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Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop S2-26-12
Baltimore, Maryland 21244-1850

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

January 12, 2024

Lisa Lee

Commissioner

Kentucky Department for Medicaid Services
275 East Main Street 6W-A

Frankfort, KY 40621-0001

Dear Lisa Lee:

In accordance with 42 CFR 438.6(c), the Centers for Medicare & Medicaid Services (CMS) has
reviewed and is approving Kentucky’s submission of a proposal for delivery system and provider
payment initiatives under Medicaid managed care plan contracts. The proposal was received by
CMS on September 19, 2023. The control name is KY_Fee.VBP_IPH.OPH_Renewal _
20240101-20241231.

CMS has completed our review of the following Medicaid managed care state directed
payment(s):

e Uniform increase and value-based payment established by the state for inpatient and
outpatient hospital services for the rating period covering January 1, 2024 through
December 31, 2024, incorporated in the capitation rates through a through a separate
payment term of up to $2,427,458,497.

This letter satisfies the regulatory requirement in 42 CFR 438.6(c)(2) for state directed payments
described in 42 CFR 438.6(c)(1). This letter pertains only to the actions identified above and does
not apply to other actions currently under CMS’s review. This letter does not constitute approval
of any specific Medicaid financing mechanism used to support the non-federal share of
expenditures associated with these actions. All relevant federal laws and regulations apply. CMS
reserves its authority to enforce requirements in the Social Security Act and the applicable
implementing regulations. The state is required to submit contract action(s) and related capitation
rates that include all state directed payments.

All state directed payments must be addressed in the applicable rate certifications. CMS
recommends that states share this letter and the preprint(s) with the certifying actuary.
Documentation of all state directed payments must be included in the initial rate certification as
outlined in Section I, Item 4, Subsection D, of the Medicaid Managed Care Rate Development
Guide. The state and its actuary must ensure all documentation outlined in the Medicaid Managed
Care Rate Development Guide is included in the initial rate certification. Failure to provide all
required documentation in the rate certification will cause delays in CMS review. The Medicaid
Managed Care Rate Development Guide includes specific requirements associated with the use of
separate payment terms. If the total amount of the separate payment term is exceeded from what
is documented in the preprint or the payment methodology changes, CMS requires the state to
submit a state directed payment preprint amendment. If the separate payment term amount
documented within the rate certification exceeds the separate payment term amount documented
in the preprint, the state is required to submit a rate certification amendment.



https://www.medicaid.gov/medicaid/managed-care/guidance/rate-review-and-rate-guides/index.html
https://www.medicaid.gov/medicaid/managed-care/guidance/rate-review-and-rate-guides/index.html

If you have questions concerning this approval, please contact
StateDirectedPayment@cms.hhs.gov.

Sincerely,
Laura M. M ey o Py Laura
Snyder -S  Yeiiae e

Laura Snyder
Acting Deputy Director, Division of Managed Care Policy
Center for Medicaid and CHIP Services
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CMS Provided State Directed Payment Identifier:

Section 438.6(c) Preprint

42 C.F.R. § 438.6(c) provides States with the flexibility to implement delivery system and
provider payment initiatives under MCO, PIHP, or PAHP Medicaid managed care contracts (i.e.,
state directed payments). 42 C.F.R. § 438.6(c)(1) describes types of payment arrangements that
States may use to direct expenditures under the managed care contract. Under 42 C.F.R. §
438.6(c)(2)(i1), contract arrangements that direct an MCO's, PIHP's, or PAHP's expenditures
under paragraphs (c)(1)(i) through (c)(1)(i1) and (c)(1)(iii)(B) through (D) must have written
approval from CMS prior to implementation and before approval of the corresponding managed
care contract(s) and rate certification(s). This preprint implements the prior approval process and
must be completed, submitted, and approved by CMS before implementing any of the specific
payment arrangements described in 42 C.F.R. § 438.6(c)(1)(1) through (c)(1)(i1) and (c)(1)(iii)(B)
through (D). Please note, per the 2020 Medicaid and CHIP final rule at 42 C.F.R. §
438.6(c)(1)(ii1)(A), States no longer need to submit a preprint for prior approval to adopt
minimum fee schedules using State plan approved rates as defined in 42 C.F.R. § 438.6(a).

Submit all state directed payment preprints for prior approval to:
StateDirectedPayment@cms.hhs.gov.

SECTION I: DATE AND TIMING INFORMATION

1. Identify the State’s managed care contract rating period(s) for which this payment
arrangement will apply (for example, July 1, 2020 through June 30, 2021):
January 1, 2024 - December 31, 2024

2. Identify the State’s requested start date for this payment arrangement (for example,
January 1, 2021). Note, this should be the start of the contract rating period unless this
payment arrangement will begin during the rating period. January 1, 2024

3. Identify the managed care program(s) to which this payment arrangement will apply:

HospitalRatelImprovemenfrogram
4. Identify the estimated total dollar amount (federal and non-federal dollars) of this state

directed payment: $2 427 458,497
a. Identify the estimated federal share of this state directed payment: $1,941,966,79

b. Identify the estimated non-federal share of this state directed payment: $485 491,69

Please note, the estimated total dollar amount and the estimated federal share should be
described for the rating period in Question 1. If the State is seeking a multi-year approval
(which is only an option for VBP/DSR payment arrangements (42 C.F.R. § 438.6(c)(1)(i)-
(ii))), States should provide the estimates per rating period. For amendments, states
should include the change from the total and federal share estimated in the previously
approved preprint.

5. Is this the initial submission the State is seeking approval under 42 C.F.R. § 438.6(c) for
this state directed payment arrangement? [_| Yes No
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6. If this is not the initial submission for this state directed payment, please indicate if:

a. [] The State is seeking approval of an amendment to an already approved state
directed payment.

b. The State is seeking approval for a renewal of a state directed payment for a new
rating period.

i. If the State is seeking approval of a renewal, please indicate the rating periods
for which previous approvals have been granted:

July 1, 2019throughDecembef31, 2023
c. Please identify the types of changes in this state directed payment that differ from
what was previously approved.
X Payment Type Change
[] Provider Type Change
Quality Metric(s) / Benchmark(s) Change
Other; please describe:

Revisedadd-onamountsor morecurrentACR data. Add-onis now basedn 95% of the ACR gapinsteadof 90%.
[ No changes from previously approved preprint other than rating period(s).

7. Please use the checkbox to provide an assurance that, in accordance with 42 C.F.R. §
438.6(c)(2)(i1)(F), the payment arrangement is not renewed automatically.

SECTION II: TYPE OF STATE DIRECTED PAYMENT

8. Inaccordance with 42 C.F.R. § 438.6(c)(2)(i1)(A), describe in detail how the payment
arrangement is based on the utilization and delivery of services for enrollees covered
under the contract. The State should specifically discuss what must occur in order for the
provider to receive the payment (e.g., utilization of services by managed care enrollees,
meet or exceed a performance benchmark on provider quality metrics).

42CFRA438.6, ill providea

add-onperinpati KY h:

apter21
KRS 205. 1/24,10%0f andoP beutilized for aval

e

\\\\\

y facility for theKY D
in their the State L i thequarter KDMS will i MCO usingvalid
KDMS will ¢ Duet

iceKDMS) in

o the
L following reviewof VBP be
qualifying inal i ) is intendedto result 0

a. Please use the checkbox to provide an assurance that CMS has approved the
federal authority for the Medicaid services linked to the services associated with the
SDP (i.e., Medicaid State plan, 1115(a) demonstration, 1915(c) waiver, etc.).

b. Please also provide a link to, or submit a copy of, the authority document(s) with
initial submissions and at any time the authority document(s) has been
renewed/revised/updated.

SeeStatePlan,Attachment3.1-L, pp. ABP5-2 (ambulatoryservices) ABP5-7
(hospitalization)
https://chfs.ky.gov/agencies/dms/Documents/StatePlanrl.pdf



Department of Health and Human Services Section 42 C.F.R. § 438.6(c) Preprint January 2021
Centers for Medicare & Medicaid Services

9. Please select the general type of state directed payment arrangement the State is seeking
prior approval to implement. (Check all that apply and address the underlying questions
for each category selected.)

a. VALUE-BASED PAYMENTS / DELIVERY SYSTEM REFORM: In accordance with 42
C.F.R. § 438.6(c)(1)(1) and (i1), the State is requiring the MCO, PIHP, or PAHP to
implement value-based purchasing models for provider reimbursement, such as
alternative payment models (APMs), pay for performance arrangements, bundled
payments, or other service payment models intended to recognize value or outcomes
over volume of services; or the State is requiring the MCO, PIHP, or PAHP to
participate in a multi-payer or Medicaid-specific delivery system reform or
performance improvement initiative.

If checked, please answer all questions in Subsection I1A.

b. FEE SCHEDULE REQUIREMENTS: In accordance with 42 C.F.R. §
438.6(c)(1)(ii1)(B) through (D), the State is requiring the MCO, PIHP, or PAHP to
adopt a minimum or maximum fee schedule for network providers that provide a
particular service under the contract; or the State is requiring the MCO, PIHP, or
PAHP to provide a uniform dollar or percentage increase for network providers that
provide a particular service under the contract. [Please note, per the 2020 Medicaid
and CHIP final rule at 42 C.F.R. § 438.6(c)(1)(iii)(A), States no longer need to
submit a preprint for prior approval to adopt minimum fee schedules using
State plan approved rates as defined in 42 C.F.R. § 438.6(a).]

If checked, please answer all questions in Subsection IIB.

SUBSECTION IIA: VALUE-BASED PAYMENTS (VBP) / DELIVERY SYSTEM
REFORM (DSR):

This section must be completed for all state directed payments that are VBP or DSR. This
section does not need to be completed for state directed payments that are fee schedule
requirements.

10. Please check the type of VBP/DSR State directed payment the State is seeking prior
approval for. Check all that apply, if none are checked, proceed to Section III.

Quality Payment/Pay for Performance (Category 2 APM, or similar)

Bundled Payment/Episode-Based Payment (Category 3 APM, or similar)
Population-Based Payment/Accountable Care Organization (Category 4 APM, or
similar)

Multi-Payer Delivery System Reform

Medicaid-Specific Delivery System Reform

Performance Improvement Initiative

Other Value-Based Purchasing Model

N I I | I ™
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11. Provide a brief summary or description of the required payment arrangement selected

Section 42 C.F.R. § 438.6(c) Preprint January 2021

above and describe how the payment arrangement intends to recognize value or outcomes
over volume of services. If “other” was checked above, identify the payment model. The
State should specifically discuss what must occur in order for the provider to receive the

payment (e.g., meet or exceed a performance benchmark on provider quality metrics).

For the programyearbeginningl/1/24,10%of theannuallP andOP funding poolswill bewithheldto advancerogramVBP goals.A
specificfunding percentagevill beassignedo eachgoalasoutlinedin laterpreprintresponseslhefunding percentagessignedo

eachgoalwill bedistributedatyearendto all hospitalsvho meetor exceedhe performancearget,allocatecdby utilization within the

programyear.If ahospitaldoesnotachievethetargetfor agivenmeasuretheywill beexcludedrom thatmeasure’gayment
distributionandthe unuseddollarswill beallocatedamongall otherachievedneasures.

12. In Table 1 below, identify the measure(s), baseline statistics, and targets that the State

will tie to provider performance under this payment arrangement (provider performance
measures). Please complete all boxes in the row. To the extent practicable, CMS
encourages states to utilize existing, validated, and outcomes-based performance
measures to evaluate the payment arrangement, and recommends States use the CMS
Adult and Child Core Set Measures when applicable. If the state needs more space,

please use Addendum Table 1.A and check this box: []

TABLE 1: Payment Arrangement Provider Performance Measures

Measure Name Measure . ., | Performance 4
. Baseline® | Baseline Performance Notes
and NQF # (if Steward/ Year Statistic Measurement Tareet
applicable) Developer! Period? g
Example: Percent | CMS CY 2018 9.23% Year 2 8% Example
notes

of High-Risk
Residents with
Pressure Ulcers —
Long Stay

. Additional Spacds needec
for KY responsePlease
seeseparatéttachment.

b.

C.

.

1. Baseline data must be added after the first year of the payment arrangement
2. If state-developed, list State name for Steward/Developer.

3. If this is planned to be a multi-year payment arrangement, indicate which year(s) of the payment arrangement that performance
on the measure will trigger payment.
4. If the State is using an established measure and will deviate from the measure steward’s measure specifications, please
describe here. Additionally, if a state-specific measure will be used, please define the numerator and denominator here.



https://www.medicaid.gov/medicaid/quality-of-care/quality-of-care-performance-measurement/adult-and-child-health-care-quality-measures/index.html
https://www.medicaid.gov/medicaid/quality-of-care/quality-of-care-performance-measurement/adult-and-child-health-care-quality-measures/index.html
https://www.medicaid.gov/medicaid/quality-of-care/performance-measurement/adult-and-child-health-care-quality-measures/index.html
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13. For the measures listed in Table 1 above, please provide the following information:

a. Please describe the methodology used to set the performance targets for each
measure.

Performanceargetswereestablishedo allow stakeholdeengagemeribr new
measureastheyareaddedo the program For establishednetrics, targetsvere
designedo achieveeithercompliancewith statewide/nationadverage®©R a
significantimprovemenin hospital-specifiperformance

b. If multiple provider performance measures are involved in the payment arrangement,
discuss if the provider must meet the performance target on each measure to receive
payment or can providers receive a portion of the payment if they meet the
performance target on some but not all measures?

Eachmeasures assigned fundingpercentagef a hospitalmeetsa givenmeasure,
theywill receivea portionof thatmeasure’paymentncentive,allocatedbasedn
utilization within the programyear.If ahospitaldoesnot meeta givenmeasurethey
will beineligible for paymenionthatmeasurdutwill havethe opportunityto earn
paymentor othermeasures.

c. For state-developed measures, please briefly describe how the measure was
developed?
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14. Is the State seeking a multi-year approval of the state directed payment arrangement?

El Yes No

a. Ifthis payment arrangement is designed to be a multi-year effort, denote the State’s
managed care contract rating period(s) the State is seeking approval for.

b. If this payment arrangement is designed to be a multi-year effort and the State is
NOT requesting a multi-year approval, describe how this application’s payment
arrangement fits into the larger multi-year effort and identify which year of the effort
is addressed in this application.

CY 2024is Year3 of amulti-yearstrategy.The quality portionof thefunding poolis 10%in CY 2024andfuture
years. Additionally, the performanceargetsfor the quality metricsproposedor the VBP paymentwill be evaluate«
andadjustedon anannualbasisto monitor progresandprovideincentivefor continuedqualityimprovement.

15. Use the checkboxes below to make the following assurances:

a. In accordance with 42 C.F.R. § 438.6(c)(2)(ii1)(A), the state directed payment
arrangement makes participation in the value-based purchasing initiative, delivery
system reform, or performance improvement initiative available, using the same
terms of performance, to the class or classes of providers (identified below)
providing services under the contract related to the reform or improvement initiative.

b. In accordance with 42 C.F.R. § 438.6(c)(2)(iii)(B), the payment arrangement
makes use of a common set of performance measures across all of the payers and
providers.

c. In accordance with 42 C.F.R. § 438.6(¢c)(2)(ii1)(C), the payment arrangement
does not set the amount or frequency of the expenditures.

d. In accordance with 42 C.F.R. § 438.6(c)(2)(ii1)(D), the payment arrangement
does not allow the State to recoup any unspent funds allocated for these
arrangements from the MCO, PIHP, or PAHP.

SUBSECTION IIB: STATE DIRECTED FEE SCHEDULES:
This section must be completed for all state directed payments that are fee schedule

requirements. This section does not need to be completed for state directed payments that are
VBP or DSR.

16. Please check the type of state directed payment for which the State is seeking prior
approval. Check all that apply; if none are checked, proceed to Section III.

a. [_] Minimum Fee Schedule for providers that provide a particular service under the
contract using rates other than State plan approved rates ' (42 CF.R. §

438.6(c)(1)(iii)(B))
b. [ ] Maximum Fee Schedule (42 C.F.R. § 438.6(c)(1)(iii)(D))
c. Uniform Dollar or Percentage Increase (42 C.F.R. § 438.6(c)(1)(iii)(C))

! Please note, per the 2020 Medicaid and CHIP final rule at 42 C.F.R. § 438.6(c)(1)(iii)(A), States no longer need to
submit a preprint for prior approval to adopt minimum fee schedules that use State plan approved rates as defined in

42 C.F.R. § 438.6(a).
6
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17. If the State is seeking prior approval of a fee schedule (options a or b in Question 16):
a. Check the basis for the fee schedule selected above.

i. [ ] The State is proposing to use a fee schedule based on the State-plan
approved rates as defined in 42 C.F.R. § 438.6(a). 2

ii. [_] The State is proposing to use a fee schedule based on the Medicare or
Medicare-equivalent rate.

iii. [ ] The State is proposing to use a fee schedule based on an alternative fee
schedule established by the State.

1. If the State is proposing an alternative fee schedule, please describe the
alternative fee schedule (e.g., 80% of Medicaid State-plan approved rate)

b. Explain how the state determined this fee schedule requirement to be reasonable and
appropriate.

18. If using a maximum fee schedule (option b in Question 16), please answer the following
additional questions:

a. [ ] Use the checkbox to provide the following assurance: In accordance with 42
C.F.R. § 438.6(c)(1)(ii1)(C), the State has determined that the MCO, PIHP, or PAHP
has retained the ability to reasonably manage risk and has discretion in
accomplishing the goals of the contract.

b. Describe the process for plans and providers to request an exemption if they are
under contract obligations that result in the need to pay more than the maximum fee
schedule.

c. Indicate the number of exemptions to the requirement:

i. Expected in this contract rating period (estimate)
ii. Granted in past years of this payment arrangement

d. Describe how such exemptions will be considered in rate development.

2 Please note, per the 2020 Medicaid and CHIP final rule at 42 C.F.R. § 438.6(c)(1)(iii)(A), States no longer need to
submit a preprint for prior approval to adopt minimum fee schedules that use State plan approved rates as defined in

42 C.F.R. § 438.6(a).
7
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19. If the State is seeking prior approval for a uniform dollar or percentage increase (option ¢
in Question 16), please address the following questions:

a.

b.

Will the state require plans to pay a [X] uniform dollar amount or a [] uniform
percentage increase? (Please select only one.)

What is the magnitude of the increase (e.g., $4 per claim or 3% increase per claim?)

IP perdischarggnon-VBP):$7,931.81|P perdischarggVBP): $881.31 0P percentagef paymentgnon-VBP):115.44% 0P percentagef payment{VBP): 12.83%

Describe how will the uniform increase be paid out by plans (e.g., upon processing
the initial claim, a retroactive adjustment done one month after the end of quarter for
those claims incurred during that quarter).

Dueto theuniformincrease®eingcalculatedafterthe encountehasbeenpaid,
thedirectedpaymentwill occurretroactivelyto eachhealthplanbasedn actual
encounterpaidduringthe previousquarter.

Describe how the increase was developed, including why the increase is reasonable
and appropriate for network providers that provide a particular service under the
contract

Theincreasevasbasedn 95% of the gapbetweerexistingMCO ratesandaverage
commerciakatesbasedn a historicalanalysisof spendingoomperdischarge.
Basedon CMS guidancassuedKY believesheaveragecommerciarateis a
reasonablémit for reimbursemenandthe statehaslimited to 95% of thisamount.

SECTION III: PROVIDER CLASS AND ASSESSMENT OF REASONABLENESS

20. In accordance with 42 C.F.R. § 438.6(¢c)(2)(i1)(B), identify the class or classes of
providers that will participate in this payment arrangement by answering the following
questions:

a.

Please indicate which general class of providers would be affected by the state
directed payment (check all that apply):

inpatient hospital service

outpatient hospital service

[ ] professional services at an academic medical center
[ ] primary care services

[ ] specialty physician services

[ ] nursing facility services

[ ] HCBS/personal care services

[ ] behavioral health inpatient services
[ ] behavioral health outpatient services
[ dental services

[ ] Other:

b. Please define the provider class(es) (if further narrowed from the general classes

indicated above).

KentuckyhospitaldicensedunderKRS Chapter216Bincludinglong-termcare
hospital,but excludinguniversityhospitalsandstatementalhospitalsdefinedin
KRS 205.639
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c¢. Provide a justification for the provider class defined in Question 20b (e.g., the
provider class is defined in the State Plan.) If the provider class is defined in the
State Plan, please provide a link to or attach the applicable State Plan pages to the
preprint submission. Provider classes cannot be defined to only include providers
that provide intergovernmental transfers.

State-ownedhospitalsarecoveredunderseparatenhancegaymeniprogramsand
arethereforeexcludedirom the HospitalRatelImprovemenfrogram.

21. In accordance with 42 C.F.R. § 438.6(c)(2)(i1)(B), describe how the payment
arrangement directs expenditures equally, using the same terms of performance, for the
class or classes of providers (identified above) providing the service under the contract.

Underthis paymentarrangemenentuckyhospitaldicensedunderKRS Chapter216Bincludingalong-term
acutehospitalbut excludinguniversityhospitalsandstatementalhospitalsdefinedin KRS 205.639will receivea
separateiniform paymentncreasdor inpatientandoutpatientospitalservices.

Healthplanencountedatawill be usedto directlylink paymentgo utilization of inpatientandoutpatient
servicedor planenrolleesusingthe samemethodologyacrosgheclass.Theactualuniform add-onamountgor
inpatientandoutpatienservicedor thecontractyearwill bedeterminedasedn ananalysisof theavailable
inpatientandoutpatientspendingoomwithin managedare.The specificadd-onswill beevaluatecbnanannua
basis.

Additionally, all eligible hospitalswill be giventhe opportunityto earnquality VBP paymentdy meeting
performanceargetsasindicatedin the VBP sectionof the preprint.

22. For the services where payment is affected by the state directed payment, how will the
state directed payment interact with the negotiated rate(s) between the plan and the
provider? Will the state directed payment:

a. [] Replace the negotiated rate(s) between the plan(s) and provider(s).
b. [] Limit but not replace the negotiated rate(s) between the plans(s) and provider(s).

c. Require a payment be made in addition to the negotiated rate(s) between the
plan(s) and provider(s).

23. For payment arrangements that are intended to require plans to make a payment in
addition to the negotiated rates (as noted in option ¢ in Question 22), please provide an
analysis in Table 2 showing the impact of the state directed payment on payment levels
for each provider class. This provider payment analysis should be completed distinctly
for each service type (e.g., inpatient hospital services, outpatient hospital services, etc.).

This should include an estimate of the base reimbursement rate the managed care plans
pay to these providers as a percent of Medicare, or some other standardized measure, and
the effect the increase from the state directed payment will have on total payment. Ex:
The average base payment level from plans to providers is 80% of Medicare and this
SDP is expected to increase the total payment level from 80% to 100% of Medicare.

If the state needs more space, please use Addendum 2.A and check this box:[_]
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TABLE 2: Provider Payment Analysis

Section 42 C.F.R. § 438.6(c) Preprint January 2021

Average Base Effect on Effect on Eflff:)ct;;) n
Payment Total Total Payment
Total Payment
Level from Payment Pavment Level of Level (after
Provider Class(es) Plans to Level of State y accounting for
. . Level of Pass-
Providers Directed Other Throush all SDPs and
(absent the Payment SDPs Paymeﬁ ts PTPs
SDP) (SDP) (PTPs)
Ex: Rural Inpatient 80% 20% N/A N/A 100%
Hospital Services
a. . .
InpatientHospital
corices P 47350  |47.38% 94.74%
b. Outpatient 0 0 0
HospitalServices 42.55% 54.58% 97.13%
c.
d.
e.
f.
g.

24. Please indicate if the data provided in Table 2 above is in terms of a percentage of:

a. [] Medicare payment/cost

b. [] State-plan approved rates as defined in 42 C.F.R. § 438.6(a) (Please note, this

rate cannot include supplemental payments.)

c. Other; Please define: AverageCommerciaRate

25. Does the State also require plans to pay any other state directed payments for providers

eligible for the provider class described in Question 20b? [] Yes

[X] No

If yes, please provide information requested under the column “Other State Directed
Payments” in Table 2.

10
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26. Does the State also require plans to pay pass-through payments as defined in 42 C.F.R. §
438.6(a) to any of the providers eligible for any of the provider class(es) described in
Question 20b? [] Yes No

If yes, please provide information requested under the column “Pass-Through
Payments” in Table 2.

27. Please describe the data sources and methodology used for the analysis provided in
response to Question 23.

Forinpatientservicesfo determinghe averageeommerciarategap,commerciaklaimsdatawascollectedfrom eligible providersfor the
top 5 payors.Theaverageeommerciapaymentperdayacrossll 5 payorswasthendeterminedSimilarly, the averageMedicaidMCO
paymeniperdaywasalsodeterminedacrosshe KentuckyMCOs. The ACR gapperdaywasthenmultiplied by MCO daysfor the provider
to determinghe ACR limit. Thelimit wasmultiplied by 95%for eachproviderto determinethe overallfundingpool. After all
provider-specificACR gapsweredeterminedthe aggregatstatewideACR gapwasdivided by statewidedischargeso determinethe
averageACR gapperdischargeThis amountwasmultiplied by 95%to determinethe program’sprospectiveadd-on.

For outpatientservicesto determinehe averagecommerciarategap,commerciaklaimsdatawascollectedfrom eligible providersfor the
top 5 payors.Theaverageeommerciapaymento chargeratio acrossall 5 payorswasthendeterminedMedicaidMCO chargesverealso
gatheredacrosshe KentuckyMCOs.MCO chargesveremultiplied by the commerciapaymento chargeratio for the providerto determine
the ACR limit. Thelimit wasmultiplied by 95%for eachproviderto determinethe overallfundingpool. After all provider-specificACR
gapsweredeterminedthe aggregatstatewideACR gapwasdivided by statewideMCO OP paymentdo determinghe ACR limit ona
percentagef paymentdasis.This amountwasmultiplied by 95%to determinethe program’sprospectiveadd-on.

28. Please describe the State's process for determining how the proposed state directed
payment was appropriate and reasonable.

With overone-thirdof Kentucky’sentirepopulationenrolledin Medicaid,the proposec
directedpaymentsarecritical to assuringaccesso carein Kentucky. Furthermore,
numerouKentuckyhospitalsarestrugglingfinancially. Theadditionalstrainimposed
by COVID-19 only exacerbateanalreadycritical financial problemfor Kentucky
hospitalsBasedon CMS guidancessuedwe believetheaveragecommerciarateis a
reasonabléimit for reimbursemenandthe statehaslimited to 95% of the ACR gap.

SECTION IV: INCORPORATION INTO MANAGED CARE CONTRACTS

29. States must adequately describe the contractual obligation for the state directed payment
in the state’s contract with the managed care plan(s) in accordance with 42 C.F.R. §
438.6(c). Has the state already submitted all contract action(s) to implement this state
directed payment? Yes []No

a. Ifyes:
i. What is/are the state-assigned identifier(s) of the contract actions provided to
CMS?
N/A

ii. Please indicate where (page or section) the state directed payment is captured in
the contract action(s).

0 1— Question#29”)

b. If no, please estimate when the state will be submitting the contract actions for
review.

11
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SECTION V: INCORPORATION INTO THE ACTUARIAL RATE CERTIFICATION

Note: Provide responses to the questions below for the first rating period if seeking approval for

multi-year approval.

30. Has/Have the actuarial rate certification(s) for the rating period for which this state

directed payment applies been submitted to CMS? [] Yes

[X] No

a. Ifno, please estimate when the state will be submitting the actuarial rate

certification(s) for review.

12/01/2023

b. Ifyes, provide the following information in the table below for each of the actuarial
rate certification review(s) that will include this state directed payment.

Table 3: Actuarial Rate Certification(s)

If so, indicate where the

. Does the e .

Conten N OIS0 VS|t | coritction | $0t¢ et pavmentl

certification separately) to CMS lncorglt;li)a: ¢ the certification (page or
) section)

i.
ii.
iii.
iv.
v.

Please note, states and actuaries should consult the most recent Medicaid Managed Care Rate
Development Guide for how to document state directed payments in actuarial rate
certification(s). The actuary’s certification must contain all of the information outlined; if all
required documentation is not included, review of the certification will likely be delayed.)

c. Ifnot currently captured in the State’s actuarial certification submitted to CMS, note
that the regulations at 42 C.F.R. § 438.7(b)(6) requires that all state directed
payments are documented in the State’s actuarial rate certification(s). CMS will not
be able to approve the related contract action(s) until the rate certification(s)
has/have been amended to account for all state directed payments. Please provide an
estimate of when the State plans to submit an amendment to capture this

information.
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31.

32.

33.

Describe how the State will/has incorporated this state directed payment arrangement in
the applicable actuarial rate certification(s) (please select one of the options below):

a. [] An adjustment applied in the development of the monthly base capitation rates
paid to plans.

b. Separate payment term(s) which are captured in the applicable rate
certification(s) but paid separately to the plans from the monthly base capitation
rates paid to plans.

¢. [] Other, please describe:

States should incorporate state directed payment arrangements into actuarial rate
certification(s) as an adjustment applied in the development of the monthly base
capitation rates paid to plans as this approach is consistent with the rate development
requirements described in 42 C.F.R. § 438.5 and consistent with the nature of risk-based
managed care. For state directed payments that are incorporated in another manner,
particularly through separate payment terms, provide additional justification as to why
this is necessary and what precludes the state from incorporating as an adjustment applied
in the development of the monthly base capitation rates paid to managed care plans.

As notedin theresponséo question#31, paymentsassociatedvith this statedirected
paymentarecapturedn theapplicableratecertification,butarepaid outsideof the
monthly capitationratesandreconciledon aretrospectivéasis.Therefore a separate
paymentermwill benecessaryo handlethe paymentof thesefundsto the healthplans.

In accordance with 42 C.F.R. § 438.6(c)(2)(i), the State assures that all expenditures
for this payment arrangement under this section are developed in accordance with 42
C.F.R. § 438.4, the standards specified in 42 C.F.R. § 438.5, and generally accepted
actuarial principles and practices.

SECTION VI: FUNDING FOR THE NON-FEDERAL SHARE

34.

35.

Describe the source of the non-federal share of the payment arrangement. Check all that
apply:

a. |:|State general revenue

b. Dlntergovernmental transfers (IGTs) from a State or local government entity

c. XHealth Care-Related Provider tax(es) / assessment(s)

d. [_IProvider donation(s)

e. [ [Other, specify:

For any payment funded by IGTs (option b in Question 34),

a. Provide the following (respond to each column for all entities transferring funds). If
the state needs more space, please use Addendum Table 4.A and check this box: []

13
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Name of Entities
transferring funds
(enter each on a
separate line)

Operational
nature of the
Transferring
Entity (State,
County, City,
Other)

Total
Amounts
Transferred
by This
Entity

Does the
Transferring
Entity have
General
Taxing
Authority?
(Yes or No)

Did the
Transferring
Entity receive

appropriations?
If not, put N/A.
If yes, identify
the level of
appropriations

Is the
Transferring
Entity
eligible for
payment
under this
state directed
payment?
(Yes or No)

il

iii.

iv.

vi.

vii.

viii.

ix.

b. [ ] Use the checkbox to provide an assurance that no state directed payments made
under this payment arrangement funded by IGTs are dependent on any agreement or
arrangement for providers or related entities to donate money or services to a
governmental entity.

c. Provide information or documentation regarding any written agreements that exist
between the State and healthcare providers or amongst healthcare providers and/or
related entities relating to the non-federal share of the payment arrangement. This
should include any written agreements that may exist with healthcare providers to
support and finance the non-federal share of the payment arrangement. Submit a
copy of any written agreements described above.
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36. For any state directed payments funded by provider taxes/assessments (option c in
Question 34),

a. Provide the following (respond to each column for all entries). If there are more
entries than space in the table, please provide an attachment with the information
requested in the table.

Table 5: Health Care-Related Provider Tax/Assessment(s)

Does it contain

Name of the Is the tax / If not under | a hold harmless
Health Care- . assessment o
Related Identify the | , ., . under the the 6% arrangement
Provider Tax / permissible assessment Is the tax / 6% indirect hold | that guarantees
Assessment class for broad- assessment in dir(:ac ¢ harmless to return all or
(enter each on this tax / based? uniform? hold limit, does it | any portion of
a separate assessment ) harmless pass the the tax payment
.p .. “T5/75” test? to the tax
line) limit? 0
payer?
I Uniform | Inpatient
per-dischar | hospital(All
e privateand
NSGO No Yes Yes No
assessmen | qpitals,
excluding | excluding
CAHs CAHSs)
ii. Uniform Outpatient
per-discharg | hospital(All
assessment, | Privateand
excluding [ NSGOhospitals| No Yes Yes No
CAHsand excludingCAHs
REHSs andREHSs)
iii.
iv.
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b. If the state has any waiver(s) of the broad-based and/or uniform requirements for any
of the health care-related provider taxes/assessments, list the waiver(s) and its

current status:

Table 6: Health Care-Related Provider Tax/Assessment Waivers

Name of the Health Care-Related

Provider Tax/Assessment Waiver Submission Curre.nt Status Approval Date
. Date (Under Review, Approved)
(enter each on a separate line)
i Uniform per-discharge 6/2/21 Approved
assessmengxcludingCAHs 09/23/202 '
(Inpatient) )
ii.yniform per-discharge 11/30/22 Approved

assessmengxcludingCAHs
(Outpatient)

01/13/202.

iii.

iv.

37. For any state directed payments funded by provider donations (option d in

Question 34), please answer the following questions:

a. [s the donation bona-fide? [] Yes

] No

b. Does it contain a hold harmless arrangement to return all or any part of the donation
to the donating entity, a related entity, or other provider furnishing the same health

care items or services as the donating entity within the class?

[JYes [No

38. [X| For all state directed payment arrangements, use the checkbox to provide an
assurance that in accordance with 42 C.F.R. § 438.6(c)(2)(i1)(E), the payment
arrangement does not condition network provider participation on the network provider
entering into or adhering to intergovernmental transfer agreements.
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SECTION VII: QUALITY CRITERIA AND FRAMEWORK FOR ALL PAYMENT
ARRANGEMENTS

39. |X] Use the checkbox below to make the following assurance, “In accordance with 42
C.F.R. § 438.6(c)(2)(i1)(C), the State expects this payment arrangement to advance at
least one of the goals and objectives in the quality strategy required per 42 C.F.R. §
438.340.”

40. Consistent with 42 C.F.R. § 438.340(d), States must post the final quality strategy online
beginning July 1, 2018. Please provide:

a. A hyperlink to State’s most recent quality strategy: mesmmensi apDocumentsY QualtySategyDraio
b. The effective date of quality strategy. November 1, 2022

41. If the State is currently updating the quality strategy, please submit a draft version, and
provide:

a. A target date for submission of the revised quality strategy (month and year):

b. Note any potential changes that might be made to the goals and objectives.

Note: The State should submit the final version to CMS as soon as it is finalized. To be in
compliance with 42 C.F.R. § 438.340(c)(2) the quality strategy must be updated no less than
once every 3-years.
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42. To obtain written approval of this payment arrangement, a State must demonstrate that
each state directed payment arrangement expects to advance at least one of the goals and
objectives in the quality strategy. In the Table 7 below, identify the goal(s) and
objective(s), as they appear in the Quality Strategy (include page numbers), this payment

arrangement is expected to advance. If additional rows are required, please attach.

Table 7: Payment Arrangement Quality Strategy Goals and Objectives

populationgGoal5)

Improveassessmenteferral,andfollow-up
for SDOHamongthe Medicaidmembersn
KY (Goal6)

Goal(s) Objective(s) . trggahtya .
Example: Improve care Example: Increase the number of managed 5
coordination for enrollees with care patients receiving follow-up behavior
behavioral health conditions health counseling by 15%

- Improvingenrolleehealthoutcomes | Objectivel.1: Improvetheoverallhealth 24
throughimprovedscreening, outcome®f thosewith seriousmentalillnessby
recognition andtreatmentetentionfor minimizing risk andadversempactsof
individualswith behaviorahealth medicatiortreatmengndincreasinchealth
conditions(Goall). screening

p- Improveoutcomesassociateavith | Objective2.1: Promoteevidence-based 25
peoplewith thechronicdiseasesf |treatmenfor hypertensiorandtype 2 diabetes
diabetesnellitus,hypertension, |andrelatedcomplications
COPD,andasthmaGoal2)

C- PromoteAccessto high-quality Objective4.1: Achievecollaborative 27
careandreduceunnecessary relationshipsbetweerproviders& MCOsto
spendingGoal4) providecarestrategiesuchasValue Based

Care
d-lmproveoutcomesfor identifiedspecial Objective5.1: Improveoutcomedor pregnantmomsand 27 and28

newborns

Objective6.1: Improvethequality of enrolleeSDOHassessmen
by incorporatingwo assessmemjuestiongo the HealthRisk
AssessmentHRA) to addressocialconnectivity/isolation

43. Describe how this payment arrangement is expected to advance the goal(s) and
objective(s) identified in Table 7. If this is part of a multi-year effort, describe this both

in terms of this year’s payment arrangement and in terms of that of the multi-year

payment arrangement.

Kentucky

people. A

y lack of T
(Seehttps:/fwww. d 5

orderto
i

isin Becker'sk
recby Med

Kentucky'

id— 1.6 million Medicaid:
Amongall statesKentuck hasthe

atotal 4.5million.
n

(35%) of

antor ThekK g e,
ourtotal [ i i thenation.Di

adual

onbuildingalong

carein thestateof Kentucky. Directedpaymentsreessentiato the tate'svision for

While Tablel

CY 20:

4 include:
i th

- Tablel(a): A 1
- Table1(b) theED to

CY 2024Q4

- Tablel(c): woor

opioidsby 1%
Y 20

- Table1(d): A CAUTI

- Table1(e): A CD

CY 201

iff
- Tablel(f): Increasescreeninggor SDOH10 75%

For wewill monitor cy
We planto work with
ean

& CY 2025.

IHI

KentuckyQuali Table5 110
i

TheHRIP TheHRIP p
R

Sub ddiction. TheseOpioid

(Kol

Kentucky.

*Table1(c): C g with the SO

woor opioidsor ahospi
heduld! opior

+Tablel()): O y: Kentucky’

Y.

“Table1(k): Dischargewith anOpioid: Kentucky
“Tablel(p): Opioid Usefor

kle Sprain: Kentucky*

TheHRIP
+Table1(m):

numberof

i theDMS Quality Plan
suicidein theED. Thiswill

theED: HRIP JointC:
«Table1(n)and(0): Post-| JD

Opioid

:Kentuck
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44. Please complete the following questions regarding having an evaluation plan to measure
the degree to which the payment arrangement advances at least one of the goals and
objectives of the State’s quality strategy. To the extent practicable, CMS encourages
States to utilize existing, validated, and outcomes-based performance measures to
evaluate the payment arrangement, and recommends States use the CMS Adult and Child
Core Set Measures, when applicable.

a. In accordance with 42 C.F.R. § 438.6(c)(2)(ii)(D), use the checkbox to assure the
State has an evaluation plan which measures the degree to which the payment
arrangement advances at least one of the goals and objectives in the quality strategy
required per 42 C.F.R. § 438.340, and that the evaluation conducted will be specific
to this payment arrangement. Note: States have flexibility in how the evaluation is
conducted and may leverage existing resources, such as their 1115 demonstration
evaluation if this payment arrangement is tied to an 1115 demonstration or their
External Quality Review validation activities, as long as those evaluation or
validation activities are specific to this payment arrangement and its impacts on
health care quality and outcomes.
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b. Describe how and when the State will review progress on the advancement of the
State’s goal(s) and objective(s) in the quality strategy identified in Question 42. For
each measure the State intends to use in the evaluation of this payment arrangement,
provide in Table 8 below: 1) the baseline year, 2) the baseline statistics, and 3) the
performance targets the State will use to track the impact of this payment
arrangement on the State’s goals and objectives. Please attach the State’s evaluation
plan for this payment arrangement.

TABLE 8: Evaluation Measures, Baseline and Performance Targets

Measure Name and NQF # | Baseline | Baseline 1

(if applicable) Year | Statistic Performance Target Notes
Example: Flu Vaccinations | CY 2019 | 34% Increase the percentage of adults | Example
for Adults Ages 19 to 64 18—64 years of age who report notes
(FVA-AD); NOF #0039 receiving an influenza vaccination

by 1 percentage point per year
-:30DayAll Cause CY 2019 | Statewid | Reducethe percentagef 30 dayall (';/ilsgri](;?idesnl
UnplannedReadmissions e Target: | causeunplannedeadmissiondy gesny

10.10% | 1% peryear. Psychhospitalsare
ineligible for this
metric
ExcludesAMA
discharges

i cAUTI SIR (Standardize(| CY 2019 | National | Reducethepercentagef CAUTI | All-payorMeasure
InfectionRatio) (for ACH avg— infectionsby 2.1%peryear. ExcludesPsych,
with > 100beds) 0.74 Rehab) TACH,

Non-Birthing

CAH, Low

Volumeand

Birthing Low

VolumeHospitals
Jii- clostridioidesDifficile (C.|CY 2019 |KY Reducehepercentagef C. diff All-payor

diff) —basedn SIR baseline |infectionsby 2.0%peryear. Measure
avg—

0.62 Psych
hospitalsare
ineligible for
this metric

I'V* Additional measureand
performanceargetswill
beaddedn futureperiods
asbaselinanformation
becomesvailable.

1. If the State will deviate from the measure specification, please describe here. If a State-specific measure will be used, please
define the numerator and denominator here. Additionally, describe any planned data or measure stratifications (for example,
age, race, or ethnicity) that will be used to evaluate the payment arrangement.
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C.

If this is any year other than year 1 of a multi-year effort, describe (or attach) prior
year(s) evaluation findings and the payment arrangement’s impact on the goal(s) and
objective(s) in the State’s quality strategy. Evaluation findings must include 1)
historical data; 2) prior year(s) results data; 3) a description of the evaluation
methodology; and 4) baseline and performance target information from the prior
year(s) preprint(s) where applicable. If full evaluation findings from prior year(s) are
not available, provide partial year(s) findings and an anticipated date for when CMS
may expect to receive the full evaluation findings.

PleaseseeTablel underquestionl2 for afull listing of metricsanddeviationsfrom
measurespecifications.

This preprintrepresent¥ ear 3 of amulti-yeareffort. Previousterationsof this
paymentarrangementontaina differentsetof quality strategygoals.Evaluation

resultsfor the periodfrom 1/1/23through12/31/23areexpectedo becomeavailable
by 6/30/24.
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	27-MultiText: For inpatient services, to determine the average commercial rate gap, commercial claims data was collected from eligible providers for the top 5 payors. The average commercial payment per day across all 5 payors was then determined. Similarly, the average Medicaid MCO payment per day was also determined across the Kentucky MCOs. The ACR gap per day was then multiplied by MCO days for the provider to determine the ACR limit. The limit was multiplied by 95% for each provider to determine the overall funding pool. After all provider-specific ACR gaps were determined, the aggregate statewide ACR gap was divided by statewide discharges to determine the average ACR gap per discharge. This amount was multiplied by 95% to determine the program’s prospective add-on.

For outpatient services, to determine the average commercial rate gap, commercial claims data was collected from eligible providers for the top 5 payors. The average commercial payment to charge ratio across all 5 payors was then determined. Medicaid MCO charges were also gathered across the Kentucky MCOs. MCO charges were multiplied by the commercial payment to charge ratio for the provider to determine the ACR limit. The limit was multiplied by 95% for each provider to determine the overall funding pool. After all provider-specific ACR gaps were determined, the aggregate statewide ACR gap was divided by statewide MCO OP payments to determine the ACR limit on a percentage of payments basis. This amount was multiplied by 95% to determine the program’s prospective add-on.
	28-MultiText: With over one-third of Kentucky’s entire population enrolled in Medicaid, the proposed directed payments are critical to assuring access to care in Kentucky.  Furthermore, numerous Kentucky hospitals are struggling financially.   The additional strain imposed by COVID-19 only exacerbates an already critical financial problem for Kentucky hospitals. Based on CMS guidance issued, we believe the average commercial rate is a reasonable limit for reimbursement and the state has limited to 95% of the ACR gap.
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	42: 
	a0-MultiText: Improving enrollee health outcomes through improved screening, recognition, and treatment retention for
individuals with behavioral health conditions (Goal 1).
	a1-MultiText: Objective 1.1:  Improve the overall health outcomes of those with serious mental illness by minimizing risk and adverse impacts of medication treatment and increasing health screening
	a2-MultiText: 24
	b0-MultiText: Improve outcomes associated with people with the chronic diseases of diabetes mellitus, hypertension, COPD, and asthma (Goal 2)
	b1-MultiText: Objective 2.1:  Promote evidence-based treatment for hypertension and type 2 diabetes and related complications
	b2-MultiText: 25
	c0-MultiText: Promote Access to high-quality care and reduce unnecessary spending (Goal 4)
	c1-MultiText: Objective 4.1:  Achieve collaborative relationships between providers & MCOs to provide care strategies such as Value Based Care
	c2-MultiText: 27
	d0-MultiText: Improve outcomes for identified special populations (Goal 5)

Improve assessment, referral, and follow-up for SDOH among the Medicaid members in KY (Goal 6)
	d1-MultiText: Objective 5.1:  Improve outcomes for pregnant moms and newborns

Objective 6.1:  Improve the quality of enrollee SDOH assessment by incorporating two assessment questions to the Health Risk Assessment (HRA) to address social connectivity/isolation
	d2-MultiText: 27 and 28

	43-MultiText: Kentucky is among the poorest states in the nation and its population has historically suffered a heavy burden of disease, poor health outcomes and a lack of access to care. These factors present unique challenges for Kentucky hospitals in order to improve the health of its people.  A recent analysis in Becker’s Hospital Review ranks Kentucky the 46th unhealthiest state.  (See https://www.beckershospitalreview.com/rankings-and-ratings/50-states-ranked-from-healthiest-to-unhealthiest-090221.html).  Over thirty-five percent (35%) of Kentucky’s population is covered by Medicaid – 1.6 million Medicaid-covered individuals compared to a total population of 4.5 million.  
Among all states, Kentucky is the sixth poorest, has the 7th lowest median household income and its population is reliant on the Medicaid program. The Kentucky Medicaid Program serves more older, fragile, elderly recipients as Kentucky ranks sixth highest in a dual eligible Medicaid population and ranks second highest in the percent of low-income SSI beneficiaries as percent of our total population. Kentuckians also suffer the second highest rate of disability in the nation. Directed payments have inspired an industry wide emphasis on building a long term sustainable effort to measuring, evaluating, and improving quality of care in the state of Kentucky.  Directed payments are essential to the state’s vision for improving health equity and improving overall Kentucky healthcare.
While Table 1 outlines the Provider Performance Measures, overall industry quality improvement goals for calendar year 2024  include:
- Table 1(a):  A 1% overall reduction in Readmissions (cumulative 3% reduction compared to CY 2019 benchmark since inception of this program)
- Table 1(b):  Increase Sepsis Screening in the ED to 95% and Bundle Compliance Adherence to 62% in CY 2024 Q4
- Table 1(c):  Reduce the number of patients with two or more Schedule II opioids by 1%
- Table 1(d):  A 2% overall reduction in CAUTI (cumulative 6% reduction compared to CY 2019 benchmark since inception of this program)
- Table 1(e):  A 2% overall reduction in C Diff (cumulative 6% reduction compared to CY 2019 benchmark since inception of this program)  
- Table 1(f): Increase screenings for SDOH to 75%

For the remaining goals, we will monitor the results in CY 2024 and establish industry expectations in CY 2025.
We plan to work with Kentucky hospitals to implement processes and data collection on each of the established measures.  We will assist hospitals with establishing quality process improvement teams and identify dedicated resources, develop process improvement models such as Lean, IHI Improvement Model and others, use data and measurable outcomes to determine progress toward benchmarks, and assist with data collection and abstracting.

Kentucky Quality Strategy Goal Table 5 – Goal 1:  Improving enrollee health outcomes through improved screening, recognition, and treatment retention for individuals with behavioral health conditions
The HRIP program has several goals which align with this objective.  The HRIP program goals are intended to reduce the prescribing of opioids, thus reducing the burden of SUD and opioid addiction.  These Opioid measures are part of the state Kentucky Opioid Response Effort (KORE) program which supports the Kentucky Statewide Opioid Stewardship (SOS) program aimed at reducing opioid prescribing in Kentucky.
•Table 1(c):  Concurrent e-prescribing –Aligning with the SOS program to reduce the concurrent prescribing of two or more schedule II opioids or a schedule II opioid and a benzodiazepine at discharge from a hospital-based encounter.  
•Table 1(l):  Opioid use following uncomplicated vaginal delivery:  Kentucky’s birthing hospitals will be measured on improvement on prescribing no schedule II opioid after uncomplicated vaginal delivery.  
•Table 1(k):  Discharge with an Opioid:  Kentucky’s rehabilitation hospitals will track and measure performance improvement on patients discharged with an opioid prescription.
•Table 1(p):  Emergency Department Opioid Use for Acute Ankle Sprain:  Kentucky’s non-birthing hospitals will be measured on improvements related to prescribing no opioids during an emergency department encounter for acute ankle sprain.

The HRIP program also includes a number of measures aimed at improving behavioral and mental health, through screenings of specific vulnerable populations, which aligns with the DMS Quality Plan.
•Table 1(m):  Suicide screening in the ED:  HRIP adopts the Joint Commission measure for acute care hospitals to improve rates of patients screened for suicide in the ED.  This will improve access through identification and referral of patients needing additional services.
•Table 1(n) and (o):  Post-Partum Depression and SUD Screening:  Kentucky’s birthing hospitals will implement processes to screen women 1-2 weeks postpartum using a standardized tool, and make referrals where indicated for additional services.
The state Quality Plan references health screening assessments, including mental health and SUD.  The above screenings for suicide and SUD, as well as post-partum depression and SUD screening all align with this objective since they will identify patients who require additional services such that referrals can be made and access to care will be improved.

Kentucky Quality Strategy Goal Table 5 – Goal 2:  Improve outcomes associated with people with the chronic diseases of diabetes mellitus, hypertension, COPD, and asthma
•Table 1(a):  The DMS Quality Strategy pertains to 2.1(c) of Goal 2 referencing readmissions as one of the clinical measures to meet this goal.  The HRIP program includes hospital performance on reducing readmissions using the CMS 30 day all cause readmissions measure and, therefore, is aligned with the DMS Quality Strategy.

Kentucky Quality Strategy Goal Table 5 – Goal 4: Promote Access to high-quality care and reduce unnecessary spending.
–
•Table 1(a):  The DMS Quality Strategy contains 30 day all cause readmissions as one of the clinical measures to meet this goal.  The HRIP program includes hospital performance on reducing readmissions using the CMS 30 day all cause readmissions measure and, therefore, is aligned with the DMS Quality Strategy.
•Table 1(b):  Screening for sepsis will reduce readmissions, infections and mortality due to early detection.  The 3 and 6 hour bundle compliance aligns with the CMS SEP-1 measure and will improve patient outcomes.
•Table 1(d):  Reducing the number of CAUTI improves patient outcome and reduces costs.
•Table 1(e):  Reducing C-diff improves patient outcome and reduces costs.
•Table 1(j):  Having rehab patients discharged to home improves patient outcome and reduces costs.



Kentucky Quality Strategy Goal Table 5 – Goal 5: Improve outcomes for identified special populations.
•Table 1(g), (h) and (i):  These measures (Hours of Physical Restraint Use, Hours of Seclusion Use and Patients Discharged on Multiple Anitpsychotic Medications with Appropriate Justification) are specific to psychiatric facilities for patients with behavioral health diagnoses.
•Table 1(n) and (o):  Post-Partum Depression and SUD Screening:  Kentucky’s birthing hospitals will implement processes to screen women 1-2 weeks postpartum using a standardized tool and make referrals where indicated for additional services.

Kentucky Quality Strategy Goal Table 5 – Goal 6: Improve assessment, referral, and follow-up for SDOH among the Medicaid members in KY
•Table 1(f):  Screening Medicaid patients for SDOH utilizing the 26 CMS DOH questions to identify community resources in addition to their healthcare needs. This will also enhance their quality of life and reduce the reliance on the healthcare system.
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	bi0-MultiText: 30 Day All Cause Unplanned Readmissions
	bi1-MultiText: CY 2019
	bi2-MultiText: Statewide Target:
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	bi3-MultiText: Reduce the percentage of 30 day all cause unplanned readmissions by 1% per year.
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	bii3-MultiText: Reduce the percentage of CAUTI infections by 2.1% per year.
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	biii1-MultiText: CY 2019
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	biii3-MultiText: Reduce the percentage of C. diff infections by 2.0% per year.
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This preprint represents Year 3 of a multi-year effort. Previous iterations of this payment arrangement contain a different set of quality strategy goals. Evaluation results for the period from 1/1/23 through 12/31/23 are expected to become available by 6/30/24.



