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DEPARTMENT OF HEALTH AND HUMAN SERVICES

Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop 52-26-12

Baltimore, MD 21244- I 850

lvts
cEN¡ËRS rut MÉUt(^Lt & MtlrlcAlD gtßvlct$

cffìttER foR iaf,DtcÄlo & cHlP sEnvlcEl

Financial Management Group

JAN 80 ¿018

Nate Checketts, Director

Division of Health Care Financing

Utah Department of Health

P.O. Box 143101

Salt Lake City, UT 841l4-3101

Re: Utah 17-0023

Dear Mr. Checketts:

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan

submitted under transmittal number (TN) l7-0023. Effective for services on or after November l,

2017, this amendment clarifies application procedures for the Quality Improvement Incentive

Program.

We conducted our review of your submittal according to the statutory requirements at sections

1902(a)(2),1902(aX1 3),1902(a)(30) and 1903(a) of the Social Security Act and the implementing

Federal regulations at 42 CFR 447 Subpart C. We are pleased to inform you that Medicaid State

plan amendment TN l7-0023 is approved effective November 1,2017. The HCFA-I79 and the

amended plan page are attached.

If you have any questions, please contact Christine Storey at (303) 844-7044.

Kristin Fan

Director
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

oMB NO, 0938-0193HEALTHCAREADM

RANSMITTAL
AND NOTICE OF APPROVAL OF

STATE PLAN MATËRIAL
OR: HEALTH CARE FINANCING ADMINISTRATION

2. STATE:

Utah

3. IFICATION: TITLE XIX OF THE SOCIA

sEcuRITY ACT (MEÐtCAt D)

REGIONAL ADMINISTRATOR 4. PROPOSED EFFECTIVE DATE

November 1,2017HEALTHCAREFI NANCING ADMINISTRATION

DEPARTMENT OF HEALTH AND HUMAN SERVICES

t. TYPE OF PLAN MATERIAL (Check One)

n NEW srATE pLAN n en¡eruoMENT To BE coNSIDERED AS NEW pLAN X nurNpvtErur

TRANSMITTAL NUMBER

17-0023-Uï

COMPLETE BLOCKS 6 THRU lO IF THIS IS AN AMENDMENT te Transmittal for each

J, FEDERAL STATUTE/REGULATION CITATION

Section 1 902(a)(13)(A) of the Social Security Act

PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT|

Section 927, Page 1 of ATTACHMENT4.I 9-D

0. T FAM DMENT: Quality lmprovement lncentive

7. FEDERAL BUDGET IMPACT:

a, FFY 2018 $
Ob. FFY 2019 $0

9. PAGE NUMBER OF THE SUPËRSEDED PLAN SECTION

oR ATTAC H M ENT (/f App I icable)

Section 927,Page 1 of ATTACHMENT4.l9-D

11. GOVERNOR'S REVIEW (Check One):

GOVERNOR'S OFFICE REPORTED NO COMMENT

COMMENTS OF GOVERNOR'S OFFICE ENCLOSED

NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTALXntr
OTHER, AS SPECIFIED:

12. SIGNATURE CIF STATE AGENCY OFFICIAL

13. TYPED

14. TITLE: Executive Director, Utah Department of Health

15. DATE SU ITTED: November 5,2017

17, DATE RECEIVED

16. RETURN TO:

18. DATEAPP

FOR REGIONAL USE ONLY

Craig Devashrayee, Manager

TechnicalWriting Unit

Utah Department of Heath

PO Box 143102

Salt Lake City, UT 84114-3102

16.
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9. EFF DATE

3. REMARKS

lAL: OFFICIAL:

1. TYPED NAME:
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22.
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FORM HCFA-179 rc7-92\
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ATTACHMENT419DPage19OORATESETTING NFslContnuedì927QUALITY IMPROVEMENT INCENTIVElnorder fora facilityto qualifyforanyQualty lmprovement lncentiveor lnitativenSubsections 1or 2or 3The faclitymustsubmtall requireddocumentatonlThefacilitymustclearly markandorganize allsupportingdocumentationto faciltaterevewbyDeparlment statfThefacilitymustsubmit theapplication formandallsupportingdocumentaton forthatincentiveor ntiatveviaemail to qiidmhfaoutahqovorUS malwthatimestampdurngthe incentive periodFacilitiesthatchoose tomailnapplcations andsupportingdocumentatonare responsibletoensurethatthey submitthedocuments tothecorrectaddressas followsViaUnited States PostalServiceUtahDepartment ofHealthDMHF BCRPAttnReimbursement UnitPO Box143102SaltLakêCity UT841143102 ViaUnted ParcelService orFederalExpressUtah DepartmentofHealthDMHF BCRPAttnReimbursementUnt288 North1400WestSaltLakeCityUT8411632311Qualty lmprovement lncentiveI Qll1aFundsintheamountof1000000 shallbe setasidefromthebase ratebudget annuallytorembuisecurrent Medicaidcertifed nonlCFlD faclitesthat haveiAmeaningful qualtyimprovement planthatncludesthenvolvementof resdentsandfamilywhichincludesthe following weightngof501Ademonstrated processof assessingandmeasuringthat planand2 Four quarterlycustomersatisfactonsurveys conductedbyanindependentthird partywiththefinâl quarterendingonMarch31ofthe ncentve perodalong withanaction planthataddressessurvey temsratedbelowaverageforthe yeariiA planforculture changealong withanexampleofhowthe faclityhasmplementedculture change weíghtingof25iiiAnemployee satisfaction programweightingof25ivNovolationsthat areatan mmediate jeopardylevelasdeterminedbytheDepârtment atthemost recentrecertificationsurveyanddurngthe ncentive periodlandvAfacilitythat receivesasubstandad qualityofcare levelFHlJ KorLduringthencentve perodiseligible foronly50ofthe possiblerembursementAfaclitythatreceivessubstandard qualityofcareinFHIJKorL inmorethanone surveydurng theincentive perodisineligible forreimbursementunderthsincentivebTheDepartment shalldistributeincentve paymentsto qualifyingcurrent Medicadcertfiedfacilities basedonthe proportionateshareofthetotal Medicaid patientdays in qualfyngfacilitiesclfa facilityseeksadministrative reviewofthe determinationofasurvey violatonthe ncentivepaymentwillbewithheld pendingthefnaladministratve adjudicatonlfviolationsarefoundnotto haveoccurred theDepartment wll paytheincentivetothe faclitylfthesurveyfndingsareupheld the Departmentwilldistributetheremanng incentive paymentstoallqualfyingfaciltiesdThisQlll periodisfromJuly 1rthroughMay3l sofeachStateFiscalYearforthatStateFiscal YearTN 170023Supersedes TN13019 ApprovalDatelflllfllEffectveDateLlZ


