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Introduction
The Massachusetts 1115 demonstration, currently approved through June 30, 2022,
has long supported the Commonwealth’s commitment to universal health care
coverage and, particularly during this most recent demonstration period, has provided
federal waiver and expenditure authority to test innovations in payment and care
delivery.
Since the initial implementation of the demonstration in 1997, working in partnership
with the federal government, the Commonwealth has made significant progress
toward the goal of near universal health care coverage for our residents. Over 98
percent of the Commonwealth’s children and youth and more than 97 percent of all of
its residents have health care insurance, the highest percentages in the country.1
MassHealth, the Massachusetts Medicaid and Children’s Health Insurance Programs,
covers approximately 1.9 million individuals, or nearly 30 percent of the
Commonwealth’s residents.
In 2018 MassHealth launched its Accountable Care Organization (ACO) program
across the state to promote integration and coordination of care for members, while
holding providers accountable for their quality and cost. MassHealth’s ACOs integrate
their efforts with community-based health and social service organizations to improve
behavioral health, long-term supports and health-related social needs for MassHealth
members. While formal evaluation results of this payment and care delivery model are
not yet available, early experience indicates the model has resulted in improved care to
members and improved fiscal sustainability for the Commonwealth and federal
government. For example, early results suggest that primary care utilization is higher for
ACO members than non-ACO members, and that primary care utilization increased
from CY18 to CY19. Additionally, potentially avoidable admissions decreased from
CY18 to CY19, especially for ACO members.
While the Commonwealth is beginning the process to prepare a request to further
extend the 1115 demonstration beyond June 30, 2022, there are a small number of
flexibilities that require amendment to the demonstration that the Commonwealth
wishes to implement prior to July 1, 2022. These flexibilities include responses to recent
state law changes and to lessons learned during the COVID-19 pandemic.

1

https://www.chiamass.gov/massachusetts-health-insurancesurvey/#:~:text=At%202.9%25%2C%20the%20uninsurance%20rate,Massachusetts%20remained%20low%20in%20
2019.
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MassHealth’s requests for flexibility through this amendment request include:

Expanding eligibility
1. Updates to Medicare Savings Program language to comply with state law
A. Increase the income limit for Medicare Savings Program benefits
without an asset test from 135% to 165%
B. Allow Standard members eligible through the State Plan to also be
eligible for Qualified Individual Medicare Saving Program benefits

2. Updates to eligibility for postpartum coverage
A. Extend eligibility for postpartum coverage to 12 months
B. Authorize postpartum coverage for members not otherwise eligible due to
immigration status

Enhancing services for specialized populations
3. Provide Community Support Program benefits with a particularized focus for
individuals with justice involvement living in the community

Providing flexibilities related to place of service
4. Permit the state to make payments for clinic services delivered via telehealth and
in other non-clinic locations
5. Authorize a Hospital at Home program to reduce cost, improve quality and safety,
and improve patient experience
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Proposed Changes to the Demonstration
Increase the income limit for Medicare Savings Program (MSP) benefits without
an asset test to 165% to comply with state law
The FY2019 State Budget included language to expand the standard income limits for
the three Medicare Savings Programs by disregarding 30% of the Federal Poverty Limit
(FPL) from an applicant’s gross income and doubling the asset limits. In practice, this
goal was achieved by raising income limits. The new income limits are therefore 130%
FPL for the Qualified Medicare Beneficiary (QMB) program, 150% FPL for the Specified
Low-Income Medicare Beneficiary (SLMB) program and 165% FPL for the Qualified
Individual (QI) program.
Under the currently approved 1115 demonstration, all MassHealth Standard members
with income up to 133% FPL are eligible for QMB benefits without an asset test. The
approved 1115 also authorizes the Commonwealth to pay for Medicare Part B
premiums for CommonHealth members with income over the Standard limit and up to
135% FPL without an asset test through the QI program. This amendment would
increase the income limit for payment of the Medicare Part B premium without an asset
test for CommonHealth members, including those 65 and over, and for Standard
members of any age that did not have asset test to determine their Standard eligibility to
165% FPL (through SLMB for members over 133% FPL and up to 150% FPL and
through QI for members over 150% and up to 165% FPL) to comply with the state
budget language requiring the expansion of the income limits for the MSP programs.
This request would also waive the language under Section 1902 of the Social Security
Act prohibiting the provision of Qualified Individual benefits to individuals eligible for
State Plan Medicaid, including individuals 65 and over. CMS approved an amendment
to the state’s Medicaid State Plan to allow the provision of QI benefits to individuals with
income up to 165% to allow the state to comply with state law. However, the prohibition
under Section 1902 means that State Plan Standard members with income over 150%
FPL and up to 165% FPL (and therefore over income for SLMB under the expansion)
who pay a deductible to spend down to Standard eligibility will not receive assistance
with their Part B premium, while individuals without State Plan eligibility in that income
range can receive this benefit. Individuals who pay a deductible to be eligible for
MassHealth Standard are more likely to need medical care than those with QI only.

5

MassHealth Section 1115 Demonstration Amendment Request

Extend eligibility for postpartum coverage to 12 months
MassHealth proposes to provide 12 months postpartum coverage, regardless of
immigration status, to individuals with income up to 200% FPL. This extension of
coverage will significantly improve access to health care and continuity of care,
particularly in the vulnerable period after childbirth. Additionally, this will bring Medicaid
into alignment with the seamless insurance coverage experienced by postpartum
enrollees in commercial insurance plan.
Under the American Rescue Plan, the new state plan option to extend postpartum
coverage for 12 months for citizens and lawfully present immigrants goes into effect on
April 1, 2022. Therefore, effective upon approval and through 3/31/2022*, MassHealth
proposes to provide 12-months uninterrupted postpartum coverage for members who
are citizens or lawfully present immigrants and who have attested modified adjusted
gross income (MAGI) at or below 200% of the federal poverty level (FPL).
In addition, effective upon approval, MassHealth proposes to provide 12-months
uninterrupted postpartum coverage for members not otherwise eligible due to
immigration status and who have attested MAGI at or below 200% of the federal poverty
level (FPL).2

Provide Community Support Program Services (CSP) with a Particularized Focus
for Individuals with Justice Involvement Living in the Community
For MassHealth-eligible individuals who have been incarcerated, returning to the
community can be fraught with barriers to accessing health care. A significant portion of
individuals who have experienced incarceration have diagnosed mental health
conditions and/or Substance Use Disorders (SUD). Notably, the risk of opioid-related
death for Massachusetts residents returning to the community from incarceration is 120
times greater when compared to the rates for the general population. By far, the risk is
greatest during the first month of release.3 MassHealth members with incarceration
history have a much higher risk of opioid overdose than other MassHealth members.4
The first months following re-entry into the community are a time of transition for
MassHealth-eligible individuals – transition into full MassHealth coverage; enrollment in
2

MassHealth intends to submit a state plan amendment as authorized under the 2022 American Relief Act to be
effective 4/1/2022.
3 Massachusetts Department of Public Health. An Assessment of Fatal and Nonfatal Opioid Overdoses in
Massachusetts (2011 – 2015) ( Report to the Massachusetts Legislature), August 2017. Accessed at
https://www.mass.gov/doc/legislative-report-chapter-55-opioid-overdose-study-august-2017/download
4 Center for Health Policy and Research, University of Massachusetts Medical School. Opioid Overdoses Among
High-Risk MassHealth Members: An Exploratory Analysis. July 20, 2017.

6

MassHealth Section 1115 Demonstration Amendment Request

managed care; and connection with community mental health, SUD treatment, and
other providers.
In 2019, MassHealth began a state-funded demonstration to provide Behavioral Health
Supports for Individuals who are Justice Involved (BH-JI) in Worcester and Middlesex
counties through a partnership among MassHealth and Massachusetts’ Executive
Office of the Trial Court, Massachusetts Parole Board, the Massachusetts Department
of Corrections, and county Sheriff’s Offices. BH-JI includes two primary areas of support
provided by navigators trained in supporting individuals with incarceration experience:
(1) in-reach activities which take place in correctional facilities prior to a participants’
release, and (2) community supports provided to participants after release from
incarceration and for individuals on probation or parole.5 Through this effort, over 725
individuals have been supported with navigation to health care and improved access to
resources for health-related social needs as participants return to the community.
Typically, these supports are more intensive during the first month of enrollment and/or
first month of release from a correctional facility, in which individuals are at higher risk of
opioid overdose. Length of engagement is based on medical necessity, but is on
average about six months.
MassHealth believes that access to community supports, such as those provided
through BH-JI, will be critical to improving and maintaining the health and stability of this
population, aiding their transition back to the community and promoting successful
community tenure. Preliminary results from the Massachusetts’ BH-JI demonstration
indicate a decrease in inpatient and emergency room utilization, and increased
connection to more appropriate outpatient behavioral health services.
Massachusetts intends to continue its BH-JI demonstration and expand it statewide. A
portion of this project (in-reach supports and community supports provided to fee-forservice members) would continue to be funded with state-only dollars. Eligible
individuals excluded from Medicaid under the inmate exclusion, as described in
subdivision (A) following paragraph (30) of section 1905(a) of the Social Security Act
(42 U.S.C. 1396d) will be covered by state-only funding through the BH-JI program.
This amendment would authorize Medicaid funding for the community supports
provided to MassHealth managed care enrolled individuals through the Community
Support Program (CSP) already authorized under the Commonwealth’s 1115
5

Press Release: Behavioral Health Initiative Enhances Connection to Community-Based Supports for Individuals
Involved with the Criminal Justice System, July 15, 2019. Accessed at https://www.mass.gov/news/behavioralhealth-initiative-enhances-connection-to-community-based-supports-for-individuals
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demonstration waiver. Like the currently approved CSP services provided to chronically
homeless individuals, the CSP service domains for individuals with justice involvement
(CSP-JI) would include:
• Assisting Members in enhancing daily living skills
• Providing service coordination and linkages
• Assisting Members with obtaining benefits, housing, and health care
• Developing a crisis plan in the event of a psychiatric crisis
• Providing prevention and intervention
• Fostering empowerment and recovery, including linkages to peer
support and self-help groups
Current CSP providers with particularized skills and training will be leveraged to provide
this specialized form of CSP to individuals with justice involvement. In anticipation of
offering CSP-JI statewide, MassHealth has partnered with the University of
Massachusetts to provide specialized training in which over 50 CSP and other
MassHealth providers across the Commonwealth have participated to date.
In addition to improving navigation to appropriate levels of care for MassHealth
members, CSP-JI will aid in addressing racial and ethnic health disparities. There is
growing evidence that the justice system affects Black and Hispanic communities
differently than White communities. A September 2020 report issued at the request of
the late Massachusetts Supreme Judicial Court Chief Justice Robert Gants notes that
“the Commonwealth significantly outpaced national race and ethnicity disparity rates in
incarceration, imprisoning Black people at a rate 7.9 times that of White people and
Latinx people at 4.9 times that of White people.”6 As Massachusetts continues to
address racial and ethnic disparities in its criminal justice system, recognizing the
mental health and SUD risks of re-entry, and specifically addressing them through
intervention with trained navigators, is an important part of addressing the collateral
consequences of incarceration related to access to health care.

6

Elizabeth Tsai Bishop, Brook Hopkins, Chijindu Obiofuma, and Felix Owusu, Harvard Law School Criminal Justice
Policy Program. Racial Disparities in the Massachusetts Criminal System (September 2020). Accessed at
http://cjpp.law.harvard.edu/assets/Massachusetts-Racial-Disparity-Report-FINAL.pdf

8

MassHealth Section 1115 Demonstration Amendment Request

Expenditure authority for clinic services delivered outside of clinic locations
The COVID-19 public health emergency has exacerbated behavioral health conditions
for many individuals and has highlighted, on a national level, both pre-existing barriers
to accessing behavioral health treatment, as well as creating new ones.7 For example,
during the pandemic, social distancing and infection control efforts limited the ability of
many to seek in-person care, including behavioral health care. In response, during the
COVID-19 Public Health Emergency (PHE), CMS offered states the opportunity to
request modification of the “facility” requirement in 42 CFR § 440.90 in order to permit
the state to temporarily designate a clinic practitioner’s location as part of the clinic
facility. This flexibility was intended to help ensure continued Medicaid coverage for
clinic services during the PHE but also allowed individuals to obtain behavioral health
care flexibly, without the added costs or time of traveling to the clinic location.
Through this amendment, MassHealth is seeking to extend and expand on the flexibility
granted to the Commonwealth under its approved 1135 waiver, to allow the continued
provision of medically necessary clinic services provided outside of the clinic, after
federal PHE period ends. With this amendment, the state is requesting authority to
cover clinic services delivered via telehealth (when neither the provider nor the member
is at the clinic) and in non-clinic locations, including but not limited to the member’s
home, and other community locations. The flexibility requested will allow providers to
continue providing, and members to continue receiving, medically necessary clinic
services in non-clinic settings for telehealth and in-person services.

The state predominately provides outpatient behavioral health services as clinic-based
services. The state is planning significant improvements to its behavioral health
continuum, including the planned introduction of Community Behavioral Health Centers,
which will provide a local, centralized, community-based “front door” for individuals
seeking behavioral health treatment. Although these new providers will be based in a
physical clinic location, the Commonwealth seeks to encourage the clinicians from
these clinics to provide services in a mobile, community-focused way, with the flexibility
to meet individuals where they are either in a community-based location (e.g. home or
mobile site) or via telemedicine. The Commonwealth believes this service delivery
model will expand member access and improve retention in ongoing behavioral health
treatment and is particularly important in ensuring behavioral health treatment reaches
vulnerable populations, including older adults and persons with chronic and persistent

7

Panchal, N., Kamal, R., et. al. Kaiser Family Foundation. The Implications of COVID-19 for Mental Health and
Substance Use (August 2020). Accessed at https://www.kff.org/coronavirus-covid-19/issue-brief/the-implicationsof-covid-19-for-mental-health-and-substance-use/
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mental illness.8 Simultaneously, these services and providers remain anchored to
behavioral health clinics that provide a robust architecture for clinical oversight and
quality assurance. The state believes this continued flexibility, born in the needs of the
public health emergency, can play a crucial ongoing role in improving initiation of and
engagement in vital behavioral health services for MassHealth members.

Authorization to reimburse qualified acute inpatient hospitals rendering acute
inpatient hospital services in a member’s home when clinically appropriate
This amendment would authorize a hospital at home program, through which qualified
acute inpatient hospital providers would deliver acute inpatient hospital services in a
member’s home, outside of the institution, to members for whom such services are
clinically appropriate.
Acute, brick-and-mortar hospitals have long been the primary venue for treating serious
acute illness in the United States. However, hospitalization in inpatient settings can be
associated with complications including hospital-acquired delirium,9 hospital-acquired
infections,10 and functional status loss (sometimes permanently) due to inactivity.
Limited hospital capacity can result in prolonged waits in emergency departments and
delays in inpatient care.11 Acute hospitalizations are also expensive, accounting for a
substantial and rising proportion of total medical expenditure.12
The “hospital at home (HaH)” model of care refers to the home-based delivery of
medically necessary acute inpatient hospital services to patients for whom such
services are clinically appropriate. The model has been employed for several decades
to provide care for patients with both acute and chronic conditions requiring inpatient
level of care, both nationally and locally. In the Commonwealth, several health systems
have introduced hospital at home programs in recent years. Mass General Brigham
(formerly Partners Healthcare) has delivered hospital services at home for several years
through Brigham and Women’s and Massachusetts General Hospitals with an increase
in scale in 2020 to care for patients during the COVID-19 pandemic. Atrius Health in
8

Reifler, B.V. and Bruce, M.L. Home-Based Mental Health Services for Older Adults: A Review of Ten Model
Programs. American Journal of Geriatric Psychiatry. Published online February 12, 2013.
9 Rohatgi N, Weng Y, Ahuja N, et al. Factors Associated with Hospital-Acquired Delirium in Patients 18-65 Years Old.
J Gen Intern Med. 2021 Jan 8. Doi: 10/1007/s11606-020-06378-w. Online ahead of print.
10 https://www.cdc.gov/hai/data/portal/progress-report.html
11 Horwitz LI , Green J , and Bradley EH . US emergency department performance on wait time and length of
visit. Ann Emerg Med. 2010;55:133-41.
12 Centers for Disease Control and Prevention. Health Expenditures. Accessed at:
https://www.cdc.gov/nchs/fastats/health-expenditures.htm
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recent years has partnered with its subsidiary VNA Care as well as the Medically Home
Group to deliver hospital services in the home. Hospital at home programs have
demonstrated reduced cost, maintained or improved quality and safety,13 and improved
patient experience for individuals for whom hospital-at-home services are clinically
appropriate14 - with benefits including a reduction in unnecessary laboratory orders and
imaging studies, less sedentary time for patients, fewer readmissions,15 and unchanged
or reduced mortality.16 The need to increase facility capacity and reduce infectious
exposures caused by the COVID-19 pandemic has only accelerated interest in hospitalat-home programming.17
Indeed, CMS has experience permitting acute inpatient hospitals to render services in
nontraditional settings. Through its “Hospital Without Walls (Temporary Expansion
Sites)” initiative, CMS provided additional flexibilities for hospitals to “create surge
capacity by allowing them to provide room and board, nursing, and other hospital
services at remote locations or sites not normally considered parts of healthcare
facilities, such as hotels or community facilities.”18 More recently, CMS announced the
Acute Hospital Care at Home initiative, which provides regulatory flexibility allowing for
safe hospital care for eligible patients in their homes during the public health
emergency. MassHealth is aligning with CMS to participate in this initiative, recognizing
the benefits of this program, as well as the efforts and expertise of two local healthcare
systems with extensive experience providing acute hospital care at home, Brigham and
Women’s Hospital and Massachusetts General Hospital – both of which CMS has
approved to participate in this initiative. These flexibilities will help ensure that local
hospitals and health systems have the capacity to handle a potential surge of COVID-19
patients.19
Given the ample evidence that hospital-at-home programming can improve patient
outcomes and reduce costs, and the demonstrated potential for the program to be
13

Cryer L, Shannon SB, Van Amsterdam M, Leff B. Costs for ‘Hospital at Home’ Patients Were 19 Percent Lower,
With Equal or Better Outcomes Compared to Similar Inpatients. Health Aff (Milwood). 2012; 31(6): 1237-43.
14 Levine DM, Ouchi K, Blanchfield B, et al. Hospital-Level Care at Home for Acutely Ill Adults: a Pilot Randomized
Controlled Trial. J Gen Intern Med. 2018 May;33(5):729-736; Shepperd S, Iliffe S, Doll HA, et al. Admission
avoidance hospital at home. Cochrane Database Syst Rev. 2016;9(9):CD007491.
15 Levine DM, Ouchi K, Blanchfield B, et al. Hospital-Level Care at Home for Acutely ill Adults: A Randomized
Controlled Trial. Ann Int Med. 2019 Dec 17.
16 Shepperd S, Iliffe S, Doll HA, Clarke MJ, Kalra L, Wilson AD, Gonçalves-Bradley DC. Admission avoidance hospital
at home. Cochrane Database Syst Rev. 2016 Sep 1;9(9):CD007491. doi: 10.1002/14651858.CD007491.pub2. PMID:
27583824; PMCID: PMC6457791.
17 Nundy S, Patel KK. Hospital-at-Home to Support COVID-19 Surge—Time to Bring Down the Walls? JAMA Health
Forum. Published online May 1, 2020.
18 https://www.cms.gov/files/document/covid-hospitals.pdf
19 https://www.cms.gov/newsroom/fact-sheets/additional-backgroundsweeping-regulatory-changes-help-ushealthcare-system-address-covid-19-patient.
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successful in our state as evidenced by active participation in the model of care by at
least two institutions during the public health emergency under CMS’ Acute Hospital
Care at Home initiative, EOHHS is requesting ongoing flexibility for this initiative, not
limited to designated public health emergencies, to allow qualified acute inpatient
hospitals to bill MassHealth for acute inpatient hospital services rendered in a member’s
home to members for whom such services are clinically appropriate. EOHHS proposes
to model its hospital-at-home program on CMS’ Acute Hospital Care at Home initiative,
incorporating most of its requirements and limitations, such as requiring appropriate
screening protocols for admission, setting clear expectations around clinical team
evaluations (both in-person and virtual), ensuring patients can communicate with their
clinical team in a timely fashion, and establishing the necessary infrastructure to ensure
patient safety.
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Summary of waiver and expenditure authorities requested
The table below lists the waivers and expenditure authorities the Commonwealth is
seeking to support the policies described above.

Policy
Provide Medicare Savings
Program benefits to
CommonHealth members
over 135% FPL and up to
165% FPL and certain
Standard members over
133% FPL and up to 165%
without an asset test
Provide Qualifying
Individual benefits for
individuals on Standard
(including those over 65)
otherwise eligible under the
State Plan
CSP-JI

Extend postpartum
coverage to 12 months

Waiver/Expenditure
Authority
Waive Medicare Savings
Program asset test
requirement

Statutory and Regulatory
Citation
Section 1902(a)(10)(E)(i),
referencing 1905(p)(1)(C),
which includes resource
limits

Waive prohibition of
receipt of Qualifying
Individual benefits by
individuals otherwise
eligible for the Medicaid
State Plan
Existing expenditure
authority for Table C
services
Waive 60-day limit on
postpartum coverage to
allow for 12 months of
continuous postpartum
eligibility and to make
postpartum coverage
available to certain
immigrants.

Section 1902(a)(10)(E)(iv)

SSA § 1905(n)/42 CFR §
435.4 (Necessary to
redefine “qualified pregnant
woman or child” (SSA) and
“pregnant women” (CFR) to
augment the baseline
postpartum period from 60
days to 12 months)
SSA § 1902(e)(5) and (6)/42
CFR § 435.170(b) and (c)
(Necessary to extend both
eligibility and continuous
eligibility for newly defined
“qualified pregnant woman
or child” and “pregnant
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woman” from 60 days to 12
months)
42 CFR § 435.916(a)
(Necessary to ensure
continuity of coverage for
newly defined “pregnant
woman” until after the
augmented postpartum
period ends)
SSA § 1902(a) last sentence
(Necessary to eliminate
restriction that only allows
assistance to be provided to
immigrants subject to
restrictions of SSA § 1903(v)

Clinic Facility Requirement

Inpatient Hospital at Home

Expenditure authority to
provide clinic services via
telehealth (if neither the
provider nor the member
are at the clinic) and in
non-clinic locations.
Expenditure authority to
reimburse qualified acute
inpatient hospitals
rendering acute inpatient
hospital services in a
member’s home to
members for whom such
services are clinically
appropriate.

SSA § 1903(v) and 42 CFR
§ 435.406 (Necessary to
allow for payments for
pregnant women whose
immigration status does not
otherwise make them
eligible for Medicaid)
Section 1905(a)(9) and 42
CFR 440.90

42 CFR 440.10
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Budget Neutrality
Budget neutrality prior to amendment
The Commonwealth’s projected budget neutrality cushion as of the quarterly report for
the quarter ending September 30, 2020, 20 is approximately $16.1 billion total, of which
$4 billion is attributable to the SFY 2018-2022 waiver period.21 This estimate
incorporates projected expenditures and member months through SFY 2022 as
reported through the quarter ending September 30, 2020. This budget neutrality
calculation reflects significant realized and anticipated savings.
Effect of amendment
As reflected in the accompanying budget neutrality workbook, this amendment results in
$35.4 million in costs to the MassHealth program and would increase the total
populations and expenditures under the demonstration. The combined effect of these
two dynamics would decrease the Commonwealth’s budget neutrality cushion by
approximately $10.9 million for the SFY2018-2022 waiver period. Overall, after
integrating the proposed amendments, the Commonwealth and the federal government
would continue to realize savings on the demonstration.
The attached budget neutrality workbook contains a data analysis which identifies the
specific "with waiver" impact of the proposed amendment on the current budget
neutrality agreement. This analysis includes current total computable "with waiver" and
"without waiver" status on both a summary and detailed level through the current
extension approval period using the most recent actual expenditures, as well as
summary and detailed projections of the change in the "with waiver" expenditure total as
a result of the proposed amendment, by eligibility group.

20

The budget neutrality cushion as of the quarterly report for the quarter ending September 30, 2020
includes member month and actual expenditure data as reported in the CMS-64 report for the
corresponding time period. Safety Net Care Pool spending included in the calculation reflects figures as
reported in the budget neutrality agreement approved by CMS on November 4, 2016..
21

Note, CMS introduced a savings phase-out methodology to the Budget Neutrality calculation so that the
Commonwealth may only carry forward 25% of selected population based savings each year between
SFY18-22.
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Evaluation
The currently approved demonstration seeks to advance seven goals:
•

Goal 1: Enact payment and delivery system reforms that promote integrated,
coordinated care; and hold providers accountable for the quality and total cost
of care

•

Goal 2: Improve integration of physical, behavioral and long-term services

•

Goal 3: Maintain near-universal coverage

•

Goal 4: Sustainably support safety net providers to ensure continued access
to care for Medicaid and low-income uninsured individuals

•

Goal 5: Address the opioid addiction crisis by expanding access to a broad
spectrum of recovery-oriented substance use disorder services

•

Goal 6: Ensure access to Medicaid services for former foster care individuals
aged 18 through 26 who previously resided in another state; and

•

Goal 7: Ensure the long-term financial sustainability of the MassHealth
program through refinement of provisional eligibility and authorization for
SHIP Premium Assistance.

The amendment’s impact on the current demonstration’s evaluation will increase the
number of goals to be evaluated and is described below:
Amendment request #1 seeks to advance Goal #3, to maintain near-universal coverage
and support Hypothesis H4, which posits that “enrollment in new and select ongoing
programs funded with demonstration investments supports near-universal coverage in
Massachusetts”.
Providing MSP benefits to additional individuals to comply with the expansion under
state law supports the state’s goal of maintaining near-universal coverage. The MSP
amendment would also help to ensure the long-term financial sustainability of the state’s
health coverage programs by requiring enrollment in Medicare as the Medicare
coverage would no longer come at a cost to the member.
Amendment request #2 seeks to advance Goal # 3, to maintain near-universal
coverage. This amendment would increase Medicaid members’ access to needed
services and improve continuity of care through continuous, comprehensive Medicaid
coverage in the postpartum period.
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Amendment request #3 would create a new evaluation goal “Goal 8: Enhance services
for Individuals with Justice Involvement Living in the Community”. The amendment
enhances community supports to help these individuals transition back to the
community and promotes successful community tenures. The outcomes of this
amendment are beyond what is covered under Goal 3. The hypotheses to be tested
through the evaluation will examine expanded access to health care services and social
determinants, lengthened community tenure, and improved health outcomes for justice
involved population.
Amendment requests #4 and #5 will be evaluated under a new goal “Goal 9: Expand
payment of services delivered in non-traditional places of services”. Both amendments
allow Medicaid to pay for services in non-traditional settings, although amendment
request #4 applies to behavioral health services and amendment request #5 applies to
acute hospital care. The common hypotheses to be evaluated relate to Medicaid
members’ increased access to needed services (especially among subpopulations who
were known to have underutilization of services in traditional settings), increased
member satisfaction, and improved health outcomes due to easier access to services.
Successes of and barriers to delivering services outside traditional settings will also be
evaluated through interviews/surveys with providers, the findings of which will help
assess whether the impact of payment flexibility is obscured by operational challenges
or barriers.

Public Process
The public process for submitting this amendment conforms with the requirements of
STC 15, including State Notice Procedures in 59 Fed. Reg. 49249 (September 27,
1994), the tribal consultation requirements pursuant to section 1902(a)(73) of the Act as
amended by section 5006(e) of the American Recovery and Reinvestment Act of 2009,
and the tribal consultation requirements as outlined in the Commonwealth’s approved
State Plan. In addition, the Commonwealth has implemented certain of the transparency
and public notice requirements outlined in 42 CFR § 431.408, although the regulations
are not specifically applicable to demonstration amendments. The Commonwealth is
committed to engaging stakeholders and providing meaningful opportunities for input as
policies are developed and implemented.
Public Notice
The Commonwealth released the amendment for public comment starting on March 23,
2021. The public notice, the Amendment Request, which included the Budget Neutrality
Impact section, and a Summary of the Amendment (including the instructions for
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submitting comments) were also on the MassHealth website
(https://www.mass.gov/service-details/amendment-of-1115-masshealth-demonstrationwaiver-march-2021), and the public notice with a link to the MassHealth website was
published in the Boston Globe, Worcester Telegram & Gazette and the Springfield
Republican.

Public Meetings
The Commonwealth will host a virtual listening session to seek input regarding the
amendment. The session will include a conference line, as well as Communication
Access Realtime Translation (CART) services. The listening session will be held March
31, 2021 from 2:00 PM to 3:00 PM and will be available at this link and phone number:
Join from PC, Mac, Linux, iOS or Android:
https://umassmed.zoom.us/j/98694523661?pwd=b09jVWZqTUNXWDVJQjg2K3A4NkFi
UT09
Password: 573919
Or iPhone one-tap (US Toll): +13126266799,98694523661# or
+16468769923,98694523661#
Or Telephone:
Dial:
+1 312 626 6799 (US Toll)
+1 646 876 9923 (US Toll)
+1 301 715 8592 (US Toll)
+1 346 248 7799 (US Toll)
+1 669 900 6833 (US Toll)
+1 253 215 8782 (US Toll)
Meeting ID: 986 9452 3661
Password: 573919
The session will include a presentation on the proposed changes and an opportunity for
public testimony.

18

MassHealth Section 1115 Demonstration Amendment Request

Conclusion
The proposed flexibilities described in the demonstration amendment request build on
the Commonwealth’s current efforts to maintain near universal health care coverage
through coverage expansion and would authorize the provision of services in nontraditional locations. These flexibilities will allow us to comply with state law by
increasing the number of individuals receiving Medicare Savings Program benefits and
will provide crucial support to the vulnerable justice-involved population upon returning
to the community in order to address behavioral health and substance use disorder
needs, while also addressing racial and ethnic health disparities. Finally, the flexibility
will also allow the state to test the efficacy of providing services outside traditional
settings of care. The Commonwealth appreciates this opportunity to amend our 1115
demonstration and to continue to work with CMS to improve health care outcomes for
the people of the Commonwealth.

State Contact
Daniel Tsai
Assistant Secretary for MassHealth and Medicaid Director
Executive Office of Health and Human Services
One Ashburton Place
Boston, MA 02108
617-573-1770
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