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SENATE BILL 147-FN 

AN ACT relative to Medicaid managed care. 

SPONSORS: Sen. Bradley, Dist 3; Sen. De Blois, Dist 18; Sen. Forrester, Dist 2; 
Sen. Forsythe, Dist 4; Sen. Gallus, Dist 1; Sen. Groen, Dist 6; Sen. Lambert, Dist 
13; Sen. Luther, Dist 12; Sen. Morse, Dist 22; Sen. Odell, Dist 8; Sen. Sanborn, Dist 
7; Sen. White, Dist 9; Sen. Barnes, Jr., Dist 17; Sen. Boutin, Dist 16; Sen. Carson, 
Dist 14 

COMMITTEE: Health and Human Services 

AMENDED ANALYSIS 

This bill requires the commissioner of the department of health and human services 
to issue a 5-year request for proposals to enter into contracts with vendors of a 
managed care model to provide for managed care services to the Medicaid 
population. The commissioner, in consultation with the fiscal committee of the 
general court, is granted rulemaking authority for the purposes of this bill. 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
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Explanation: Matter added to current law appears in bold italics. 



Matter removed from current law appears [in brackets and struckthrough.] 

Matter which is either (a) all new or (b) repealed and reenacted appears in regular type. 
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STATE OF NEW HAMPSHIRE 

In the Year of Our Lord Two Thousand Eleven 

AN ACT relative to Medicaid managed care. 

Be it Enacted by the Senate and House of Representatives in General Court 
convened: 

125:1 New Paragraph; Medicaid Managed Care. Amend RSA 126-A:5 by inserting 
after paragraph XVIII the following new paragraph: 

XIX.(a) The commissioner shall employ a managed care model for administering the 
Medicaid program and its enrollees to provide for managed care services for all 
Medicaid populations throughout New Hampshire consistent with the provisions of 
42 U.S.C. 1396u-2. Models for managed care may include, but not be limited to, a 
traditional capitated managed care organization contract, an administrative 
services organization, an accountable care organization, or a primary care case 
management model, or a combination thereof, offering the best value, quality 
assurance, and efficiency, maximizing the potential for savings, and presenting the 
most innovative approach compared to other externally administered models. The 
department shall present the opportunities of the various models or combination of 
models with a recommendation for the best managed care model for New 
Hampshire, no later than July 15, 2011, to the fiscal committee of the general court 
which shall consult with the oversight committee on health and human services. 
Services to be managed within the model shall include all mandatory Medicaid 
covered services and may include, but shall not be limited to, care coordination, 



utilization management, disease management, pharmacy benefit management, 
provider network management, quality management, and customer services. The 
model shall not include mandatory dental services. The commissioner shall issue a 
5-year request for proposals to enter into contracts with the vendors that 
demonstrate the greatest ability to satisfy the state’s need for value, quality, 
efficiency, innovation, and savings. The request for proposals shall be released no 
later than October 15, 2011. The vendors of the managed care model or combination 
of models demonstrating the greatest ability to satisfy the state’s need for value, 
quality, efficiency, innovation, and savings shall be selected no later than January 
15, 2012 with final contracts submitted to the governor and council no later than 
March 15, 2012 unless this date is extended by the fiscal committee. After the 
bidding process, the commissioner shall establish a capitated rate based on the bids 
by the appropriate model for the contract that is full risk to the vendors. The 
capitated rate shall be broken down into rate cells for each population including, 
but not limited to, the persons eligible for temporary assistance to needy families 
(TANF), aid for the permanently and totally disabled (APTD), breast and cervical 
cancer program (BCCP), home care for children with severe disabilities (HC-CSD), 
and those residing in nursing facilities. The capitated rate shall be approved by the 
fiscal committee of the general court. The managed care model or models’ selected 
vendors providing the Medicaid services shall establish medical homes and all 
Medicaid recipients shall receive their care through a medical home. In contracting 
for a managed care model and the various rate cells, the department shall ensure no 
reduction in the quality of care of services provided to enrollees in the managed care 
model and shall exercise all due diligence to maintain or increase the current level 
of quality of care provided. The target date for implementation of the contract is 
July 1, 2012. The commissioner may, in consultation with the fiscal committee, 
adopt rules, if necessary, to implement the provisions of this paragraph. The 
department shall seek, with the approval of the fiscal committee, all necessary and 
appropriate waivers to implement the provisions of this paragraph. 

(b) The department shall ensure that all eligible Medicaid members are enrolled in 
the managed care model under contract with the department no later than 12 
months after the contract is awarded to the vendor or vendors of the managed care 
model.  

(c) For the purposes of this paragraph: 

(1) An “accountable care organization” means an entity or group which accepts 
responsibility for the cost and quality of care delivered to Medicaid patients cared 
for by its clinicians. 

(2) “An administrative services organization” means an entity that contracts as an 
insurance company with a self-funded plan but where the insurance company 
performs administrative services only and the self-funded entity assumes all risk. 



(3) A “managed care organization” means an entity that is authorized by law to 
provide covered health services on a capitated risk basis and arranges for the 
provision of medical assistance services and supplies and coordinates the care of 
Medicaid recipients residing in all areas of the state, including the elderly, those 
meeting federal supplemental security income and state standards for disability, 
and those who are also currently enrolled in Medicare. 

(4) “A primary care case management” means a system under which a primary care 
case management contracts with the state to furnish case management services, 
which include the location, coordination, and monitoring of primary health care 
services, to Medicaid recipients.  

125:2 Effective Date. This act shall take effect upon its passage. 

Approved: June 2, 2011 

Effective Date: June 2, 2011 

 


