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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 21244-1 850
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CENTER fON MEDICAID & CHIP SIRVICES

Financial Management Group

Roderick L. Bremby, Commissioner
Department of Social Services
55 Farmington Avenue 9th Floor
Hartford, CT 06105 JUN T 9 ZO8

RE: Connecticut l8-0017

Dear Commissioner Bremby:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan
submitted under transmittal number (TN) 1 8-001 7. Effective from Febru ary I ,201 8 to January 3 I ,
2020, this amendment revises reimbursement for inpatient hospital services to implement a pay-
for-performance (P4P) program for children age seventeen and under at any private psychiatric
hospital in Connecticut, which is currently only Natchaug Hospital. Performance years 7 and2 are

dates ofservice from February 1,2018 to January 31,2019 and February 1,2019 to January 31,
2020, respectively.

We conducted our review of your submittal according to the statutory requirements at sections
1902(a)(2), 1902(a)(13), 1902(a)(30), 1903(a) and 1923 of the Social Security Act and the
implementing Federal regulations at 42 CFR 447. We are pleased to inform you that Medicaid
State plan amendment 18-0017 is approved effective February 1,2018. V/e are enclosing the CMS-
179 and the amended plan pages.

If you have any questions, please call Novena James-Hailey at (617) 565-1291

Sincerely,

Kristin Fan,
Director



DEPAR'TMENT OT.'HtsAI,T'H AND HUMAN SERVICES
I.trALTH C,/\RE FINANCING ADMINISTRA'I.ION

ITORM APPROVED
oMB NO. 0938-0193

2. STATE: CT
TRANSMITTAL AND NOTICE OF APPROVAL

OF'STATE PLAN MATERIAL
tr OR: HT]^A.LTII CARE FINANCING ADMINISTRATION

TO: RËGIONAI ADMINISTRATOR
CENTERS F'OR MEDICARE AND MEDICAID SERVICES

3. PROGRAM IDENTIFICATION: TITI.E XIX oF t-HE
SOCIAL SECURITY ACT (MEDTCAìD)

4. PROPOSED EFFECTIVE DATE:
February 1,2018

5. TYPE OF STATE PLAN MATERIAI. (Check One):

"-NEW STATE PLAN AMENDMENTTO BE CONSIDERED AS NIIW PLAN _x_AMENDMEN't'

L TRANSMITTAL NUIvIBER:

COMPLETE BLOCKS 6 THRU l0 IF TIIIS IS AN AMENDMENT (Separate Transmittal for each amendmenr)

(.,. FEDERAL STATUTE/REGI.JLATION CITATION:
Section 1905(aXl) of the Social Security Act and
42 CFIR440.I0 and 447

7. FEDERAL BTJDGET IMPACT:
FFY 2018 $250,000
FFY 2019 $250,000and (c)

8. PAGE NUMBER OF THE PLAN SECTION OR A 9. PAGE NIJMBER OF THE SUPERSEDED PLAN SEC]ION OR
ATTACFIMENT (tf applicablc)
NswAttachmcnt 4.19-A" Pages 32a and 32b

l0' STIBJECT OF AMENDMENT: Effcctive from February l, 2018 through January 3l,2120,this SPA amends Attachment 4.19-A of the lvtcdicaid Statc
Plan.to implement a pay-fo_r-perfoÛnattce program for inpatient hospital services provided to chíldren age seventeen and t¡nder at any private psychiatric
hospitalinConnecticulwlichiscurentlyonlyNatchaugHospital. Performanceyearsland2areclatesofscrvicchomFebruaryt,Zôte tnrougtrJanuary
3l,20l9andFcbruaryl,20l9throughJanuary3l,202Q,respectively. Additional detailsarcclescribedinthespA,

11. GOVERNOR'S REVIUW (Check One):

XGOVERNOR'S OFFICE REPORTED NO COMMENT

-COMMENI'S 
OF COWìRNOR'S OFFICE ENCLOSED

-NO 
REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

_OTI.IER, AS SPECI}'IEI)

12. SIGNATURE OF STATE AGENCY OFFICLAL:

TYPDD NAME: Roderick L.

14. TITLE: Commissioner

I5, DATE SUBMITTED:
lvlarch2T 2018

16. RETI.JRN'1O:

State of Connccticut
Departrnent of Social Services
55 Farmington Avenue - 9th fìoor
I-Iartford, CT 06105
Attention: Ginny Mahoney

17. DATERECEMED: I8. DA'IEAPPROVED: JUN 1920

t9. EFFECTTVE DATE OF APPROVED MATER![!: -
FEB 0 t Z0t8

rypED NAME: Kg¡yç,t .r

20. SIGNA RTiGIONAL OFÞ-ICIAL:

2l

23. REMARKS:

TORM I.ICFA-I (u't-e¿)
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Attachment 4.1 9-A
PaEe 32a

STATE PLAN L]NDER TITLE XIX OF THE SOCIAL SECUR]TY ACT
State Connecticut

(4) Supplemental Payments for Quality Performance for Private Psychiatric Flospitals for
Individuals under 22 and over 64 years of age

Effective from February 1, 2018 throLrgh January 31, 2020, a pay-for-performance program ts

established for inpatient hospital services provided to children age seventeen and under at any private

psychiatric hospital in Connecticut, which is cunently only Natchaug Hospital (he "hospital"). The

performance year for year 1 includes dates of service from February 1, 2018 through Jantary 31,2019
and year 2 includes dates ofservices from February 1, 2019 through January 31,2020.

Paynents ofup to $500,000 for each performance year will be paid out based on the hospital's

performance on specified performance metrics detailed below. In order to ensule adequate claims data

is available, payments will be r¡ade at least six months after the relevant performance period has

completed. Paynents will be made annually.

The performance metrics include:

1. Average Length of Stay (ALOS).

2. Re-Admission to any hospital for inpatient psychiatric or inpatient detoxification reasons within

seven days of discharge from the liospital (Re-Adnit - 7).

3. Re-Admission to any hospital for inpatient psychiatric or inpatient detoxification reasons within
thiÍy days of discharge fi'om the hospital (Re-Admit - 30).

4. Connect to Next Lower Level of Care (CTC) within seven days ofdischarge from the hospital.

CTC means a Medicaid lnember is admitted to a Medicaid covered level of care that is not an

acute level ofcare and received a Medicaid service and the applicable provider subrnitted a

claim for tl.rat service (CTC - 7).

5. Connect to Next Lower Level ofCare (CTC) within thirty days ofdischalge from the hospital

(crc - 30).

6. Patient Satisfaction: The hospital must implement a patient satisfaction survey under this model

using a standardized patient survey instr ument.

The hospital must meet the pelformance metrics thresholds in Table 1 and 2 below in order to ¡eceive

payrent. Outlier lengths of stay will be excluded if they are in the top 1olo of members statewide with

the longest lengths ofstay. Tliere are two types of outcome tl.rresholds: (l) outcomes to receive 10070

of the quarterly performance payrnent and (2) outcomes to receive 50% of the quarterly performance

payment. If the hospital does not n]eet the 50% threshold for any outcolne measure, no paylent ìs

made for that measure. Any balance based on not rnoeting pelfomlal.ìce Íì'ìeasures will not be paid.

Performance metrics and minimuln benchmarks will be reviewed annnally and may be revised.

TN# 18-0017

Supersedes

TN# NEV/

Apploval Date JUN I O 2OI8 Effective Date: 02-01 -201 8



Attachmer, t 4.1 9-A
Page 32b

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State Comrecticut

Table 1. Performance Metrics- Year 1: February 1, 2018 - January 3l,20lg

Tablc 2. Pcrformance Metrics- Year 2: Febr.uary 1, 2019 - January 3I, 2020

x Current metrics are listed for reference only and were detennined based on authorization and claims
data available as ofFebruary 2018.
** Because tl.re baseline for the patient satisfaction survey is being developed based on year I
performance, the metrics for patient satisfaction will be developed by the state and are plam.red to be
included in a subsequent SPA. In the absence of a ne\¡r' SPA, then lto payment will be made for patie¡t
satisfaction and the payment percentage for each of tl.ìe othel categories willbe 20%o (instead of 18%).

TN# 18-0017

Supersedes

TN#NEW

ALOS Re-Admit Re'Admit

-30
CTC _7 cTc - 30 Patient

Satisfaction
Payment 7o 20% 20% 20% 20% 20% 0%
Natchaug-

Current*
t0.94 s.t0% 14.40% 46% 61.80% N/A

100.À

Payment

<10.50 <4.50o/o <13.7 5o/o >55Y. >65Yo Establish

Baseline
50'Â
Payment

<10.75 <5.00o/o <14.O0o/. >50Y" >63Yo Establish

Baseline

ALOS Re-Admit Re-Admit
_30

c"Îc -7 cTc - 30 Patient
Satisfaction

Payment 7o 18yo+ 4 I8Yo4* 19Yo++ l8ol08+ 1g%x+ 1}Yo**
Natchaug-

Current*
10.94 s.10% 14.40% 46% 61.80o/n TBDX*

100"/"

Payment

<10.50 <4.50y0 <l,3.7 sYr >5so/n >65Yo TBDX X

50"

Pâyment

<10.75 <5.00o/o <14.000/. >50o/o >63Yo TBD*X

Approval oateJUN ISZ0lt Effective Datc: 02-01-201 8




