Care  

Diabetes is one of the leading causes of death and disability in the U.S.  Much of the burden 
of illness and cost of diabetes treatment is attributed to potentially preventable long-term 
complications, including heart disease, blindness, kidney disease, and stroke.  Appropriate 
and timely screening and treatment can significantly reduce the disease burden.34

 
The NCQA HEDIS comprehensive diabetes care measure estimates the percentage of 
adults age 18 to 64 years of age with diabetes (type 1 and type 2) who had a series of 
recommended tests or exams.  For this report, only a few were selected including 
hemoglobin A1c (HbA1c) testing, retinal eye exam performed, serum cholesterol level (LDL-
C) screening, and medical attention for kidney disease (nephropathy).  
 
As in 2006, overall, NH Medicaid beneficiaries with diabetes who are receiving primary 
care at all settings are more likely to have attention paid to kidney disease (nephropathy) 
(76% in RHCs to 86% in FQHCs compared to 77% nationally) and, with the exception of 
RHCs, to get HbA1c tests and their serum cholesterol checked than Medicaid members 
nationally.  For eye exams, diabetics on Medicaid and receiving care at DHC (56%) were 
more likely to get an eye exam than the national average (53%) but less likely to get an eye 
exam than the national average if they received care at RHCs (51%), FQHCs (48%), or 
hospital/office-based practices (48%).  Differences between settings were not statistically 
significant, suggesting that diabetes care is comparable across NH Medicaid primary care 
providers.     
 
Table 14 and Figure 12 show selected diabetic test rates by primary care practice setting for 
NH Medicaid members receiving primary care compared with national Medicaid HEDIS 
rates in 2009.35  
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Differences between primary care settings and the total were not statistically significant 
 
 

Table 14.  Percentage of Members with Appropriate Diabetes Care 
Note:  95% confidence intervals (CI) in parentheses  

  Measurement Based on NH CHIS Administrative Claims Data 

Measure 

Hospital/  
Office-
based DHC FQHC/LAL RHC

Total NH 
Medicaid 

with PC  

National 
2009 

NCQA 
Medicaid 

HEDIS 
Data

Eye Exam 
47.7% 

(44.1-51.4) 
55.5%

(50.2-60.7)
48.3%

(42.4-54.2)
51.3%

(39.4-63.2)
49.9% 

(47.4-52.5) 52.8%

HbA1c 
82.1% 

(79.3-84.9) 
81.1%

(77.0-85.3)
76.4%

(71.3-81.4)
81.6%

(72.2-91.0)
80.7% 

(78.7-82.7) 80.5%

LDL 
73.1% 

(69.9-76.4) 
71.3%

(66.5-76.1)
75%

(69.9-80.1)
64.5%

(53.1-75.9)
72.6% 

(70.3-74.9) 74.1%

Nephropathy 
84% 

(81.3-86.7) 
82.8%

(78.8-86.8)
85.6%

(81.4-89.8)
76.3%

(66.1-86.5)
83.6% 

(81.7-85.5) 76.6%
Differences between primary care settings and the total were not statistically significant 
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Cholesterol Management 

One-third of adults in America have some form of cardiovascular disease.  High cholesterol 
is a major risk factor for and cause of cardiovascular disease.  Screening and managing 
cholesterol in patients with cardiovascular disease is important and effective in reducing 
the harm by coronary heart and other cardiovascular disease. 36

 
A modified HEDIS measure for cholesterol screening was used for this analysis.  This 
included cardiovascular adult patients, ages 18 to 75 who were discharged for acute 
myocardial infarction or coronary angioplasty, or who had a diagnosis of ischemic vascular 
disease, who received a LDL-C screening.  
 
Compared to the national Medicaid average, NH Medicaid primary care providers were less 
likely to do cholesterol screenings for cardiovascular disease patients.  This was true for 
nearly all practice settings.  Only hospital and office-based practices were slightly higher 
than the national average.  However, differences in cholesterol screening rates between 
settings were not statistically significant.  Results are shown in Figure 13 and Table 15. 
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Figure 13: Percent of Cardiovascular Patients with a LDL‐C Test, CY 2008

 
Differences between primary care settings and the total were not statistically significant 
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Table 15.  Percentage of Cardiovascular Patients with LDL-C Test, CY 2008 
Note:  95% confidence intervals (CI) in parentheses  

  Measurement Based on NH CHIS Administrative Claims Data 

Measure 
Hospital/  

Office-based DHC FQHC/LAL RHC

Total NH 
Medicaid 
with PC l 

National 
2009 NCQA 

Medicaid 
HEDIS Data

LDL-C 
Test 

80.0% 
(73.5-86.5) 

68.4%
(55.5-81.4)

67.6%
(51.1-84.0)

69.2%
(40.3-98.2)

75.3% 
(69.9-80.6) 79.6%

Differences between primary care settings and the total were not statistically significant 

 
Imaging Studies for Low Back Pain 

The use of imaging studies for evaluating patients with low back pain are overused.  While 
imaging might be appropriate for patients at risk for more serious conditions, low back pain 
for most patients is non-specific for no identifiable cause.37

 
NCQA HEDIS measures the use of imaging studies for low back pain for adults age 18 to 50 
years of age who had an episode of acute low back pain with no risk factors or signs of 
serious pathology identified in the diagnostic visit, who did not receive an imaging study in 
the following 28 days.  Higher scores are better for this measure.  
 
NH Medicaid members seen for lower back pain at primary care settings were more likely 
to receive potentially unnecessary imaging studies than the national Medicaid managed 
care average and therefore had lower rates of no imaging (68.4%) than nationally (75.7%).  
Within NH Medicaid, there was some variation among primary care settings, with FQHCs 
having significantly lower rates of no imaging  (62.2%) (i.e. were more likely to order 
potentially unnecessary imaging studies) and RHCs having significantly higher rates of no 
imaging (74.6%) indicating they were less likely to order potentially unnecessary imaging 
studies.  Results are show in Figure 14 and Table 16. 
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Figure 14: Percent of Patients with Lower Back Pain with No Imaging 
Study within 28 Days, CY 2008

*

 
*Statistically significant difference from total NH Medicaid members receiving primary care. 

 
Table 16.  Percentage of Patients with Lower Back Pain with No Imaging Study, CY 2008 

Note:  95% confidence intervals (CI) in parentheses  

  Measurement Based on NH CHIS Administrative Claims Data 

Measure 

Hospital/  
Office-
based DHC FQHC/LAL RHC

Total NH 
Medicaid 

with PC  

National 
2009 NCQA 

Medicaid 
HEDIS Data

Imaging 
Study within 
28 days 

70.6% 
(70.6-75.0) 

65.8%
(65.8-72.2)

62.2%*
(62.2-71.3)

74.6%*
(74.6-86.5)

68.4% 
(68.4-71.6) 75.7%

*Statistically significant difference from total NH Medicaid members receiving primary care. 
 
Breast Cancer Screening 

Breast cancer is the second leading cause of cancer death for women with an estimated 
40,000 deaths among women in 2007.  Breast cancer mortality in women has declined in 
recent years, due in part to early detection through mammogram screening. 
 
The 2009 NCQA HEDIS measure estimates the percentage of women between 42 and 64 
years old who had at least one mammogram in the past two years.  The national 
benchmark data for this measure in 2007 extended the age upper limit from 64 to 69 years.  
In 2009, the NCQA Medicaid Managed Care Plan HEDIS rates for this revised measure 
was 50.8%.38    
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As shown in Figure 15 and Table 17, NH Medicaid patients overall had higher breast 
cancer screening rates than the national average.  Differences in screening rates between 
primary care practice settings were not statistically significant.   
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Figure 15: Percent of Women Age 42 to 64 Receiving Breast Cancer 
Screening by Practice Setting, CY 2008

 
Differences between primary care settings and the total were not statistically significant 
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Table 17.  Cancer Screening Prevention Measures by Practice Setting, CY 2008  
Note:  95% confidence intervals (CI) in parentheses. 

  Measurement Based on NH CHIS Administrative Claims Data 

Measure 

Hospital/  
Office-
based DHC FQHC/LAL RHC Total 

National 
2009 

NCQA 
Medicaid 

HEDIS 
Data

Breast Cancer 
Screening 

54.8% 
(51.9-57.7) 

58.2%
(54.0-62.3)

56.4%
(51.3-61.4)

47.9%
(38.5-57.3)

55.6% 
(53.5-57.6) 50.8%

Cervical Cancer 
Screening 

59.0% 
(57.4-60.7) 

62.4%
(60.2-64.5)

65.6%*
(63.0-68.2)

56.6%
(50.5-62.7)

61.1% 
(60.0-62.2) 66.0%

†2009 National Medicaid HEDIS breast cancer screen rates reflect screening for women age 40 to 69 but this study 
excluded >65 so measures are not directly comparable. 
*Statistically significant difference from total NH Medicaid members receiving primary care.   
 
Cervical Cancer Screening 

Cervical cancer is treatable when detected early.  Increased screening can reduce mortality 
by up to 80 percent.  
 
The NCQA HEDIS cervical cancer screening measure estimates the percentage of women 
aged 24 to 64 who had at least one Pap test in the past three years.39  As shown in Table 17 
and Figure 16, the national HEDIS Medicaid cervical cancer screening rate in 2009 was 66 
percent.  Cervical cancer screening rates for NH Medicaid members receiving primary care 
were below the national average for all practice settings except FQHCs (66%).  
 
Cervical cancer screening rates were significantly higher in FQHCs than for all NH 
Medicaid members receiving primary care.  
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Figure 16: Percent of Women Age 24‐64 Receiving Cervical Cancer 
Screening by Practice Setting, CY 2008

*

 
*Statistically significant difference from total NH Medicaid members receiving primary care.   
 

Prevalence and Utilization for Mental Health Disorders 

For this report, determination of mental health disorder was based on the diagnostic 
information contained in the administrative medical claims data (diagnostic codes and 
groupings are identified in Appendix 1 and were derived from a report prepared for the 
national Substance Abuse and Mental Health Services Administration (SAMHSA)).40 
Mental health disorder prevalence and utilization rates are adjusted for age and gender.  
 
Figure 17 and Table 18 summarize the prevalence of any mental health disorder for 
Medicaid members by primary care practice setting after adjusting for age and gender 
differences.  Among 71,515 average monthly members enrolled in Medicaid and receiving 
primary care, 45,983 (32.7%) had a diagnosed mental health disorder during CY 2008.  
After controlling for age and gender, NH Medicaid members receiving primary care at 
FQHCs (36%) were significantly more likely to be diagnosed with some mental health 
disorder than the overall average and than in DHC and hospital/office-based practices.   
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*Statistically significant difference from total NH Medicaid members receiving primary care. 

 
Of those diagnosed with any mental illness, 13,574 (9.6% of all receiving primary care) had 
a serious mental health disorder identified.  These included 5,697 members with major 
depression and 5,794 members with bipolar and other affective psychoses.  After adjusting 
for age and gender, the prevalence rate of serious mental health disorders across primary 
care settings was not significantly different.  
 
Age and gender adjusted prevalence of other mental health disorders was significantly 
higher in FQHCs (33.1%) and in RHCs (32.8%) The most common other mental health 
disorders diagnosed were neurotic disorders (10.6%) and stress and adjustment disorders 
(9.7%).  Attention Deficit Hyperactivity Disorder (ADHD) was also common (8.4%) as was 
non-specified depression (8.3%).  This was consistent across primary practice settings; 
however, prevalence of non-specified depression and ADHD varied more than other 
diagnoses.  
 
Approximately, 3,779 members had psychotropic drug use with no mental health diagnoses, 
a prevalence rate of 7.3%.  When adjusted for age and gender, there was no significant 
difference in prevalence of psychotropic drug use with no mental health diagnoses between 
practice settings and the overall total for members receiving primary care.  
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Table 18.  Prevalence of Mental Health Disorders and Psychotropic Drug Use with No 
Mental Health Diagnoses, Adjusted for Age and Gender by Setting, CY 2008 

Note:  Numbers in parentheses represent number of members.  Categories are not mutually exclusive.  The same 
member may be reported in more than one diagnostic group if the member had claims with different mental health 
disorder diagnoses during the year.  Numbers will not add to total.  95% confidence intervals (CIs) were only 
calculated for the major mental health categories.  

Mental Health Disorder 
Cohort 

Hospital/ 
Office-
based DHC FQHC/LAL RHC Total

Any Mental Health 
Disorder 

32.9%
(12,524)

33.4%
(6,573)

36.3%*
(3,502)

35.2% 
(1,445) 

32.7%
(45,983)

Confidence Intervals (32.1-33.7) (32.3-34.6) (34.7-37.9) (32.8-37.7) (32.2-33.1)

Any Serious Mental 
Health Disorder 

9.6%
(3,673)

10.6%
(2,090)

11.0%
(1,059)

8.4% 
(345) 

9.6%
(13,574)

Confidence Intervals (8.7-10.6) (9.3-12.0) (9.1-12.9) (5.6-11.5) (9.8-10.2)

Schizophrenic Disorders 
0.7%
(276)

0.9%
(168)

0.9%
(90)

0.4% 
(18) 

0.8%
(1,116)

Major Depression 
3.7%

(1,422)
4.0%
(789)

5.1%
(496)

2.8% 
(115) 

4.0%
(5,697)

Bipolar & Other Affective 
Psychoses 

4.4%
(1,658)

4.4%
(858)

5.1%
(494)

4.0% 
(166) 

4.1%
(5,794)

Other Psychoses 
2.6%

(1,001)
3.2%
(633)

1.7%
(168)

2.4% 
(100) 

2.4%
(3,449)

Any Other Mental Health 
Disorder 

29.9%
(11,374)

29.8%
(5,863)

33.1%*
(3,195)

32.8%* 
(1,348) 

29.6%
(41,623)

Confidence Intervals (29.0-30.7) (28.7-31.0) (31.5-34.7) (30.4-35.4) (29.1-30.0)

Stress & Adjustment 
9.3%

(3,550)
10.1%

(1,978)
11.4%

(1,103)
10.6% 
(435) 

9.7%
(13,635)

Personality Disorder 
1.2%
(441)

1.1%
(214)

1.2%
(116)

0.8% 
(32) 

1.1%
(1,547)

Disturbance of Conduct 
2.5%
(958)

3.4%
(670)

2.8%
(274)

2.5% 
(104) 

2.7%
(3,812)

Disturbance of Emotions 
1.3%
(846)

2.7%
(523)

2.2%
(210)

3.9% 
(159) 

2.5%
(3,468)

ADHD Hyperkinetic 
8.7%

(3,326)
8.4%

(1,645)
7.4%
(711)

11.1% 
(455) 

8.4%
(11,775)

Neurotic Disorder 
11.1%

(4,246)
10.4%

(2,048)
14.0%

(1,356)
11.3% 
(466) 

10.6%
(14,859)

Depression NEC 
8.5%

(3,242)
8.2%

(1,618)
9.8%
(942)

8.5% 
(349) 

8.3%
(11,683)

Other Mental Health 
Disorders 

2.5%
(957)

2.2%
(437)

3.2%
(310)

3.0% 
(123) 

2.5%
(3,531)

Psychotropic Drug Use 
with no Mental Health Dx 

7.5%
(2,749)

8.4%
(1,512)

7.2%
(797)

6.8% 
(233) 

7.3%
(3,779)

Confidence Intervals (7.2-7.8) (7.9-8.8) (6.7-7.7) (6.0-7.8) (6.5-8.1)
*Statistically significant difference from total NH Medicaid members receiving primary care. 
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Figures 18 and 19 and Table 19 provide summary mental health service utilization rates 
adjusted for age and gender by practice setting per 1,000 Medicaid members with mental 
health disorders.  Overall, rates of outpatient emergency department mental health use 
rates were very high among members with mental disorders.  These rates varied across 
practice setting.  
 
Members with mental health disorders receiving primary care from hospital/office-based 
practices had significantly higher mental health-related emergency department visits than 
those receiving primary care overall.  In contrast, members with mental health disorders 
receiving care at FQHCs and RHCs were significantly less likely to have a mental health-
related emergency room visit.  Adjusted for age and gender, members receiving care at 
hospital/office-based practices had 368 visits to the ED for their mental health disorder per 
1,000 members with a mental health condition, compared to 298 visits per 1,000 members 
with a mental health disorder at FQHCs and 233 visits per 1,000 at RHC practices.  Since 
2006, the rate per 1,000 members with visits to the ED for mental health disorders 
significantly increased for FQHCs (222 compared to 298) and overall (313 compared to 350), 
while the rate for RHCs significantly declined (310 compared to 233).  In contrast, inpatient 
admissions for mental health conditions declined between 2006 and 2008 overall.  Medicaid 
members with mental health disorders receiving care from FQHCs were still significantly 
less likely to have inpatient admissions for mental health conditions (98 per 1,000 members 
with a mental health disorder) compared to those with mental health disorders receiving 
primary care in general (116 per 1,000 members with a mental health disorder).  DHC 
practices were significantly more likely to have inpatient admissions for mental health 
conditions (139 per 1,000 members with a mental health disorder) compared to those with 
mental health disorders receiving primary care in general. 
 
As in 2006, for members identified with a mental health disorder, the visit rate for mental 
health specialists was significantly higher than for non-specialists (10,625 per 1,000 
members compared to 1,640 per 1,000 members), but mental health specialist visit rates 
declined considerably since 2006 (12,504 per 1,000 members)*.  Both specialist visit and 
office visit rates also varied significantly between practice settings as in 2006.  Specialist 
visit rates of members with mental health disorders at FQHCs (9,331 per 1,000) and RHCs 
(9,222 per 1,000) were significantly lower, and significantly higher at DHC practices 
(11,708 per 1,000) than the average (10,625 per 1,000).  In contrast, rates of office visits 
with a primary care/non-specialist due to a mental health disorder diagnosis were 
significantly higher for RHCs (2,079 per 1,000 members) and FQHCs (1,804 per 1,000 
members), and significantly lower for DHC (1,559 per 1,000 members) and hospital/office-
based practices (1,587 per 1,000). 
 
 

                                                           
** Data not shown, See 2006 Primary Care report. 
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*Statistically significant difference from total NH Medicaid members receiving primary care. 
 

Table 19.  Utilization for Members with Mental Health Disorder by Practice Setting, CY 2008 
Note:  95% confidence intervals (CI) in parentheses. 

  
Hospital/ 

Office-based DHC FQHC/LAL RHC Total

Members with Mental 
Health Disorder         12,524           6,573             3,502         1,445          24,044 

Average Members 
(Member Months/12)         11,277           5,960             3,077         1,311          21,625 
Mental Health 
Disorder Outpatient 
Emergency 
Department Visits 

368*
(358-379)

369
(355-384)

298*
(282-315)

233* 
(206-261) 

350
(342-357)

Mental Health 
Disorder Office Visits 
(non-specialist) 

 1,587*
(1,565-1,609) 

 1,559*
(1,529-1,590) 

 1,804*
(1,760-1,849) 

 2,079* 
(2,004-2,155)  

1,640
(1,624-1,657)

Mental Health 
Disorder Specialist 
Visits 

 10,573
(10,516-10,630) 

 11,708*
(11,625-11,791) 

 9,331*
(9,228-9,435) 

 9,222* 
(9,068-9,379)  

10,625
(10,583-10,666)

Total Mental Health 
Inpatient Admissions 

112
(106-118)

139*
(130-149)

98*
(89-108)

92 
(75-111) 

116
(111-120)

*Statistically significant difference from total NH Medicaid members receiving primary care.   
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In sum, this study identified that mental health disorders were prevalent among NH 
Medicaid members in all primary care settings in CY 2008.  In contrast to 2006 when 
members receiving primary care at RHCs and hospital-based practices had significantly 
higher mental health prevalence rates, in 2008 FQHCs had significantly higher mental 
health prevalence rates than those receiving primary care generally, Since 2006, prevalence 
of mental health disorders has increased in general for members receiving primary care 
and specifically in DHC practices and FQHCs.  
 
Given a mental health disorder diagnosis, members receiving care at hospital/office-based 
practices had significantly higher use rates of outpatient ED mental health-related visits, 
while DHC practices had significantly higher mental health specialist visits than members 
with mental health disorders seen generally.  Members with a mental health disorder 
receiving care at FQHCs were significantly less likely to have mental health-related ED use 
or inpatient use.   
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Utilization and Payments  

Service utilization by specific categories of services and associated payments per member 
per month (PMPM) were evaluated by primary care practice settings.  In particular, 
inpatient hospitalizations, outpatient emergency department visits, and office/clinic visits 
were analyzed.  
 
Service Utilization  

Table 20 shows the adjusted service utilization rates overall and for 14 specific medical and 
ancillary services per 1,000 members served to compare service utilization across practice 
settings.  Adjusted total service utilization rates per 1,000 members served varied 
significantly across practice settings.  Members receiving primary care at FQHCs had 
significantly lower overall rates of service utilization (37,043 visits/units per 1,000 average 
members) while those receiving primary care at DHC practices, RHC and hospital/office-
based practices had significantly higher overall rates of service utilization (42,150 
visits/units, 39,731 visits/units per 1,000 members, and 38,303 visits/units per 1,000 
members, respectively) than the average.  Since 2006, RHC practices went from being 
significantly below the average to being significantly higher than the average in 2008 
(37,808 visits/units per 1,000 members compared to 39,731 visits/units per 1,000 members, 
respectively).  
 
Adjusting for age, gender, and CRG, the highest service use rates for members using 
primary care services were for prescription drugs, other professional services, and, 
depending on the setting, either physician services or home and community-based care.  
 
There was significant variation in specific services utilized among all setting types even 
after adjusting for age, gender, and CRG risk, particularly for high-volume services 
including outpatient, physician services, other professional services, prescription drugs, 
behavioral health, home and community-based services, and PNMI for children.  
 
The pronounced differences in rates of outpatient, physician, and other professional 
services categories, may reflect both differences in billing and/or care models at the 
different settings or differences in access and availability of services.  Patients receiving 
primary care from hospital/office-based providers used significantly more outpatient 
services (4,284 visits per 1,000 members) than any of the other practice settings (3,953 
visits per 1,000 members overall).  Patients receiving services from DHC-affiliated and 
hospital/office-based practices were significantly more likely to use physician services 
(7,299 and 7,017 visits per 1,000 members, respectively) than other settings and patients 
receiving services from FQHCs and RHCs were more likely to use other professional 
services than the hospital/office-based practice setting (13,425 and 10,417 visits per 1,000 
members, respectively).  FQHCs and RHCs tend to utilize other medical professional 
services more than physician services due to their location in medically underserved areas 
and the difficulty in attracting physicians in remote locations.  In addition, RHC rules 
mandate that mid-level staff be available and provide care 50% of the time the clinic is 
open.41  
 
Behavioral health services and home and community-based services were also utilized 
fairly regularly, and use of these services also varied significantly across practice setting.  
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After adjusting for age, gender, and CRG risk, patients receiving services at DHC practices 
were much more likely to use behavioral health services (3,847 visits per 1,000 members,), 
while patients receiving primary care at hospital/office-based practices, RHCs, and FQHCs 
were significantly less likely to use behavioral health services (3,463, 3,347, and 3,131 visits 
per 1,000 members, respectively).  While practices varied in prevalence of mental health 
conditions, there does not appear to be a clear association between prevalence rates and 
high use of behavioral health services.  The fact that FQHCs had a higher prevalence rate 
of mental health conditions but significantly lower rate of behavioral health services make 
it unclear whether variations reflect differences in service needs of the populations served, 
provider practice variation, or differences in coding.  
 
For home and community services, members receiving primary care services at DHC and 
RHC practices had the highest adjusted rates of utilization (5,781 per 1,000 and 5,719 per 
1,000, respectively), which were significantly higher than rates for members receiving 
primary care overall and an increase over 2006.  RHCs, and to a lesser extent FQHCs, also 
had significantly higher nursing facility use rates than other settings.  In contrast, NH 
Medicaid members receiving primary care at FQHCs had significantly lower home and 
community-based service utilization per member (2,640 per 1,000 members).  While FQHCs 
serve an equal proportion of elderly patients, DHC practices serve a larger percentage of 
disabled physical and severely disabled children who may require these services 
disproportionately.  It may also be that FQHCs are less likely than hospital-based and 
office-based practices to have specialists on staff to see this sicker population.   
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Table 20.  Service Utilization Rates Per 1,000 Members by Service Category and Primary 
Care Practice Setting, CY 2008 (Standardized for age, gender, and CRG) 

Note:  95% confidence intervals (CI) in parentheses. 

Service 
Category 

Hospital/ 
Office-based DHC

FQHC/
LAL RHC Total

Total 
 38,303* 

(38,241-38,365)  
 42,150*

(42,060-42,240) 
 37,043*

(36,924-37,162) 
 39,731* 

(39,528-39,934)  
39,267

(39,221-39,313)

Inpatient 
 187 

(183-191)  
 200

(194-206) 
 204*

(196-213) 
 160* 

(146-174)  
192

(189-195)

Outpatient 
 4,284* 

(4,263-4,305)  
 3,791*

(3,764-3,818) 
 3,444*

(3,409-3,479) 
 2,904* 

(2,848-2,961)  
3,953

(3.938-3,967)

Physician 
 7,017* 

(6,990-7,043)  
 7,299*

(7,261-7,336) 
 3,269*

(3,234-3,304) 
 2,232* 

(2,184-2,280)  
6,314

(6,296-6,332)

Other 
Professional 

 6,913* 
(6,887-6,940)  

 8,592*
(8,552-8,632) 

 13,425*
(13,351-13,500) 

 10,417* 
(10,319-10,516)  

8,438
(8,417-8,459)

Rx 
 13,533* 

(13,496-13,570)  
 14,580*

(14,526-14,634) 
 12,608*

(12,541-12,676) 
 15,320* 

(15,190-15,451)  
13,764

(13,737-13,791)

Behavioral 
Health 

 3,463* 
(3,444-3,482)  

 3,847*
(3,820-3,875) 

 3,131*
(3,096-3,166) 

 3,347* 
(3,290-3,404)  

3,516
(3,502-3,530)

Transportation 
 177* 

(173-181)  
 142*

(137-147) 
 93*

(87-99) 
 157 

(144-171)  
153

(150-156)

Dental 
 1,329 

(1,305-1,354)  
 1,400*

(1,383-1,417) 
 1,330

(1,319-1,342) 
 1,234* 

(1,202-1,267)  
1,343

(1,335-1,352)

Home & C-B 
Care 

 4,706* 
(4,684-4,728)  

 5,781*
(5,749-5,814) 

 2,640*
(2,608-2,672) 

 5,719* 
(5,637-5,802)  

4,784
(4,768-4,800)

Nursing 
Facility 

 39 
(37-41)  

 36
(33-39) 

 18*
(15-21) 

 98* 
(87-110)  

38
(36-39)

Vision & Other 
DME 

 609* 
(601-617)  

 718*
(706-729) 

 517*
(502-532) 

 620 
(595-646)  

631
(625-637)

PNMI for 
Children 

 127* 
(124-131)  

 172*
(166-178) 

 381*
(369-394) 

 413* 
(395-432)  

191
(188-194)

Mental 
Retardation 

 1* 
(0-1)  

 11*
(10-12) 

 0*
(0-0) 

 1* 
(0-3)  

4
(4-5)

Other 
 168* 

(164-172)  
 379*

(371-388) 
 328*

(316-341) 
 295* 

(280-311)  
254

(250-257)
*Statistically significant difference from total NH Medicaid members receiving primary care.   
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Inpatient hospitalization 

Given the higher costs associated with inpatient hospitalization, use rates for this service 
were analyzed more closely in Figures 20 and 21 and Tables 20 and 21.  As shown in Table 
20, adjusted FQHC inpatient hospitalization rates were higher than other primary care 
practices; overall 204 per 1,000 Medicaid members compared to 192 per 1,000 for all 
Medicaid members.  Higher inpatient rates at FQHCs are driven in part by the eligibility 
groups they serve.  As identified earlier in this report, FQHCs provide primary care to a 
much larger proportion of Medicaid low-income adults–in some cases nearly twice as many 
as other practice settings.  Most low-income adults on Medicaid are eligible through TANF 
and include women in their childbearing years, who are likely to have higher 
hospitalization rates for labor and delivery.  
 
In fact, as shown in Figure 20, as in the 2006 report when pregnancy-related admissions 
were excluded, FQHCs have significantly lower inpatient utilization rates (70 admissions 
per 1,000 members) relative to other settings, while DHC practices have inpatient 
utilization rates that were significantly higher than all other settings (107 admissions per 
1,000 members,). 
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Figure 20: Inpatient Utilization Rates Excluding Pregnancy‐related Admissions 
per 1,000 Members by Primary Care Setting, CY 2008 

(Standardized for age, gender and CRG)

*

*

 
Vertical lines indicate the upper and lower bound 95% confidence intervals around the estimates. 
*Statistically significant difference from total NH Medicaid members receiving primary care.   
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Higher inpatient hospitalization rates in and of themselves are not necessarily a reflection 
of poor primary care.  However, hospitalizations for certain conditions may suggest a lack of 
access to timely primary care.  Previous studies have identified certain hospitalizations as 
potentially preventable or avoidable (sometimes referred to as ambulatory care sensitive 
(ACS) conditions).42,43 If patients have access to primary care, hospital utilization for these 
conditions should be reduced by providing access to timely and effective outpatient care to 
prevent the onset of an illness or condition, by controlling acute episodic conditions, or by 
managing chronic diseases.  Table 21 and Figure 21 focus on these specific ACS conditions 
and associated rates of inpatient hospitalizations.  
 
Table 21 shows adjusted inpatient rates for five selected ACS conditions (asthma, 
dehydration, bacterial pneumonia, urinary tract infections, and gastroenteritis) by primary 
care practice settings.  Overall inpatient hospitalizations for ACS conditions for NH 
Medicaid members receiving primary care increased from 2006 (656 per 1,000 compared to 
584 per 1,000) but still represented less than 5 percent of total admissions (656 out of a 
total of 13,442 inpatient admissions).  As with overall inpatient hospital utilization rates 
after excluding pregnancy-related admissions, FQHC rates for ACS inpatient 
hospitalizations adjusted for age, gender, and health status were the lowest of all practice 
settings (8.5) but not significantly different from other settings.  
 
As in 2006, for all Medicaid enrollees, the most common ACS hospitalization was for 
bacterial pneumonia, which accounted for 40 percent (260 of 656) of all ACS 
hospitalizations.  Asthma was the second most common ACS hospitalization condition, 
accounting for more than a quarter (29 percent) of all ACS hospitalizations.  This varied 
somewhat by practice setting with bacterial pneumonia accounting for one third of ACS 
hospitalizations in DHC (35%) to nearly half of hospital/office-based ACS hospitalizations 
(43%) and asthma accounting for just over a quarter of FQHCs ACS hospitalizations (26%) 
to more than one third of RHC ACS hospitalizations (31%).  
 
Because ACS hospitalizations may be preventable or avoidable, the cost (total payments) 
was determined from the claims data.  In total, the 656 Medicaid ACS hospitalizations cost 
$2,015,883 (average $3,073), which represents an increase of more than $500,000 from 
2006, as a result of both higher numbers of ACS hospitalizations and higher average 
payments for these inpatient stays.  Average ACS hospitalization costs were fairly 
comparable between RHCs and FQHCs ($2,304 to $2,438, respectively), and similar 
average costs at hospital/office-based practices and DHC practices ($3,354 to $2,968, 
respectively).  Differences in average payments may reflect longer lengths of stay.   
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Table 21.  Ambulatory Care Sensitive (ACS) Condition Inpatient Hospitalization Rates per 
1,000 Members and Total and Average Payments by Primary Care Practice Setting, CY 
2008 (Totals standardized for age, gender, and CRG) 

ACS Condition 

Hospital/ 
Office-
based DHC FQHC RHC Total 

Rate per 1,000 
Members 8.8 (334) 10.2 (216) 8.5 (77) 8.6 (29) 9.2 (656) 

Confidence Interval 7.9-9.8 8.8-11.6 6.7-10.6 5.8-12.4 8.5-9.9 

Asthma 2.6 (98) 3.3 (64) 2.1 (20) 2.2 (9) 2.7 (191) 

Dehydration 0.8 (29) 1.9 (37) 1.0 (10) 0 (0) 1.1 (76) 

Bacterial Pneumonia 3.7 (142) 3.9 (76) 2.8 (27) 3.6 (15) 3.6 (260) 

Urinary Tract Infection 1.4 (53) 1.4 (28) 1.7 (16) 0.5 (2) 1.4 (99) 

Gastroenteritis 0.3 (12) 0.6 (11) 0.4 (4) 0.7 (3) 0.4 (30) 

Total Payments $1,120,232 $641,134 $187,712 $66,806 $2,015,883

Average Payments $3,354 $2,968 $2,438 $2,304 $3,073 
†Total rates are standardized, while condition-specific rates are crude rates and are not standardized. 
Differences between rates per 1,000 members in primary care settings and the total were not statistically significant. 
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Figure 21: Inpatient Ambulatory Care Sensitive Rates per 1,000 by Practice 
Setting, CY 2008 (Standardized for age, gender and CRG)

 
Vertical lines indicate the upper and lower bound 95% confidence intervals around the estimates. 
*Differences were not statistically significant.  
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Emergency Department and Office/Clinic Visits   

Hospital outpatient emergency department visit rates and outpatient office/clinic visit rates 
are summarized in Figure 22 and Table 22.  After adjusting for age, gender, and CRG, 
FQHCs had the highest rates of outpatient emergency department visits (1,103 per 1,000 
members) and were significantly higher than the overall average (962 per 1,000 members) 
and any other setting.  Medicaid members receiving primary care at RHCs or 
hospital/office-based practices also had significantly higher rates of outpatient emergency 
department visits (1,012 and 984 per 1,000 members, respectively) than members receiving 
primary care overall, while members receiving primary care at DHC (835 per 1,000 
members) had significantly lower rates of outpatient emergency department visits than 
members receiving primary care overall and in any other settings.  
As with ED outpatient use, FQHCs and RHCs also have significantly higher office/clinic 
visit rates than other settings (6,545 per 1,000 and 5,939 per 1,000, respectively) compared 
to 5,729 per 1,000 for all members receiving primary care.  As a result, while they had 
higher ED visits per 1,000 members, FQHCs and RHCs ratio of ED visits to office/clinic 
visits were comparable to other settings.  
 

 
*Statistically significant difference from total NH Medicaid members receiving primary care. 
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Table 22.  Outpatient Emergency Department and Office/Clinic Visit Rates per 1,000 
Members by Primary Care Practice Setting, CY 2006  (Standardized for CRG, age and gender) 

Note:  95% confidence intervals (CI) in parentheses. 

  
Hospital/

Office-based DHC FQHC/LAL RHC Total

Outpatient 
Emergency 
Department Visits 

984*
(974-994)

835*
(822-848)

1,103*
(1,084-1,124)

1,012* 
(979-1,045) 

962
(955-969)

Office/Clinic Visits 
5,597*

(5,573-5,621)
5,518*

(5,486-5,551)
6,545*

(6,495-6,595)
5,939* 

(5,862-6,017) 
5,729

(5,711-5,746)
Ratio 0.18 0.15 0.17 0.17 0.17

Note: Emergency department visits resulting in inpatient hospitalization are excluded 
*Statistically significant difference from total NH Medicaid members receiving primary care.   
 
In a prior study, the NH CHIS project identified emergency department visit diagnostic 
groups (e.g., upper respiratory infections, ear infections, bronchitis) for which an 
alternative setting of care would have been more appropriate.44    
 
Ratios of ED visits to office/clinic visits and outpatient emergency department visit rates for 
these selected conditions are summarized in Table 23.  In addition to ED visit rates per 
1,000 members, the ratio of outpatient emergency department visits to office/clinic visits 
may be an indicator of quality of care.  A higher ratio of outpatient emergency department 
visits to office/clinic visits may indicate that the usual source of care for some members is 
more likely to be the hospital emergency department instead of a health care provider’s 
office.   
 
Members enrolled in Medicaid incurred 20,926 of these visits during 2008, a slight increase 
from 2006 (20,034), most commonly for upper respiratory infections (21% or 4,488 visits), 
external and middle ear infections (18% or 3,675 visits) and abdominal pain (14% or 2,907 
visits). 
 
By source of primary care, outpatient emergency department use rates for these conditions 
were highest for Medicaid enrollees receiving primary care from FQHCs (334 per 1,000 
members) and from RHCs (330 per 1,000), even though rates of ED for these conditions in 
these settings had declined since 2006, and lowest for DHC (232 per 1,000 members).  
Differences between settings were statistically significant.  Outpatient emergency 
department use rates for members receiving primary care at RHCs and FQHCs were 
approximately 1.4 times higher than members receiving primary care from DHC providers.  
 
For these selected conditions, the adjusted ratio of emergency department to office/clinic 
visits overall was .21.  The ratio of ED to office/clinic visits was highest for members who 
received primary care at FQHCs (.29).  This indicates that Medicaid members receiving 
primary care at FQHCs are more likely than enrollees receiving care at other primary care 
settings to receive treatment in the hospital emergency department for conditions that 
could have been treated in a physician’s office or clinic.   
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Table 23.  Outpatient Emergency Department Visit Rates per 1,000 Members for Selected 
Conditions, CY 2008 (Totals standardized for age, gender, and CRG) 

Note: Total number of visits in parentheses.  

Selected Diagnostic Group 

Hospital/
Office-
based DHC FQHC RHC Total

Total Selected Conditions 
310* 

(11,712)
232* 

(4,550)
334* 

(3,457)
330* 

(1,207) 
293 

(20,926)

Confidence Interval 304-315 225-239 323-345 311-349 289-297

Asthma 14 (549) 16 (311) 17 (161) 14 (59) 15 (1080)

Sore Throat (Strep) 7 (273) 5 (100) 9 (87) 13 (53) 7 (513)

Viral Infection (unspecified) 14 (540) 8 (153) 16 (152) 27 (110) 13 (955)

Anxiety (unspecified or 
generalized) 6 (223) 5 (100) 8 (77) 3 (14) 6 (414)

Conjunctivitis (acute or 
unspecified) 8 (304) 5 (90) 12 (113) 9 (38) 8 (545)

External and middle ear 
infections (acute or 
unspecified) 56 (2122) 36 (698) 66 (640) 52 (215) 51 (3675)

Upper respiratory infections 
(acute or unspecified) 66 (2501) 47 (921) 80 (774) 71 (292) 63 (4488)

Bronchitis (acute or 
unspecified) and cough 26 (998) 19 (366) 34 (325) 19 (76) 25 (1765)

Dermatitis and rash 18 (684) 12 (236) 21 (199) 18 (74) 17 (1193)

Joint Pain 10 (388) 9 (168) 10 (96) 9 (38) 10 (690)

Lower and unspecified back 
pain 17 (662) 10 (198) 21 (200) 15 (61) 16 (1121)

Muscle and soft tissue limb 
pain 8 (292) 6 (113) 9 (89) 8 (34) 7 (528)

Fatigue 2 (70) 1 (27) 2 (17) 1 (3) 2 (117)

Headache 15 (564) 16 (310) 14 (140) 7 (27) 15 (1041)

Abdominal pain 42 (1600) 40 (785) 42 (408) 28 (114) 41 (2907)

Ratio of ED Visits to 
Office/Clinic Visits for 
Selected Conditions 0.22 0.17 0.29 0.22 0.21

Note: Emergency department visits resulting in inpatient hospitalization were excluded. 
† Total rates are standardized, while condition-specific rates are crude rates and are not standardized. 
*Statistically significant difference from total NH Medicaid members receiving primary care.   
 
To assess the costs associated with these conditions both for associated ED visits and 
office/clinic visits that could have been more appropriately treated in a primary care 
setting.  Table 24 summarizes total Medicaid payments for these conditions by practice 
setting. 
 
Medicaid members incurred $4.9 million for outpatient emergency department visits for 
these selected conditions (nearly $800,000 more than in 2006) and $7.3 million for 
office/clinic visits for these conditions.  The average payment per visit for an outpatient 
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emergency department visit increased from $205 in 2006 to $216 in 2008 and was 
significantly higher than an office-clinic visit ($71) for these conditions.  
 
By primary practice setting, average payments per office/clinic visit for these conditions 
varied considerably.  The higher average payments per office/clinic visit for these conditions 
in FQHCs ($138) and RHCs ($90) may reflect that they are reimbursed on a cost-basis.  
RHC average office/clinic payments were a quarter higher and FQHC average payments 
were nearly twice as high as average office/clinic payments overall.  
 
Average payment rates for outpatient ED visits were more similar across settings, but 
payments for members receiving primary care in an RHC were considerably lower ($196) 
compared to $216 overall.  Lower ED average payments per visit might reflect that the 
relative intensity of services required for the hospital outpatient emergency department 
was lower in RHCs relative to other primary care practices and/or that hospitals in areas 
served by RHCs receive lower payment.  
 
Table 24.  Outpatient Emergency Department and Office/Clinic Visit Payments for 
Selected Conditions, CY 2008  (Totals standardized for age, gender, and CRG) 

Note:  95% confidence intervals (CI) in parentheses. 

  

Hospital/
Office-
based DHC FQHC RHC Total

Outpatient ED           

Total Outpatient ED visits 11,712 4,550 3,457 1,207 20,926

Rate per 1,000 
310*

(304-315)
232*

(225-239)
334*

(323-345)
330* 

(311-349) 
293

(289-297)

Total payments $2,508,199 $1,081,162 $701,802 $236,517 $4,527,679

Average payment per visit $214 $238 $203 $196 $216

Office-Clinic           

Total Office-Clinic visits 54,396 27,067 11,234 6,000 98,697

Rate per 1,000 

1,425*
(1,413-
1,437)

1,376
(1,360-
1,393)

1,165*
(1,144-
1,187)

1,506* 
(1,468-
1,545) 

1,381
(1,373-
1,390)

Total payments $3,183,259 $1,709,285 $1,554,352 $538,410 $6,985,306

Average payment per visit $59 $63 $138 $90 $71
Note: Emergency department visits resulting in inpatient hospitalization were excluded.  
† Total rates are standardized, while condition-specific rates are crude rates and are not standardized. 
*Statistically significant difference from total NH Medicaid members receiving primary care.   
 

Payments per Member per Month 

Total payment rates per member per month (PMPM) by primary care practice setting and 
payment rates for traditional medical services excluding long term care are shown in 
Figures 23 and 24.  Figure 23 payments reflect total Medicaid payments for all services.  
For non-dual Medicaid members included in this study, NH Medicaid incurred $470.5 
million in payments at an adjusted total payment rate of $509 PMPM.  This was a 
considerable increase from 2006 when the adjusted total payment rate was $464 PMPM 
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After adjusting for age, gender, and CRG, FQHCs had among the lowest PMPMs ($457), 
despite being reimbursed on a cost-basis.  For FQHCs, lower than average PMPMs might 
be the result of lower overall service utilization rates and lower utilization of higher-cost 
services (i.e., inpatient excluding pregnancy admissions, behavioral health, home and 
community-based services, and prescription drugs) discussed above and shown in Table 25.  
 
Members who received primary care at DHCs had the highest PMPM ($571), which was 
higher than the overall PMPM even after adjusting for age, gender, and CRG risk.  Higher 
than average PMPMs at DHC may reflect both higher utilization (Table 25) and higher per 
unit payments (e.g., for inpatient care and mental retardation).  In total, Medicaid paid 
$169 per service unit for members receiving primary care at DHCs versus $156 per visit 
overall (Table 25).  
  
Higher payment may also reflect the different distribution of services provided.  When long 
term care services are excluded (Figure 24), PMPM differences across settings are still 
present.  Once home and community-based care, nursing facility, mental retardation, and 
private non-medical institution care are removed, FQHCs and hospital/office-based 
practices have lower than average PMPMs.  
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Note (Figure 24):  Excludes payments for home and community-based services, nursing facilities, and private non-
medical institutions 
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Table 25.  Payment Rates per Member per Month (PMPM) and Payments per Service Unit 
by Primary Care Practice Setting, CY 2008 (PMPM Standardized for age, gender, and 
CRG) 

  

Hospital/
Office-
based DHC

FQHC/
LAL RHC Total

Payments Per 
member Per Month 
(PMPM)       

Total $488 $571 $457 $517 $509

Inpatient $55 $61 $46 $38 $55

Outpatient $64 $65 $61 $65 $64

Physician $49 $51 $26 $18 $44

Other Professional $37 $47 $102 $69 $50

Rx $77 $90 $66 $86 $80

Behavioral Health $52 $59 $51 $46 $53

Transportation $2 $2 $2 $2 $2

Dental $17 $19 $17 $16 $18

Home & C-B Care $89 $109 $43 $104 $89

Nursing Facility $16 $11 $4 $22 $13

Vision & Other DME $10 $12 $7 $10 $11

PNMI for Children $13 $25 $31 $24 $19

Mental Retardation ICF $0 $10 $0 $1 $3

Other $6 $9 $5 $11 $7

Payments Per Unit of 
Service          

Total $151 $169 $144 $153 $156

Inpatient $3,528 $3,934 $2,362 $2,777 $3,423

Outpatient $178 $216 $204 $255 $194

Physician $82 $84 $100 $94 $84

Other Professional $63 $68 $92 $79 $72

Rx $68 $77 $59 $69 $70

Behavioral Health $181 $183 $189 $168 $182

Transportation $148 $166 $197 $139 $157

Dental $152 $166 $155 $159 $157

Home & C-B Care $223 $232 $189 $226 $224

Nursing Facility $4,848 $3,775 $2,561 $2,739 $4,221

Vision & Other DME $195 $224 $148 $194 $200

PNMI for Children $1,233 $1,798 $963 $680 $1,221

Mental Retardation ICF $7,811 $10,336 $0 $9,734 $10,111

Other $409 $294 $200 $462 $333
 
To determine the degree to which practice setting predicts higher costs and if differences in 
PMPM were statistically significant, we ran a linear regression model using the individual 
member’s PMPM as the dependent variable and practice setting, age, gender, CRG risk 
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score as independent variables.  Pregnancy-related admissions and high-cost cases (defined 
as using more than $50,000 in the year) were excluded from the model.  
 
Once pregnancy-related admissions and high-cost cases (>$50,000) were excluded, 
differences in PMPM between practice settings are no longer significant (Figure 25). 
 
 

 
Differences between primary care settings and the total were not statistically significant 

 

To summarize the results from the utilization section of this report, service utilization rates 
by members receiving primary care adjusted for age, gender, and CRG risk group increased 
from 2006 and continue to vary significantly across sites for nearly all services.  NH 
Medicaid members receiving primary care at FQHCs and hospital/office-based practices 
used significantly fewer overall services than those receiving primary care at other settings, 
while those receiving services at DHC and RHC practices used significantly more services. 
 
While adjusted inpatient hospital utilization rates were significantly higher for members 
receiving primary care at FQHCs, once pregnancy-related admissions were excluded, 
FQHCs had significantly lower rates than any other setting and DHC practices had 
significantly higher rates than the average.  
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NH Medicaid hospitalization costs for ambulatory care sensitive (ACS) conditions for 
members receiving primary care were $2.1 million, which was $500,000 more than 2006.  
There were no significant differences across settings in ACS hospitalization rates.  
 
Medicaid members receiving primary care also incurred $4.9 million for outpatient 
emergency department visits for conditions more appropriately treated in a primary care 
setting, an increase from 2006 of nearly $800,000.  In contrast to ACS hospitalizations, 
there were significant differences in outpatient ED visit rates for these conditions across 
settings.  Members receiving primary care at FQHCs RHCs and hospital/office-based 
practices were significantly more likely to use the outpatient ED overall and for these 
selected conditions, while members receiving care at DHC practices were significantly less 
likely to use the outpatient ED overall and for selected conditions.  Office/clinic visit rates 
followed a similar pattern overall and for selected conditions with the exception that FQHC 
office/clinic rates for selected conditions more appropriately treated in a primary care 
setting were significantly lower than the average across settings and hospital/office-based 
practices were significantly lower in overall office/clinic visits than the average.   
 
Finally, despite higher cost-based reimbursement of FQHCs, PMPMs were among the 
lowest in these settings after adjusting for age, gender, and CRG risk, and DHC practices 
had the highest PMPM rates.  However, once pregnancy-related admissions and high-cost 
cases (> $50,000) were excluded, differences in PMPMs were not statistically significant.  
This suggests that DHC practices serve not only patients with higher clinical risk score but 
that they also serve a disproportionate number of high cost cases.  
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DISCUSSION AND NEXT STEPS 

This study updated and expanded the 2006 analysis comparing access, quality and cost of 
primary care received by New Hampshire Medicaid members by the practice setting most 
frequented in 2008.  In general, the findings are largely consistent with what was reported 
in 2006.  
 
The recent attention and focus on patient-centered medical homes emphasizes the central 
role of primary care in their model of comprehensive health care delivery and payment 
reform.  The patient-centered medical home is designed to put primary care doctors in 
charge of coordinating care and the new national health reform law further supports 
expansion of this model, further supporting the need to track practice variations across 
primary care providers to assess their readiness for taking on this role.  This report is 
intended to provide that information and to help focus future quality improvements in 
specific settings and/or for specific clinical guidelines where compliance may be low.  
 
Similar to 2006, this report reveals that hospital and office-based practices in New 
Hampshire provide the vast majority of primary care to Medicaid members.  A substantial 
portion of members also sought primary care at DHC practices, while only one seventh of 
all Medicaid members received primary care at either an FQHC or an RHC. 
 
The fact that almost one quarter of Medicaid members were not assigned to a primary care 
practice in this study may be worthy of further investigation.  As NH Medicaid does not 
currently assign members to a primary care provider, this study utilized an algorithm to 
assign them to a practice based on claims history.  People who could not be assigned 
included both those who received no care in 2008 and those who only received specialty care 
or received primary care from a specialty provider who was not categorized as a primary 
care practitioner.  Since United States Preventive Services Task Force (USPSTF) guidelines 
recommend at least one well-child or preventive visit per year for young children and 
adults, a future study will specifically assess this non-assigned group to understand who 
they are and, if they are receiving primary care, where they are receiving it.  
 
Many of the differences in populations served by different primary care practice settings in 
2006 remain in 2008.  FQHCs continue to serve a much larger proportion of low-income 
adults than other settings, while RHCs in 2008 disproportionately serve children.  DHC 
and to a lesser extent hospital and office-based practices tend to treat clients with worse 
health status as measured by average clinical risk scores.  To account for these differences, 
all utilization and payment rates were adjusted to factor in differences in age, gender, and 
health status.  
 
Across most practice settings, NH Medicaid members are more likely to be getting 
appropriate care as measured by many HEDIS measures compared to national Medicaid 
managed care HEDIS rates.  Between 2006 and 2008, NH providers improved on 3 out of 9 
measures previously reported.  However, as national Medicaid HEDIS rates are far below 
commercial rates, there is still room for improvement on many of these effectiveness of care 
measures.  In addition, for many of the new measures added in this 2008 update, NH 
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primary care providers are lower than the national average suggesting a potential need for 
targeted practice improvement efforts in these areas.  
 
The study results indicate that there are some differences in quality of care provided across 
primary care settings in NH.  In particular, while RHCs have shown some improvement in 
certain measures from 2006, they continue to have significantly lower rates on many 
measures particularly those related to children’s health than other primary practice 
settings.  Some of these differences may be due to differences in the organizational focus – 
RHCs are not required to provide preventive services under federal rules, but since RHCs 
disproportionately serve children there may be a need for continued oversight and quality 
improvement in these areas.  
 
Variability across primary care settings in some care effectiveness measures may warrant 
further study or suggest opportunities for targeted quality improvement initiatives.  
Significantly lower rates of appropriate medication (antibiotic not dispensed) use for 
children with URI at RHCs, could be targeted for improvement.  
 
Member actions were not measured in this study, which could be a factor in children’s 
access to primary care and well-child visits and receipt of appropriate tests and screenings.  
Differences in rates reported here may be influenced by the actions of the members (such as 
missing appointments due to lack of transportation or an inability to take time off from 
work) and are not necessarily a reflection of the specific primary care practice settings.  
 
As was true in 2006, study results indicate that there are also differences in service 
utilization across practice setting.  Adjusting for age, gender, and clinical risk, Medicaid 
members receiving primary care at DHC and RHC practices use significantly more services 
than those receiving primary care at other settings, particularly at FQHCs and 
hospital/office-based practices, whose members used significantly fewer services.  This is 
consistent with findings of previous studies of services provided by hospital-based primary 
care providers in Maine and nationally.45 46 Some of these differences may be due to 
differences in billing practices or could reflect differences in client needs, patterns of care, 
or clinical practice.  Given that these rates adjust for DHC providers’ higher burden of 
illness in the NH Medicaid patient population it serves, differences in utilization may 
reflect patterns of care or clinical practice that may warrant further study.  
 
Within specific services, there was also significant variation after adjusting for clinical risk, 
age, and gender.  Inpatient hospitalization rates (excluding pregnancy-related admissions) 
were significantly higher for members getting primary care at DHC settings and 
significantly lower for members receiving care at FQHCs.   
 
In contrast, members receiving primary care at FQHCs, RHCs and hospital/office-based 
practices were significantly more likely to use the outpatient ED overall and for certain 
selected conditions more appropriately treated by primary care, while members receiving 
care at DHC practices were significantly less likely to use the outpatient ED overall and for 
selected conditions.  
 
Higher outpatient emergency department use rates for members receiving primary care 
from FQHCs and RHCs may be an indicator of capacity constraints.  RHCs are not required 
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to provide 24/7 care and are located in limited service capacity areas.  Delays in scheduling 
an appointment with a primary care practitioner could result in higher ED use. 
 
In terms of costs, FQHCs, which are paid on a cost-basis, had among the lowest per member 
per month payments.  This finding is also consistent with a study conducted in another 
state comparing FQHC to non-FQHC primary care providers.47  
 
Despite higher overall utilization rates at DHC settings, differences in adjusted per 
member per month, which at initial glance appear to be significantly higher in hospital-
based settings, are not statistically significant when pregnancy-related admissions and 
high-cost cases above $50,000 are excluded.  This suggests that a few outlier cases of very 
sick individuals may have been driving up average costs per service at these settings.  
 
This analysis reveals some differences in the level of care received across these settings 
that may help inform future quality improvement efforts in the state.  This report provided 
baseline CY 2008 measures; future reporting may evaluate trends, using this baseline.  
Future studies may include: 
 

• assessment of NH Medicaid members who were not assigned to a primary care 
provider in 2008 – who are they and where they are getting care;  

• an analysis of practice variations by geographic area in the state.  
• longitudinal analysis to assess change over time; and 
• analysis of the payer mix of clients treated at primary care practice settings and 

variation in access, and effectiveness of care measures for the commercially 
insured and Medicaid population.  
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APPENDICES 

Appendix 1: NH Medicaid Primary Care Practice Setting Study–Study Methods 

This study was based on administrative eligibility and claims data from New Hampshire 
Medicaid for CY 2008 based on date of service.  The study focused on 2008 results; 2006 
data were used for selected HEDIS measures that required two years of data. 
 
1.  Data acquisition and preparation.  Complete Medicaid data was available for the time 
period.  
 
2.  Data limitations and exclusions.   
Eligibility groups studied include low income adults, low income children, severely disabled 
children, and mentally disabled and physically disabled. Medicaid members who are dually-
eligible for Medicare and Medicaid, including enrollees in the Medicare Savings Programs 
(i.e., Qualified Medicare Beneficiaries (QMB), Specified Low-Income Medicare Beneficiaries 
(SLMB), and Qualified Individuals (QI-1)) are excluded.  Claims for dually eligible were 
excluded because Medicaid claims for this population are often incomplete, as many 
services are provided and paid for by Medicare as the primary payer.  
 
3. Provider Assignment to Primary Care Practice Groups  
The unit of analysis for this study is the practice setting, not individual providers. 
Individual primary care providers were assigned to one of four practice setting categories – 
hospital/office-based, FQHC/LAL, RHC, and DHC – based on category of services billed 
and, for DHC, first listed provider billing identification numbers. 
 
The definition of  ‘primary care visit’ used to initially identify providers included specific 
CPT codes and revenue codes from HEDIS well-child visits, HEDIS AAP/CAP measures, 
and office/clinic visits (see #8, 9 and 12 below for specific codes).  All providers providing 
some primary care were then assigned to a setting based on the following criteria.  
 
Practice Setting  Claims Inclusion Criteria 
Hospital/ Office-based setting Category of Service (COS) 7 

 (Hospital Outpatient/General), excluding 
DHC provider billing IDs  
COS 43 and 44  
(Physician Office and Nurse Practitioner) 

Dartmouth Hitchcock practices Category of Service (COS) 7 
 (Hospital Outpatient/General), and DHC 
provider billing ID. 

FQHC COS 80 (Rural Health Clinic) and FQHC 
specific billing ID. 

RHC COS 80 (Rural Health Clinic) and RHC 
specific billing ID. 

  
No assignment  All other claims not assigned to above 

groups.  
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A complete list of providers by practice setting category is available upon request.  
 
Duplicate provider IDs found in more than one group were assigned to a group in the 
priority order of DHC, FQHC, RHC, and hospital/office-based.  
 
4. Member Assignment.   
In New Hampshire, the Medicaid population is enrolled in a fee-for-service plan without 
being assigned to primary care physicians (PCPs) authorizing referrals to further care. For 
the purposes of this study, NH Medicaid members were assigned to the four primary care 
practice groups based on where they received primary care services.  
 
Members were assigned to primary care practice providers as per the provider assignment 
described above based on the practice type at which they received the majority or all of 
their PCP Visits. Where there was a tie between settings, the member was assigned to the 
practice setting at which they received their last visit. The unit of analysis is the practice 
setting category. Thus, members receive services from more than one individual provider in 
a practice setting type, but all visits would be counted under that one practice setting.  
 
As shown in the table below, the vast majority of Medicaid members assigned to a primary 
practice setting had received all of their PCP care in that practice setting.  This was 
particularly true for individuals receiving care in hospital/office-based (89%) and at DHC 
providers (89%), Over three quarters (77%) of members receiving care at RHCs and FQHCs 
had received all their PCP care at this practice setting.   
 

  
PERCENT OF TOTAL NH MEDICAID MEMBERS AND VISITS BY PRACTICE SETTING 

ASSIGNMENTS 

   Single Setting  TWO Settings  THREE Settings  FOUR+ Settings 

   Members  Visits  Members  Visits  Members  Visits  Members  Visits 

DHC  89%  87%  11%  13%  0%  0%  0%  0% 

FQHC/LAL  77%  65%  20%  29%  3%  5%  0%  0% 

RHC  77%  67%  20%  27%  3%  6%  0%  0% 

Hospital/ 
Office‐based  89%  84%  10%  15%  0%  1%  0%  0% 

 
Because members may change age, location of residence, eligibility grouping, or poverty 
level status during the year, each member was assigned to one and only one category for 
the year.  Their eligibility group, Health Analysis Area, and poverty level on the last day of 
the last month enrolled and their age on the first day of the last month enrolled were used.  
This methodology is consistent with other NH CHIS reporting. 
 
Members who did not have a visit at a primary care provider per the provider assignment 
process discussed above, were included in a ‘no assignment group’. Members in this group 
include those who received no services in 2008, those who received non-primary care 
services and those who received primary care services from a non-primary care provider 
(e.g. an office check-up provided at a cardiologist’s office). 
 
After attribution to a specific primary care practice setting, ALL claims for that member 
were assigned to that practice setting  
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5.  Age groups and gender.  Consistent with other NH CHIS reporting a child was defined 
by age 0–18.  The cutoff at age 18 is requested by New Hampshire DHHS and corresponds 
to the definition of child for Medicaid eligibility purposes.  Age groups used for reporting 
were 0-18 years, 19-64, and over 65.  For some HEDIS measures, age groups were modified 
to correspond to the NCQA HEDIS definitions.   
 
6.  NH Medicaid Health Analysis Areas.  Aggregation of zip codes based on New Hampshire 
Medicaid Health Analysis Area (HSA) for NH Medicaid enrollees was utilized (Appendix D).  
Health Analysis Area are relevant to how health care is delivered in NH compared to 
counties.  
 
7. Clinical Risk Grouper (CRG).  In order to compare the overall burden of disease the 3M 
Health Systems Clinical Risk Grouper (CRG) was applied to the administrative claims 
data.4814  The CRG system was designed for relative risk assessment.  The CRG software 
uses all ICD-9-CM diagnosis codes from all health care encounters and assigns to a 
diagnostic category (acute or chronic) and a body system.  Each individual is grouped to a 
defined health status group then to a CRG category and severity level if chronically ill.  
Over 250 CRG categories are further grouped into higher levels of risk grouping resulting 
in nine major categories of risk.  Each CRG is assigned a relative risk weight based on a 
common Medicaid weight table provided by 3M. Average risk rates were calculated using 
unique members as the denominator. 
 
Example of CRG Assignments for a person with both diabetes and asthma 
  
CRG 61425 
CRG Description Diabetes and Asthma Level – 5 
ACRG1 614205 
ACRG1_Description Pair – Diabetes and Other Moderate Chronic Disease Level - 5 
ACRG2 6255 
ACRG2_Description Pair – One Dominant Chronic Disease and Moderate Chronic 

Disease or a Minor Chronic Disease 
ACRG3 64 
ACRG3_Description Significant Chronic Disease in Multiple Organ Systems Level – 4 
Core Health Status 
Group 

6 

Core Health Status 
Description 

Disease in Chronic Multiple Organ Systems 

*CRG assigned members to a “healthy” CRG category which includes both members with no encounters and 
members with encounters for preventive service and minor conditions.  All members are assigned a relative risk 
weight.  Members classified as healthy are assigned a very low risk weight.   
 
8. Denominator for Population-Based Rates.  This study was based on rates of use per 
member population covered.  Not all members are covered for a full year.  Therefore, a 
person covered for a full 12 months might be twice as likely to have preventive and other 
medical services during the year compared with a person covered for only 6 months.  
Standard methods to adjust denominators for differences in exposure time were used.  
Thus, average members (cumulative member months divided by 12) was utilized as 
denominator for rates in this study.   Other measures in this study are based on HEDIS 
methods which include a subset of members of a specific age that were continuously covered 
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during the period; it is not necessary to use member month person-time as a denominator 
for these measures. 
 
9.  Children’s and Adolescents’ Access to Primary Care Practitioners HEDIS measure. The 
HEDIS access to primary care practitioners is not a measure of preventive service; the 
visits reported include both visits for preventive service and visits for medical illness and 
other problems.  The coding used to identify the percent of members who had a visit with a 
primary care practitioner was modified from exact 2009 HEDIS specifications after review 
of claims data to ensure that primary care visits in hospital/office-clinic and rural health 
clinic settings were included.  
 
CPT codes 99201,99202,99203,99204,99205,99211,99212,99213,99214,99215,99241,99242,99243, 
99244,99245,99341,99342,99343,99344,99345,99346,99347,99348,99349,99350,99381,99382, 
99383,99384,99385,99391,99392,99393,99394,99395, 
99401,99402,99403,99404,99411,99412,99420,99429,99499,99432 
or  any diagnosis code V202,V700,V703,V705,V706,V708,V709 or CPT/HCPC codes T1015,99354,99355,99432  
or  UB revenue codes 0510 - 0529 or 0770,0771,0779,0983  
and MHIC provider specialty codes: 
0101 Hospital / General 
0105 Hospital / Ancillary 
0201 Hospital / Outpatient 
1002 Misc Facility / Urgent Care Center 
1009 Misc Facility / Misc Facility Use 
1101 Clinic Facilities / Services 
1201 Rural Health Centers 
3001 Primary Care - Family / General Practice 
3101 Primary Care - Internal Medicine 
3201 Primary Care - Pediatrics 
5201 Licensed Nurses (includes NP) 
4601 Physicians Assistants 
Excludes inpatient hospital claims and emergency department services claims 
Requires 11+ Months Enrollment, and Enrolled in the final month of the measurement year (CY 2008) 
 
10. Well-Child Visits in the First 15 Months of Life HEDIS measure.  The 2009 HEDIS 
well-child visit measures specific primary care practitioner visits identified as well-care 
visits.  Unlike the access to primary care practitioner measure, which includes both visits 
for preventive services and for medical illness, this measure is designed to more strictly 
identify preventive care visits.  CPT and diagnosis codes used are identical to 2007 HEDIS 
specifications and the CPT codes are age group specific.  For this study, provider specialty 
codes include primary care well care visits that might occur in the hospital/office-clinic and 
rural health clinic settings.  
 
CPT 99381,99382,99391,99392,99432 (well-child visit during first 15 months of life) 
CPT 99382,99383,99392,99393  (well-child visit age 25 months to 6 years) 
CPT 99383,99384,99385,99393,99394,99395 (adolescent well care visits) 
or any diagnosis code V202,V700,V703,V705,V706,V708,V709 
and MHIC provider specialty codes: 
0101 Hospital / General 
0105 Hospital / Ancillary 
0201 Hospital / Outpatient 
1002 Misc Facility / Urgent Care Center 
1009 Misc Facility / Misc Facility Use 
1101 Clinic Facilities / Services 
1201 Rural Health Centers 
3001 Primary Care - Family / General Practice 
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3101 Primary Care - Internal Medicine 
3201 Primary Care - Pediatrics 
5201 Licensed Nurses (includes NP) 
4601 Physicians Assistants 
3906 Obstetrics / Gynecology (HEDIS specifications include OB/GYN only for the adolescent well-child 
measure) 
Excludes inpatient hospital claims and emergency department services claims 
Requires 13+ months enrollment from Birth+31 days to Birth+455 days (well-child visit during first 15 months 
of life) 
Requires 11+ Months Enrollment, and enrolled in the final month of the measurement year (CY 2006) for other 
age groups 
 
National 2007 HEDIS Medicaid well-child benchmarks are based on a denominator of all 
children within specified age groups and/or gender, while the NH well-child visit rates are 
limited to patients receiving primary care within specified age groups.  
 
11.  Effectiveness of Care Measures.  Eleven 2009 NCQA HEDIS effectiveness of care 
measures were evaluated: use of appropriate controller medications for asthma, appropriate 
test for patients with COPD, appropriate antibiotic use (not dispensed) for upper 
respiratory infections, appropriate strep testing for children with pharyngitis and antibiotic 
use, appropriate prescribing and following-up for children with ADHD, appropriate 
treatment (no imaging) for lower-back pain, selected tests for comprehensive diabetes care, 
cardiovascular, breast cancer screening, cervical cancer screening,  2009 NCQA HEDIS 
specifications were followed for this reporting.  The details of these specifications are 
complex and beyond the scope of inclusion in this appendix; readers are referred to HEDIS 
2009, Technical Specifications, Volume 2. National Committee for Quality Assurance. 2006.  
www.ncqa.org.   
 
National 2009 HEDIS Medicaid cancer screening benchmarks are based on a denominator 
of all patients within specified age groups and/or gender, while the NH cancer screening 
rate is limited to patients receiving primary care within specified age groups and/or gender.  
  
12.  Emergency Department Visit Definition.  This study focused on outpatient hospital 
emergency department visits.  Emergency department visits were selected based on UB 
revenue codes 0450-0459 or CPT codes 99281-99285.  Visits resulting in inpatient 
hospitalization were excluded by using Medicaid category of service codes 1,3,103.  This 
definition includes revenue code 0456 hospital urgent care visits which are sometimes 
excluded from other studies.  
 
13.  Office/Clinic Visit Definition.  Office or clinic visits were identified were selected based 
on CPT codes.   
 
99201, 99202, 99203, 99204, 99205, 99211, 99212, 99213, 99214, 99215, 99354, 99355, 99381, 99382, 99383, 
99384, 99385, 99386, 99387, 99391, 99392, 99393, 99394, 99395, 99396, 99397, 99401, 99402, 99403,  99404, 
99411, 99412, 99420, 99429, 99432, T1015, 99241, 99242, 99243, 99244, 99245 or UB revenue codes 510-519, 
520-529, or 983.   
 
This definition was based on codes found in NCQA HEDIS specifications plus additional 
codes for NH rural health centers, federally qualified health centers, and hospital facility 
based primary care clinics. 
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14.  Mental Health Disorder ICD-9-CM Diagnosis Coding.  The diagnostic groupings used 
to report mental health disorders in Medicaid members in this report are based on 
definitions used in other NH CHIS mental health disorder reports and were derived from a 
report prepared for the Substance Abuse and Mental Health Services Administration.49  
 
Serious Mental Health Disorder 
 
01 SCHIZOPHRENIC DISORDERS 295 
02 MAJOR DEPRESSION 296.2, 296.3 
03 BIPOLAR & OTHER AFFECTIVE PSYCHOSES  
     Manic Disorders 296.0, 296.1 
     Bipolar Affective Disorders 296.4-296.7 
     Other and unspecified manic-depressive disorders 296.8 
     Other and unspecified affective psychoses 296.9 
04 OTHER PSYCHOSES  
     Transient organic psychotic conditions 293 
     Other organic psychotic conditions, chronic 294 
     Paranoid states or delusional disorders 297 
     Other non-organic psychoses 298 
     Psychoses with origin specific to childhood 299 
 
Other Mental Health Disorders  
 
05 STRESS & ADJUSTMENT  
     Acute reaction to stress 308 
     Adjustment reaction 309 
06 PERSONALITY DISORDER 301 
07 DISTURBANCE OF CONDUCT 312 
08 DISTURBANCE OF EMOTIONS 313 
09 ADHD Hyperkinetic 314 
10 NEUROTIC DISORDERS 300 
11 DEPRESSION NEC 311 
12 OTHER MENTAL DISORDERS  
     Sexual deviations and disorders 302 
     Physiological malfunction arising from mental factors 306 
     Special symptoms or syndromes, not elsewhere specified 307 
     Specific non-psychotic mental disorders due to organic brain damaged 310 
     Psychotic factors associated with diseases specified elsewhere 316 
 
15. Payments.  This study includes a report comparing payments per member per month by 
primary care practice setting.  Payments were identified from the claims data.  Total 
payments (including both plan payment and member responsibilities) reported on claims 
were included. NH Medicaid, may make retroactive payment settlements with hospitals.  
This study is based only on the payments reflected in the administrative claim files and 
could not adjust for any retroactive payment settlements.   
 
16.  Special diagnosis codes for utilization reporting of ambulatory care sensitive conditions. 
 
Five groups selected for inpatient ambulatory care sensitive conditions  

• *Asthma (any)  493xx 

• *Dehydration  276.50, 276.51, 276.52, 276.5 

• *Bacterial Pneumonia 481, 482.2, 482.30, 482.31, 482.32, 482.39, 482.9, 483.0, 483.1, 483.8, 485, 486 

• *Urinary Tract Infection 590.10, 590.11, 590.2, 590.3, 590.80, 590.81, 590.9, 595.0, 595.9 599.0 

• **Gastroenteritis 558.9 
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Additional codes selected for outpatient emergency department and office-clinic visit 
reporting 

• ***Sore throat (Strep)  034.0 

• ***Viral Infection (unspecified)  079.99 

• ***Anxiety (unspecified or generalized)   300.00, 300.02 

• ***Conjunctivitis (acute or unspecified)  372.00, 372.30 

• ***External and middle ear infections (acute or unspecified) 380.10, 381.00, 381.01, 381.4, 382.00, 
382.9 

• ***Upper respiratory infections (acute or unspecified) 461.9, 473.9, 462, 465.9 

• ***Bronchitis (acute or unspecified) or cough 466.0, 786.2, 490 

• ***Dermatitis and rash  691.0, 691.8, 692.6, 692.9, 782.1 

• ***Joint pain  719.40, 719.41, 719.42, 719.43, 719.44, 719.45, 719.46, 719.47, 719.48, 719.49 

• ***Lower and unspecified back pain 724.2, 724.5  

• ***Muscle and soft tissue limb pain 729.1, 729.5 

• ***Fatigue  780.79  

• ***Headache  784.0 

• ***Abdominal pain 789.00, 789.01, 89.02, 789.03, 789.04, 789.05, 789.06, 789.07, 789.09 

* Source AHRQ Quality Indicators, Prevention Quality Indicators, Technical Specifications.  Version 3.1 (March 
12, 2007). Downloaded May 2, 2007.   
http://www.qualityindicators.ahrq.gov/downloads/pqi/pqi_technical_specs_v31.pdf. 
** Source: Billings J, Zeitel L, Lukomnik J, Carey TS, Blank AE, Newman L: Impact of socioeconomic status on 
hospital use in New York City. Health Aff 1993;(Spring):162- 173.   
http://www.umanitoba.ca/centres/mchp/concept/dict/ACS_conditions.html 
*** Source: 2005 Emergency Department Use in New Hampshire: A Comparison of the Medicaid and NH CHIS 
commercially Insured Populations.  March, 2007 NH CHIS report. 
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 Appendix 2: NH Medicaid Eligibility Groupings 

Source:  New Hampshire Comprehensive Health Information System Special Project: 
Defining Medicaid Eligibility Groups.  Institute for Health Policy, Muskie School of Public 
Service, University of Southern Maine. 
 

Aid Category w Code Medicaid Benefits Collapsed Groupings 
10   OAA/CATEGORICALLY NEEDY Yes Elderly 
11   OAA/MONEY PAYMENT/CATEGORICALLY NEEDY Yes Elderly 
12   OAA/MEDICALLY NEEDY Yes Elderly 
20   AFDC/CATEGORICALLY NEEDY Yes Low Income Adult/Child*  
21   AFDC/MONEY PAYMENT/CATEGORICALLY NEEDY Yes Low Income Adult/Child  
22   AFDC/MEDICALLY NEEDY Yes Low Income Adult/Child  
24   AFDC/REG POV LVL/CAT NEEDY 185%FPL Yes Low Income Adult/Child  
27   HEALTHY KIDS GOLD - EXPANDED ELIGIBILITY Yes Low Income Child 
28   AFDC/POVLEV PREG WOMAN/CHILD/CAT/NEEDY170% FPL Yes Low Income Adult/Child  
2B   AFDC/HOME CARE-CHILD/SEVERE DISA/MEDI NEEDY Yes Severely Disabled Child 
2C   AFDC/CHILD WITH SEVERE DISABILITIES/CAT NEEDY Yes Severely Disabled Child 
2D   AFDC/CHILD WITH SEVERE DISABILITIES/MEDI NEEDY Yes Severely Disabled Child 
2E   AFDC/EXTENDED MA/FIRST 6 MONTH PERIOD/CAT NEEDY Yes Low Income Adult/Child  
2F   AFDC/EXT MA/SCND 6 MNTH PER/CAT NEEDY Yes Low Income Adult/Child  
2H   AFDC/POV LVL PREG WMN/CHILD/CAT NDY/REF170% FPL Yes Low Income Adult/Child  
2K   AFDC/HOME CARE-CHILD SEV DIS/CAT. NDY FOR INSTI Yes Severely Disabled Child 
2U   AFDC/AFDC-UP/MONEY PAYMENT/CATEGORICALLY NDY Yes Low Income Adult/Child  
2V   AFDC/AFDC-UP/CATEGORICALLY NEEDY/MA Yes Low Income Adult/Child  
2W   AFDC/AFDC-UP/MEDICALLY NEEDY Yes Low Income Adult/Child  
2X   ADFC/POV LVL PREG  WOMEN/POV LVL CHLD CAT NEEDY Yes Low Income Adult/Child  
30   ANB/CATEGORICALLY NEEDY Yes Disabled Physical 
31   ANB/MONEY PAYMENT/CATEGORICALLY NEEDY Yes Disabled Physical 
32   ANB/MEDICALLY NEEDY Yes Disabled Physical 
40   IV-E-OR-MA /ADOPT SUB-CAT NEEDY Yes Low Income Child 
41   AFDC/FC OR MONEY PAYMENT/CATEGORICALLY NDY Yes Low Income Child 
42   AFDC/FC OR MEDICALLY NEEDY Yes Low Income Child 
50   APTD/MENTAL/CATEGORICALLY NEEDY Yes Disabled Mental 
51   APTD/MENTAL/MONEY PAYMENT/CATEGORICALLY NEEDY Yes Disabled Mental 
52   APTD/MENTAL/MEDICALLY NEEDY Yes Disabled Mental 
61   HEALTHY KIDS SILVER  No Omitted 
66   QUALIFIED MEDICARE BENEFICIARY - SLMB120    No Omitted 
67   QUALIFIED MEDICARE BENEFICIARY - SLMB135 No Omitted 
68   QUALIFIED MEDICARE BENEFICIARY - QDWI No Omitted 
69   QMB No Omitted 
70   APTD/PHYSICAL/CATEGORICALLY NEEDY Yes Disabled Physical 
71   APTD/PHYSICAL/MONEY PAYMENT Yes Disabled Physical 
72   APTD-PHYSICAL/MEDICALLY NEEDY Yes Disabled Physical 
80   MEAD WITH ANB/APTD APPROVAL - BLIND Yes Disabled Physical 
81   MEAD WITH ANB/APTD APPROVAL - PHYSICAL Yes Disabled Physical 
82   MEAD WITH ANB/APTD APPROVAL - MENTAL Yes Disabled Mental 
83   MEAD ONLY APPROVAL - BLIND Yes Disabled Physical 
84   MEAD ONLY APPROVAL - PHYSICAL Yes Disabled Physical 
85   MEAD ONLY APPROVAL - MENTAL Yes Disabled Mental 

 

                                                           
* Age at beginning of the last month of reporting period is used to designate member as Child <=18 or Adult >18. 
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Appendix 3: Health Analysis Area Definitions 
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New Hampshire 
Health Service Area 

New Hampshire 
Health Service Area Zip Code Zip Code Zip Name Zip Name 

Berlin 00169 Sucess 
Berlin 03570 Berlin 
Berlin 03581 Gorham 
Berlin 03588 Milan 
Berlin 03593 Randolph 
Claremont 03603 Charlestown 
Claremont 03743 Claremont 
Colebrook 00170 Second College Grant 
Colebrook 00186 Ervings Location 
Colebrook 00187 Dix Grant 
Colebrook 03576 Colebrook 
Colebrook 03579 Errol 
Colebrook 03592 Pittsburg 
Colebrook 03597 West Stewartstown 
Concord 03046 Dunbarton 
Concord 03216 Andover 
Concord 03218 Barnstead 
Concord 03221 Bradford 
Concord 03224 Canterbury 
Concord 03225 Center Barnstead 
Concord 03229 Contoocook 
Concord 03234 Epsom 
Concord 03242 Henniker 
Concord 03244 Hillsboro 
Concord 03252 Lochmere 
Concord 03255 Newbury 
Concord 03258 Chichester 
Concord 03261 Northwood 
Concord 03263 Pittsfield 
Concord 03268 Salisbury 
Concord 03272 South Newbury 
Concord 03275 Suncook 
Concord 03278 Warner 
Concord 03280 Washington 
Concord 03301 Concord 
Concord 03302 Concord 
Concord 03303 Concord 
Concord 03304 Bow 
Concord 03305 Concord 
Concord 03307 Loudon 
Concord 03837 Gilmanton Iron Works 
Derry 03038 Derry 
Derry 03041 East Derry 
Derry 03073 North Salem 
Derry 03079 Salem 
Derry 03087 Windham 
Derry 03811 Atkinson 
Derry 03826 East Hampstead 
Derry 03841 Hampstead 
Derry 03873 Sandown 
Dover 03805 Rollinsford 
Dover 03820 Dover 
Dover 03821 Dover 
Dover 03822 Dover 
Dover 03823 Madbury 
Dover 03824 Durham 
Dover 03825 Barrington 
Dover 03869 Rollinsford 
Dover 03878 Somersworth 
Exeter 03042 Epping 
Exeter 03044 Fremont 
Exeter 03077 Raymond 
Exeter 03290 Nottingham 
Exeter 03291 West Nottingham 
Exeter 03819 Danville 
Exeter 03827 East Kingston 
Exeter 03833 Exeter 
Exeter 03842 Hampton 
Exeter 03844 Hampton Falls 
Exeter 03848 Kingston 
Exeter 03856 Newfields 
Exeter 03857 Newmarket 
Exeter 03858 Newton 
Exeter 03859 Newton Junction 
Exeter 03865 Plaistow 
Exeter 03874 Seabrook 
Exeter 03885 Stratham 
Franklin 03235 Franklin 

Franklin 03243 Hill 
Franklin 03276 Tilton 
Franklin 03298 Tilton 
Franklin 03299 Tilton 
Keene 03431 Keene 
Keene 03435 Keene 
Keene 03441 Ashuelot 
Keene 03443 Chesterfield 
Keene 03445 Sullivan 
Keene 03446 Swanzey 
Keene 03447 Fitzwilliam 
Keene 03448 Gilsum 
Keene 03450 Harrisville 
Keene 03451 Hinsdale 
Keene 03455 Marlborough 
Keene 03456 Marlow 
Keene 03457 Nelson 
Keene 03462 Spofford 
Keene 03464 Stoddard 
Keene 03465 Troy 
Keene 03466 West Chesterfield 
Keene 03467 Westmoreland 
Keene 03469 West Swanzey 
Keene 03470 Winchester 
Keene 03602 Alstead 
Keene 03604 Drewsville 
Keene 03607 South Acworth 
Keene 03608 Walpole 
Keene 03609 North Walpole 
Laconia 03220 Belmont 
Laconia 03226 Center Harbor 
Laconia 03227 Center Sandwich 
Laconia 03237 Gilmanton 
Laconia 03246 Laconia 
Laconia 03247 Laconia 
Laconia 03249 Gilford 
Laconia 03253 Meredith 
Laconia 03254 Moultonborough 
Laconia 03256 New Hampton 
Laconia 03259 North Sandwich 
Laconia 03269 Sanbornton 
Laconia 03289 Winnisquam 
Laconia 03883 South Tamworth 
Lancaster 00185 Kilkenny 
Lancaster 03582 Groveton 
Lancaster 03583 Jefferson 
Lancaster 03584 Lancaster 
Lancaster 03587 Meadows 
Lancaster 03590 North Stratford 
Lebanon 03230 Danbury 
Lebanon 03231 East Andover 
Lebanon 03233 Elkins 
Lebanon 03240 Grafton 
Lebanon 03257 New London 
Lebanon 03260 North Sutton 
Lebanon 03273 South Sutton 
Lebanon 03284 Springfield 
Lebanon 03287 Wilmot 
Lebanon 03601 Acworth 
Lebanon 03605 Lempster 
Lebanon 03741 Canaan 
Lebanon 03745 Cornish 
Lebanon 03746 Cornish Flat 
Lebanon 03748 Enfield 
Lebanon 03749 Enfield Center 
Lebanon 03750 Etna 
Lebanon 03751 Georges Mills 
Lebanon 03752 Goshen 
Lebanon 03753 Grantham 
Lebanon 03754 Guild 
Lebanon 03755 Hanover 
Lebanon 03756 Lebanon 
Lebanon 03765 Haverhill 
Lebanon 03766 Lebanon 
Lebanon 03768 Lyme 
Lebanon 03769 Lyme Center 
Lebanon 03770 Meriden 
Lebanon 03773 Newport 



New Hampshire 
Health Service Area Zip Code 

New Hampshire 
Health Service Area Zip Code Zip Name Zip Name 

Lebanon 03777 Orford 
Lebanon 03779 Piermont 
Lebanon 03781 Plainfield 
Lebanon 03782 Sunapee 
Lebanon 03784 West Lebanon 
Littleton 03561 Littleton 
Littleton 03574 Bethlehem 
Littleton 03580 Franconia 
Littleton 03585 Lisbon 
Littleton 03586 Sugar Hill 
Littleton 03595 Twin Mountain 
Littleton 03598 Whitefield 
Manchester 03032 Auburn 
Manchester 03034 Candia 
Manchester 03036 Chester 
Manchester 03037 Deerfield 
Manchester 03040 East Candia 
Manchester 03045 Goffstown 
Manchester 03053 Londonderry 
Manchester 03070 New Boston 
Manchester 03101 Manchester 
Manchester 03102 Manchester 
Manchester 03103 Manchester 
Manchester 03104 Manchester 
Manchester 03105 Manchester 
Manchester 03106 Hooksett 
Manchester 03107 Manchester 
Manchester 03108 Manchester 
Manchester 03109 Manchester 
Manchester 03110 Bedford 
Manchester 03111 Manchester 
Manchester 03281 Weare 
Nashua 03031 Amherst 
Nashua 03033 Brookline 
Nashua 03048 Greenville 
Nashua 03049 Hollis 
Nashua 03051 Hudson 
Nashua 03052 Litchfield 
Nashua 03054 Merrimack 
Nashua 03055 Milford 
Nashua 03057 Mont Vernon 
Nashua 03060 Nashua 
Nashua 03061 Nashua 
Nashua 03062 Nashua 
Nashua 03063 Nashua 
Nashua 03064 Nashua 
Nashua 03076 Pelham 
Nashua 03082 Lyndeborough 
Nashua 03086 Wilton 
North Conway 00168 Beans Purchase 
North Conway 00172 Hadleys Purchase 
North Conway 00173 Cutts Grant 
North Conway 00174 Beans Grant 
North Conway 00176 Sargents Purchase 
North Conway 00177 Pinkham Grant 
North Conway 00179 Chandlers Purchase 
North Conway 00180 Thompson/Meserves Purch 
North Conway 00181 Low and Burbanks Grant 
North Conway 00182 Crawfords Purchase 
North Conway 00183 Greens Grant 
North Conway 00184 Martins Location 
North Conway 03575 Bretton Woods 
North Conway 03589 Mount Washington 
North Conway 03812 Bartlett 
North Conway 03813 Center Conway 
North Conway 03817 Chocorua 
North Conway 03818 Conway 
North Conway 03832 Eaton Center 
North Conway 03838 Glen 
North Conway 03845 Intervale 
North Conway 03846 Jackson 
North Conway 03847 Kearsarge 
North Conway 03849 Madison 
North Conway 03860 North Conway 
North Conway 03875 Silver Lake 
North Conway 03890 West Ossipee 
Peterborough 03043 Francestown 
Peterborough 03047 Greenfield 

Peterborough 03071 New Ipswich 
Peterborough 03084 Temple 
Peterborough 03440 Antrim 
Peterborough 03442 Bennington 
Peterborough 03444 Dublin 
Peterborough 03449 Hancock 
Peterborough 03452 Jaffrey 
Peterborough 03458 Peterborough 
Peterborough 03461 Rindge 
Peterborough 03468 West Peterborough 
Plymouth 03215 Waterville Valley 
Plymouth 03217 Ashland 
Plymouth 03222 Bristol 
Plymouth 03223 Campton 
Plymouth 03232 East Hebron 
Plymouth 03241 Hebron 
Plymouth 03245 Holderness 
Plymouth 03251 Lincoln 
Plymouth 03262 North Woodstock 
Plymouth 03264 Plymouth 
Plymouth 03266 Rumney 
Plymouth 03274 Stinson Lake 
Plymouth 03279 Warren 
Plymouth 03282 Wentworth 
Plymouth 03293 Woodstock 
Portsmouth 03801 Portsmouth 
Portsmouth 03802 Portsmouth 
Portsmouth 03803 Portsmouth 
Portsmouth 03804 Portsmouth 
Portsmouth 03840 Greenland 
Portsmouth 03843 Hampton 
Portsmouth 03854 New Castle 
Portsmouth 03862 North Hampton 
Portsmouth 03870 Rye 
Portsmouth 03871 Rye Beach 
Rochester 03815 Center Strafford 
Rochester 03835 Farmington 
Rochester 03839 Rochester 
Rochester 03851 Milton 
Rochester 03852 Milton Mills 
Rochester 03855 New Durham 
Rochester 03866 Rochester 
Rochester 03867 Rochester 
Rochester 03868 Rochester 
Rochester 03884 Strafford 
Rochester 03887 Union 
Wolfeboro 03809 Alton 
Wolfeboro 03810 Alton Bay 
Wolfeboro 03814 Center Ossipee 
Wolfeboro 03816 Center Tuftonboro 
Wolfeboro 03830 East Wakefield 
Wolfeboro 03836 Freedom 
Wolfeboro 03850 Melvin Village 
Wolfeboro 03853 Mirror Lake 
Wolfeboro 03864 Ossipee 
Wolfeboro 03872 Sanbornville 
Wolfeboro 03882 Effingham 
Wolfeboro 03886 Tamworth 
Wolfeboro 03894 Wolfeboro 
Wolfeboro 03896 Wolfeboro Falls 
Wolfeboro 03897 Wonalancet 
Woodsville 03238 Glencliff 
Woodsville 03740 Bath 
Woodsville 03771 Monroe 
Woodsville 03774 North Haverhill 
Woodsville 03780 Pike 
Woodsville 03785 Woodsville 
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Appendix 4:  RHC and FQHC/LAL Practices Included in Study 

Federally Qualified Health Centers and Look-Alikes (FQHC/LAL) 
Ammonoosuc Community Health Services Inc 
Avis Goodwin Community Health Center 
Coos County Family Health Service Inc 
Families First Healthcare for the Homeless 
Families First of the Greater Seacoast 
Health First Family Care Center 
Indian Stream Health Center Inc. 
Lamprey Health Care Inc. 
Manchester Community Health 
Mid State Health Center 
 
Rural Health Clinics (RHCs) 
Associates in Medicine 
Charlestown Family Medicine 
Dartmouth-Hitchcock Clinic Plymouth 
David Fagan, MD 
Newfound Family Practice 
Newport Health Center 
Ossipee Tamworth Family Medicine 
Saco River Medical Group 
Summit Medical Group 
Tamworth Family Practice 
Weeks Hospital Association Groveton Clinic 
Weeks Hospital Association Lancaster Clinic 
Weeks Hospital Association Whitefield Clinic 
Westside Healthcare Services 
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Medicaid Administration - Salaries & Benefits 
010 61260000 

Highlights

NH DEPARTMENT OF HEALTH AND HUMAN SERVICES

OFFICE OF MEDICAID BUSINESS AND POLICY - POSITION LISTING

UPDATE: December 20, 2011

OMBP CLASSIFIED  POSITIONS IN FINAL BUDGET 62     

Position Tran to Admin Hearings (14946) (1)      

Position Numbers  12201, 12292 and 12408 Trans to OIS eff 4/1/11 (3)      

TOTAL CLASSIFIED POSITIONS 58     

3 Unfunded positions to be removed in SFY 2012 (14991, 14831 and 19143) (3)      

55     

Total Unclassified Positions 5       

60     

CONTRACTORS (Lotz, Gruette, Blackey) 3

TOTAL OMBP Unclassified, Classified and Contracted Positions 63     

• Fiscal Year 2012 appropriation for classes  Classes  010, 012 , 018 , 050  and 060 is $5,436,395
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Medicaid Administration - Salaries & Benefits 
010 61260000 

Highlights
Four positions remain vacant within OMBP:

Position number 12332, Administrator I, Medicaid Systems Unit,  the SJD for this position is being revised and a  
new waiver is being submitted to include the new responsibilities for this position. 

Position Number  40320, Planning Analyst, Health Information Unit, this position became vacant 7/16/10 and will 
not be filled at this time.

Position Number 41082, Program Specialist III, Medicaid Reimbursement Unit, this position is being revised and 
a new waiver is being submitted to include the new responsibilities for this position. 

Position Number 14785, Senior Management Analyst, Bureau of Research and Planning, DOP is currently 
reviewing the RIF list,  once this is complete, they will notify HR to either post the position internally to DHHS, or offer 
the position to a candidate on the list.

The following 3 positions have been moved to the OIS Unit effective 07/01/11

Position Number 12292, Business System Analyst II, Data Warehouse Unit

Position Number 12201, Program Specialist III, Data Warehouse Unit

Position Number 12408, Systems Development Specialist IV, Data Warehouse Unit

The following 3 positions will be abolished in SFY 2012 and 2013

Position Number 19143,  Program Specialist III, Business Operations, this position will be abolished.

Position Number 14991, Administrator II, Contracts Unit,  this position will be abolished.

Position Number 14831,  Administrator of Planning Coordination, Medicaid Systems Unit, this position will be 
abolished.
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Types of 

Classes

SFY 2012 

Original Budget

SFY 2012 

Budget 

Reductions

SFY 2012 

Adjusted 

Authorized

SFY 2012 Pending 

Transfer SFYTD 12 Costs

SFY 2012 Remaining 

Expense Projection Remaining Balance

Class 010 $3,047,618.00 $0.00 $3,047,618.00 $0.00 $1,472,432.47 $1,392,551.58 $182,633.95 #12332 Administrator I     (Possible fill date of  03/09/12)

Class 012 $521,999.00 $0.00 $521,999.00 $0.00 $271,821.88 $250,177.44 ($0.32) #40320 Planning Analyst/Data Systems  (Unknown at this time)

Class 018 $79,192.00 $0.00 $79,192.00 $0.00 $503.35 $15,000.00 $63,688.65 #41082 Prog Spec III (Possible fill date of 03/09/12)

Class 050 $49,843.00 $0.00 $49,843.00 $0.00 $0.00 $0.00 $49,843.00 #14785 Sr. Mgt Analyst (Possible fill date of 02/10/12)

Class 060 $1,811,401.00 $0.00 $1,753,737.00 $0.00 $722,760.03 $671,134.32 $359,842.65

Total $5,510,053.00 $0.00 $5,452,389.00 $0.00 $2,467,517.73 $2,328,863.34 $656,007.93

Current Vacancies

Medicaid Admin 

Staffing Costs

Classes 10,12,18,50,60

-

1,000,000

2,000,000

3,000,000

4,000,000

5,000,000

6,000,000

July Aug Sept Oct Nov Dec Jan Feb Mar Apr May June

Budget

Actual/Proj

4 positions remain vacant at this time.  Position Number 12332 is anticipated to be filled on 03/09/12.  We have revised the SJD and HR is currently reviewing.  The waiver for position number 40320 is on hold at 

the present time.   Position number 41082 is anticipated to be filled on 03/09/12.  We have revised the SJD and HR is currently reviewing. Once we have approved SJD's we can submit the waivers which are ready 

to be sent to the Commissioner's office.   A waiver for position number 14785 has been signed by Katie and sent over to the Commissioner on 9/20/11. DOP is reviewing the RIF list and once this review process is 

completed HR will post the position internally if a candidate has not been chosen off the list.  We received 2 applications for this position.
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Medicaid Administration - Operating Costs
010 61260000

Highlights

• Fiscal Year 2012 appropriation as of December 31, 2011  for the following 
classes  020, 022, 026, 030, 049, 066, 070, 080 = $362,170.

• Class 101 Medical Payments: This class line covers payments for the Non 
Qualified alien and Application Assistors.  The projected available balance in this 
class is anticipated to be $ 68,177. This class line also includes reimbursements 
of TPL client co-payments and two new co-pays, one for an orphan drug and 
another for a drug that is only available for purchase from another state.

• Class  512 Medical Transportation:

– The Transportation Unit has taken an active role in enforcing the rules 
and developing utilization review processes which have reduced fraud 
and abuse. 

– The projected available balance in this class line is anticipated to be 
$627,383
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Types of Classes

SFY 2012 Original 

Budget

SFY 2012 Budget 

Reductions

SFY 2012 Adjusted 

Authorized

Pending 

Transfers Encumbered SFYTD 12 Costs

SFY 2012 

Remaining 

Expense 

Projection

Remaining 

Balance 

Operating Costs $362,170.00 -$                      362,170.00$            -$                   13,701.96$          93,138.21$           149,098.98$         106,230.85$          

Medical Pymts to Providers $370,773.00 -$                      370,773.00$            -$                   -$                    151,297.58$         151,297.56$         68,177.86$            

Total $732,943.00 -$                732,943.00$            -$                   13,701.96$          244,435.79$         300,396.54$         174,408.71$          

Hightlights

Medicaid Admin 

Operating Costs

Classes 20,26,27,28,30,49,66,70,80

-

100,000

200,000

300,000

400,000

500,000

July Aug Sept Oct Nov Dec Jan Feb Mar Apr May June

Budget

Actual/Proj
Medicaid Admin

 Medical Payments to Providers

Class 101

10,000

110,000

210,000

310,000

410,000

510,000

610,000

July Aug Sept Oct Nov Dec Jan Feb Mar Apr May Jun

Budget

Actual/Proj

The projected surplus in Class 101 is anticipated to be $68,177.86.  First Quarter costs for 

SFY 2011 were $77,561.07 which is slightly lower than the first quarter costs of SFY 2012 

which are $151,297.58

`

The surplus in operating costs is a result of limiting the expenditures in classes, 20, 30, 66, 70 and 80. Second  Quarter Costs for Operating 

expenditures for SFY 2011 were $127,643.407 which is slightly higher than SFY 2012 Second Quarter Operating costs of $93,138.21
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Class Description

SFY 12 

Original 

Budget 

Amount

SFY 2012 

Budet 

Reductions

SFY 2012 

Adjusted 

Authorized

Pending 

Transfers

SFY12 Costs

SFY 2012          

Remaining 

Expense 

Projection

Projected 

Surplus(Deficit)

Medical Transportation $2,066,867 2,066,867$       -$             $561,114 $878,360 627,393$           

Note:  

Medical Transportation 
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Medicaid Administration
61260000 Medicaid Management Systems

Class 102 Medicaid Contracts - All other Contracts

• SFY 2012  6126 Class 102,  Contracts for Program Services,  Current appropriation for 
SFY 2012 is $ 3,886,377. There are currently 13 program and operational contracts 
encumbered in this appropriation. 

• The contracts encumbered in this appropriation are designated for various activities which 
include: Care Coordination Pilot Program, Disease Management, Radiology Prior 
Authorization, Dental consultants and DSH audit implementation (which was not included in 
the budget calculation).  
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Medicaid Administration
61340000 Medicaid Management Systems

Class 102 Medicaid Contracts – MMIS System (ACS)

SFY 2012 6134 Class 102, Contracts for Program Services, This appropriation has been moved 
and will now be managed by OIS in SFY 2012 under a new appropriation number 5952,  Class 102
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Enrollment Growth
Highlights

• Medicaid enrollment for the past 12 months has an average monthly growth rate 
of 0.05%. 

• The enrollment for December 2011 is 119,626 compared to December 2010 
enrollment of 119,845.  This demonstrates a 0.18% decrease from one year to 
the next.

• 47.9% is the average of total Medicaid members who receive services that are 
charged to fund code A for SFY 2011.  50.0% is the YTD average for SFY 2012.

• OMBP requested the following Enrollment during the Agency Phase:

– Agency Phase – 3.825% Actual Budget – 1.5%

• The current seasonally adjusted unemployment rate as for December 31, 2011 
is 5.1%.
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ROCK Monthly Review of Enrollment
Budgeted 

Enrollment

Actual 

Enrollment

% Change 

Prior Month

Jan'10 109,410      117,326      0.1%

Feb'10 109,766      118,060      0.6%

Mar'10 110,122      118,926      0.7%

Apr'10 110,480      119,503      0.5%

May'10 110,839      119,197      -0.3%

Jun'10 111,199      119,121      -0.1%

Jul'10 111,524      118,831      -0.2%

Aug'10 111,849      118,841      0.0%

Sep'10 112,175      119,213      0.3%

Oct'10 112,502      118,770      -0.4%

Nov'10 112,831      118,882      0.1%

Dec'10 113,160      119,845      0.8%

Jan'11 113,490      119,554      -0.2%

Feb'11 113,821      119,255      -0.3%

Mar'11 114,153      120,395      1.0%

Apr'11 114,486      120,532      0.1%

May'11 114,820      120,353      -0.1%

Jun'11 115,154      120,867      0.4%

Jul'11 121,018      119,814      -0.9%

Aug'11 121,169      119,628      -0.2%

Sep'11 121,321      119,916      0.2%

Oct'11 121,472      119,437      -0.4%

Nov'11 121,624      118,901      -0.4%

Dec'11 121,776      119,626      0.6%

Jan'12 121,929      3 Month Average % Change -0.08%

Feb'12 122,081      6 Month Average % Change -0.17%

Mar'12 122,234      12 Month Average % Change -0.01%

Apr'12 122,386      

May'12 122,539      

Jun'12 122,693      

Medicaid Enrollment by Month
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Suspended Claims
Highlights

•The American Recovery and Reinvestment Act of 2009 (ARRA) requires compliance for prompt payment of “clean” claims 
between 30 & 90 days of receipt by the State.  Failure to comply with these requirements would result in a loss of Federal 
Medical Assistance Percentage (FMAP).  Compliance of ARRA requires daily monitoring of suspended claims and continued 
vigilance to ensure prompt payments.  As of December 30, 2011 we have met all the prompt payment requirements and 
continue to successfully achieve our goals.

• OMBP is working on a Suspended claims processing project.  Efforts are being made to clean up any suspended claims that 
need to be processed to help lower the amount of liability being carried forward each year.  

•The suspended claims amount as of 12-30-11 was                 $14,029,874

•Total billed amount in HP/EDS locations                          $12,729,153  

•Total billed amount in State locations                          $  1,300,721

•HP/EDS: The highest dollar amount ($3,620,445) is suspended in Location 66 – Missing OI Payment Data. This location holds 
suspended claims while Other Insurance information is researched and then the claim is forwarded to the appropriate suspended 
location. An increase in the volume of providers submitting paper claims and the time consuming task of these being "scanned" 
by a human to find the EOB Code (explanation of benefits) to determine the other carrier/insurance provider and then manually 
enter the carrier code led to the increased dollar amount of suspended claims.  There is not a standardized claim form so the 
carrier code from the EOB could be anywhere on the form.

• State: Third Party Liability has the highest dollar amount ($721,453) suspended for Location 42 State TPL/Trauma. The state 
continues to review the process of claims suspending to certain locations and has streamlined the location descriptions to assist 
with this process. These claims are not included in ARRA compliancy calculation due to Third Party Liability exclusion.

•The total dollar amount for both HP/ES and State locations have increased by $7,616,220 from the last quarterly benchmark in 
September 2011.   The Medicaid Finance Unit continues to monitor and contact location managers when needed. 
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Suspended Claims ChartsSuspended Claims ChartsSuspended Claims ChartsSuspended Claims Charts
Month End Suspended Total By Manager For December  2011

$0

$2,000,000

$4,000,000

$6,000,000

$8,000,000

$10,000,000

$12,000,000

$14,000,000

Dec-10 Jan-11 Feb-11 Mar-11 Apr-11 May-11 Jun-11 Jul-11 Aug-11 Sep-11 Oct-11 Nov-11 Dec-11

HP/ES State

TOP FIVE SUSPENDED LOCATIONS FOR DECEMBER 2011

SKILLED NF NH

6%

HCBC

19%

PHYSICIAN SERV

15%

OUTPATIENT HOSP

34%

INPATIENT HOSP

26%



15

Provider Payments
010 61470000 101

Highlights

• SFY 2012 Provider Payments Appropriation  $245,187,303

Pending CHIPRA transfer $    4,546,464

• Revised Total Appropriation $249,733,767

Total Expenditures as of 12/31/11 $122,430,813

Total Remaining Projected Expenditures $126,940,103

Total Projected Surplus SFY 2012 $       362,851 

• The average weekly cost for the 2Q of SFY12 was $4,106,614 compared to 
$4,172,848 for the same period last year.  This is an 1.6% decrease in average 
weekly payments. 

• The average weekly claims increased 3.5% between 1Q SFY 12 $3,965,933 
and 2Q $4,106,614 for SFY12.
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OMBP Medicaid Provider Payments

Provider Payments - BCC Program

Catastrophic Aid - Outpatient Hospital

SFY 08 thru SFY 12 AVG Monthly Member, Patients & Cost

As of December 31, 2011
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AVG Monthly Member  107,415  114,393  124,411  127,898  132,644 

AVG Monthly Patient  50,641  56,609  61,020  61,076  64,614 

SFY Cost $275,312,536 $291,951,656 $323,519,351 $309,846,083 $340,171,769 

AVG Annual Cost per Patient $5,436.59 $5,157.30 $5,301.90 $5,073.11 $5,264.71 

SFY 08 SFY 09 SFY 10 SFY 11 SFY 12

AVG Annualized Cost per 

Patient % Change

3.78%

Note:                                       

Data Sources:  MARS Patient Count Excluding Drugs Query & MMISCAL Report
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Fund Code A OMBP Provider Payments SFY 08 to SFY 12 YTD
System Claims Payments 

Quarterly Weekly Average Comparison Payments

$-
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$5,000,000

SFY 08  $3,163,942  $3,552,038  $3,489,091  $3,529,977 

SFY 09  $3,727,362  $3,646,406  $3,868,315  $4,154,758 

SFY 10  $4,302,689  $4,537,537  $4,166,336  $4,348,490 

SFY 11  $3,931,502  $4,172,848  $4,153,155  $4,558,236 

SFY 12  $3,965,933  $4,106,614 

July-September October-December January-March April-June
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Quarterly - Monthly Average

Inpatient and Outpatient Services

INPATIENT 

HOS PITAL

SFY 10 1Q 

Monthly AVG

SFY 10 2Q 

Monthly AVG

SFY 10 3Q 

Monthly AVG

SFY 10 4Q 

Monthly AVG

SFY 11 1Q 

Monthly AVG

SFY 11 2Q 

Monthly AVG

SFY 11 3Q 

Monthly AVG

SFY 11 4Q 

Monthly AVG

SFY 12 1Q 

Monthly AVG

SFY 12 2Q 

Monthly AVG

Patients 1,752 2,015 1,685 1,746 1,643 1,863 1,578 1,829 1,765 1,603

Service Count 239,141 256,071 237,239 259,014 241,840 262,283 237,914 301,074 257,383 241,867

Total Cost of 

Coverage 5,839,250$    5,476,044$     4,906,596$      5,159,865$      4,499,498$     5,083,579$     4,274,730$      5,797,484$      4,706,167$      4,680,062$     

Quarterly Cost per 

Patient 3,280$           2,788$            2,918$             2,949$             2,736$            2,730$            2,705$             3,166$             2,679$             2,912$            

Quarterly Cost per 

Service 24$                22$                 21$                  20$                  19$                 19$                 18$                  19$                  18$                  19$                 

% of Members 

w/Inpatient Hospital 

Costs 1.4% 1.6% 1.3% 1.4% 1.3% 1.5% 1.2% 1.4% 1.4% 1.2%

OUTPATIENT 

HOS PITAL

SFY 10 1Q 

Monthly AVG

SFY 10 2Q 

Monthly AVG

SFY 10 3Q 

Monthly AVG

SFY 10 4Q 

Monthly AVG

SFY 11 1Q 

Monthly AVG

SFY 11 2Q 

Monthly AVG

SFY 11 3Q 

Monthly AVG

SFY 11 4Q 

Monthly AVG

SFY 12 1Q 

Monthly AVG

SFY 12 2Q 

Monthly AVG

Patients 22,000 22,125 20,251 21,704 20,115 22,410 19,699 22,674 30,410 21,457

Service Count 159,217 162,681 153,815 157,324 149,829 171,728 139,362 164,883 166,956 151,801

Total Cost of 

Coverage 6,557,959$    6,707,417$     6,257,505$      5,737,798$      4,979,330$     5,903,089$     4,862,376$      5,692,841$      5,144,997$      5,312,918$     

Quarterly Cost per 

Patient 298$              302$               309$                262$                247$               263$               246.68$           249.28$           198$                247$               

Quarterly Cost per 

Service 41$                41$                 41$                  36$                  33$                 34$                 34.90$             34.35$             31$                  35$                 

% of Members w / 

Outpatient Hospital 

Costs 18.1% 17.8% 16.2% 17.1% 15.9% 17.5% 15.4% 17.5% 23.5% 16.6%
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Quarterly - Monthly Average

Physician and Dental Services

PHYS ICIAN 

S ERVICES

SFY 10 1Q 

Monthly AVG

SFY 10 2Q 

Monthly AVG

SFY 10 3Q 

Monthly AVG

SFY 10 4Q 

Monthly AVG

SFY 11 1Q 

Monthly AVG

SFY 11 2Q 

Monthly AVG

SFY 11 3Q 

Monthly AVG

SFY 11 4Q 

Monthly AVG

SFY 12 1Q 

Monthly AVG

SFY 12 2Q 

Monthly AVG

Patients 34,555 42,541 40,341 40,059 36,678 43,017 37,780 41,016 38,847 40,892

Service Count 113,258 145,160 136,466 136,082 120,501 152,569 118,708 134,175 128,071 135,110

Total Cost of 

Coverage 4,259,349$      4,773,878$     4,842,016$     5,092,021$     4,384,643$     5,045,982$     4,535,609$     5,097,938 4,800,478$     4,849,206$     

Quarterly Cost per 

Patient 123$                112$               120$               127$               119$               117$               120$               123 123$               118$               

Quarterly Cost per 

Service 38$                  33$                 36$                 37$                 36$                 33$                 38$                 38 38$                 36$                 

% of Members 

w/Physician Services 

Costs 28.5% 34.2% 32.3% 31.5% 28.9% 33.7% 29.6% 31.7% 30.1% 31.7%

DENTAL S ERVICES

SFY 10 1Q 

Monthly AVG

SFY 10 2Q 

Monthly AVG

SFY 10 3Q 

Monthly AVG

SFY 10 4Q 

Monthly AVG

SFY 11 1Q 

Monthly AVG

SFY 11 2Q 

Monthly AVG

SFY 11 3Q 

Monthly AVG

SFY 11 4Q 

Monthly AVG

SFY 12 1Q 

Monthly AVG

SFY 12 2Q 

Monthly AVG

Patients 9,299 10,604 9,565 10,590 9,626 10,936 8,938 11,107 10,599 10,465

Service Count 32,846 37,619 33,125 36,623 32,733 38,841 30,118 38,713 37,342 36,691

Total Cost of 

Coverage 1,782,254$      1,982,024$     1,760,992$     1,938,908$     1,750,599$     2,054,541$     1,580,852$     2,011,277$     1,927,427$     1,875,474$     

Quarterly Cost per 

Patient 191$                186$               184$               182$               182$               187$               177$               181 182$               179$               

Quarterly Cost per 

Service 54$                  53$                 53$                 53$                 54$                 53$                 53$                 $52 52$                 51$                 

% of Members 

w/Dental Services 

Costs 7.7% 8.5% 7.6% 8.3% 7.6% 8.6% 7.0% 8.6% 8.2% 8.1%
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Quarterly - Monthly Average

Durable Medical Equipment and Rural Health 
Clinic Services

DURABLE MEDICAL 

EQUIPMENT

SFY 10 1Q 

Monthly AVG

SFY 10 2Q 

Monthly AVG

SFY 10 3Q 

Monthly AVG

SFY 10 4Q 

Monthly AVG

SFY 11 1Q 

Monthly AVG

SFY 11 2Q 

Monthly AVG

SFY 11 3Q 

Monthly AVG

SFY 11 4Q 

Monthly AVG

SFY 12 1Q 

Monthly AVG

SFY 12 2Q 

Monthly AVG

Patients 4,380 4,315 4,115 4,303 4,244 4,610 4,366 4,683 4,781 4,788

Service Count 14,622 14,020 13,195 14,224 13,868 15,061 13,888 15,248 16,046 14,845

Total Cost of Coverage 1,179,178$     1,158,908$     1,138,002$     1,220,506$     1,159,749$     1,273,004$     1,233,230$     1,294,625$     1,383,667$     1,214,579$     

Quarterly Cost per 

Patient 269$               268$               276$               284$               273$               276$               282$               275$               289$               252$               

Quarterly Cost per 

Service 82$                 83$                 87$                 86$                 85$                 85$                 89$                 85$                 86$                 82$                 

% of Members w/DME 

Costs 3.6% 3.5% 3.3% 3.4% 3.3% 3.6% 3.4% 3.6% 3.7% 3.7%

RURAL HEALTH 

CLINIC

SFY 10 1Q 

Monthly AVG

SFY 10 2Q 

Monthly AVG

SFY 10 3Q 

Monthly AVG

SFY 10 4Q 

Monthly AVG

SFY 11 1Q 

Monthly AVG

SFY 11 2Q 

Monthly AVG

SFY 11 3Q 

Monthly AVG

SFY 11 4Q 

Monthly AVG

SFY 12 1Q 

Monthly AVG

SFY 12 2Q 

Monthly AVG

Patients 5,897 6,493 6,166 6,075 5,493 6,678 5,652 6,729 6,063 6,345

Service Count 10,164 11,290 10,451 10,339 9,271 11,491 9,377 11,530 10,208 9,822

Total Cost of Coverage 1,067,723$     1,173,453$     1,139,147$     1,148,140$     1,029,775$     1,269,167$     999,823$        1,258,553$     1,124,553$     1,168,180$     

Quarterly Cost per 

Patient 181$               181$               185$               189$               187$               190$               177$               186$               185 184

Quarterly Cost per 

Service 105$               104$               109$               111$               111$               111$               107$               109$               111 119

% of Members w/RHC 

Costs 4.9% 5.2% 4.9% 4.8% 4.3% 5.2% 4.4% 5.2% 4.7% 4.9%



21

Medicare A & B Program
Highlights

• Medicare A and B is a buy in program that allows the State to pay a premium for 
Medicare clients who would also qualify for Medicaid.  Part A pays for inpatient 
hospital stays, hospice care, care in SNF and some home health care. Part B 
pays for physician services, outpatient services, durable medical equipment, and 
some medical services not covered by Part A.

• Costs were budgeted in Provider Payments 010-61470000-101 at $31,537,445 
and was budgeted at a 21.4% increase over SFY 2011 actual costs.

• Currently there are 19,168 enrollees through December 31, 2011, compared to 
17,707 enrollees through December 31, 2010, an increase of 8.3%.

• SFY 2012 costs are projected at $27.7M compared to $26.2M in SFY 2011 for 
an increase of 5.3%.

• Rate increases are effective January 1st – Part A has increased from $450.00 to 
$451.00 a 0.2% increase. Part B has decreased from $115.40 to $99.90 a 
13.4% decrease.
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 Part A Hospital Insurance Rate Changes

Calendar Year 2008 - 2012

$400.00

$410.00

$420.00

$430.00

$440.00

$450.00

$460.00

$470.00

 Part A Hospital Insurance Rate  $423.00  $443.00  $461.00  $450.00  $451.00 

2008 2009 2010 2011 2012

4.1% Rate 

increase

3.2% Rate 

increase

4.7% Rate 

Increase

-2.4% Rate 

decrease

0.2% Rate 

Increase

Part B Supplementary Medical Insurance Rate Changes

Calendar Year 2008 - 2012

$85.00

$90.00

$95.00

$100.00

$105.00

$110.00

$115.00

$120.00

Part B Supplementary Medical Insurance

Rate

 $96.40  $96.40  $110.50  $115.40  $99.90 

2008 2009 2010 2011 2012

-13.4% Rate 

decrease

3.1% Rate 

Increase

0.0% Rate 

Increase

14.6% Rate 

increase

4.4% Rate 

Increase

 Medicare Part A & B Premium Costs

SFY 2008 - SFY 2012e

$-

$5,000,000

$10,000,000

$15,000,000

$20,000,000

$25,000,000

$30,000,000

$35,000,000

Budget  $20,571,487  $25,837,750  $24,949,721  $27,633,249  $31,537,445 

Actual  $17,114,843  $18,887,638  $22,211,427  $26,269,486  $27,655,048 

% Change in Annual Costs 13.0% 10.4% 17.6% 18.3% 5.3%

SFY 2008 SFY 2009 SFY 2010 SFY 2011 SFY 2012e
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Hospice Program
Highlights

• Hospice is defined as End-of-life care for a Medicaid recipient.  

• A person becomes eligible for hospice when they elect the Hospice program and services. 
When electing Hospice care the Medicaid recipient chooses to no longer be eligible for 
traditional Medicaid services for any service related to their hospice disease. 

• Once a recipient elects hospice, all services are then provided by and paid by the Hospice 
provider.  The Hospice Provider will manage any services related to the disease and 
Medicaid no longer pays for any related services.  However, if the service is not related to 
their hospice disease then their traditional Medicaid coverage will pay for these unrelated 
services. For example if a recipient is enrolled in the Hospice Program and they fall and 
break their arm, their traditional Medicaid coverage would be responsible for any cost 
associated with the treatment of the condition.

• The total expenditures as of December 31, 2011 were $667,107.  We have currently paid 
claims for 99 recipients with an average cost of $6,738 per a recipient.

• There are currently 28 enrolled providers.

• As of December 31, 2011 there are 116 admissions to the program. 114 adults and 2 
children.

• Average recipient age is 62 

• There have been 69 deaths.

• There were 53 receiving their care at Home, 54 in a nursing home, 9 in a Hospice House 
and 0 in a General inpatient setting.
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Catastrophic Payments
010 61470000 559

Highlights
The Catastrophic fund is used to pay requests for inpatient hospital expenses where the 
DRG and other medical payments have not paid up to 65% of the charged amount, where 
the original payment percent is 25 or less, the relative weight is 4.0 or greater and the stay is 
30 days or longer.

SFY12 Appropriation - $0.00

Catastrophic payments have been suspended for SFY 2012 as part of continuing 
budget reductions. 

• The inpatient hospital provider must submit a request for the difference of the additional 
funds.  The requirements are a copy of the original remittance advice of the payment along 
with a list of patients or a copy of the UB form.

• The payment of the Catastrophic funds is monthly with a bi-annual cap of half the 
appropriation expended July through December, the other half January through June.  

• The method used for calculating payment to a hospital is based on the requests submitted.  
The request must be received in OMBP by the 15th of the following month that the claim(s) 
was paid.  On the business day following the 15th, requests will be prioritized by discharge 
date of the requests submitted and payment will be made up to the bi-annual cap amount.
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Outpatient Hospital
010 61470000 565

Highlights

• SFY12 Outpatient Hospital Appropriation: $ 68,958,156.

• Anticipated Dept Transfer 02-15-12 $14,936,218.

– Adjusted Authorized Appropriation $ 83,894,374.

• Total Expenses $ 90,254,609.

Surplus/ (Deficit) ($ 6,610,255).

• Outpatient Hospital expenses in 2nd quarter of SFY12 were $16,071,806 or 
23.3% of the appropriation.

• The 2nd quarter average weekly system claim expense was $1,269,392 
compared to $1,309,049 for 2nd quarter of SFY2011, a 3.0% decrease.

• Payment methodology for Radiology & Therapy Services was reverted back to 
cost based effective January 6, 2012.  Payment adjustment for dates of service 
beginning April 1, 2010, is being processed in the 3rd quarter, approximately $10 
million general funds.
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Fund Code A OMBP Outpatient Hospital Payments SFY07 to SFY12 YTD

Fiscal Quarter Average of Monthly System Claims Payment

$-

$1,000,000

$2,000,000

$3,000,000

$4,000,000

$5,000,000

$6,000,000

$7,000,000

$8,000,000

SFY 07  $4,683,199  $5,057,033  $5,393,522  $5,456,092 

SFY 08  $5,321,318  $6,461,066  $6,495,106  $6,908,331 

SFY09  $6,795,270  $6,603,498  $5,009,639  $6,394,771 

SFY10  $6,790,928  $6,929,876  $6,505,178  $6,026,156 

SFY11  $5,230,586  $6,108,893  $5,012,919  $5,876,717 

SFY12  $5,795,005  $5,500,698 

July-September October-December January-March April-June



27

SCHIP Program
010 61380000 560

Highlights
• SFY 2012 SCHIP Program Appropriation $16,390,854
• Pending CHIPRA Transfer $  5,809,444
• Total Appropriation $22,200,298
• Total Expenditures as of 12-31-11 $10,658,603
• Total Remaining Projected Expenditures $11,464,887
• Total Projected Surplus for SFY 2012 $       76,808

•On June 25th, JLCAR approved rules which increases co-pays that NH CHIP families will pay for selected health benefits
under the current Healthy Kids "Silver"  plan provided through Harvard Pilgrim Healthcare. 
•Occupational , Physical and Speech Therapy cost share increase from $5 per visit to $10 per visit.
•"Specialty" office visits  increase from $10 per visit to $20 per visit.  Non-specialty physician services will remain at $10 
per visit and preventive visits and services continue to have no co-pay.
•Emergency room care that does not result in hospitalization increase from $50 per ER visit to $100 per visit.
•The "tiered" prescription co-pays increase from $5/$10/$25 to $10/$20/$30.
•Co-pay increases took effect on July 1, 2010.  Families were informed, in advance and in writing, of this pending 
increase.  Following the approved rule change, all enrolled families were again notified, in writing, of the increases and 
date of effect.  Due to the State Plan Amendment #6 not being processed timely, CMS has requested that a refund for the 
co-pays be issued to the families for the period of July 1, 2010 to January 2, 2011.
•The co-payment refund was issued to members on December 29, 2011.   The State Plan Amendment was approved by 
CMS on December 21, 2011.
•The CHIPRA FQHC/RHC CHIP wraparound payment went into effect in December 2011. FQHCs and RHCs may 
submit invoices from October 1, 2009 to present day.
•The CHIPRA Orthodontic benefit for 'Healthy Kids' Silver members went into effect on July 1, 2011.
•Chapter Law 224:43, Laws of 2011, required the Department to submit a Title XXI State Plan Amendment to administer 
the Children's Health Insurance Program with the Department commencing upon implementation of Medicaid Managed 
Care.  The Commissioner shall operate the Children's Health Insurance Program utilizing the program model that 
demonstrates the greatest efficiency and value which includes but is not limited to: Medicaid Expansion, accountable care 
organization or risk-based managed care models.  Effectively, this transfers the administration of NH's CHIP from New 
Hampshire Healthy Kids Corporation to the Department.  It was determined that a Medicaid Expansion would be the 
program model for CHIP once it is under the Departments direction.  The transition will occur on July 1, 2012.
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SFY 12 

Actual

SFY 

12 Net

SFY 11 

Actual

SFY 11 

Net

SFY '10 

Actual

SFY '10 

Net

SFY '09 

Actual

SFY '09 

Net

July 8,682 29 8,322 43 7,758 84 7,819 62

Aug 8,688 6 8,340 18 7,731 -27 7,888 69

Sept 8,785 97 8,391 51 7,803 72 7,991 103

Oct 8,781 -4 8,469 78 7,868 65 8,072 81

Nov 8,962 181 8,576 107 7,978 110 8,250 178

Dec 8,980 18 8,641 65 3.7% 8,047 69 6.6% 8,332 82 4.6%

Jan 8,607 -34 8,088 41 8,315 -17

Feb 8,609 2 8,042 -46 8,294 -21

March 8,395 -214 8,050 8 7,501 -793

April 8,451 56 8,105 55 7,531 30

May 8,577 126 8,182 77 7,584 53

June 8,653 76 8,279 97 7,674 90

Total 327 374 95,931 605 95,251 -83

Average 54.5 31.16667 7,994 50 7,938 -7

Trends in Net Change

Data and Graph of net change in enrollment beginning SFY '09

HK Silver Enrollment Trends
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Month

 Actual 

Enrollment 

 Projected 

Enrollment 

Net 

Change

Growth 

Rate

Total 

Member 

Months Month

 Actual 

Enrollment 

 Projected 

Enrollment 

Net 

Change

Growth 

Rate

Total 

Member 

Months Month Silver % Gold %

 Total 

Enrollment 

Jul-07 7,255         70 1.0% Jul-07 63,588       (682) -1.1% Jul-07 10% 90% 70,843      

Aug-07 7,333         78 1.1% Aug-07 63,647       59 0.1% Aug-07 10% 90% 70,980      

Sep-07 7,315         (18) -0.2% Sep-07 63,458       (189) -0.3% Sep-07 10% 90% 70,773      

Oct-07 7,382         67 0.9% Oct-07 63,314       (144) -0.2% Oct-07 10% 90% 70,696      

Nov-07 7,527         145 2.0% Nov-07 63,841       527 0.8% Nov-07 11% 89% 71,368      

Dec-07 7,590         63 0.8% Dec-07 63,605       (236) -0.4% Dec-07 11% 89% 71,195      

Jan-08 7,590         0 0.0% Jan-08 64,120       515 0.8% Jan-08 11% 89% 71,710      

Feb-08 7,568         (22) -0.3% Feb-08 64,304       184 0.3% Feb-08 11% 89% 71,872      

Mar-08 7,166         (402) -5.3% Mar-08 65,250       946 1.5% Mar-08 10% 90% 72,416      

Apr-08 7,381         215 3.0% Apr-08 64,445       (805) -1.2% Apr-08 10% 90% 71,826      

May-08 7,597         216 2.9% May-08 64,646       201 0.3% May-08 11% 89% 72,243      

Jun-08 7,736         139 1.8% 89,440    Jun-08 64,914       268 0.4% 769,132 Jun-08 11% 89% 72,650      

Jul-08 7,808         72 0.9% Jul-08 70,541       5627 8.7% Jul-08 10% 90% 78,349      

Aug-08 7,886         78 1.0% Aug-08 70,404       (138) -0.2% Aug-08 10% 90% 78,290      

Sep-08 7,966         80 1.0% Sep-08 66,409       (3995) -5.7% Sep-08 11% 89% 74,375      

Oct-08 8,024         58 0.7% Oct-08 67,223       814 1.2% Oct-08 11% 89% 75,247      

Nov-08 8,213         189 2.4% Nov-08 67,327       104 0.2% Nov-08 11% 89% 75,540      

Dec-08 8,298         85 1.0% Dec-08 68,080       753 1.1% Dec-08 11% 89% 76,378      

Jan-09 8,280         (18) -0.2% Jan-09 68,466       386 0.6% Jan-09 11% 89% 76,746      

Feb-09 8,264         (16) -0.2% Feb-09 69,314       848 1.2% Feb-09 11% 89% 77,578      

Mar-09 7,479         (785) -9.5% Mar-09 70,902       1588 2.3% Mar-09 10% 90% 78,381      

Apr-09 7,510         31 0.4% Apr-09 72,196       1294 1.8% Apr-09 9% 91% 79,706      

May-09 7,559         49 0.7% May-09 72,473       277 0.4% May-09 9% 91% 80,032      

Jun-09 7,654         95 1.3% 94,941    Jun-09 73,078       605 0.8% 836,413 Jun-09 9% 91% 80,732      

Jul-09 7,726         72 0.9% Jul-09 73,523       445 0.6% Jul-09 10% 90% 81,249      

Aug-09 7,706         (20) -0.3% Aug-09 73,690       167 0.2% Aug-09 9% 91% 81,396      

Sep-09 7,763         57 0.7% Sep-09 74,298       608 0.8% Sep-09 9% 91% 82,061      

Oct-09 7,825         62 0.8% Oct-09 75,038       740 1.0% Oct-09 9% 91% 82,863      

Nov-09 7,938         113 1.4% Nov-09 75,415       377 0.5% Nov-09 10% 90% 83,353      

Dec-09 8,021         83 1.0% Dec-09 75,923       508 0.7% Dec-09 10% 90% 83,944      

Jan-10 8,073         52 0.6% Jan-10 76,006       83 0.1% Jan-10 10% 90% 84,079      

Feb-10 8,020         (53) -0.7% Feb-10 76,474       468 0.6% Feb-10 9% 91% 84,494      

Mar-10 8,030         10 0.1% Mar-10 76,865       391 0.5% Mar-10 9% 91% 84,895      

Apr-10 8,083         53 0.7% Apr-10 77,281       416 0.5% Apr-10 9% 91% 85,364      

May-10 8,157         74 0.9% May-10 77,133       (148) -0.2% May-10 10% 90% 85,290      

Jun-10 8,260         103 1.3% 95,602    Jun-10 77,096       (37) 0.0% 908,742 Jun-10 10% 90% 85,356      

Jul-10 8,303         43 0.5% Jul-10 76,840       (256) -0.3% Jul-10 10% 90% 85,143      

Aug-10 8,320         17 0.2% Aug-10 76,637       (203) -0.3% Aug-10 10% 90% 84,957      

Sep-10 8,371         51 0.6% Sep-10 77,169       532 0.7% Sep-10 10% 90% 85,540      

Oct-10 8,424         53 0.6% Oct-10 76,956       (213) -0.3% Oct-10 10% 90% 85,380      

Nov-10 8,538         114 1.4% Nov-10 77,006       50 0.1% Nov-10 10% 90% 85,544      

Dec-10 8,617         79 0.9% Dec-10 77,574       568 0.7% Dec-10 10% 90% 86,191      

Jan-11 8,642         25 0.3% Jan-11 77,540       (34) 0.0% Jan-11 10% 90% 86,182      

Feb-11 8,594         (48) -0.6% Feb-11 77,341       (199) -0.3% Feb-11 10% 90% 85,935      

Mar-11 8,357         (237) -2.8% Mar-11 78,046       705 0.9% Mar-11 10% 90% 86,403      

Apr-11 8,413         56 0.7% Apr-11 78,148       102 0.1% Apr-11 10% 90% 86,561      

May-11 8,532         119 1.4% May-11 78,105       (43) -0.1% May-11 10% 90% 86,637      

Jun-11 8,619         87 1.0% 101,730 Jun-11 78,291       186 0.2% 929,653 Jun-11 10% 90% 86,910      

Jul-11 8,642         23 0.3% Jul-11 77,722       (569) -0.7% Jul-11 10% 90% 86,364      

Aug-11 8,661         19 0.2% Aug-11 77,555       (167) -0.2% Aug-11 10% 90% 86,216      

Sep-11 8,739         78 0.9% Sep-11 77,800       245 0.3% Sep-11 10% 90% 86,539      

Oct-11 8,744         5 0.1% Oct-11 77,551       (249) -0.3% Oct-11 10% 90% 86,295      

Nov-11 8,914         170 1.9% Nov-11 77,258       (293) -0.4% Nov-11 10% 90% 86,172      

Dec-11 8,938         24 0.3% Dec-11 77,438       180 0.2% Dec-11 10% 90% 86,376      

Healthy Kids Silver Medicaid Kids Gold Total Enrollment and Percentages
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Pharmacy Agency Income Responsibility

Department of Health and Human Services: Reduction in Appropriation. In the event that estimated restricted 
revenues collected by the Department of Health and Human Services in the aggregate are less than 
budgeted, during the biennium ending June 30, 2013, the total appropriations to the Department of Health and 
Human Services shall be reduced by the amount of the shortfall in either actual or projected revenue. The 
Commissioner of the Department of Health and Human Services shall notify the Bureau of Accounting, in 
writing, no later than April 1st of each year as to precisely which line item appropriation and in what specific 
amount reductions are to be made in order to fully compensate for the total revenue deficits.

• Restricted Revenue collected for Pharmacy Agency Income, by quarter:

Agency Income Budget: $18,851,601

Total GF Received to Date through 12/31/11          $14,222,659
Projected GF Agency Income $11,270,093

Total Agency Income $25,492,752

Less Agency Income Budget $18,851,601

$6,694,674  

Less GF portion of Rebate FY 2011 AR                  ($6,422,168)  

Estimated Surplus/(Deficit) $272,506
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Pharmacy Services - Drugs
010 61430000 100

Highlights
SFY12 Drug Expenditure Appropriation: $ 95,141,845

Less Dept Transfer $ (1,466,000)

SFY12 Projected Expenditure $ 91,857,546

Surplus/(Deficit) $   1,818,299

• The expenditures were  lower than projections, but higher than last years 
expenditures by 3.45% for the first two quarters of the SFY.

• The SFY12 appropriation is 6.8% higher than the total spend for SFY11.

• Average Expenditures per cycle by year, by quarter:

Q1 Q2                     Q3 Q4

– SFY 09 $2,758,317      $2,961,112      $3,128,274         $3,223,180

– SFY 10 $3,135,579      $3,304,840      $3,353,919         $3,416,035

– SFY 11 $3,238,428      $3,384,768      $3,463,145         $3,591,529

– SFY 12    $3,400,179      $3,477,234

Note : Fast Mac Pricing methodology to be implemented as of 10/1/11.  Pricing 
method estimated  to save and additional $4.5 million.  



32

Copay Amt Rx Count Total Brand Rx Count Total Generic Rx Count Single Source Yn Compound Yn

$1.00 117,918 117,918 0 N N

1,422 1,422 0 Y N

$2.00 6,296 6,296 0 N N

212 212 0 Y

22,641 22,641 0 Y N

Client Share $177,638

$1 copays are for generics or brand drugs paid at generic pricing

$2 copays are for brand drugs that are medically necessary w/generics avaialbe

Brand drugs that do not have generics available and compounds

A compound is defined as: pharmaceutical product prepared by the pharmacist using more than one ingredient

Out of 319,343 drug perscriptions a copay was collected on 148,489 (46%)

Co Pays
Medicaid Clients are to pay a co-payment of $1 for generic or 

$2 for brand medicine, except if the client is in a nursing facility; is part of the Home Community 
Based Care (HCBC); receiving services that are related to a pregnancy or a condition that may 

complicate a pregnancy; they are under the age of 18; the medicine is for a family planning 
product; the prescription is for Clozaril (Clozapine).
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Third Party Liability 
Pharmacy Mail Order Reimbursement

The TPL Pharmacy mail order reimbursement program allows Medicaid beneficiaries that 
have private health plans which require them to purchase maintenance prescription drugs 
through a mail order benefit, to have their co-payment reimbursed by Medicaid. Medicaid 
clients are not required to utilize a third party resource if it means that they would have to 
pay out-of- pocket costs. Generally, they choose to get their drugs at a retail pharmacy and 
leave Medicaid to cover the full cost.  This program allows States to reimburse clients the 
co-payment amounts as an administrative expense with a 50% federal match rate.

• State Agency Regional Bulletin No. 2007-07 provided options for states to use when 
reimbursing Medicaid beneficiaries for co-payments.  New Hampshire chose the option of 
reimbursing the client their co-payments as an administrative expense.  The table below 
illustrates the cost of the prescriptions if they had gone through the PBM system, less the 
co-payments, for the total savings for the number of clients utilizing the program.

Unduplicated Clients       Prescription Cost Co-Payment Cost Savings

1Q SFY12              19 $21,643 $1,255 $20,388

2Q SFY12              20 $35,032                              $1,308             $33,724
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The high month amounts in the Drug Expenditure, Prescriptions Drug Utilizer, and Claims per Utilizer charts are due to those months having 3 payment cycles .

OMBP Monthly Prescription Drug Expenditures
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Total OMBP Prescription Drug Utilizers
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SFY 2010 33,542 32,773 33,982 42,834 38,487 35,821 35,768 38,576 38,284 45,733 37,799 36,709

SFY 2011 35,065 34,868 35,332 43,710 37,512 37,436 36,482 37,687 38,785 46,903 39,238 37,369

SFY 2012 35,135 34,743 42,050 36,492 37,358 37,041
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Cost per Claim Before Rebates OMBP
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SFY 2010 $70.22 $71.77 $69.82 $68.16 $67.14 $70.04 $68.53 $67.80 $69.96 $68.78 $68.52 $70.05 

SFY 2011 $69.34 $69.86 $68.43 $68.25 $66.85 $70.21 $68.63 $71.67 $70.79 $71.36 $68.79 $71.20 

SFY 2012 $71.76 $72.48 $73.64 $70.20 $72.71 $73.57 
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OMBP Medicaid Drug Rebates (in Thousands)
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OMBP Claims per Utilizer
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SFY 2010  2.64  2.69  2.64  3.36  2.61  2.62  2.60  2.62  2.63  3.29  2.64  2.65 

SFY 2011  2.65  2.68  2.67  3.39  2.67  2.62  2.58  2.63  2.63  3.28  2.66  2.62 

SFY 2012  2.64  2.68  3.36  2.66  2.59  2.58 

July Aug Sept Oct Nov Dec Jan Feb Mar April May June

Dec-10 Dec-11 % change Dec-10 Dec-11 % Change

$6,876,512 $7,024,226 2.1% 97,946     95,475     -2.52%

Estimated Rebate % 48% 49% $36.30 $37.32 2.80%

Expenditure net of Rebate $3,555,863 $3,563,223 0.2%

SFY11 SFY12 % Change

627,139 616,196 -1.74%

Cumulative Expenditure $43,123,945 $44,664,652 3.6%

Avg Cost per Claim 

after Rebates

Total Expenditures Total  Claims

$72.48

Year To Date Claims

YTD Cost per Claim 

before Rebates $68.76 5.41%

Dec-10 Dec-11 % Change % of Budget

37,512     37,358    -0.41% $93,675,845

2.61 2.56 -2.12% $44,664,652 47.68%

$47,214,815 50.40%

SFY11 SFY12 % Change $91,879,467 98.08%

223,923 222,819 -0.49%

2.80

Adjusted Budget

Cumulative Expenditure

Projected Expenditure

Total Expenditures

COMPARISON TO ADJUSTED BUDGET

Number of Utilizers

Claims per Utilizer

Year To date Claims 

per Utilizer 2.77 -1.26%

Year To Date Utilizers
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DHHS OMBP and BEAS Monthly Drug Expenditure
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SFY 10 37,262 36,504 37,577 46,876 42,102 39,494 39,380 42,151 41,898 49,649 41,330 40,245

SFY 11 38,611 38,328 38,767 47,523 41,004 40,944 39,817 41,128 42,190 50,664 42,510 40,700

SFY 12 38,483 38,083 45,687 39,851 40,638 40,353
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S FY 10 $31.52 $32.21 $31.51 $31.52 $31.21 $31.78 $29.23 $29.38 $30.38 $30.98 $30.73 $31.34 

S FY 11 $30.31 $30.44 $29.91 $31.75 $30.77 $32.37 $27.84 $28.98 $28.64 $29.05 $28.01 $28.90 

S FY 12 $27.50 $29.02 $29.28 $30.39 $31.49 $31.83 
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SFY 10 2.72 2.76 2.72 3.49 2.69 2.75 2.72 2.71 2.71 3.41 2.72 2.73

SFY 11 2.69 2.75 2.74 3.45 2.74 2.66 2.67 2.71 2.72 3.39 2.73 2.70

SFY 12 2.72 2.73 3.47 2.73 2.67 2.66

J uly Aug Sept Oct Nov Dec J an Feb Mar ch Apr il May June

Dec-10 Dec-11 % change Dec-10 Dec-11 % change

$7,255,005 $7,381,082 1.74% 108,881  107,335      -1.42%

51.99% 52.86% $66.63 $68.77 3.20%

$3,483,093 $3,479,251 -0.11%

SFY11 SFY12 % change

$45,584,305 $46,650,221 2.34% 700,041 692,023 -1.15%

$65.12 $67.41 3.52%

YTD Cost per claim 

before rebates

Cumulative Expenditure

Avg Cost per Claim

Year to date Claims

Total Expenditures

Estimated Rebate %

Expenditure net Rebate

Total Claims
Dec-10 Dec-11 % change

40,944 40,353 -1.44%

2.66 2.66 0.02%

SFY11 SFY12 % change

245,177 243,095 -0.85%

2.86 2.85 -0.30%YTD Claims per Utilizer

YTD Utilizers

Number of Utilizers

Claims per Utilizer

The higher months amounts in the Total Drug Expenditure, Total Patients, and Claims per patient per month charts are due to 3 payment cycles for those months
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MMA-D State Phase Down
010 61430000 503

Highlights

The State Phase Down Contribution (SPDC) is the amount that is paid by the state to CMS to 
defray a portion of the Medicare drug expenditures for the Medicaid members that changed to 
Medicare coverage for their prescription drugs.  The funding for SPDC is 100% general funds for 
Medicaid.  In March 2010, CMS notified the states that there would be a credit used to offset the 
SPDC bills.  The credit was generated as the federal share increase as a result of ARRA.  The 
projected expenditure below is net of the credit.

•SFY12 MMA-D State Phase Down Contribution Appropriation: $  24,001,610

•Balance brought forward: $    1,436,507

•Less Dept Transfer ($   2,365,000)

•FINAL Adjusted Authorized:              $  23,073,117

•Total Projected Expenditure $  22,785,026 
Surplus/(Deficit)                                                       $       288,091

The rate for CY2011 was set at $151.69,rate for CY2012 is $154.69. 

•TPL conducted a review of clients in New Heights with Medicare against client information in NH 
AIM and found 900 discrepancies which will increase OMBP’s cost projection for the remaining SFY 
expense.
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Paid

 Month

2010

 Rate

Dual Count

Amount

@$154.35 

rate

2011

 Rate

Dual

Count

Amount 

@ $151.69

Rate 

2012

 Rate

Dual

Count

Amount 

@ $154.69

Rate 

BEAS 

Covered 

Amount

ARRA 

Credit 

Utilized

Total 

Expended

154.35 151.69 154.69

Jul-11 333 $51,399 12,262 $1,860,023 $931,180 $401,186 $2,441,415

Aug-11 103 $15,898 11,630 $1,764,155 $927,073 $375,682 $2,331,444

Sep-11 94 $14,509 11,785 $1,787,667 $898,162 $40,237 $2,660,102

Oct-11 76 $11,731 12,615 $1,913,569 $0 $959,929 $27,085 $2,858,156

Nov-11 279 $43,064 14,738 $2,235,607 $0 $928,244 $67,681 $3,139,234

Dec-11 $0 13,958 $2,117,289 $0 $913,477 $29,433 $3,001,333

Jan-12 $0 $0 $0

Feb-12 $0 $0 $0

Mar-12 $0 $0 $0

Apr-12 $0 $0 $0

May-12 $0 $0 $0

Jun-12 $0 $0 $0

Totals $136,600 $11,678,310 $0 $5,558,065 $941,304 $16,431,683

As of June 30, 2010 the total ARA credit available had been utilized

CMS sets the State Phase Down Contribution Rate annually for the calendar year

The American Recovery and Reinvestment Act of 2009 allowed for an adjustment to the annual rate based on unemployment.

Quarter

Calendar 

Year 

Contribution 

Rate

Revised

State 

Contribution

Rate

Credit 

Amount

SFY2012 Q1 $151.69 $151.69

SFY2012 Q2 $151.69 $151.69

SFY2012 Q3 $0.00

SFY2012 Q4 $0.00

Pharmacy Services - State Phase Down Contribution

100% General Funds
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Breast and Cervical Cancer
010 61780000

Highlights
This program was established to enroll potential members into a screening program for Breast and Cervical 
cancer.  If it is determined that either condition exists, the individual is automatically enrolled into the 
Medicaid program whom then becomes eligible for all Medicaid services.

Funded 65% Federal Funds / 35% General Funds.

SFY12 Approved Budget $3,115,710.

Class 100 Drugs – Appropriation $397,919.

– SFY2007 $ 221,154.

– SFY2008 $ 273,390.

– SFY2009 $ 267,976.

– SFY2010 $ 317,774.

– SFY2011 $ 393,051.

– SFY2012YTD $ 147,907.

� Class 101 Provider Payments – Appropriation $1,084,678.

– SFY2007 $ 576,889.

– SFY2008 $ 700,126.

– SFY2009 $ 666,459.

– SFY2010 $ 692,428.

– SFY2011 $1,252,533.

– SFY2012YTD $ 620,354.

• Class 565 Outpatient Hospital – Appropriation $ 1,633,113.

– SFY2007 $1,093,231.

– SFY2008 $1,839,055.

– SFY2009 $1,122,724.

– SFY2010 $1,245,049.

– SFY2011 $1,401,361.

– SFY2012YTD $ 724,910.
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Breast & Cervical Program - 12 Month Rolling Report by 

Category of Service Costs

$(1,000)

$19,000

$39,000

$59,000

$79,000

$99,000

$119,000

$139,000

$159,000

$179,000

$199,000

Outpatient Hospital  $94,433  $108,964  $69,047  $124,101  $82,010  $88,159  $110,560  $91,092  $175,101  $75,982  $115,118  $149,783 

Physician  $63,531  $76,897  $87,228  $110,140  $80,468  $74,454  $48,784  $52,241  $84,771  $101,964  $72,092  $66,536 

Drugs  $33,640  $31,923  $20,200  $48,987  $20,265  $20,614  $18,012  $23,094  $32,927  $24,959  $21,112  $28,215 

Inpatient Hospital  $4,625  $5,168  $19,010  $36,465  $18,451  $256  $14,055  $17,306  $6,943  $26,105  $28,734  $11,969 

All Other  $18,444  $(1,333)  $15,575  $15,173  $16,650  $10,726  $13,244  $11,298  $14,861  $14,878  $10,239  $17,537 

Jan 2011 Feb 2011 Mar 2011 Apr 2011 May 2011 June 2011 July 2011 Aug 2011 Sept 2011 Oct 2011 Nov 2011 Dec 2011

FFP 65%

SFY 2012 Adjusted 

Appropriation $ 3,115,710
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Unrestricted Revenue
Highlights

• Drug Rebates were changed to be Restricted Revenue beginning this SFY.

• 2nd quarter revenues were $876,175 General Fund dollars for TPL recoveries and Other 
collection accounts.

• Cost Settlement revenues are $675 thousand of ‘Other Recoveries’ or 41.0% of the total 
projected collections for this revenue source.  There is a projected surplus of $455 thousand 
dollars in Revenue Source 407044.

• The budgeted revenue was projected at 50%FF/ 50%GF.
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SFY12 OMBP Unrestricted Revenue 
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Recoveries  for settlements  from hospitals  for outpatient claim co sts ; fraud reco veries  from providers , fraud reco veries  from clients , prior year recoveries  for 

medical payments  and admin co s ts ; other recoveries from prior years .

Estimated Surplus $456K

SFY12 Third Party Liability Revenue
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Recoveries  from insurance carriers  that should have paid before the Medicaid program was  billed.  Medicaid is the payor of las t resort.  Child support medical payments .

Estimated Surplus $ 1M

Type of Revenue

Revenue 

Source 

Number

SFY 2012 

Budget

YTD Actual   

(GF $ only)

Projection     

(GF $ only)

SFY 2012 

Revenue 

Projection

Variance of 

Budget to 

YTD/Proj

Third Party Liability 407042 $1,250,000 $1,358,452 $931,494 $2,289,946 $1,039,946

Other Recoveries 407044 $908,926 $714,371 $650,503 $1,364,874 $455,948

OMBP Collections SFY 12 $2,158,926 $2,072,823 $1,581,998 $3,654,821 $1,495,895

Drug Rebate 407051 $655,671 $416,667 $698,922 $1,115,589 $459,918

Third Party Liability 407052 $13,802 $0 $0 $0 ($13,802)

Other Recoveries 407054 $10,000 $78,854 $4,284 $83,138 $73,138

Estate Recoveries 402384 $880,000 $450,501 $439,998 $890,499 $10,499

BEAS Collections SFY 12 $1,559,473 $946,023 $1,143,204 $2,089,227 $529,754



Selected Access Related Utilization and HEDIS Measure Trend Reports

NH DHHS - OMBP - Healthcare Analytics - 3/8/12



NH DHHS - OMBP - Healthcare Analytics

Note:  Data as of 2/22/2012, based on run out through 1/31 of each measurement year
All Members (Excluding Medicare Duals)

Time 
Period Claims Paid

Member 
Months

Claims Paid 
Per 1,000 
Member 
Months

Lower 95% 
Conf Inter

Upper 95% 
Conf Inter S.E. * 1.96

FY 2005 647 1,106,080 0.58 0.54 0.63 0.05
FY 2006 647 1,142,393 0.57 0.52 0.61 0.04
FY 2007 676 1,158,705 0.58 0.54 0.63 0.04
FY 2008 699 1,183,364 0.59 0.55 0.63 0.04
FY 2009 762 1,264,751 0.60 0.56 0.65 0.04
FY 2010 735 1,370,747 0.54 0.50 0.57 0.04
FY 2011 706 1,413,646 0.50 0.46 0.54 0.04

Diagnosis codes:
Asthma ‐

Dehydration ‐ 2765, 27650‐27652
Pneumonia ‐ 481, 485‐486, 4822, 4829‐4831, 4838, 48230‐48232, 48239
Urinary Track Infection ‐ 59010‐ 59011, 59080‐59081, 5902‐5903, 5909, 5950, 5959, 5990
Gastroenteritis ‐ 5589

494, 4930‐49302, 49310‐49312, 49320‐49322, 4933, 4930, 4934, 49340‐49341, 
4936,49360‐49361, 4937, 49370, 4938, 49381‐49382, 49388, 49390‐92

The ambulatory care sensitive conditions (ACSC) included in this measure are: 
asthma, dehydration, bacterial pneumonia, urinary tract infection, and 
gastroenteritis.

NH Medicaid Inpatient Paid Claim Trend for Ambulatory Care Sensitive Conditions, SFY2005 ‐ 
SFY2011

Inpatient Discharges for 
Ambulatory Care Sensitive Conditions
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NH DHHS - OMBP - Healthcare Analytics

Note:  All data based on service dates for period paid through the 7 month of the next fiscal year 

All Members (Excludes Medicare Duals)

Time Period ED Visits Member Months
Visits Per 1,000 

Member Months
Lower 95% 
Conf Inter

Upper 95% 
Conf Inter

S.E. * 
1.96

FY 2005 20,451 1,029,484 19.9 19.6 20.1 0.3
FY 2006 22,437 1,055,926 21.2 21.0 21.5 0.3
FY 2007 22,649 1,071,946 21.1 20.9 21.4 0.3
FY 2008 23,479 1,093,726 21.5 21.2 21.7 0.3
FY 2009 25,182 1,169,620 21.5 21.3 21.8 0.3
FY 2010 27,604 1,274,841 21.7 21.4 21.9 0.3
FY 2011 26,883 1,311,491 20.5 20.3 20.7 0.2

* Included principal diagnoses:
ICD‐9 DESCRIPTION ICD‐9 DESCRIPTION
34 STREPTOCOCCAL SORE THROAT 466 ACUTE BRONCHITIS
79.99 VIRAL INFECTION NOS 786.2 COUGH
300 ANXIETY STATE, UNSPECIFIED 490 BRONCHITIS NOT SPEC AS ACUT/CHRONIC
300.02 GENERALIZED ANXIETY DISORDER 493 ‐ 493.9 ASTHMA
372 UNSPECIFIED ACUTE CONJUNCTIVITIS 691 DIAPER OR NAPKIN RASH
372.3 UNSPECIFIED CONJUNCTIVITIS 691.8 OTHER ATOPIC DERMATITIS
380.1 UNSPEC INFECTIVE OTITIS EXTERNA 692.6 DERMATITIS DUE TO PLANT
381 UNS ACUT NONSUPPRATV OTITIS MEDIA 692.9 DERMATITIS NOS
381.01 ACUTE SEROUS OTITIS MEDIA 782.1 RASH&OTH NONSPECIFIC SKIN ERUPTION
381.4 NONSUPPRATV OTIT MEDIA NOT AC/CHRN 719.4 ‐ 719.19 PAIN IN JOINT
382 ACUT SUPPURATIVE OM W/O RUP EARDRUM 724.2 LUMBAGO
382.9 UNSPECIFIED OTITIS MEDIA 724.5 UNSPECIFIED BACKACHE
461.9 ACUTE SINUSITIS, UNSPECIFIED 729.1 UNSPECIFIED MYALGIA AND MYOSITIS
473.9 UNSPECIFIED SINUSITIS 729.5 PAIN IN SOFT TISSUES OF LIMB
462 ACUTE PHARYNGITIS 780.79 OTHER MALAISE AND FATIGUE
465.9 ACUTE URIS OF UNSPECIFIED SITE 784 HEADACHE

NH Medicaid Potentially Avoidable* Emergency Department Visit Trend, SFY2005 ‐ SFY2011

Potentially Avoidable ED Visits Per 1,000 
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All Members (Excluding Medicare Duals)
Time 
Period Numerator Denominator Percent

Lower 95% 
Conf Inter

Upper 95% 
Conf Inter S.E. * 1.96

CY 2004 2,145 4,114 52.1 49.9 54.3 2.2
CY 2005 2,303 4,363 52.8 50.6 54.9 2.2
CY 2006 2,420 4,612 52.5 50.4 54.6 2.1
CY 2007 1,890 3,496 54.1 51.6 56.5 2.4
CY 2008 2,166 3,509 61.7 59.1 64.3 2.6
CY 2009 2,530 3,944 64.1 61.6 66.6 2.5
CY 2010 2,749 4,079 67.4 64.9 69.9 2.5

Source: NH Medicaid Claim Data
NH Comprehensive Healthcare Information System (CHIS)
Based on HEDIS Specifications

NH Medicaid Inpatient Paid Claim Trend for Well‐Child Visits in the First 15 Months of Life, 6 or 
More (W15), CY2004 ‐ CY2010

Inpatient Discharges for 

Ambulatory Care Sensitive Conditio
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All Members (Excluding Medicare Duals)
Time 
Period Numerator Denominator Percent

Lower 95% 
Conf Inter

Upper 95% 
Conf Inter S.E. * 1.96

CY 2004 6,898 11,200 61.6 60.1 63.0 1.5
CY 2005 7,033 11,612 60.6 59.2 62.0 1.4
CY 2006 6,899 11,802 58.5 57.1 59.8 1.4
CY 2007 9,163 15,210 60.2 59.0 61.5 1.2
CY 2008 10,077 16,061 62.7 61.5 64.0 1.2
CY 2009 10,570 14,294 73.9 72.5 75.4 1.4
CY 2010 11,573 15,604 74.2 72.8 75.5 1.4

Source: NH Medicaid Claim Data
NH Comprehensive Healthcare Information System (CHIS)
Based on HEDIS Specifications

NH Medicaid Inpatient Paid Claim Trend for Well‐Child Visits, Age 3‐6 (W34), CY2004 ‐ CY2010

Inpatient Discharges for 

Ambulatory Care Sensitive Conditio

0.0

10.0

20.0

30.0

40.0

50.0

60.0

70.0

80.0

CY 2004 CY 2005 CY 2006 CY 2007 CY 2008 CY 2009 CY 2010

Cl
ai
m
s 
Pa

id
 P
er
 1
,0
00

 M
em

be
r 

M
on

th
s

Well‐Child Visits, Age 3‐6

0.0

10.0

20.0

30.0

40.0

50.0

60.0

70.0

80.0

CY 2004 CY 2005 CY 2006 CY 2007 CY 2008 CY 2009 CY 2010

%
 A
cc
es
si
ng

 S
er
vi
ce

Selected Access Related Utilization and HEDIS Measure Trend Reports - 3/8/12 Page 5



NH DHHS - OMBP - Healthcare Analytics

All Members (Excluding Medicare Duals)
Time 
Period Numerator Denominator Percent

Lower 95% 
Conf Inter

Upper 95% 
Conf Inter S.E. * 1.96

CY 2004 8,866 13,178 67.3 65.9 68.7 1.4
CY 2005 8,222 10,754 76.5 74.8 78.1 1.7
CY 2006 10,367 13,817 75.0 73.6 76.5 1.4
CY 2007 9,697 11,354 85.4 83.7 87.1 1.7
CY 2008 10,271 11,937 86.0 84.4 87.7 1.7
CY 2009 11,646 13,199 88.2 86.6 89.8 1.6
CY 2010 12,220 14,399 84.9 83.4 86.4 1.5

Source: NH Medicaid Claim Data
NH Comprehensive Healthcare Information System (CHIS)
Based on HEDIS Specifications

NH Medicaid Inpatient Paid Claim Trend for Children and Adolescents' Access to Primary Care 
Practioners ‐ Age 7‐11 Years (CAP), CY2004 ‐ CY2010

Inpatient Discharges for 

Ambulatory Care Sensitive Conditio
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All Members (Excluding Medicare Duals)
Time 
Period Numerator Denominator Percent

Lower 95% 
Conf Inter

Upper 95% 
Conf Inter S.E. * 1.96

CY 2004 6,158 17,205 35.8 34.9 36.7 0.9
CY 2005 6,493 17,920 36.2 35.4 37.1 0.9
CY 2006 7,438 18,422 40.4 39.5 41.3 0.9
CY 2007 8,241 17,319 47.6 46.6 48.6 1.0
CY 2008 8,254 17,824 46.3 45.3 47.3 1.0
CY 2009 10,308 19,831 52.0 51.0 53.0 1.0
CY 2010 10,116 21,352 47.4 46.5 48.3 0.9

Source: NH Medicaid Claim Data
NH Comprehensive Healthcare Information System (CHIS)
The definition of this measure is based on HEDIS definition for Adolescent Well‐Care Visits (AWC), yet 
modified as the age group captured here is 12 to 18 years of age.  According to HEDIS Technical 
Specification, the age group for AWC is 12 to 21 years of age.

NH Medicaid Inpatient Paid Claim Trend for Adolescent Well‐Care Visits ‐ Age 12 ‐ 18, CY2004 ‐ 
CY2010

Inpatient Discharges for 

Ambulatory Care Sensitive Conditio
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All Members (Excluding Medicare Duals)
Time 
Period Numerator Denominator Percent

Lower 95% 
Conf Inter

Upper 95% 
Conf Inter S.E. * 1.96

CY 2004 7,184 8,454 85.0 83.0 86.9 2.0
CY 2005 7,319 8,850 82.7 80.8 84.6 1.9
CY 2006 7,834 8,824 88.8 86.8 90.7 2.0
CY 2007 7,615 8,718 87.3 85.4 89.3 2.0
CY 2008 7,913 9,041 87.5 85.6 89.5 1.9
CY 2009 9,165 10,465 87.6 85.8 89.4 1.8
CY 2010 9,755 11,377 85.7 84.0 87.4 1.7

Source: NH Medicaid Claim Data
NH Comprehensive Healthcare Information System (CHIS)
Based on HEDIS Specifications

NH Medicaid Inpatient Paid Claim Trend for Adults' Access to Preventive/Ambulatory Health 
Services‐Age 20‐44 (AAP), CY2004 ‐ CY2010

Adults' Access to Preventive/Ambulatory Health 
Services ‐ Age 20‐ 44
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All Members (Excluding Medicare Duals)
Time 
Period Numerator Denominator Percent

Lower 95% 
Conf Inter

Upper 95% 
Conf Inter S.E. * 1.96

CY 2004 2,865 3,196 89.6 86.4 92.9 3.3
CY 2005 3,016 3,424 88.1 84.9 91.2 3.1
CY 2006 3,230 3,491 92.5 89.3 95.7 3.2
CY 2007 3,389 3,642 93.1 89.9 96.2 3.1
CY 2008 3,683 3,949 93.3 90.3 96.3 3.0
CY 2009 4,160 4,523 92.0 89.2 94.8 2.8
CY 2010 4,421 4,770 92.7 90.0 95.4 2.7

Source: NH Medicaid Claim Data
NH Comprehensive Healthcare Information System (CHIS)
Based on HEDIS Specifications

NH Medicaid Inpatient Paid Claim Trend for Adults' Access to Preventive/Ambulatory Health 
Services ‐ Age 45‐64 (AAP), CY2004 ‐ CY2010
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All Members (Excluding Medicare Duals)
Time 
Period Numerator Denominator Percent

Lower 95% 
Conf Inter

Upper 95% 
Conf Inter S.E. * 1.96

CY 2004 5,045 9,028 55.9 54.3 57.4 1.5
CY 2005 5,748 9,458 60.8 59.2 62.3 1.6
CY 2006 5,886 9,546 61.7 60.1 63.2 1.6
CY 2007 4,674 8,001 58.4 56.7 60.1 1.7
CY 2008 4,756 8,239 57.7 56.1 59.4 1.6
CY 2009 5,701 9,364 60.9 59.3 62.5 1.6
CY 2010 5,857 9,957 58.8 57.3 60.3 1.5

Source: NH Medicaid Claim Data
NH Comprehensive Healthcare Information System (CHIS)
Based on HEDIS Specifications

NH Medicaid Inpatient Paid Claim Trend for Cervical Cancer Screening (CCS), CY2004 ‐ CY2010
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All Members (Excluding Medicare Duals)
Time 
Period Numerator Denominator Percent

Lower 95% 
Conf Inter

Upper 95% 
Conf Inter S.E. * 1.96

CY 2007 1,296 2,639 49.1 46.4 51.8 2.7
CY 2008 1,350 2,531 53.3 50.5 56.2 2.8
CY 2009 1,521 2,865 53.1 50.4 55.8 2.7
CY 2010 1,694 3,081 55.0 52.4 57.6 2.6

Source: NH Medicaid Claim Data
NH Comprehensive Healthcare Information System (CHIS)
Based on HEDIS Specifications

NH Medicaid Inpatient Paid Claim Trend for Breast Cancer Screening, Age 42‐69, Female (BCS), 
CY2007‐ CY2010
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All Members (Excluding Medicare Duals)
Time 
Period Numerator Denominator Percent

Lower 95% 
Conf Inter

Upper 95% 
Conf Inter S.E. * 1.96

CY 2004 6,540 8,775 74.5 72.7 76.3 1.8
CY 2005 6,486 8,598 75.4 73.6 77.3 1.8
CY 2006 6,626 8,959 74.0 72.2 75.7 1.8
CY 2007 6,148 7,015 87.6 85.5 89.8 2.2
CY 2008 6,446 7,321 88.0 85.9 90.2 2.1
CY 2009 7,421 8,283 89.6 87.6 91.6 2.0
CY 2010 8,865 9,920 89.4 87.5 91.2 1.9

Source: NH Medicaid Claim Data
NH Comprehensive Healthcare Information System (CHIS)
Based on HEDIS Specifications

NH Medicaid Inpatient Paid Claim Trend for Appropriate Testing for Children with URI (URI), 
CY2004 ‐ CY2010
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Ambulatory Care Sensitive Conditio
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All Members (Excluding Medicare Duals)
Time 
Period Numerator Denominator Percent

Lower 95% 
Conf Inter

Upper 95% 
Conf Inter S.E. * 1.96

CY 2007* 4,874 6,214 78.4 76.2 80.6 2.2
CY 2008 4,821 5,854 82.4 80.0 84.7 2.3
CY 2009 5,818 7,421 78.4 76.4 80.4 2.0
CY 2010 6,386 7,930 80.5 78.6 82.5 2.0

Source: NH Medicaid Claim Data
NH Comprehensive Healthcare Information System (CHIS)
Based on HEDIS Specifications

* HEDIS Technical Specifications changed for CY2007

NH Medicaid Inpatient Paid Claim Trend for Appropriate Testing for Children with Pharyngitis 
(CWP), CY2004 ‐ CY2010
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All Members (Excluding Medicare Duals)
Time 
Period Numerator Denominator Percent

Lower 95% 
Conf Inter

Upper 95% 
Conf Inter S.E. * 1.96

CY 2004 1,071 1,374 77.9 73.3 82.6 4.7
CY 2005 1,162 1,482 78.4 73.9 82.9 4.5
CY 2006 1,146 1,370 83.6 78.8 88.4 4.8
CY 2007 1,195 1,477 80.9 76.3 85.5 4.6
CY 2008 1,350 1,711 78.9 74.7 83.1 4.2
CY 2009 1,424 1,801 79.1 75.0 83.2 4.1
CY 2010 1,445 1,851 78.1 74.0 82.1 4.0

Source: NH Medicaid Claim Data
NH Comprehensive Healthcare Information System (CHIS)
Based on HEDIS Specifications

NH Medicaid Inpatient Paid Claim Trend for Comprehensive Diabetes Care ‐ HbA1c Testing 
(CDC), CY2004 ‐ CY2010
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All Members (Excluding Medicare Duals)
Time 
Period Numerator Denominator Percent

Lower 95% 
Conf Inter

Upper 95% 
Conf Inter S.E. * 1.96

CY 2004 579 795 72.8 66.9 78.8 5.9
CY 2005 612 860 71.2 65.5 76.8 5.6
CY 2006 786 1,039 75.6 70.4 80.9 5.3
CY 2007 554 804 68.9 63.2 74.6 5.7
CY 2008 527 793 66.5 60.8 72.1 5.7
CY 2009 456 722 63.2 57.4 69.0 5.8
CY 2010 484 734 65.9 60.1 71.8 5.9

Source: NH Medicaid Claim Data
NH Comprehensive Healthcare Information System (CHIS)
Based on HEDIS Specifications

NH Medicaid Inpatient Paid Claim Trend for Follow‐up After Hospitalization for Mental Illness ‐ 
30‐Day (FUH), CY2004 ‐ CY2010
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State of NH, DHHS - OMBP 3 Year Average Summary pmd

Category of Service w Code

3 Year 
Average 

Change in 
Patients

3 Year 
Average 

Change in 
Utilization

3 Year 
Average 

Change in 
Total Cost

3 Year Average 
in % Change in 
Average Service 

Count Per 
Patient

3 Year 
Average in % 

Change in 
Cost Per 
Service

  1 INPATIENT HOSPITAL, GENERAL 1.0% 1.5% -1.8% 0.4% -3.5%
 11 SKILL NURSING FAC NURSING HOME -2.3% -2.8% -12.0% -1.3% -5.0%
 12 INTERMED CARE FAC NURSE HOME 44.4% -14.3% -18.5% -1.9% 1.1%
 13 I/P HOSPITAL SWING BEDS, SNF 21.8% 63.5% 1.9% 36.8% -31.8%
 14 I/P HOSPITAL SWING BEDS, ICF -33.3% -33.3% -33.3% -66.7% -66.7%
 15 SNF NURSING HOME ATYPICAL CARE 67.1% 252.5% 198.7% 80.6% -7.4%
 17 MENTAL HEALTH CENTER -42.2% -30.1% -33.5% 34.1% -9.7%
 23 LABORATORY (PATHOLOGY) -13.8% -12.3% -11.8% 6.4% -0.2%
 24 X-RAY SERVICES 6.3% 2.3% 12.8% -4.0% 9.8%
 25 CLINIC SERVICES 18.6% 25.7% 133.7% 8.6% 40.6%
 26 HOME HEALTH SERVICES -0.2% 7.7% 16.8% 9.3% 9.5%
 27 FAMILY PLANNING SERVICES 6.3% -0.1% 12.7% -2.6% 10.8%
 32 FURNISHED MED SUP OR DME 7.2% 4.0% 9.1% -2.8% 4.9%
 37 AMBULANCE SERVICE 12.2% 15.8% 21.3% 1.9% 3.7%
 39 WHEELCHAIR VAN 7.0% 7.5% 6.0% 1.5% -1.4%
 42 AUDIOLOGY SERVICES 9.9% 8.5% 0.5% -2.0% -5.4%
 43 PHYSICIANS SERVICES 7.6% 8.3% 8.6% 0.4% 0.7%
 44 ADVANCE REG NURSE PRACT -5.5% -8.3% -4.6% -3.2% 4.0%
 45 DENTAL SERVICE 7.8% 6.5% 5.6% -1.2% -1.0%
 46 CERTIFIED MIDWIFE (NON-NURSE) 34.3% 28.8% 27.9% -6.3% 2.7%
 47 OPTOMETRIC SERVICES EYEGLASSES 8.3% 27.7% 13.4% 18.6% -7.9%
 48 PSYCHOLOGY 8.4% 10.5% 11.2% 1.9% 0.6%
 49 PRIVATE DUTY NURSING 0.2% 3.3% 3.5% 3.2% 0.2%
 51 PHYSICAL THERAPY 9.5% 13.0% 8.9% 2.3% -3.9%
 53 SPEECH THERAPY 32.7% 50.2% 52.6% 13.3% 1.5%
 54 OCCUPATIONAL THERAPY 13.7% 16.7% 15.4% 2.5% -2.0%
 55 PODIATRIST SERVICES 3.9% 4.7% 3.8% 0.8% -0.8%
 56 MEDICAL SERVICES CLINIC 5.1% 19.2% -0.9% 13.4% -16.9%
 57 PERSONAL CARE 4.3% 5.7% 6.2% 2.2% 2.5%
 60 DAY HABILITATION CENTER -54.9% -57.0% -56.8% -39.2% -32.7%
 63 ADULT MEDICAL DAY CARE 9.7% 11.2% 8.2% 1.0% -2.2%
 70 CHIROPRACTIC -59.5% -59.3% -50.8% 1.5% 38.6%
 80 RURAL HEALTH CLINIC 3.9% -0.8% 4.7% -4.5% 5.4%

TOTAL 5.6% 6.9% 4.2% 1.1% -2.4%

  7 OUTPATIENT HOSPITAL, GENERAL 10.2% 3.7% 1.7% -5.3% -2.1%
  8 OUTPATIENT HOSPITAL, MENTAL 6.6% 3.5% 178.5% 5.5% 227.6%
 30 DISPENSE PRESCRIBED DRUGS 4.5% 3.5% 5.8% -0.9% 2.3%

NOTES: COS Utilization Cost
BCCP Information has been deducted out 1 0.4% -3.5%
COS 1 uses Claims paid as the service count 32 -2.8% 4.9%
COS 30 - Drugs - Service Count provided by Pharmacy Program 43 0.4% 0.7%

45 -1.2% -1.0%
80 -4.5% 5.4%

-1.5% 1.3%

          July to January 2012
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PROVIDER ENROLLMENT STATUS: 
Enrollment for the month of January 
 

PROVIDER TYPE 

TOTAL 
ACTIVE 
PROVIDERS** ENROLLED DISENROLLED**

ADULT MEDICAL DAY CARE                                              26 0
ADVANCED REGISTERED NURSE PRACTITIONER 
(ARNP)                          1503 15

AMBULANCE SERVICE/WHEELCHAIR VAN                    259 0

AMBULATORY SURGICAL CENTER                                   32 0

AUDIOLOGIST                                                            90 0

BIRTHING CENTER                                                        2 0

CERTIFIED MIDWIFE (NON-NURSE)                                   26 0

CHAP CLINIC                                                            41 0

CHILD HEALTH CLINIC                                                    9 0

DAY REHABILITATION CENTERS                                      26 0

DCYF SERVICES                                                          35 0

DENTIST, GROUP                                                         246 1

DENTIST, INDIVIDUAL                                                    687 1

DISTINCT PART UNIT - REHAB.                                          17 0

DIVISION OF PUBLIC HEALTH CLINIC                             2 0

GENERAL HOSPITAL                                                       297 4

HEALTH MAINTENANCE ORGANIZATION(HMO)           1 0

HOME AND COMMUNITY BASED CARE                           352 2

HOME HEALTH AGENCY                                                    61 0

HOSPITAL BASED RURAL HEALTH CLINIC                     12 0

MEDICAL SERVICES CLINIC                                               10 0
MEDICAL SUPPLIER (MEDICAL SUPPLIER, DME, & 
PROSTHETICS)                270 1

MENTAL HEALTH CLINIC                                                  13 0

MENTAL HOSPITAL                                                        8 0

NON-HOSPITAL CONNECTED LAB                                     89 0

NON-HOSPITAL CONNECTED X-RAY                                38 0

NURSING HOME - COUNTY                                                 11 0

NURSING HOME - GENERAL                                               98 0

OCCUPATIONAL THERAPIST                                               186 1

OPTICIAN                                                               23 0

OPTOMETRIST                                                            202 0

OSTEOPATH, GROUP                                                       18 0

OSTEOPATH, INDIVIDUAL                                                 527 6

PERSONAL CARE ATTENDANT                                           1 0

PHARMACY                                                               433 0



PHYSICAL THERAPIST                                                     441 4

PHYSICIAN ASSISTANT                                                    618 7

PHYSICIAN, GROUP (MD)                                                  1223 6

PHYSICIAN, INDIVIDUAL (MD)                                           11785 55

PLANNED PARENTHOOD CLINIC                                       27 0

PODIATRIST - CHIROPODIST                                              87 0

 
PROVIDER ENROLLMENT STATUS: 
Enrollment for the month of January (continued) 
 
 
 

PROVIDER TYPE 

TOTAL 
ACTIVE 
PROVIDERS** ENROLLED DISENROLLED**

PRIVATE NON-MEDICAL INSTITUTION FOR 
CHILDREN                           53 0

PSYCHOLOGIST                                                           1529 11

RURAL HEALTH CLINIC                                                    42 0

SCHOOL HEALTH SERVICES                                               175 0

SIGN LANGUAGE INTERPRETER                                        152 1

SPEECH THERAPIST                                                       140 0

TOTAL 21,923 115
 
  

**Note
: 

Provider disenrollment can be on a voluntary or involuntary basis 

**Note
: 

Providers are counted if there is at least one day where the enrolled start date or enrolled end date occurs 
with the month reported.  The provider's enrollment status must be 10 or 14. 

 
 
 

PROVIDER DISENROLLMENT SPECIFICS JANUARY 2012: 
 

PROVIDER # PROV. TYPE 
PROVIDER 
NAME STATUS

STATUS CODE 
DESCRIPTION 

DATE 
CHANGED 

30394085 
PHYSICAL 
THERAPIST      

JENNIFER 
ROSENE          24 PER GROUP                           1/9/2012 

30202198 

PHYSICIAN, 
INDIVIDUAL 
(MD)                  

MARK 
WEINREB        12

INVOLUNTARY 
SUSPENSION IN NH             1/30/2012 

 
 
 



NOVEMBER 2011 LICENSE STATS: 
 

License Received 397

Liability Certifications 5

Incorrect License 3
 



Date Enrolled Disenrolled
Jan-12 115 2
11-Dec 126 0
Nov-11 154 6
Oct-11 206 8
Sep-11 152 7
Aug-11 123 1
Jul-11 136 13

Jun-11 226 19
May-11 123 28 21 Tax ID change -reenrolled
Apr-11 148 28 ( DCYF In activated 23 providers)
Mar-11 212 45
Feb-11 152 22



WEEK OF:

2/27/2012 3/2/2012
Provider Type Calls Recipients Call % Recip %

DENTIST 101 146 12.00% 14.50%
DME, MEDICAL SUPPLIES, 2 2 0.20% 0.20%
EYE CARE 20 20 2.40% 2.00%
HEARING AID DEALER 1 1 0.10% 0.10%
HOSPITAL - GENERAL OR 1 1 0.10% 0.10%
MENTAL HEALTH CENTER 1 1 0.10% 0.10%
ORTHODONTIST - GOLD 12 13 1.40% 1.30%
PHYSICIAN - GENERAL, 43 62 5.10% 6.20%
PODIATRIST - CHIROPODIST 1 1 0.10% 0.10%
PSYCHOLOGIST/PSYCHIATRIST 7 8 0.80% 0.80%
PT/OT/ST 2 2 0.20% 0.20%
VNA/HHA 1 1 0.10% 0.10%
WHEELCHAIR VAN 1 1 0.10% 0.10%
Totals 193 259 22.70% 25.80%

2/20/2012 2/24/2012
Provider Type Calls Recipients Call % Recipient %

DENTIST 74 88 10.20% 11.00%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 2 2 0.30% 0.30%
EYE CARE 23 24 3.20% 3.00%
HEARING AID DEALER 1 1 0.10% 0.10%
ORTHODONTIST - GOLD 7 7 1.00% 0.90%
ORTHODONTIST - SILVER 1 1 0.10% 0.10%
PHARMACY 3 3 0.40% 0.40%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 30 33 4.10% 4.10%

PSYCHOLOGIST/PSYCHIATRIST 11 11 1.50% 1.40%
PT/OT/ST 1 1 0.10% 0.10%
Totals 153 171 21.00% 21.40%

2/13/2012 2/17/2012 Provider Type Calls Recipients Call % Recipient %
DENTIST 101 142 11.60% 14.10%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 2 2 0.20% 0.20%
EYE CARE 22 29 2.50% 2.90%
HOSPITAL - GENERAL OR 
MENTAL 1 1 0.10% 0.10%
MENTAL HEALTH CENTER 2 2 0.20% 0.20%
ORTHODONTIST - GOLD 5 5 0.60% 0.50%

Monday thru Friday



ORTHODONTIST - SILVER 1 1 0.10% 0.10%
PHARMACY 1 1 0.10% 0.10%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 36 50 4.10% 5.00%
PODIATRIST - CHIROPODIST 1 1 0.10% 0.10%

PSYCHOLOGIST/PSYCHIATRIST 14 15 1.60% 1.50%
Totals 186 249 21.20% 24.80%

2/6/2012 2/10/2012 Provider Type Calls Recipients Call % Recipient %
DENTIST 92 123 10.30% 12.20%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 4 4 0.40% 0.40%
ENT / AUDIOLOGIST 1 1 0.10% 0.10%
EYE CARE 23 24 2.60% 2.40%
FORMS OR PROGRAM 
INFORMATION - ANY 2 2 0.20% 0.20%
MENTAL HEALTH CENTER 4 4 0.40% 0.40%
ORTHODONTIST - GOLD 7 7 0.80% 0.70%
PHARMACY 1 1 0.10% 0.10%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 41 53 4.60% 5.20%

PSYCHOLOGIST/PSYCHIATRIST 19 19 2.10% 1.90%
PT/OT/ST 2 2 0.20% 0.20%
RIDE NEEDED 1 1 0.10% 0.10%
Totals 197 241 21.90% 23.90%

1/30/2012 2/3/2012 Provider Type Calls Recipients Call % Recipient %
DENTIST 91 130 10.80% 13.10%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 1 1 0.10% 0.10%
EYE CARE 22 28 2.60% 2.80%
ORTHODONTIST - GOLD 9 10 1.10% 1.00%
ORTHODONTIST - SILVER 1 1 0.10% 0.10%

OUT-OF-STATE SERVICES, ANY 3 3 0.40% 0.30%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 53 70 6.30% 7.10%
PODIATRIST - CHIROPODIST 1 1 0.10% 0.10%

PSYCHOLOGIST/PSYCHIATRIST 13 13 1.50% 1.30%
PT/OT/ST 1 1 0.10% 0.10%
WHEELCHAIR VAN 2 2 0.20% 0.20%



Totals 197 260 23.30% 26.20%

1/23/2012 1/27/2012 Provider Type Calls Recipients Call % Recipient %
DENTIST 119 159 13.30% 15.10%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 2 2 0.20% 0.20%
EYE CARE 26 30 2.90% 2.90%
HOSPITAL - GENERAL OR 
MENTAL 3 3 0.30% 0.30%
LAB 1 1 0.10% 0.10%
MENTAL HEALTH CENTER 3 3 0.30% 0.30%
ORTHODONTIST - GOLD 8 10 0.90% 1.00%
PHARMACY 1 1 0.10% 0.10%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 42 53 4.70% 5.00%
PODIATRIST - CHIROPODIST 2 2 0.20% 0.20%

PSYCHOLOGIST/PSYCHIATRIST 16 18 1.80% 1.70%
WHEELCHAIR VAN 1 1 0.10% 0.10%
Total 224 283 24.90% 27.00%

1/16/2012 1/20/2012 Provider Type Calls Recipients Call % Recipient %
DENTIST 94 127 11.90% 14.30%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 3 3 0.40% 0.30%
EYE CARE 18 21 2.30% 2.40%
MENTAL HEALTH CENTER 1 1 0.10% 0.10%
ORTHODONTIST - GOLD 10 13 1.30% 1.50%
ORTHODONTIST - SILVER 1 1 0.10% 0.10%
PHARMACY 1 1 0.10% 0.10%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 34 40 4.30% 4.50%
PODIATRIST - CHIROPODIST 1 1 0.10% 0.10%

PSYCHOLOGIST/PSYCHIATRIST 15 15 1.90% 1.70%
PT/OT/ST 1 1 0.10% 0.10%
Totals 179 224 22.60% 25.20%

1/9/2012 1/13/2012 Provider Type Calls Recipients Call % Recipient %
DENTIST 116 150 13.50% 15.40%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 2 2 0.20% 0.20%



EYE CARE 16 19 1.90% 1.90%
MENTAL HEALTH CENTER 1 1 0.10% 0.10%
ORTHODONTIST - GOLD 13 13 1.50% 1.30%
ORTHODONTIST - SILVER 1 1 0.10% 0.10%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 42 47 4.90% 4.80%

PSYCHOLOGIST/PSYCHIATRIST 15 16 1.70% 1.60%
PT/OT/ST 3 3 0.30% 0.30%
Totals 209 252 24.20% 25.70%

1/2/2012 1/6/2012 Provider Type Calls Recipients Call % Recipient %
DENTIST 77 104 10.60% 12.60%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 1 1 0.10% 0.10%
EYE CARE 20 26 2.80% 3.20%
MENTAL HEALTH CENTER 2 2 0.30% 0.20%
ORTHODONTIST - GOLD 13 13 1.80% 1.60%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 27 33 3.70% 4.00%
PODIATRIST - CHIROPODIST 1 1 0.10% 0.10%

PSYCHOLOGIST/PSYCHIATRIST 15 15 2.10% 1.80%
Totals 156 195 21.50% 23.60%

12/26/2011 ######## Provider Type Calls Recipients Call % Recip %
DENTIST 83 114 13.40% 15.9
DME, MEDICAL SUPPLIES, 
PROSTHETICS 1 1 0.20% 0.10%
EYE CARE 10 11 1.60% 1.50%
LANGUAGE INTERPRETER 1 1 0.20% 0.10%
ORTHODONTIST - GOLD 7 7 1.10% 1.00%
ORTHODONTIST - SILVER 1 1 0.20% 0.10%

OUT-OF-STATE SERVICES, ANY 1 1 0.20% 0.10%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 43 56 6.90% 7.80%

PSYCHOLOGIST/PSYCHIATRIST 12 13 1.90% 1.70%
Totals 159 205 25.70% 16.024

12/19/2011 ######## Provider Type Calls Recipients Call % Recip %
DENTIST 91 127 13.30% 15.60%



DME, MEDICAL SUPPLIES, 
PROSTHETICS 4 4 0.60% 0.50%
EYE CARE 24 29 3.50% 3.60%
MENTAL HEALTH CENTER 1 1 0.10% 0.10%
ORTHODONTIST - GOLD 4 5 0.60% 0.60%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 45 65 6.60% 8.00%

PSYCHOLOGIST/PSYCHIATRIST 12 13 1.70% 1.60%
PT/OT/ST 1 1 0.10% 0.10%
Totals 182 245 26.50% 30.10%

12/12/2011 ######## Provider Type Calls Recipients Call % Recip %
DENTIST 97 138 11.70% 14.50%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 5 5 0.60% 0.50%
ENT / AUDIOLOGIST 1 1 0.10% 0.10%
EYE CARE 20 22 2.40% 2.30%
HEARING AID DEALER 1 1 0.10% 0.10%
HOSPITAL - GENERAL OR 
MENTAL 1 1 0.10% 0.10%
ORTHODONTIST - GOLD 12 14 1.40% 1.50%
ORTHODONTIST - SILVER 1 1 0.10% 0.10%

OUT-OF-STATE SERVICES, ANY 1 1 0.10% 0.10%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 47 58 5.60% 6.10%
PODIATRIST - CHIROPODIST 1 1 0.10% 0.10%

PSYCHOLOGIST/PSYCHIATRIST 12 12 1.40% 1.30%
PT/OT/ST 2 2 0.20% 0.20%
Totals 201 257 23.90% 27.00%

12/5/2011 12/9/2011 Provider Type Calls Recipients Call % Recip %
DENTIST 113 149 13.00% 15.00%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 4 4 0.50% 0.40%
EYE CARE 15 17 1.70% 1.70%
HOSPITAL - GENERAL OR 
MENTAL 2 2 0.20% 0.20%

NOT CLASSIFIED OR UNKNOWN 1 1 0.10% 0.10%
ORTHODONTIST - GOLD 7 8 0.80% 0.80%
PHARMACY 1 1 0.10% 0.10%



PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 40 51 4.60% 5.10%
PODIATRIST - CHIROPODIST 1 1 0.10% 0.10%

PSYCHOLOGIST/PSYCHIATRIST 15 17 1.70% 1.70%
PT/OT/ST 3 3 0.30% 0.30%
Totals 202 254 23.10% 25.50%

11/28/2011 12/2/2011 Provider Type Calls Recipients Call % Recip %
CHIROPRACTOR 1 1 0.10% 0.10%
DENTIST 88 120 9.70% 11.50%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 4 4 0.40% 0.40%
EYE CARE 20 28 2.20% 2.70%
HOSPITAL - GENERAL OR 
MENTAL 1 1 0.10% 0.10%
MENTAL HEALTH CENTER 2 2 0.20% 0.20%
ORTHODONTIST - GOLD 15 16 1.70% 1.50%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 60 79 6.60% 7.50%

PSYCHOLOGIST/PSYCHIATRIST 12 13 1.30% 1.20%
PT/OT/ST 1 1 0.10% 0.10%
Totals 204 265 22.40% 25.30%

11/21/2011 ######## Provider Type Calls Recipients Call % Recip %
DENTIST 40 55 9.40% 11.30%
EYE CARE 7 7 1.70% 1.40%
ORTHODONTIST - GOLD 8 9 1.90% 1.80%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 18 22 4.20% 4.50%

PSYCHOLOGIST/PSYCHIATRIST 3 3 0.70% 0.60%
Totals 76 96 17.90% 19.60%

11/14/2011 ######## Provider Type Calls Recipients Call % Recip %
DENTIST 101 137 10.60% 12.60%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 5 5 0.50% 0.50%
EYE CARE 15 18 1.60% 1.70%
FORMS OR PROGRAM 
INFORMATION - ANY 1 1 0.10% 0.10%
HOSPITAL - GENERAL OR 
MENTAL 1 1 0.10% 0.10%



ORTHODONTIST - GOLD 15 15 1.60% 1.40%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 44 66 4.60% 6.10%
PODIATRIST - CHIROPODIST 1 1 0.10% 0.10%

PSYCHOLOGIST/PSYCHIATRIST 18 18 1.90% 1.70%
WHEELCHAIR VAN 1 1 0.10% 0.10%
Totals 202 263 21.20% 24.40%

11/7/2011 ######## Provider Type Calls Recipients Call % Recip %
DENTIST 98 131 13.50% 15.60%
ENT / AUDIOLOGIST 1 1 0.10% 0.10%
EYE CARE 16 19 2.20% 2.30%

NOT CLASSIFIED OR UNKNOWN 1 1 0.10% 0.10%
ORTHODONTIST - GOLD 10 11 1.40% 1.30%
ORTHODONTIST - SILVER 1 1 0.10% 0.10%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 50 62 6.90% 7.40%

PSYCHOLOGIST/PSYCHIATRIST 9 10 1.20% 1.20%
REHAB HOSPITAL 1 1 0.10% 0.10%
Totals 187 237 25.60% 28.20%

10/31/2011 11/4/2011 Provider Type Calls Recipients Call % Recip %
DENTIST 94 123 11.80% 13.30%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 4 4 0.50% 0.40%
EYE CARE 19 25 2.40% 2.70%
HOSPITAL - GENERAL OR 
MENTAL 1 1 0.10% 0.10%
ORTHODONTIST - GOLD 10 10 1.30% 1.10%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 60 72 7.50% 7.80%
PODIATRIST - CHIROPODIST 1 1 0.10% 0.10%

PSYCHOLOGIST/PSYCHIATRIST 12 12 1.50% 1.30%
PT/OT/ST 2 2 0.30% 0.20%
Totals 203 250 25.50% 27.00%

10/24/2011 ######## Provider Type Calls Recipients Call % Recip %
DENTIST 85 121 10.00% 12.00%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 2 2 0.20% 0.20%



EYE CARE 24 34 2.80% 3.40%
MENTAL HEALTH CENTER 1 1 0.10% 0.10%

NOT CLASSIFIED OR UNKNOWN 1 1 0.10% 0.10%
ORTHODONTIST - GOLD 16 16 1.90% 1.60%
ORTHODONTIST - SILVER 1 1 0.10% 0.10%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 77 104 9.10% 10.30%
PRIOR AUTHORIZED SERVICES 1 1 0.10% 0.10%
PROGRAM ELIGIBILITY - ANY 1 1 0.10% 0.10%

PSYCHOLOGIST/PSYCHIATRIST 17 17 2.00% 1.70%
RIDE NEEDED 2 2 0.20% 0.20%
WHEELCHAIR VAN 3 3 0.40% 0.30%
Totals 231 304 27.10% 30.20%

10/17/2011 ######## Provider Type Calls Recipients Call % Recip %
DENTIST 91 134 11.40% 14.20%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 3 3 0.40% 0.30%
EYE CARE 16 23 2.00% 2.40%
HEARING AID DEALER 1 1 0.10% 0.10%
HOSPITAL - GENERAL OR 
MENTAL 1 3 0.10% 0.30%
MENTAL HEALTH CENTER 3 3 0.40% 0.30%
NOT APPLICABLE 1 1 0.10% 0.10%

NOT CLASSIFIED OR UNKNOWN 3 3 0.40% 0.30%
ORTHODONTIST - GOLD 4 4 0.50% 0.40%
ORTHODONTIST - SILVER 2 2 0.30% 0.20%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 32 42 4.00% 4.40%
PODIATRIST - CHIROPODIST 1 1 0.10% 0.10%

PSYCHOLOGIST/PSYCHIATRIST 11 18 1.40% 1.90%
PT/OT/ST 2 2 0.30% 0.20%
Totals 171 240 21.50% 25.20%

10/10/2011 ######## Provider Type Calls Recipients Call % Recip %
DENTIST 113 156 13.30% 15.70%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 1 1 0.10% 0.10%
EYE CARE 22 22 2.60% 2.20%



HOSPITAL - GENERAL OR 
MENTAL 1 1 0.10% 0.10%
MENTAL HEALTH CENTER 1 1 0.10% 0.10%
ORTHODONTIST - GOLD 8 11 0.90% 1.10%

OUT-OF-STATE SERVICES, ANY 1 1 0.10% 0.10%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 42 62 5.00% 6.30%

PSYCHOLOGIST/PSYCHIATRIST 23 24 2.70% 2.40%
PT/OT/ST 1 1 0.10% 0.10%
WHEELCHAIR VAN 1 1 0.10% 0.10%
Totals 214 281 25.10% 28.30%

10/3/2011 10/7/2011 Provider Type Calls Recipients Call % Recip %
DENTIST 96 131 10.80% 12.90%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 1 1 0.10% 0.10%
ENROLLMENT - ANY 1 1 0.10% 0.10%
EYE CARE 19 23 2.10% 2.30%
HEARING AID DEALER 2 2 0.20% 0.20%
ORTHODONTIST - GOLD 11 11 1.20% 1.10%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 41 52 4.60% 5.10%
PODIATRIST - CHIROPODIST 1 1 0.10% 0.10%

PSYCHOLOGIST/PSYCHIATRIST 11 14 1.20% 1.40%
PT/OT/ST 2 2 0.20% 0.20%
Totals 185 238 20.60% 23.50%

9/26/2011 9/30/2011 Provider Type Calls Recipients Call % Recip %
DENTIST 107 154 11.80% 14.40%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 3 3 0.30% 0.30%
EYE CARE 27 29 3.00% 2.70%
HOSPITAL - GENERAL OR 
MENTAL 1 1 0.10% 0.10%

NOT CLASSIFIED OR UNKNOWN 1 1 0.10% 0.10%
ORTHODONTIST - GOLD 11 12 1.20% 1.10%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 49 70 5.40% 6.50%
PODIATRIST - CHIROPODIST 2 2 0.20% 0.20%



PSYCHOLOGIST/PSYCHIATRIST 11 12 1.20% 1.10%
PT/OT/ST 1 1 0.10% 0.10%
WHEELCHAIR VAN 1 1 0.10% 0.10%
Totals 214 286 23.50% 26.70%

9/19/2011 9/23/2011 Provider Type Calls Recipients Call % Recip %
DENTIST 90 131 10.60% 12.90%
EYE CARE 18 33 2.10% 3.30%
HEARING AID DEALER 2 2 0.20% 0.20%
HOSPITAL - GENERAL OR 
MENTAL 1 1 0.10% 0.10%
ORTHODONTIST - GOLD 16 17 1.90% 1.70%
ORTHODONTIST - SILVER 1 1 0.10% 0.10%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 36 54 4.30% 5.30%

PSYCHOLOGIST/PSYCHIATRIST 21 22 2.50% 2.20%
PT/OT/ST 2 2 0.20% 0.20%
RIDE NEEDED 1 1 0.10% 0.10%
WHEELCHAIR VAN 1 1 0.10% 0.10%
Totals 189 265 22.20% 26.20%

9/12/2011 9/16/2011 Provider Type Calls Recipients Call % Recip %
DENTIST 89 125 9.50% 11.50%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 2 2 0.20% 0.20%
EYE CARE 21 25 2.20% 2.30%
HOSPITAL - GENERAL OR 
MENTAL 1 1 0.10% 0.10%
NURSING HOME 1 1 0.10% 0.10%
ORTHODONTIST - GOLD 4 4 0.40% 0.40%
ORTHODONTIST - SILVER 1 1 0.10% 0.10%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 40 56 4.30% 5.20%
PODIATRIST - CHIROPODIST 3 3 0.30% 0.30%

PSYCHOLOGIST/PSYCHIATRIST 18 18 1.90% 1.70%
PT/OT/ST 4 4 0.40% 0.40%
WHEELCHAIR VAN 2 2 0.20% 0.20%
Totals 186 242 19.70% 22.50%

9/5/2011 9/9/2011 Provider Type Calls Recipients Call % Recip %
ADULT MEDICAL DAY CARE 1 1 0.10% 0.10%



DENTIST 76 116 10.90% 14.30%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 2 2 0.30% 0.20%
EYE CARE 8 8 1.10% 1.00%
HCBC - HOME AND COMMUNITY 
BASED CARE 1 1 0.10% 0.10%
HEARING AID DEALER 1 1 0.10% 0.10%
ORTHODONTIST - GOLD 6 7 0.90% 0.90%
ORTHODONTIST - SILVER 3 3 0.40% 0.40%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 37 52 5.30% 6.40%
PODIATRIST - CHIROPODIST 1 1 0.10% 0.10%

PSYCHOLOGIST/PSYCHIATRIST 12 12 1.70% 1.50%
Totals 148 204 21.00% 25.10%

8/29/2011 9/2/2011 Provider Type Calls Recipients Call % Recipient %
ADULT MEDICAL DAY CARE 1 1 0.10% 0.10%
DENTIST 119 163 13.30% 15.50%
DME, MEDICAL SUPPLIES, 
PROSTHETICS 2 2 0.20% 0.20%
EYE CARE 15 17 1.70% 1.60%
HEARING AID DEALER 1 1 0.10% 0.10%
MENTAL HEALTH CENTER 1 1 0.10% 0.10%
ORTHODONTIST - GOLD 11 11 1.20% 1.00%
ORTHODONTIST - SILVER 1 1 0.10% 0.10%
PHARMACY 1 1 0.10% 0.10%
PHYSICIAN - GENERAL, 
SURGEON, SPECIALIST 48 75 5.40% 7.10%
PODIATRIST - CHIROPODIST 1 1 0.10% 0.10%

PSYCHOLOGIST/PSYCHIATRIST 16 20 1.80% 1.90%
PT/OT/ST 1 1 0.10% 0.10%
WHEELCHAIR VAN 1 1 0.10% 0.10%
Totals 219 296 24.40% 28.10%



Summary for Dates 08/29/2011 to 03/02/2012
Provider Type Calls Recipients Call % Recip %

CHIROPRACTOR 1 1 0.00% 0.00%
DENTIST 2344 3218 11.50% 13.60%
DME, MEDICAL 
SUPPLIES, 
PROSTHETICS 58 58 0.30% 0.20%

ENROLLMENT - ANY 1 1 0.00% 0.00%
ENT / AUDIOLOGIST 3 3 0.00% 0.00%
EYE CARE 483 586 2.40% 2.50%

FORMS OR PROGRAM 
INFORMATION - ANY 3 3 0.00% 0.00%
HEARING AID 
DEALER 8 8 0.00% 0.00%

HOSPITAL - GENERAL 
OR MENTAL 16 18 0.10% 0.10%
LAB 1 1 0.00% 0.00%
LANGUAGE 
INTERPRETER 1 1 0.00% 0.00%
MENTAL HEALTH 
CENTER 22 22 0.10% 0.10%
NOT APPLICABLE 1 1 0.00% 0.00%
NOT CLASSIFIED OR 
UNKNOWN 7 7 0.00% 0.00%
NURSING HOME 1 1 0.00% 0.00%
ORTHODONTIST - 
GOLD 242 261 1.20% 1.10%
ORTHODONTIST - 
SILVER 13 13 0.10% 0.10%
OUT-OF-STATE 
SERVICES, ANY 6 6 0.00% 0.00%
PHARMACY 8 8 0.00% 0.00%

PHYSICIAN - 
GENERAL, SURGEON, 
SPECIALIST 1072 1412 5.30% 6.00%



PODIATRIST - 
CHIROPODIST 18 18 0.10% 0.10%
PRIOR AUTHORIZED 
SERVICES 1 1 0.00% 0.00%
PROGRAM 
ELIGIBILITY - ANY 1 1 0.00% 0.00%
PSYCHOLOGIST/PSYC
HIATRIST 342 366 1.70% 1.60%
PT/OT/ST 31 31 0.20% 0.10%
REHAB HOSPITAL 1 1 0.00% 0.00%
RIDE NEEDED 4 4 0.00% 0.00%
VNA/HHA 1 1 0.00% 0.00%
WHEELCHAIR VAN 13 13 0.10% 0.10%
Totals 4703 6065 23.10% 25.60%
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WELCOME TO THE NEW HAMPSHIRE HEALTHY KIDS-GOLD AND 
MEDICAID PROGRAM 

 

 

The health and well being of you and your children is as important to us as it is to you.  Please read 
and keep the enclosed important information that tells you how to get medical and dental care.  
You must receive this care from a NH enrolled Healthy Kids-Gold or Medicaid provider. 
 
 

If you need help with any of the following, please keep and refer to the back of this sheet: 
"Important NH Healthy Kids-Gold (HKG) and Medicaid Contacts" 

 

 
 Help finding a doctor, a dentist, or any other medical provider who is enrolled with the NH 

Healthy Kids-Gold and Medicaid Programs 
 
 Answers to questions about which services are covered (please keep and refer to the 

enclosed "NH Medicaid and Healthy Kids-Gold Services Brochure") 
 
 Answers to questions about medical bills 

 
 Help findng rides to medical and dental appointments if you do not have a car or you cannot 

find a ride on your own 
 
 Help getting reimbursed for gas used to get to medical or dental appointments 

 
 Help finding a language interpreter 

 
 
Information about your NH Healthy Kids-Gold and Medicaid benefits, as well as information about 
child health and safety, is enclosed.  Please take the time to review this important information.  A 
Department of Health and Human Services staff person will call you soon to go over this 
information and to answer any questions you may have. 
 
 

For dental related information, please be sure to keep and refer to the enclosed pamphlets: 
"Guide to Healthy Smiles" and "Dental Services for Children" 

 
 
Your NH Healthy Kids-Gold or Medicaid ID Card will arrive in a separate mailing within the 
next three weeks.  If you do not receive your card within three weeks, please contact Medicaid 
Client Services at 1-800-852-3345, ext 4344. 
 
If you need to see a medical or dental provider before you receive your ID card, show the provider 
your "Notice of Decision" before you receive services. 
 
 



State of New Hampshire  01/12 
Department of Health and Human Services   
   

 
IMPORTANT NH HEALTHY KIDS-GOLD (HKG) AND MEDICAID CONTACTS 

 
Medicaid Client Services 

1-800-852-3345, ext 4344 (in-state only) 
(603) 271-4344 

 
Find medical providers such as doctors, dentists, physical therapists, or mental health professionals 

Ask questions about covered health care benefits 
Get help with billing questions or concerns 

 
 

Transportation Coordinator 
1-800-852-3345, ext 3770 (in-state only) 

(603) 271-3770 
 

Get help finding a ride to a medical or dental appointment 
Get help with reimbursement for gasoline used to get to HKG or NH Medicaid covered services 

 
 

Servicio al Cliente de Medicaid 
1 800-852-3345 ext 8361 (sólo dentro del estado) 

(603) 271-8361  
Llame a este número y siga las instrucciones que se proveen 

 
Localice a proveedores médicos tales como doctores, dentistas, fisioterapeutas, o profesionales de la 

salud mental 
Haga preguntas sobre los beneficios de salud que se cubren 

Consiga ayuda con preguntas o dudas sobre las facturas 
 

 
NH Family Voices 

http://www.nhfv.org 
1-800-852-3345, ext 4525 (in-state only) 

(603) 271-4525 
 

Health education and information for parents or caretakers of  
children with special health care needs 

 
 

No Phone?  Send your request for help to: 
 

DHHS - CHAP Unit 
129 Pleasant Street 
Thayer Building 
Concord, NH  03301 

 
Hearing Impaired, Call NH Telecommunications Relay Service at 1-800-735-2964 
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WELCOME TO THE NEW HAMPSHIRE HEALTHY KIDS-GOLD AND 

MEDICAID PROGRAM 
 
 

 

Please read and keep the enclosed important information that tells you about services available to 
pregnant women and newborns.  You must receive this care from a NH enrolled Healthy Kids-Gold or 
Medicaid provider. 
 
 

If you need help with any of the following, please keep and refer to the back of this sheet: 
“Important NH Healthy Kids-Gold (HKG) and Medicaid Contacts” 

 
 

 Help finding prenatal care, a doctor or dentist, or any other medical provider who is enrolled 
with the NH Healthy Kids-Gold and Medicaid Programs 

 

 Help finding a doctor for your newborn 
 

 Answers to questions about which services are covered (please keep and refer to the enclosed 
"NH Medicaid and Healthy Kids-Gold Services Brochure") 

 

 Answers to questions about medical bills 
 

 Help finding rides to medical and dental appointments if you do not have a car or you cannot 
find a ride on your own 

 

 Help getting reimbursed for gas used to get to medical or dental appointments 
 

 Help finding a language interpreter 
 

Information about your NH Healthy Kids-Gold and Medicaid benefits, as well as information about 
child health and safety, is enclosed.  Please take the time to review this important information.  A 
Department of Health and Human Services staff person will call you soon to go over this information 
and to answer any questions you may have. 
 
 

For dental related information, please be sure to keep and refer to the enclosed pamphlets: 
"Guide to Healthy Smiles" and "Dental Services for Children" 

 
 

Pregnant women on NH Medicaid are automatically eligible for services from the Supplemental Food 
Program for Women, Infants and Children (WIC).  Please call the WIC program at 1-800-942-4321 for 
more information.  A WIC information sheet is enclosed. 
 
 

Reminder 
You must report your baby’s birth to your district office caseworker within 10 days of the birth 
so that Healthy Kids-Gold can pay your baby's medical bills. 
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IMPORTANT NH HEALTHY KIDS-GOLD (HKG) AND MEDICAID CONTACTS 

 
Medicaid Client Services 

1-800-852-3345, ext 4344 (in-state only) 
(603) 271-4344 

 
Find medical providers such as doctors, dentists, physical therapists, or mental health professionals 

Ask questions about covered health care benefits 
Get help with billing questions or concerns 

 
 

Transportation Coordinator 
1-800-852-3345, ext 3770 (in-state only) 

(603) 271-3770 
 

Get help finding a ride to a medical or dental appointment 
Get help with reimbursement for gasoline used to get to HKG or NH Medicaid covered services 

 
 

Servicio al Cliente de Medicaid 
1 800-852-3345 ext 8361 (sólo dentro del estado) 

(603) 271-8361  
Llame a este número y siga las instrucciones que se proveen 

 
Localice a proveedores médicos tales como doctores, dentistas, fisioterapeutas, o profesionales de la 

salud mental 
Haga preguntas sobre los beneficios de salud que se cubren 

Consiga ayuda con preguntas o dudas sobre las facturas 
 

 
NH Family Voices 

http://www.nhfv.org 
1-800-852-3345, ext 4525 (in-state only) 

(603) 271-4525 
 

Health education and information for parents or caretakers of  
children with special health care needs 

 
 

No Phone?  Send your request for help to: 
 

DHHS - CHAP Unit 
129 Pleasant Street 
Thayer Building 
Concord, NH  03301 

 
Hearing Impaired, Call NH Telecommunications Relay Service at 1-800-735-2964 



State of NH, DHHS, OMBP Finance

MEDICAID APPLICATION ASSISTORS 

Centers of Medicare and Medicaid Services (CMS) requires states to provide locations for families to apply for the State's Children's 
Health Insurance Program (SCHIP) other than state assistance offices. These outstation sites must include  Medicaid Disproportionate
Share Hospitals (DSH) and Federally Qualified Health Centers(FQHC's), but may also include locations that the State believes will help facilitate
the enrollment of families and children in Medicaid. 

Fiscal Committee Letter (T drive/OHPM/Finance/Group/Fiscal Items/SFY2008) Reimbursement to Designated Partner Agencies
review concludes that an agency has submitted a complete application within 10 days of the client signature date, that agency will receive an enhanced fee 
that is doubled the standard fee. ($24.00)  
Federally Qualified Health Centers receive $24.00 per application. The application is sent to NHHK to review for completeness. If the review concludes that
an agency has submitted a complete application within 10 days of the client signature date, that agency will receive an enhanced fee that is doubled the 
If the applications are incomplete or miss the 10 day deadline, the standard fee ( $12 & $24) will be paid to the agency. 

Process of Submission for payment:
1. NHHK will forward the list of Assistors each month (around the 15th) along with the fee amount being paid to them. 
2. Once received, add it to our tabs located on the T drive:OHPM/Finance/Staffing/ Med Apps/ Med Apps FY12
3. Two folders are updated 1) Is a sheet specifically created for Accounts Payable only . The sheet has been simplified to accommodate AP's needs.  
Accounts payable is only in need of the Payee, Total per Payee and the appropriation. 2) A folder that has a tab for each month in our fiscal year. These are 
to be utilized to copy and paste the totals from the spreadsheet that NHHK will send each month. 
4. Once steps 1-3 have been completed, obtain an approval signature on each invoice; AP' s copy and the original print out 

5. After approvals are recvd, send down the AP invoice for payment and keep the print out from NHHKs.

6. Usually in about 5-7 business days, verify payment in Lawson to ensure that it was completed. Once the payment has been completed, print out the 
payment screen from Lawson's AP92.0 . This is the check number and date. Once this has been completed, file the invoice and payment screen print in the 
Med Application Folder that resides in our Contract drawer.

LIST OF CURRENT ASSISTORS:  Community Facilities
Alice Peck Day Memorial Hospital                                                                        
Ammonoosuc Community Health Center
Androscoggin Valley Hospital
Goodwin Community Health
CAP Family Planning Laconia(Belknap /Merrimack CAP)
Capital Region Family Health Center
Catholic Medical Center
Cheshire Medical Center
Child Health Services
Concord Hospital
Coos County Family Health Services
Derry Comm  Health Svcs
Elliot Hospital
Families First Health & Support Center
Franklin Regional Hospital
Frisbie Memorial Hospital
Health First Family Care
Home Health Care – Keene
Huggins Hospital
Indian Stream Health Center
Lamprey  Raymond
Lamprey Newmarket
Lebanon DHMC
Littleton Regional Hospital
LRG Healthcare
Manchester Community Health Center
Manchester DHC
Monadnock Community Hospital
Nashua Area Health Center
New London Hospital
Partners in Health
Seacare Health Services
Southern NH Medical Center
Speare Memorial Hospital
Valley Regional Hospital
Weeks Medical Center
Wentworth- Douglas Hospital
White Mountain Community Health Center

Methodology:  www.gencourt.state.nh.us/legislation/2007/sb0192.htm l

Staffing-Med Apps-Background and Instructions             3/21/2012 1:52 PM



NH Inpatient Hospital Payer Mix, CY2009

0%

20%

40%

60%

80%

100%

Al
ice

 Pe
ck

 D
ay

An
dr

os
co

gg
in

 Va
lle

y
Ch

es
hi

re
CM

C
Co

nc
or

d
Co

tta
ge

DH
M

C
El

lio
t

Ex
et

er
Fr

isb
ie

Hu
gg

in
s

Lit
tle

to
n

LR
GH

/F
ra

nk
lin

LR
GH

/L
ak

es
 Re

gio
n

M
em

or
ia
l

M
on

ad
no

ck

Ne
w

 Lo
nd

on

Pa
rk

lan
d M

ed
ica

l C
en

te
r

Po
rts

m
ou

th

So
ut

he
rn

 N
H 

M
ed

ica
l C

en
te

r
Sp

ea
re

St
. Jo

se
ph

Up
pe

r C
on

ne
ct

icu
t V

all
ey

Va
lle

y R
eg

io
na

l
W

ee
ks

W
en

tw
or

th
‐D

ou
gla

s

St
at

e A
ve

ra
ge

Pe
rc
en

t 
of
 C
ha

rg
es
 b
y 
Pr
im

ar
y 
Pa

ye
r

Self pay

Private/Other

Medicare

Medicaid



October 20, 2008

Acute Care Nonprofit Hospitals 
in New Hampshire  
F I N A N C I A L  P E R F O R M A N C E  A N D  C O N D I T I O N

by:   Nancy Kane, D.B.A. 
Harvard School of Public Health

Underwritten in part by: 

Endowment for Health/  
Health Strategies of NH

In partnership with:

The NH Department of  
Health and Human Services



Report on the Financial Condition of the 23 Acute Nonprofit New Hampshire 
Hospitals 

 
Kane Consulting Group 
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This report examines the financial performance and condition of the 23 acute care 
nonprofit hospitals in New Hampshire    
 
The report begins with an overview of the aggregate annual statement of operations 
(“income statement” equivalent) and changes in net assets (“equity” equivalent)  of all 23 
hospitals.  It then describes key ratios and the variability of those ratios within the 23 
hospitals over the five years 2003-2007.   New Hampshire hospital performance is 
compared to hospital performance in the northeast region and nationally where 
benchmarks are available.  Appendix One provides our methodology for calculating key 
ratios.1 The final section of the report reviews the aggregate cash flow statements of the 
hospitals, to gain deeper insight into where funds come from and where they go within 
the hospital sector. 
 
For the ratio and cash flow analyses, critical access hospitals (CAH) are broken out from 
the state aggregate numbers for purposes of trend and comparative analysis for this 
subgroup.  The CAH analyses are presented by topic area (profitability, liquidity, 
solvency, plant age, cash flows) along with the related analyses of the hospital sector as a 
whole. 

 
Aggregate Annual Statement of Operations and Changes in Net Assets  

Of Unrestricted Funds 
 
 Table 1 below is an aggregate annual income statement of the 23 nonprofit acute New 
Hampshire hospitals covering the 5-year period  2003-2007.  It provides an overview of 
profitability and related performance features of the hospitals on a combined basis.  The 
data relationships shown in Table 1 should not be construed as representative of a typical 
hospital.  Financial profiles of individual hospitals vary, and there is a wide range of 
profitability both greater and lesser than indicated in Table 1.  Total margins in 2007, for 
example, ranged from positive 15.5% to negative 7%.   
 

                                                 
1 Comparable regional and national performance measures are from the 2008 Almanac of Hospital 
Financial and Operating Indicators, Ingenix. 
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Table 1:  Annual  Statement of Operations and Changes in Net Assets,  
23 New Hampshire Non-Profit Hospitals, 2003-2007 

$ in thousands 2003 2004 2005 2006 2007

avg 
annual 

% 
change 

OPERATING REVENUES:       
Gross Patient Service 
Revenue $3,969,825 $4,599,275 $5,324,664 $5,829,838 $6,411,102 15%
Less Revenue Deductions:       
     Free Care (at charges) $83,425 $90,757 $114,259 $141,208 $156,738 22%
     Bad Debt (at charges) $124,591 $150,353 $159,046 $164,751 $178,359 11%
     Contractual Adjustments $1,630,349 $2,006,199 $2,443,343 $2,688,620 $3,037,088 22%
Net Patient Service 
Revenue $2,131,460 $2,351,966 $2,608,016 $2,835,259 $3,038,917 11%
Other Operating Revenues $89,464 $87,279 $111,596 $105,261 $122,197 9%
TOTAL OPERATING 
REVENUE $2,220,924 $2,439,245 $2,719,612 $2,940,520 $3,161,114 11%
OPERATING EXPENSES:        
Depreciation and 
Amortization $116,556 $123,489 $138,178 $149,561 $160,369 9%
Interest Expense $33,758 $31,727 $41,160 $44,893 $46,223 9%
Other Operating Expenses $1,995,583 $2,177,023 $2,414,092 $2,637,337 $2,834,284 11%
TOTAL OPERATING 
EXPENSE $2,145,897 $2,332,239 $2,593,430 $2,831,791 $3,040,876 10%
NET OPERATING 
INCOME $75,027 $107,006 $126,182 $108,729 $120,238 15%
NONOPERATING 
REVENUES:             
Interest and Dividend 
Income $20,607 $24,039 $18,876 $31,904 $37,580 21%
Realized Gains on 
Investments -$7,178 $33,254 $39,468 $40,127 $56,764   
Other Income/Loss -$7,448 -$3,732 $3,129 -$3,158 -$2,084   
TOTAL NONOPERATING 
REVENUE $5,981 $53,561 $61,473 $68,873 $92,260

361%

EXCESS OF REVENUE 
OVER EXPENSE $81,008 $160,567 $187,655 $177,602 $212,498 41%
Extraordinary charges -$2,789 -$4,289 $0 -$966 $0  
Net assets released for 
capital $6,077 $6,339 $7,375 $15,536 $4,647  
Unrealized gains $93,590 $14,501 $20,700 $11,513 $54,780  
Minimum pension liability -$108,251 $59,112 -$88,642 $103,222 $68,274  
Transfers to affiliates -$34,674 -$29,846 -$17,142 -$29,037 -$42,818  
Other changes in Net 
Assets $1,918 -$3,360 $1,739 $1,789 -$184,057  
TOTAL CHANGES IN NET 
ASSETS $36,879 $203,024 $111,685 $279,659 $113,324 52%
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Table 1 shows a  healthy hospital sector in the aggregate, with steadily rising operating 
revenues that grow slightly faster, on average, than operating expenses,  11% vs 10% 
respectively per year.  Operating profits peak in 2005 and  remain well above 2003 levels 
in 2006 and 2007, and over the five years total over a half-billion dollars.  Adding back 
noncash expenses (depreciation and amortization), the sector generated cash from 
operations of over $1.2 billion dollars over the five year period. 
 
Nonoperating revenues, particularly realized gains from selling marketable securities, 
grew dramatically, allowing the “bottom line”, or “excess revenue over expense”  to 
grow an average annual rate of 41% between  2003 and 2007.  Nonoperating revenues 
added an additional $282 million to the $ 1.2  billion in cash generated by the sector from 
operating activities alone. 
 
Below the “excess revenue over expense” line are transactions that affect the total change 
in “net assets” but are not considered to be part of the operating statement according to 
generally accepted accounting principles. The total impact of these “below the line” items 
over the five years was a $74 million reduction in net assets,  largely due to the 2007 
impact of accounting changes related to pension accounting (reported as “other changes 
in net assets”).  The other major drawdown of net assets was transfers to affiliates, which 
totaled roughly $154 million over the five years.  On the plus side, “net assets released 
for  capital”, which represented the amount of donated capital used for capital spending 
over the period, totaled close to  $40 million, and “unrealized gains”, the increase in the 
market value of securities investments held on the balance sheet, added $195 million to 
net assets.   
 
In sum, the sector showed healthy profitability and growth in net assets over the period.  
The next section describes the distribution of financial performance within the sector. 
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Ratio Analysis 

 
Profitability 

 
Total Margins: 
 
Figure 1 
  

Total Margin 2003-2007, All Hospitals
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Total margin includes both operating income and all nonoperating revenues (investment 
income, unrestricted gifts, gains and losses on joint ventures and equity investments) in 
the numerator, and the sum of total operating revenues and nonoperating revenues in the 
denominator. 
Median2 total margins over this time period are above national and regional medians, 
except for 2006 when the New Hampshire median is roughly at the national median  (see 
Figure 1).  Until 2006, the bottom quartile (25%)  of hospitals in New Hampshire 
approach the northeast regional median (50th percentile), indicating better than regional 
performance even at the lowest quartile (25th percentile) in the state.   
 
Comparables were not available for 2007;  however it appears that total margins 
improved over 2006 for more than 50% of the hospitals.  At the same time, the lowest 
quartile hospitals experienced declining total margins.  The range in total margins in 2007 
was a minus 7% to a positive 16%, with two hospitals reporting negative total margins. 
 
Table 2  compares the median  Critical Access Hospital (CAH) total margin to that of all 
New Hampshire hospitals and to CAH’s in the northeast region.  The median total 

                                                 
2 value at which 50 % of hospitals fall above, and 50% fall below 
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margins for hospitals that had critical access status as of 20073  were below the medians 
for all New Hampshire hospitals except in 2006.  However New Hampshire CAH total 
margins were similar to CAH hospital medians in the northeast region and nationally in 
most years. 
 
Table 2 
Median Total Margin 
 2003 2004 2005 2006 2007 
All NH 
(n=23) 

.033 .041 .056 .037 .052 

CAH –NH .0212 .026 .027 .042 .026 
CAH: 
Northeast 

.011 .030 .029 .040  

CAH: 
National 

.021 .026 .037 .040  

 
 
Operating Margins: 
 
Figure 2 shows the trend , by quartile, of all New Hampshire hospitals’ operating 
margins, which are primarily the results of providing patient care.  The trend for the 
bottom half of hospitals is upward through 2006, while the top quartile drifts slowly 
downward between 2003 and 2005, then recovers in 2006.  In 2007, operating margins in 
all quartiles decline.  The reasons for the drop are not entirely clear from the financial 
statements. Figure 3, showing the expense growth trend by quartile, does not indicate any 
across-the-board spike in expense growth in 2007.   Figure 4, however, does show a 
relatively steeper decline in the growth rate of revenue in 2007.   The factors behind the 
decline in 2007 operating margin are explored further below.   
 
 

                                                 
3 3 of the 12 obtained CAH for only the last two years, 2006 and 2007, but their total margins were 
included for all years in the table 
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Figure 2 

Operating Margin 2003-2007
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Figure 3   
 

Expense Growth Trend 2003-2007
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Figure 4 

Revenue  Growth Trend 2003-2007
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CAH’s reported  lower operating margins than did all New Hampshire hospitals in every 
year of our analysis.  In 2007, 8 of the 12 CAH’s reported a drop in operating margins, 
suggesting that there may be revenue constraints related to CAH status that came into 
play in 2007 more than in earlier years.  In 2007, median revenue growth for CAHs 
slowed  considerably relative to prior years as well as relative to expense growth in that 
year, as shown in Table 4. Two CAH’s experienced negative revenue growth in 2007. 
 
Table 3 
Median Operating Margins, CAH Hospitals  
 
 2003 2004 2005 2006 2007 
All NH  .020 .025 .036 .058 .025 
CAH - NH 
 

.015 .017 .013 .023 -.001 

 (comparable regional and national medians are not reported for operating margin ratios) 
 
Table 4 
Median Annual Growth in Revenues and Expenses, CAH Hospitals  
 2003 2004 2005 2006 2007 
All NH – 
Revenue 
Growth 

.149 .112 .101 .09 .075 

CAH – NH-
Revenue 
Growth 

.15 .116 .086 .096 .051 

All NH .118 .087 .095 .085 .071 
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Expense 
Growth 
CAH NH 
Expense 
Growth 

.116 .089 .087 .085 .070 
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Figure 5 

Markup Ratio 2003-2007 All Hospitals
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The markup ratio is the relationship between hospital “charges” and hospital costs.  Few 
payers pay charges, although uninsured patients and those payers that base payments on a 
“discount off charges” are affected by charges.  Figure 5 indicates that the markup 
medians for New Hampshire are below the median Northeast and National markup ratios, 
and have remained relatively stable over the last five years. The range (minimum – 
maximum) of markups in 2007 was between 1.5 and 2.6. Only the top quartile values 
have risen noticeably over the period; in other words,  25% of New Hampshire hospitals 
had a markup ratio higher than 2.19 in 2007, compared to 1.89 in 2003.  The markup 
ratio does not say how New Hampshire charges compare with those of other regions 
because it is expressed as a percentage of cost, and cost levels vary among regions. 
 
Median Critical Access hospital markups and deductibles are below those of the state as a 
whole, between 1.67-1.68. The 2007 range of markups for the critical access hospitals 
was between 1.5 and 1.8. 
 
 

 9



 
Figure 6 

Deductible Ratios 2003-2007 All Hospitals
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Related to the markup ratio (the amount hospitals raise prices relative to their costs) is the 
deductible ratio, the amount that payers discount payments relative to those prices (also 
called “charges”).  With markups fairly steady in New Hampshire, the deductible ratios 
have also stayed fairly steady and well below national and regional deductible levels.  
The range in deductibles in 2007 was .26 to .54, quite similar to the range in 2006.  This 
suggests that the reduction in revenue growth in 2007 was not due to a noticeable 
increase in the deductible ratio. 
 
CAH median deductibles were below those of the state as a whole, between .33 - .35 for 
the five year period of analysis.  The 2007 range of deductibles was between .26 and .42, 
the same as it was in 2006.   
 
The slower growth in revenues in 2007, which contributed to the drop in operating 
margins in 2007, appear not to be due to significant increases in deductibles (the amount 
that third parties discount payments relative to charges).    What could be behind the 
slowing revenue growth is a growth in bad debts (revenue deductions in our data, so they 
would affect revenue growth), or a slowing in utilization growth.  Utilization data (days, 
visits) is not provided in audited financial statements so we are unable to analyze this 
factor in our report.  However there was evidence of a rise in bad debts, particularly for 
CAH hospitals, in 2007. 
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Figure 7 

Nonoperating Revenue as Percentage of Total 
Surplus
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Nonoperating revenue as a percentage of total surplus provides insight into the proportion 
of hospitals’ “bottom lines” coming from nonoperating sources such as investment 
income, unrestricted gifts, and income/losses from equity investments and joint 
ventures.4  The trend (Figure 7) in New Hampshire shows a growth in reliance on 
nonoperating revenue to generate a positive total margin.  As of 2007, 50 % of New 
Hampshire hospitals relied on nonoperating revenues for 50% or more of their total 
bottom line. 
 
The largest source of nonoperating revenues in recent years has been gains on the sale of 
securities, which relies upon effective investment strategies in the capital markets to 
succeed.   Figure 8 shows the proportion of nonoperating revenues coming from just sales 
of securities. 

                                                 
4 Comparable data for the US and the northeast region are not available. 
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Figure 8 

Gains on Sales of Securities as Percentage of 
Nonoperating Revenue
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Figure 8 shows that at least 25% of hospitals do not report any security sales gains;  this 
reflects a mix of one-two hospitals truly having no security sale gains, and 3 – 4 hospitals 
not separating out securities gains from interest and dividends when reporting investment 
income, or doing so only on a consolidated (multiple entity) basis.  50% of hospitals 
report up to 20% of nonoperating revenue coming from gains (except in 2004, when it 
rose to 38% of nonoperating revenue).  However 25% of hospitals report at least half of 
their nonoperating revenue is from securities sales gains (slightly fewer hospitals in 2007 
report such heavy reliance).  Combining the implications of Figure 7 with Figure 8, 
hospitals that have recently relied heavily on nonoperating revenue, and have earned that 
revenue by  gains on sales of securities will find 2008 to be a particularly difficult year to 
make ends meet, given the current unrest in capital markets. 
 
Relatively more CAHs are more reliant on realized gains and other sources of 
nonoperating revenue than New Hampshire hospitals as a whole.  The table below 
summarizes the medians for CAH vs all NH hospitals for these two ratios over the 2003-
2007 period. 
 
Table 4 
Median Nonoperating Revenue as Percentage of Total Surplus  
 2003 2004 2005 2006 2007 
All NH 0 .29 .22 .34 .5 
CAH - NH .18 .38 .52 .33 .60 
Median Realized Gain as a Percentage of Nonoperating Revenue 
 2003 2004 2005 2006 2007 
All NH 0 .38 .15 .22 .17 
CAH - NH 0 .49 .19 .27 .22 
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Liquidity 

 
NH hospitals may be more reliant on nonoperating revenues than regional or national 
hospitals  because they have more cash, relative to their size and operating needs,  to 
invest in marketable securities.  Figure 9 supports this interpretation;  it describes the 
distribution of values of days cash on hand, including long term unrestricted investments 
(includes board –designated, but excludes trustee- held and donor-restricted assets), 
compared to regional and national medians.  New Hampshire acute care hospitals’ days 
cash on hand are higher than national or regional medians.  Fifty percent of hospitals in 
the Northeast and the US have the same or less days cash on hand than does the bottom 
25% of hospitals in New Hampshire. 
 
Figure 9 

Days Cash On Hand, All Unrestricted Sources, 
2003-2007

0

100

200

300

2003 2004 2005 2006 2007

25th 50th 75th

Northeast 50th National 50th

 
 
CAH hospital medians are also well above critical access hospitals in the Northeast and 
the US, as the table below describes.  The 2007 range for the NH CAH’s is from 46 to 
396 days of cash on hand, which is also the range of days cash on hand for all 23 
hospitals. 
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Table 5 
Median Days Cash on Hand, All Unrestricted Sources 
 2003 2004 2005 2006 2007 
NH – All 162 174 197 183 182 
CAH-NH 141 145 176 177 186 
Northeast 
CAH 

87 100 80 78  

National 
CAH 

72 61 80 69  

 
Working capital is generally not a problem in New Hampshire for the hospitals, whether 
or not they are CAH’s.  Their median days in accounts receivable (the time it takes to 
collect patient accounts receivable) are at or below (better than) the national medians, 
while their average payment period is within the same range as national medians and 
regional medians, indicating that NH hospitals are not having problems financing their 
collections. 
 
 
Figure 10 
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Figure 11 

Average Payment Period
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New Hampshire CAH’s are also well within normal limits with respect to their ability to 
collect receivables and pay their current liabilities on time. 
   
Table 6 
Days in Accounts Receivable, CAH Medians 
 2003 2004 2005 2006 2007 
NH – All 54 56 51 48 47 
 CAH - NH 60 67 59 53 57 
Northeast 
CAH 

58 60 55 59  

National 
CAH 

61 59 59 59  

Average Payment Period, CAH Medians 
 
 2003 2004 2005 2006 2007 
All NH 64 63 58 55 59 
CAH - NH 61 59 58 57 61 
Northeast 
CAH 

60 59 57 57  

National 
CAH 

51 49 51 51  
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Solvency 

 
The equity financing ratio (see Figure 12) expresses the proportion of total unrestricted 
assets that is funded by equity, conversely that is not funded by debt and other liabilities.  
While the use of debt can be advantageous under reasonable terms and limits, and is 
usually appropriate to fund long term capital improvements, excessive debt levels cause 
financial strain and may lead to insolvency.  Higher equity financing ratios are generally 
healthier, although most financially healthy hospitals should have some debt for working 
capital and property, plant, and equipment financings as a way to minimize their overall 
cost of capital.   The national interquartile (25th to 75th percentile)  range is between  40% 
and 70% equity financing, translating into a .4 and a .7 in Figure 12. 
 

 
Figure 12 
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Figure 12 shows that the New  Hampshire hospitals fall within the national interquartile 
range of equity financing, with the state median at the National median and higher (more 
favorable) than the median for the Northeast region. The trend is convergence toward the 
median, which means that hospitals with the least proportion of equity (the 25th 
percentile) have increased their equity proportions over this period (a good sign).  Those 
with the highest proportion of equity have trended down toward the median, which in 
New Hampshire is generally due to increasing long term debt for capital acquisitions.  
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CAH’s in New Hampshire had slightly higher equity financing ratios (healthier) than 
CAHs in the Northeast Region and nationally in the first 2 – 3 years of our analysis; since 
2005 they have trended steadily downward and were below the national median in 2006.  
Most CAH’s have a healthy equity financing ratio despite the downward trend, with a 
minimum of 40% (.4) and maximum 90% (.9) equity financing ratio.  
 
Table 7 
 2003 2004 2005 2006 2007 
All NH .58 .57 .56 .55 .54 
CAH - NH .65 .64 .6 .57 .55 
Northeast .56 .61 .57 .57  
National .59 .6 .6 .6  
 
 
The next two figures describe the ability of hospitals to repay their debt.  The cash flow 
to total debt ratio (figure 13) reflects the ability of hospitals to repay all debt principal 
(current and noncurrent) from cash flows generated by operations.  The debt service 
coverage ratio (Figure 14) reflects the ability of hospitals to meet long-term debt 
principal and interest payments from cash flow generated by operations. 
 
Figure 13 
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Figure 13 shows New Hampshire trends that peak (are most favorable) in 2004 or 2005, 
then decline in 2006 and 2007.  Median cash flow to total debt ratios for New Hampshire 
hospitals start well above national and regional levels, and remain above regional levels 
throughout the period.  In 2005, national medians exceed New Hampshire medians.  This 
indicates less cash generation relative to debt; for 3 hospitals (all CAH”s), it is below 
10%, which indicates a heavy debt burden and vulnerability to small downturns in 
profitability. 
 
CAH’s cash flow to total debt ratios also trend downward, and their median drops to only 
15% in 2007, suggesting greater financial vulnerability.  The New Hampshire CAH 
medians are also, as of 2006, below regional and national medians.   Three CAH’s have a 
cash flow to total debt ratio below 10% which suggests that they may be struggling to 
repay their debts. 
 
Table 8 
Cash Flow to Total Debt Ratios, Critical Access Hospitals 
 2003 2004 2005 2006 2007 
All NH .20 .26 .21 .2 .19 
CAH - NH .2 .3 .2 .18 .15 
Northeast 
Region CAH 

.15 .25 .17 .22  

US-CAH .19 .20 .25 .24  
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Figure 14 describes debt service coverage , which focuses only on the hospitals’ ability to 
repay long term debt (principal and interest) on a timely basis.  Most New Hampshire 
hospitals show quite robust debt service coverage ratios, with 75% of New Hampshire 
hospitals showing coverage ratios well above national and regional medians   In 2007, 
with the decline in margins, the debt service coverage ratios drop, but are still in a very 
healthy range for most hospitals. 
 
Figure 14 
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Table 9 
Median Debt Service Coverage, CAH’s 
 2003 2004 2005 2006 2007 
All NH 4.59 4.61 4.8 5.99 4.66 
CAH -NH 3.05 3.56 3.47 3.76 3.91 
Northeast 
Region CAH 

3.11 3.71 4.17 3.74  

National 
CAH 

2.76 3 3.53 3.35  

 
 
CAH debt service coverage ratios are quite healthy, generally above national levels but 
below Northeast Regional levels.  However two CAH’s have a debt service ratio below 
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1.5, a level that is often considered a minimum coverage ratio for accessing tax-exempt 
bond financing. 
 
Plant age (Figure 15)  is often discussed in the same section as solvency, since most long-
term debt is borrowed to invest in property plant and equipment.  A hospital with a lot of 
debt plus an old plant age may be competitively disadvantaged if newer hospitals are 
nearby.  New Hampshire’s rural landscape may reduce the competitive problem for older 
hospitals, but a very old hospital does need at some point to renovate to keep up with 
changes in medical technology and practices, and to be able to recruit and retain 
physicians.   
 
Plant age, which is the result of dividing accumulated depreciation by depreciation 
expense, does not measure the actual age of any given hospital’s plant and equipment, 
and should be used with care in drawing conclusions about the condition of hospital 
facilities, as it can also reflect differences in how hospitals account for fully depreciated 
assets (whether they retain them in the accumulated depreciation accounts or not).  It is 
more useful as an indication of the relative ages of physical plant for any one hospital 
over time.   
 
Figure 15 
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The median plant age of hospitals in New Hampshire is younger than national and 
regional medians, indicating a competitively comparable investment in property , plant, 
and equipment.  Putting the solvency and plant age ratios together, the picture of New 
Hampshire hospitals in general is that, with a couple of exceptions, they have manageable 
amounts of debt and are investing competitively in their property, plant and equipment.   
 
As the table below indicates, median plant age for New Hampshire CAHs is younger than 
Northeast Region and National medians, until 2006;  comparable data for 2007 is not 
available, but the CAH –NH age drops below 2006 comparable plant ages.  The oldest 
CAH hospital has almost no debt, and almost 400 days cash on hand (including board-
designated), which suggests that it can modernize itself when competitive and 
technological conditions demand (which it is in the process of doing in 2008). 
 
Table 10 
Median Plant Age, Critical Access Hospitals 
 2003 2004 2005 2006 2007 
All NH 8.11 8.47 9.18 9.3 8.2 
CAH –NH 7.9 8.44 9.4 10.24 9.18 
Northeast 
CAH 

9.87 10.46 10.38 10  

National 
CAH 

10.24 10.16 10.35 9.98  

 
 

Uncompensated Care 
 

Bad debt and free care are the two elements that go into total uncompensated care.  Both 
elements are valued at charges when reported in the financial statements;  these values 
can be reduced to an estimated cost by applying the overall cost to charges of all services 
to the bad debt and free care reported at charges. 
 
In Figure 16, bad debt is valued at charges as a percentage of gross patient service 
revenue  (GPSR) (which is also valued at charges), providing one measure of the trend 
and burden of bad debt on New Hampshire hospitals.  Bad debt as a percentage of gross 
patient service revenue is relatively stable over the five year period, with a slight uptick 
in the top quartile from 4.3% to 4.8% in 2007, and a more gradual increase in the bottom 
(least percentage debt) quartile from 2% to 2.8%.  The minimum value in 2007 was 
1.7%, and the maximum was 8% of gross patient service revenue, and the interquartile 
range (between 25% and 75% percentiles) was between 2% and 4.8% over the period 
2003-2007.  Comparables are not available regionally or nationally;  work done by the 
authors in Maine and Rhode Island show slightly lower interquartile  ranges for the bad 
debt ratio, eg between 2..5% and 4% in Maine (1993-2003) and between 2% and 3.5% in 
Rhode Island (2002-2006). 
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Figure 16 

Bad Debt as Percent of GPSR - All 
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 Figure 17 

Free Care as Percent GPSR - All NH
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Free care (Figure 17)  shows a rising trend in 2006 over earlier years for all quartiles, 
with 75% of hospitals staying below 3% of gross patient service revenue.  The range in 
2007 was 1.4% minimum to a maximum of 4.7%, and the interquartile range over the 
period 2003-2007 was between 1.5% and 3%.   The interquartile range in Maine over an 
earlier period (1993-2003) was .8% to1.8%, and for Rhode Island over the period 2002-
2006 was .5% to 2.1%, both slightly lower than the New Hampshire ranges. 
 
Figure 18 below shows the annual estimated  cost of bad debt and free care, applying the 
average cost-to-charge ratio to the reported amounts valued at charges.   Free care at cost 
grew significantly faster than did bad debt, at an average annual rate over the years 2003-
2007 of 15.8%  and 7.2% respectively.  Total state-wide hospital  free care and bad debt 
at cost for 2007 reached $157 million,5 up from $110 million in 2003.   

                                                 
5 Compared to a reported $335 million in uncompensated care in 2007, valued at charges 
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The CAH median percentage Free Care to GPSR was very close to the state medians for 
all hospitals (see Table 11), while the range (minimum to maximum value)  in 2007 was 
1.4% to 4.7% . CAH”s share of total free care at cost rose from 15% in 2003 to16% in 
2007.   
 
 For bad debt, however, the CAH median percentage of GPSR  rose above the state 
median in 2006 and 2007, at the same time that its share of all acute hospital bad debt in 
the state rose from 15% in 2003 to 22% in 2007.  The CAH range (minimum to 
maximum) for bad debt as a percent of GPSR in 2007 was 1.9% to 8.1%.    
 
Rising bad debt as a percentage of gross patient service revenue  contributed to declining 
2007 margins in at least 6 CAHs in 2007. 
 
Table 11 
Median Free Care and Bad Debt as % GPSR 
 2003 2004 2005 2006 2007 
State Bad 
Debt all 
hospitals 

.033 .033 .033 .030 .031 

CAH –NH 
Bad debt 

.033 .033 .031 .035 .040 

State free 
care all 
hospitals 

.022 .020 .022 .025 .026 

CAH-NH 
Free Care 

.023 .021 .024 .025 .027 
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Aggregate Cash Flows, 2003-2007 

 
These aggregate cash flows combine the sources and uses of cash over a five year period 
for two groups of hospitals. In table 12,  the cash flows of the eleven non-critical access 
hospitals only are combined.  In table 13, the cash flows of the twelve critical access 
hospitals only are combined6. 
 
Table 12  indicates a very healthy balance of cash sources for the non-critical access 
hospitals:   roughly 70% are internally generated, or from non-borrowed sources.  The 
highest “quality” source of cash is what is earned on a recurring basis from operations 
(surplus plus noncash expenses), which totaled 66% of total cash sources for the non-
critical access hospitals.  Even more positive was that operating income made up 42% of 
cash from operations.  Long term debt (27%) and other liabilities (2%) provided most of 
the remaining cash.  Capital donations made up  2% of total cash sources over the period,  
a total of $31 million over the five year period.  Total cash sources generated over the 
five years was $1.8 billion. 
 
Table 12 
Non-Critical Access Hospitals Aggregate Cash Flows 2003-2007: 
Sources of Cash 
 Sources in $000  $ Total 

Sources 
% Operations 

    (a) Operating Income   
 

$513,388  42% 

    (b) Nonoperating Revenue  $243,622  20% 
    (c) Noncash Expenses  $471,482  39% 
    (d) Extraordinary Charges  ($6,993)  (LT 1%) 
Operations (surplus plus noncash 
expenses) (a+b+c+d) 

$1,221,499  66%  

Decrease Trustee-held 
Investments 

$57,325  3%  

Increase in Long Term Debt $595,395  27%  
Capital Donations $31,026  2%  
Affiliate Loans and Investments, 
Sale of Fixed Assets 

$10,058  LT 1%  

Increases in Other Liabilities $32,905  2%  
Total Sources $1,858,208    
 

                                                 
6 Cash sources and uses include the net effect of revenues and expenses (namely, the net income) of 
hospitals 
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Non-Critical Access Hospitals Aggregate Cash Flows 2003-2007 
Uses of Cash 
 
 Uses in $000 % Total Uses 
Invest in Property, Plant, 
and Equipment 

$1,057,938 57% 

Repay Long Term Debt $318,612 17% 
Increase Cash and Board-
Designated Investments 

$181,664 10% 

Transfers and Investments 
in Affiliates 

$174,522 10% 

Increase in Other 
Noncurrent Assets 

$82,838 4% 

Increase  Working Capital $42,634 2% 
Total Uses $1,858,208  
 
Of the $1.8 billion in cash generated over the period 2003- 2007,  57% was invested in 
property, plant and equipment.  The ratio of capital expenditure ($1,057,938)  to 
aggregate depreciation expense ($589,894) was 1.8 times, indicating that the hospitals 
were doing a solid job of maintaining their capital base, consistent with the plant age 
trend indicated in Figure 15 .  The second largest use of cash was repayment of debt, 
using 17 % of total cash generated over the period.  The non-critical access hospitals 
were net borrowers over the period, in that the increase in long term debt was about $276 
million more than was repaid.  Figures 13 and 14 showing cash flow to total debt and 
debt service ratios indicate that the levels of debt incurred were conservative relative to 
the hospitals’ ability to service their debt.   
 
Another sign of financial strength was that the non-CAH hospitals were able to increase 
their cash and investments by almost $182 million, even after making substantial capital 
investments.  They were also able to transfer  or invest almost $175 million in affiliates, 
such as  physician practices and other related entities, over the period 2003 -2007.   
 
Critical access hospitals also performed well financially in aggregate, although not as 
well as the non-critical access hospitals.  Table 13 describes their aggregate sources and 
uses of cash over the period 2003 -2007.  Operations generated only 50% of total cash, 
and operating income contributed a much smaller share than was true of the non-CAH 
hospitals (16% compared to 42% for the non-CAH hospitals).  Capital donations 
provided 3% of total cash sources, or nearly $9 million.  However, the CAH’s had to rely 
more heavily on long term debt for their cash needs, comprising 44% of total cash 
sources. 
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Table 13 
Critical Access Hospitals Aggregate Cash Flows 2003- 2007 
 
Sources of Cash 
 Sources in 

$000 
 % Total 

Sources 
% 
Operations 

    (a) Operating Income  $23,844  16% 
    (b) Nonoperating 
Revenue 

 $38,526  26% 

    (c) Noncash Expenses  $85,521  59% 
    (d) Extraordinary 
Charges 

 ($ 2,076)   (1%) 

Operations (surplus plus 
noncash expenses) 
(a+b+c+d) 

$145,815  50%  

Increase in Long Term Debt $128,984  44%  
Capital Donations     $8,757  3%  
Affiliate Loans and 
Investments 

    $6,043  2%  

Sale of Fixed Assets     $1,960  LT 1%  
Increases in Other 
Liabilities 

    $1,291  LT 1%  

Total Sources $292,850    
 
Uses of Cash 
 Uses in $000 % Total Uses 
Invest in Property, Plant, 
and Equipment 

$142,584 49% 

Repay Long Term Debt $ 65,861 22% 
Increase Cash and Board-
Designated Investments 

$ 42,209 14% 

Increase Trustee Held 
Investments  

$ 32, 103 11% 

Transfers to Affiliates $ 5,388  2% 
Increase in Other 
Noncurrent Assets 

$ 2,608  1% 

Increase  Working Capital $ 2, 087  1% 
Total Uses $292,850  
 
The aggregate cash uses of CAH’s also differs from the non-CAH’s, with proportionately 
less going into capital investment (49%) than the non-CAHs.  The $143 million in capital 
expenditures was 1.45 times the aggregate depreciation expense of the same period 
($98,259), not quite enough to maintain plant age (see Table 10) at 2003 levels, but 
adequate relative to CAH’s regionally and nationally.    
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The CAH’s, like the non-CAH hospitals, were net borrowers, adding roughly $63 million 
net new debt to their balance sheets.  Almost half of that was used to increase “trustee-
held investments”, which are primarily amounts set aside to service their debts or to 
invest in capital projects.  Tables 7 through 9 indicate that this additional debt has 
lowered their equity financing and cash flow to total debt ratios below 2003 levels, but 
most are still in a reasonably healthy financial state.  Debt service coverage ratios were 
more than adequate for all but 2 of the CAH’s.  
 
Finally, the CAH’s in aggregate were able to increase their cash and board designated 
investments by $42 million, a healthy sign that also improves their ability to generate 
interest and dividend income. 
 

Summary 
 

Overall, most New Hampshire hospitals performed well over the period 2003- 2007.  
Strengths included strong growth in operating profits through 2006,  total margins that 
were at or above regional and national benchmarks in all years with benchmarks 
available,  very strong liquidity (especially days of operating expenses held in cash and 
unrestricted marketable securities), and strong solvency measures coupled with younger 
plant ages than national and regional benchmarks.  Critical Access Hospitals are not as 
strong as the non-CAH hospitals in New Hampshire in operating profitability, and are 
more reliant on nonoperating revenues (investment income and gains on sales of 
securities), but most have very strong cash cushions that bolster their long-term financial 
viability. 
 
Sector-wide sources of concern include the sharp drop in operating profitability in 2007 
across all quartiles, which appears to be driven by multiple factors, including a sharp 
drop-off in revenue growth for some hospitals, a rising proportion of bad debt particularly 
for about half of the Critical Access Hospitals, and for some, the assumption of physician 
practices into the hospital entity.  A second source of concern is  a growing dependency 
on nonoperating revenues to produce total income, particularly among CAH’s.  
 
Within the sector there are wide variations in performance, with two hospitals facing 
serious financial challenges due to sustained operating losses and not much of a cash 
cushion to absorb them.  Another five or six hospitals have very strong balance sheets 
and generally sustainable performance,  but they experienced break-even or operating  
losses in 2007.  On the other end of the performance range are 3 – 4 hospitals with total 
margins above 6% in most years , over 150 days’ cash on hand, very manageable debt 
loads, and competitive plant age.  In between are the majority of hospitals, which have 
steady profitability, solid liquidity, strong solvency, and are maintaining their plant and 
equipment at close to industry benchmarks. 
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Ratio Definitions 
 
Profitability: Purpose Calculation 

      Total Margin Measures the organization’s 
ability to cover expenses with 
revenues from all sources 

Ratio of (Operating Income and 
Nonoperating Revenues)/(Total 
Operating Plus Nonoperating 
Revenues) 
 

      Operating Margin Measures the organization’s 
ability to cover operating 
expenses with operating 
revenues 
 

Ratio of Operating Income/Total 
Operating Revenue 

      Markup Ratio Measures the relationship 
between hospital-set charges 
and hospital operating costs;  
generally only self-pay and 
indemnity payers pay hospital 
charges 
 

Ratio of (Gross Patient Service 
Charges Plus Other Operating 
Revenue) / Total Operating 
Expense 

      Deductible Ratio Measures the relationship 
between hospital’s contractual 
discounts negotiated with 
(private payers) or taken by 
payers (Medicare and 
Medicaid) and hospital charges 

Ratio of Contractual 
Adjustments/Gross Patient Service 
Revenue 

      Nonoperating Revenue 
      Ratio 

Measures the contribution of 
nonoperating revenues 
(activities that are peripheral to 
a hospital’s central mission) to 
total surplus or deficit 

Ratio of Nonoperating Revenues 
(includes unrestricted donations, 
investment income, realized gains 
(losses) on investments and 
peripheral activities)/Excess 
Revenue over Expense 
 

      Realized Gains 
/Nonoperating Revenue 

Measures the contribution of 
realized gains (a subset of 
nonoperating revenues) to 
Nonoperating Revenues 
 

Ratio of realized gains 
(losses)/Nonoperating Revenues 

Liquidity:   
       Days in Accounts  
       Receivables 

Measures how quickly revenues 
are collected from 
patients/payers 
 

Patient Accounts Receivable/(Net 
Patient Service Revenue / 365) 

       Average Pay Period Measures how quickly 
employees and outside vendors 
are paid by the hospital 

(Accounts Payable and Accrued 
Expenses)/ 
(Average Daily Cash Operating 
Expenses)7

       Days Cash on Hand Measures how many days the (Cash plus short-term investments 

                                                 
7 (Operating Expenses Less Depreciation Expense Less Bad Debt Expense)/365 
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hospital could continue to 
operate if no additional cash 
were collected 

plus noncurrent investments 
classified as Board 
Designated)/(Average Daily Cash 
Operating Expenses) 

Solvency:         
       Equity Financing Ratio Measures the percentage of the 

hospital’s capital structure that 
is equity (as opposed to debt, 
which must be repaid) 
 

Unrestricted Net Assets/Total 
Unrestricted Assets 

       Cash Flow to Total 
       Debt 

Measures the ability of the 
hospital to pay off all debt with 
cash generated by operating and 
nonoperating cash flow 
 

(Total Surplus (Deficit) plus 
Depreciation and Amortization 
Expense)/Total Liabilities 

Debt Service Coverage Measures the ability of the 
hospital to service its long-term 
debt (principle and interest) 
from operating and 
nonoperating cash flow 

(Total Surplus (Deficit) plus 
Depreciation and Amortization 
Expense plus Interest 
Expense)/(prior year’s Current 
Longterm Debt plus current year 
Interest Expense) 

       Average Age of Plant Measures the relative age of 
fixed assets 

Accumulated Depreciation/ 
Depreciation Expense 
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NH, DHHS SJM

1
2
3
4
5

6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31

A B C D E F G H I J K L M N O P

Year End Revenue Surplus
Investment 

Income

Surplus 
Before 

Investmt
Depreciation

Cash Flow 
Before 

Investmt

Cash Flow 
% of Rev

Cash Flow 
% of Net 
Assets

Net Assets Total Assets
Days 

Expense in 
Net Assets

Investments 
& Cash

Invstmnt   
% of 

Assets

2010 $3,791,069 $156,427 $42,154 $114,273 $179,958 $294,231 7.8% 15.6% $1,881,651 $4,232,321 199 $1,909,959 45.1% $199
2009 $3,538,672 $91,397 ($35,556) $126,953 $175,587 $302,540 8.5% 17.2% $1,758,252 $3,848,772 196 $1,678,769 43.6% $196
2008 $3,362,380 $157,551 $38,278 $119,273 $174,705 $293,978 8.7%

2010 $519,594 $8,079 $5,779 $2,300 $24,847 $27,147 5.2% 9.1% $298,187 $522,609 224 $187,635 35.9% $224
2009 $542,982 $6,590 $1,263 $5,327 $22,203 $27,530 5.1% 9.4% $292,924 $542,607 208 $191,264 35.2% $208
2008 $596,636 $10,675 $5,575 $5,100 $22,029 $27,129 4.5%

2010 $3,271,475 $148,348 $36,375 $111,973 $155,111 $267,084 8.2% 16.9% $1,583,464 $3,709,712 195 $1,722,324 46.4% $195
2009 $2,995,690 $84,807 ($36,819) $121,626 $153,384 $275,010 9.2% 18.8% $1,465,328 $3,306,165 194 $1,487,505 45.0% $194
2008 $2,765,744 $146,876 $32,703 $114,173 $152,676 $266,849 9.6%

2010 $3,201,447 $146,447 $35,872 $110,575 $151,150 $261,725 8.2% 17.0% $1,542,073 $3,628,766 194 $1,682,420 46.4% $194
2009 $2,926,458 $81,182 ($37,782) $118,964 $149,831 $268,795 9.2% 18.9% $1,423,794 $3,235,527 193 $1,455,567 45.0% $193
2008 $2,706,042 $145,829 $31,165 $114,664 $149,831 $264,495 9.8%

2010 $70,028 $1,901 $503 $1,398 $3,961 $5,359 7.7% 12.9% $41,391 $80,946 235 $39,904 49.3% $235
2009 $69,232 $3,625 $963 $2,662 $3,553 $6,215 9.0% 15.0% $41,534 $70,638 244 $31,938 45.2% $244
2008 $59,702 $1,047 $1,538 ($491) $2,845 $2,354 3.9%

SMALLEST 12 HOSPITALS

New Hampshire Not-For-Profit Acute Care Hospitals
Data From Federal Forms 990

Excludes The Two For-Profit Hospitals
Figures Rounded to Thousands ($000)

ALL HOSPITALS

CRITICAL ACCESS HOSPITALS

NON-CRITICAL ACCESS HOSPITALS

LARGEST 11 HOSPITALS

Appendix 42 Revew of Hospital Forms 990 2008 to 2010   3-2-12.xls PAGE 1 3/21/2012 1:53 PM
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NH Medicaid Dental Access for Children (Birth to 21 Years) 
State Fiscal Years 2002 Through 2011 

 
This report is generated from claims-data and provider enrollment-data provided to NH 
Medicaid by its fiscal agent, Hewlett Packard. 
 
In this report, the following terms mean: 
 

 Provider = A billing entity enrolled to provide dental services; thus, each 
“provider” may be a solo dental practice or a group practice with more than one 
dentist providing dental treatment 

 Medicaid enrolled children = numbers of non-duplicated children for whom 
dental treatment claims were paid in the period indicated 

 Children = Medicaid eligible individuals between birth and 21st birthday 
 
The data in this report are presented in two tables and a graph. The first table compares 
data year-to-year from State Fiscal Year (SFY) 2002 through SFY 2011. To the right of 
the first table, the second table demonstrates overall change from SFY 2002 through SFY 
2011. Both tables include the change in actual numbers in each category of information 
as well as a percent change, to make comparison of different units more meaningful. The 
graph on the last page shows changes in three important aspects of dental capacity for 
providing access to Medicaid dental treatment for children. 
 
By reading the data entries from left to right in the first table, one may see trends in 
changes in certain aspects of children’s access to dental treatment in NH Medicaid. 
 
Lines 6 & 7 show a slight decrease in “Total Enrolled Providers Treating Medicaid 
Patients…”. Since this number counts practices with one or more dentists, and not 
individual dentists, it is not a precise count of willing dentists. Nonetheless, enrolled 
providers are counted in the same way each year, so the overall trend is an accurate 
representation of the trend in dentist participation. Reading left to right, one can observe 
that the number of treating providers is no longer rising, but the decrease in SFY 2011 
slowed compared to SFY 2010. 
 
Lines 8 & 9 show an increase in the number of providers treating more than 100 children 
during SFY 2011. Although the Department welcomes and appreciates the value of 
dentists providing treatment for even a small number of Medicaid eligible children, 
increasing the number of “high-volume” providers is thought to improve quality 
assurance and standardization of care for the children and also improves the quality of 
provider support for dentists. The Dental Director interprets increases in the number of 
“high-volume” providers as an indirect measure of provider satisfaction with the 
program, which is a high priority goal of the program. 
 
Lines 10 & 11 are extremely important, as they reflect the number of Medicaid eligible 
children receiving the benefit of dental treatment, and the percent increase over the 
previous year. The data presented in these lines exclude children with dental claims only 



for ortho in order to reflect access to comprehensive rather than limited care, thus 
consistent with Medicaid policy of promoting comprehensive dental care. Therefore,   
figures in Lines 10 & 11 reflect children receiving treatment that includes preventive 
and/or restorative treatment. 
 
Lines 12 & 13 show the average number of Medicaid eligible children treated by each of 
the dentists who are included among the top performing 10% of providers, based on 
numbers of patients treated. Since there were 366 enrolled providers treating Medicaid 
eligible patients, the top 10% of performers equals 37 dentists. The average number of 
Medicaid patients treated by each of those 37 dentists was 1019 in SFY 2011, up 2% over 
the previous year. 
 
Lines 14 & 15 show the change in overall payment for dental claims in SFY 2011 and 
presents in percent increase in payments over SFY 2010. Several changes in policy seem 
to have caused the decrease in costs in SFY 2011 compared with SFY2010, even though 
more children had access to dental care in SFY 2011. For example, NH Medicaid no 
longer covers routine extraction of third molars, a change that saved more than $20,000 
in the first month of implementation. 
 
Totals in Column K indicate that there is a generalized slowing in growth in all measures 
of dental access for children in NH Medicaid.  
 
Column N in the second table, with highlights in warm colors, represents net change in 
the measures of access by comparing measures at the end of SFY 2011 with those of SFY 
2002. Several observations that may be made include the following: 
 

 Access to comprehensive care has increased nearly threefold (18K to 53K 
children) with an increase in participating providers of only 24% 

 About 80% of dental access for Medicaid eligible children (37K of the 53K 
children with access) is provided by only 37 providers, most of whom are 
pediatric dentists, along with one “big box” dental group 

 The percent increase in costs is greater than the percent increase in access to care, 
thus the average cost per child increases rather than decreases with more children 
having access to dental treatment; thus, the marginal cost to provide access 
increases with greater access 

 
The graph on the last page of this report shows trends in three important measures of 
Medicaid Dental Capacity that provide access. The challenge for Medicaid is to capture 
capacity to provide for the increasingly complex needs of children who do not yet have 
access to oral health care. 



Recipient Responsibilities 

 
The NH Medicaid program pays for certain medical 
items, supplies, and services to improve and 
maintain your health.  For the program to work for 
you, it is important that you: 
 

• Show your NH Medicaid identification card, and 
any other insurance or Medicare cards, to each 
provider you see at each visit before you 
receive any services 

 

• Follow the rules of your other insurance, 
including use of in-network or participating 
providers, obtaining referrals, etc.  NH Medicaid 
cannot pay if the rules of your other insurance 
are not followed 

 

• Ask if the medical provider is participating with 
your other insurance plan(s) and if they are 
enrolled with NH Medicaid 

 

• Ask the medical provider if the service(s) you 
need will be covered by your other insurance 
and NH Medicaid 

 

• Keep records of all services you receive 
 

• Inform your Family Services Specialist at your 
District Office (DO) immediately if your name, 
address, or other insurance changes (see back 
panel for district office contacts) 

 

• Maintain access to health care and dental 
providers by keeping the appointments you 
make or giving advance notice of a need to 
cancel or reschedule an appointment.  
Providers may refuse to continue to treat 
patients who miss appointments or fail to 
provide advance notice of cancellations 

 
If you do not follow these procedures you may incur 
bills, which you will be required to pay. 
 
You are responsible for payment of all bills for 
services not covered by NH Medicaid, for services 
that would have been covered by other insurance if 
the rules of the insurance plan had been followed, 
for services received from providers not enrolled in 
NH Medicaid or not accepting new NH Medicaid 
patients, or for services which exceed any service 
limit. 
 

If you have any questions about NH Medicaid 
services, please call Medicaid Client Services at 1-
800-852-3345 ext. 4344 (in-state only) or (603) 271- 
4344. 
 

Transportation 

 
Ambulance Service - is covered (1) in the case of a 
medical emergency, to and from the nearest acute 
care hospital with appropriate treatment facilities, 
and (2) to a medical provider when other methods of 
transportation are medically contraindicated and 
when it is certified as medically necessary by a 
physician or other qualified person.  Ambulance 
service is not covered if used for the recipient’s 
convenience. 
 
Wheelchair Van Service - is covered for up to 24 
trips per year, whether one way or round trip.  This 
service is covered only if all of the following 
conditions are met: 
 
• The use of the wheelchair van is certified as 

medically necessary by the recipient’s physician 
or other qualified person 

 

• The recipient is confined to a wheelchair for 
mobility 

 

• The transportation is to and from a medical 
provider, returning directly to the recipient’s 
home or nursing facility 

 
 

Private or Public Transportation to Medicaid-
Covered Medical or Dental Services may be 
reimbursed if you are enrolled in the transportation 
program.  If you need help finding a ride to, or 
paying for gasoline to travel to, a Medicaid-covered 
service, please call the Medicaid Transportation Unit 
at: 1-800-852-3345 ext. 3770 (in-state only) or (603) 
271-3770. 
 

Service Limits  

 
The services below are limited.  Limits are per 
person, per fiscal year (July 1 - June 30).  Keep 
track of the medical services you use because if you 
go over these limits, you may have to pay the bills.   
 

If medically necessary services are required after 
you have reached the service limit, your medical 
provider should contact Medicaid Medical Services 
for a possible approval to go over limits PRIOR to 
providing additional services. Refer also to pamphlet 
77h, ”Healthy Kids and Healthy Teens”, for 
information about services available to persons 
under age 21.  
 

It is important to let your Family Services Specialist 
know if you have other health insurance or if there 
are any changes in your insurance, because it may 
affect your limits.   
 
 
The limits for each service are: 
 
X-Ray (Diagnostic) - 15 X-rays per year 
Radiation therapy is not counted toward this limit. 
 
Hospital Emergency Room - 4 visits per year 
 
Dental Services 
For persons age 21 and over, coverage is limited to 
the treatment of acute pain or infection.  For persons 
under age 21, most dental services are covered, 
such as regular check-ups every six (6) months, 
cleanings, fluoride treatment, x-rays, sealants, 
fillings, root canals, and extractions.  Please refer to 
pamphlet 77o, “Dental Services for Children.” 
 
Physical Therapy, Occupational Therapy, Speech 
Therapy - 80 units per year 
A unit is fifteen (15) minutes of therapy.  Units may 
be used for one type of therapy or in any 
combination of  therapies. 
 
Podiatrist (Foot Doctor) - 4 visits per year 
A visit means all podiatrist services provided on one 
day by one podiatrist. 
 
Community Mental Health Services - Your 
Community Mental Health Center can explain any 
limits on their services. 
 
Psychotherapy (provided by an APRN or non-
physician provider): 

• 18 visits per year for recipients age 21 and 
over 

• 24 visits per year for recipients under age 21 
 
Vision Care Services  

• One complete eye exam every 12 months to 
determine the need for glasses 

 

• When certain prescription requirements are 
met, one pair of single vision or bifocal glasses 
or one pair each reading and distance glasses 

 

• Only approved frames and lenses are covered 
 

• Replacement glasses only when vision 
changes of  1/2 diopter or more occur in each 
eye 

 

• One repair of glasses per year - replacement of 
broken parts only 

 
Prescription Drugs 
There is no yearly limit on prescribed drugs.  Certain 
maintenance medications may have supply limits.  
Your pharmacist will be able to identify these for 
you. 
 
 

Co-payments 

 
 
Prescription Drugs 
 
In most cases, you must pay a co-payment.  The 
pharmacy will collect this co-payment from you, and 
NH Medicaid will pay the rest of the bill.   
 
There are two (2) amounts of co-payment depending 
on the type of prescription product dispensed: 
 
• The co-payment will be $1.00 for each 

prescription or refill when a generic product is 
dispensed 

• The co-payment will be $2.00 for each 
prescription or refill when a brand name 
prescription, or a compound product prescription 
which the pharmacist mixes him/herself, is 
dispensed 

 
There is no co-payment required: 
 
• If recipient is under the age of 18 
 

• If recipient resides in a nursing facility 
 

• If recipient participates in a Home and 
Community Based Care waiver program 

 

• If recipient receives services that relate to 
pregnancy or any other medical condition that 
might complicate the pregnancy 

 

• For  family planning products 
 

• For Clozaril (Clozapine) prescriptions 
 
 
 
 
 
 
 
 
 



Services Not Covered By NH Medicaid 
(Partial List) 

 

Ask the provider before receiving a service if it will 
be covered by NH Medicaid. 
 
The following services are non-covered: 

 

• Acupuncture and Biofeedback 
 

• Experimental or investigational procedures 
as determined by Medicare guidelines 

 

• Experimental or investigational medication 
not approved by the FDA 

 

• Reversal of voluntary sterilization 
 

• Sex change operations 
 

• Operations for erectile dysfunction 
 

• Operations, devices, medications, and 
procedures for the purpose of contributing 
to fertility or procreation 

 

• Cosmetic surgery or procedures 
 

• Chiropractic services 
 

• Hypnosis - except when performed by a 
psychiatrist as part of an established 
treatment plan 

 

• Services or items that are free to the public 
 

• Physician care in a non-medical 
government or public institution 

 

• Services for work related ailments or 
injuries  

 

• Visual or auditory training (auditory trainer 
devices are covered) 

 

• Dietary services including commercial 
weight loss and exercise programs 

 

• Homemaker services, except for HCBC-CFI 
recipients as part of an authorized HCBC-
CFI support plan. 

 

• Academic performance testing not related 
to a medical condition 

 

• Detoxification services provided outside an 
acute care facility or medical services clinic 

 

• Halfway houses 
 

• Hospital inpatient care or any service which 
is not medically necessary 

 

• Respite services and child care 
 

• Services directly related to non-covered 
services, procedures, or items 

 

Services That Need Prior Authorization 

 

These services need prior authorization BEFORE 
you receive the service. 
 

The provider must contact the Department of Health 
and Human Services, Medicaid Medical Services, 
129 Pleasant Street, Concord, NH, to obtain Prior 
Authorization for  the following services: 

 

• Out-of-State Inpatient Hospitalization 
(except for emergencies) 
 

• Private Duty Nursing 
 

• Durable Medical Equipment, such as 
hospital beds, power wheelchairs, and CPAP 
machines 

 

• Incontinence Supplies for Adults 
 

• Organ Transplant Services, except kidneys, 
even in emergency situations 
 

• Certain Dental Services for Recipients 
Under Age 21 - Comprehensive and 
interceptive orthodontic treatment, dental 
orthotic devices, surgical periodontal 
treatment, and extractions of asymptomatic 
teeth 
 

• Prescription drugs – Prescription drugs 
require prior authorization in some 
circumstances.  Providers have been 
instructed on the prescription drug prior 
authorization process 

 
• X-rays – The provider must obtain prior 

authorization for certain x-rays.  Providers 
have been instructed on the x-ray prior 
authorization process 

 

• Nursing Facility Services - The provider 
must contact the Department of Health and 
Human Services, Bureau of Elderly and Adult 
Services, 129 Pleasant St. Concord, NH, to 
obtain prior authorization 

 

• Communication Devices - The recipient or 
provider must contact the Augmentative 
Communication Equipment Services 
Consultant at 1-800-397-0191 for 
requirements regarding coverage and prior 
authorization. 

 

Department of Health and Human Services  
District Office Contact Information 

 
Berlin, 650 Main St, Suite 200, Berlin, NH 03570; 
(603) 752-7800 or (800) 972-6111 
 
Claremont, 17 Water St, Suite 301, Claremont NH 
03743;  (603) 542-9544 or (800) 982-1001 
 
Concord, 40 Terrill Park Dr, Concord, NH  03301; 
(603)271-6200 or (800) 322-9191 
 
Conway, 73 Hobbs St, Conway, NH  03818; 
(603) 447-3841 or (800) 552-4628 
 
Keene, 809 Court St, Keene, NH  03431; 
(603) 357-3510 or (800) 624-9700 
 
Laconia, 65 Beacon St., W, Laconia, NH  03246; 
(603) 524-4485 or (800) 322-2121 
 
Littleton, 80 N Littleton Rd, Littleton, NH 03561; 
(603) 444-6786 or (800) 552-8959 
 
Manchester, 195 McGregor St, So Tower, Suite 
110, Manchester, NH 03102; 
(603) 668-2330 or (800) 852-7493 
 
Rochester, 150 Wakefield St., Suite 22, Rochester, 
NH  03867; (603) 332-9120 or (800) 862-5300 
 
Seacoast, 50 International Dr, Portsmouth, NH  
03801;  (603) 433-8300 or (800) 821-0326 
 
Southern NH, 3 Pine St Ext, Suite Q, Nashua, NH 
03060;  (603) 883-7726 or (800) 852-0632 
 
 
 

 
 
 
 
 
 
 
 

 
TDD Access: Relay NH 1-800-735-2964 
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Recipient Information About: 
 

Recipient Responsibilities 
 

Transportation 
 

Service Limits 
 

Co-payments 
 

Non-Covered Services 
 

Prescription Drugs 
 

Prior Authorization 
 

 
Department of Health and Human Services 

 

Medicaid Client Services 
129 Pleasant Street 

Concord, New Hampshire 03301 
 

800-852-3345 ext.4344 (in-state only) 
603-271-4344 (out of state) 

 
TDD Access:  Relay NH 1-800-735-2964 

 

 
Need help finding a doctor or a dentist? 

 
Call Medicaid Client Services 

 
1-800-852-3345 ext. 4344 

or 
603-271-4344 (out of state) 



Need Help? 
Have Questions? 

Medicaid Client Services 
Can Help! 

 

Need help finding a 
dentist or doctor? 

CALL 
1-800-852-3345 ext 

4344 
or 603-271-4344 

______________ 

 

Need help 
paying for gas or 
getting a ride so 
you can see 
your doctor or 
dentist?  

CALL 
1-800-852-3345, ext 3770 

or 603-271-3770 
______________ 

 

Need an 
interpreter to help 
you schedule the 
appointment? 

CALL 
1-800-852-3345, ext 8361 

or 603-271-8361 

Need Help? 
Have Questions? 

Medicaid Client Services 
Can Help! 

 

Need help finding a 
dentist or doctor? 

CALL 
1-800-852-3345 ext 

4344 
or 603-271-4344 

______________ 

 

Need help 
paying for gas or 
getting a ride so 
you can see 
your doctor or 
dentist?  

CALL 
1-800-852-3345, ext 3770 

or 603-271-3770 
______________ 

 

Need an 
interpreter to help 
you schedule the 
appointment? 

CALL 
1-800-852-3345, ext 8361 

or 603-271-8361 

Need Help? 
Have Questions? 

Medicaid Client Services 
Can Help! 

 

Need help finding a 
dentist or doctor? 

CALL 
1-800-852-3345 ext 

4344 
or 603-271-4344 

______________ 

 

Need help 
paying for gas or 
getting a ride so 
you can see 
your doctor or 
dentist?  

CALL 
1-800-852-3345, ext 3770 

or 603-271-3770 
______________ 

 

Need an 
interpreter to help 
you schedule the 
appointment? 

CALL 
1-800-852-3345, ext 8361 

or 603-271-8361 
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