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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 15, 2025

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 August 28, 2024. A final revised preprint was received on December 20, 2024. The
control name is KY_VBP.Fee IPH.OPH.AMC2_New_20250101-20251231.

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

e Uniform dollar increase and value-based payment established by the state for inpatient
and outpatient hospital services and professional services at an academic medical center
for the rating period covering January 1, 2025 through December 31, 2025, incorporated
in the capitation rates through a separate payment term of up to $135,747,624.

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

During the CY 2025 review, CMS identified concerns with the difference between the way the
state defined the provider classes and the way the state directed payment is operationalized. CMS
would like the state to ensure that the provider classes, as defined, align with how the payment is
operationalized in future rating periods starting with CY 2026. CMS believes it is critical to work
with the state over the next year to ensure the provider class definitions align with how the payment
is operationalized and comport with all federal regulations. Under 42 CFR 438.6(c)(2)(iii)(B)(2),
the total payment rate comparison must be specific to each provider class to which the state
directed payment applies. If the state continues this state directed payment for the CY 2026
rating period and onward, CMS will expect the state to ensure compliance with 438.6(c)(2)(iii)
(B)(2) and complete the total payment rate analysis by provider class.

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

Sincerely,
igitally signed b
LAURAM.  sioers 0
1 2025.01.
SNYDER -S Daez02501s
Laura Snyder

Director, Division of Managed Care Policy
Center for Medicaid and CHIP Services
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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, 2025 - December 31, 2025

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, 2025

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

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

directed payment: $135,747,624
a. Identify the estimated federal share of this state directed payment: $108,669,03

b. Identify the estimated non-federal share of this state directed payment: $27 167,25

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? [X] 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:

c. Please identify the types of changes in this state directed payment that differ from
what was previously approved.

[] Payment Type Change
[] Provider Type Change
[] Quality Metric(s) / Benchmark(s) Change
[l Other; please describe:

[ 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).

Providerswill beeligible for paymentsip to the AverageCommerciaRate(ACR), but 20% of thetotal paymentamountwill bewithhelduntil the endof the
performanceperiodanddependon providers’performancen amenuof quality metrics(seeresponséo questionl2). For theinpatientandoutpatient
hospitalservicegortionsof the paymentthe roomunderthe ACR will becalculatednclusiveof paymentainderkKentucky'sHospitalRatelmprovement
Program(HRIP) statedirectedpaymentasshownin Table2. A proratareductionwill thenbe appliedto ensurethatthe aggregat@aymentsnadeunder
HRIP andthis KMAP directedpaymentprogramdo not exceedL00%of Kentucky’sstatewideACR limit. Uniform (non-quality)paymentamountswill be

basedn actualquarterlypaid utilization, following the endof eachquarter Providerswill thenreceivetheat-riskportionof the paymentattheendof the
programperiodbasedn meetingquality metrics.

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
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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
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).

DPwith MAP), whichwill continueto i health

careprovidersfor thestate.

T ill requireMCOSsto ith all eligible providers Kentucky'sq icod

accesgo high T payingfor
accesso

I
pop

Theeligibl in carein high

McOsfor TheMCOswill q the
quarter following theendof eachquarterwith awithhold of 20%for quality. Paymenbf the quality withhold will Tablel

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 Tarset
applicable) Developer! Period? g
Example: Percent | CMS CY 2018 9.23% Year 2 8% Example
of High-Risk notes

Residents with
Pressure Ulcers —
Long Stay

A-Seeseparate
attachment

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.

The performanceargetsareidenticalto thoseusedin the University ProviderSDP
andhavebeensetasa 2% improvemenbverthe mostrecentprogramyear’s
establishedargets As performanceneasureprogresgo their nearclinical
maximumimprovementheyaremovedinto a maintenanc@hasewith the
improvementargetremainingstatic.To qualify for evaluationa measurenusthave
aminimumcriteriaof 20 casesn thedenominatorMeasuresot meetingthis case
ratethresholdwill be considered reporting-onlymeasureandnotbe consideredn
determiningthevalue-basegayments.

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?

Providersmustmeetperformancedargetson atleastsevenmeasuresut of fourteen
measuresvith establishedargetsto receivethe quality performanceavithhold. There
is no partialpaymentof the performancevithhold.

c. For state-developed measures, please briefly describe how the measure was
developed?

Therearetwo statedevelopedneasures:

1. Post-PartunbepressiorScreeningThis measuravasmodeledafterthe specifications
for NQF#1517(PPC-AD)Post-PartunCare.lt measureghe percentagef patients
deliveringin a participanthospitalwho hada documentedesultfor depressiorscreening
usinganage-appropriatstandardizeéhstrumentperformedby a participantprovider,
duringthe 7-84 daysfollowing the dateof delivery.

2. SocialDeterminant®f HealthScreeningandFollow-up: This measurevasdevelopedn
alignmentwith the CMS InpatientQuality Reportingmeasurdor Health-related&ocial
NeedsScreeningutis focusedon theambulatoryclinic setting.
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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.

This arrangemernis expectedo continueafterthis approvaffor CY 2025.Additionally, this programis modeledon anexistingand
ongoingprogramtargetingStateUniversity providerswhich begann 2020.KMAP will expandhatprogrambeyondjust state
universityprovidersto continuesupportingaccesso Medicaidandtrainingthe nextgeneratiorof healthcareprovidersfor the state.

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?)

Seeseparatattachment.

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).

Theuniformincreasewill be paidquarterlyminusthe quality performancevithhold.
Quarterlyuniform paymentsill be basedn actualencounterpaidduringthe quarterand
will be calculatedollowing the completionof eachquarter.Quality paymentswill bepaidon
anannualbasisfollowing therating periodafterquality resultsaresubmittedandevaluated.

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

Theincreasas tied to servicegeliveredunderthe contractrating periodwherethetotal paymentjncludingthe quality
withhold, is lessthanor equalto the ACR for actualutilization of servicesThe paymentdor hospitalserviceswill be
adjustedo ensurethattheydo not causetotal aggregat@aymentgo hospitalsunderboththe KMAP andKentucky’s
HospitalRatelmprovemenfrogramstatedirectedpaymento exceedhe statewideACR limit. KMAP eligible providersare
definedunderstatelaw. The useof the ACR reflectsa commitmentto equitableaccesbetweerMedicaidbeneficiariesand
commerciallyinsuredpatients.

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).

Theclassof provi thi 1) jin Kentucky'sHospil aLevelll, Ill, or IV i a ahigher residents
enrolledin dwhich clinical rotationsto train a it ) statelaw, which
areonly eligible for 18) yearsof ageor younger.

Theseprovidersinclude:

HighlandsARH RegionalMedical Center

MorganCountyARH Hospital

Tug Valley ARH RegionalMedical Center

HarlanARH Hospital

MiddlesboraARH Hospital

HazardARH RegionaMedical Center

WhitesburgARH Hospital

Pikeville Medical Center

NortonChildren'sHospital
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21.

22,

23.

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.

Theproviderclassis definedby the statelegislaturein SB 280, enactednto law in
2024.

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.

Themethodologyfor determiningtherateincreasdor (a) inpatienthospitalservices,
(b) outpatientospitalservicesand(c) professionakerviceswill beappliedequallyto
all providerswithin theclass.Specifically,all providerswill be paida uniform dollar
increasecalculatedpursuanto a uniform methodologydesignedo increasgpayments
upto their respectiveaveragecommerciakates(with adjustment$o ensurethat
aggregat¢iRIP andKMAP paymentsio notexceedhe statewideACR limit).

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).

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
Effect on Total
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 all SDPs and
Other Through
(absent the Payment PTPs
SDP) (SDP) SDPs Payments
(PTPs)
Ex: Rural Inpatient 80% 20% N/A N/A 100%
Hospital Services
a. ;
Inpatient
P 33.82% 10.51% 29.16% 73.49%
b. Outpatient
30.90% 14.33% 40.72% 85.95%
c. -
Professional
54.41% 45.59% 100.00%
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: Averagecommerciakate

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? |X] Yes

[]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.

Forinpatient/outpatiengervicesto determinghe averagecommerciarategap,commerciakclaimsdatawascollectedfrom eligible
providers.Theaverageeommerciapaymentperday/visitwerethendeterminedSimilarly, the averageMiedicaidMCO paymentper
day/visit,inclusiveof the HRIP uniform increasewerealsodeterminedThe ACR gapperday/visitwasthenmultiplied by MCO
daysl/visitsfor the providerto determinehe ACR gapfor thelP/OPfundingpools.Thosepoolswerethencomparedo the
remainingACR gapin HRIP, andadjustecbn a proratabasisto ensurethataggregat¢iRIP andKMAP paymentsio notexceed
the statewideACR limit. Thefundingpoolswerethendividedby IP days/ OP visits respectivelyto determinehe programadd-ons

For professionaservicesMedicaidMCO claimsvolumewaspricedat the averageeommerciarateon a procedureodebasis.
Medicaidpaymentsverethensubtractedrom the estimateccommerciakeimbursemenito determineghe ACR gapfor the
professionafundingpools.Thefunding pool wasthendivided by professionalnits of serviceto determinethe programadd-ons.

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

Theincreasas tied to servicegdeliveredunderthe contractrating periodwherethetotal
paymentjncludingthe quality withhold, is lessthanor equalto the ACR for actual
utilization of servicesTheselectionof eligible providersreflectsthecritical role of the
KMAP providersin expandingaccesdo servicedor Medicaidbeneficiariesas
evidencedy recentgrowth. The useof the ACR reflectsa commitmento equitable
accesdor Medicaidbeneficiariesandcommerciallyinsuredpatients.

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.
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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.

12/01/2024

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.

N/A
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31. 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:

32. States should incorporate state directed payment arrangements into actuarial rate

33

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.

Thestatehasoptedto structurethe paymentasa separat@aymentermbecausehis structurereduceghe administrativeburdenon the stateagencyandMCOs by allowing easeof trackinga
verificationandlimiting the needto changesystemdo integratedirectedpaymentinto capandPMPM rates.

A summaryof thedollaramountsor eachseparat@aymentermfor CY 2025is listed below:

1) VBP for inpatienthospitalservices- $11,166,913

2) VBP for outpatientospitalservices $12,505,612

3) VBP for professionabervicesatanacademienedicalcenter-— $3,494,733

4) Uniform add-onfor inpatienthospitalservices- $44,667,651

5) Uniform add-onfor outpatienhospitalservices- $50,022,447

6) Uniform add-onfor professionaervicesatanacademianedicalcenter— $13,978,934

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

apply:

a. |:|State general revenue

b. ntergovernmental transfers (IGTs) from a State or local government entity
c¢. [IHealth Care-Related Provider tax(es) / assessment(s)

d. [_IProvider donation(s)

e. [ [Other, specify:

35. 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: []
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Did the Is the
. Does the . Transferring
Operational . Transferring .
ops Total Transferring . . Entity
Name of Entities nature of the . Entity receive .
. . Amounts Entity have R eligible for
transferring funds | Transferring appropriations?
. Transferred General payment
(enter each on a Entity (State, . . If not, put N/A. .
. . by This Taxing . . under this
separate line) County, City, . . If yes, identify .
Entity Authority? state directed
Other) the level of
(Yes or No) apbropriations payment?
pprop (Yes or No)
i.
universityof kentucky|  State |$15.592,326.0] No $15,592,32( No
ii.
Universityof Louisville State $11,574,932.0 No $11’574’93 No

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.

No suchagreementsxist.
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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- Identify the assessment the 6% arrangement
Related . y. Is the tax / under the |. .. y 8
Provider Tax / permissible assessment Is the tax / 6% indirect hold | that guarantees
class for assessment L0 harmless to return all or
Assessment . broad- . indirect .. . .
(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.
ii.
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 Submission Current Status

Provider Tax/Assessment Waiver .
(enter each on a separate line) Date (Under Review, Approved)

Approval Date

il

iii.

iv.

37. For any state directed payments funded by provider donations (option d in
Question 34), please answer the following questions:

a. Is 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 16, 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

follow-up for socialdeterminants
of health

SDOHassessment

Goal(s) Objective(s) Quality
strategy page
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%
A Improvedscreeningandtreatment | Increasautilization of psychologicatare 13
retentionfor individualswith
behaviorahealthconditions
b‘lmprovedoutcomesfor individuals | Promoteevidence-basetleatmenfor individuals |13
with chronicdiseases with:
Hypertension
Typell Diabetes
C Increasediseof preventative Increasepreventivecancerscreenings 13
services Increasechildhoodwellnessvisits
Supporttobaccoandsmokingcessation
d. Improvedassessmenteferral,and | Increasehe numberof enrolleesvho receivea |13

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.

This planis anexpansiorof amulti-yeareffort by KentuckyMedicaidto accelerat¢hetransitionto value-basegaymentmodels,improvecareand
outcomedor chronicconditions improvepreventionyeducecostsandimproveoverallhealthsystemperformancén Kentucky.Substantiallythe same
quality goalsandexpectationsvill applyto providersparticipatingin KMAP asprovidersparticipatingin the StateUniversity Providersprogram. The
eligible providersplay a crucialrole in the educatiorof the Kentuckyhealthcarework forceandin ensuringaccesso carefor high Medicaidneed
communitiesThe paymentarrangementielpsensurethattheseorganizationsmproveperformancendmovetowardvalue-basegaymenimodelsat a
rapidrate.Additionally, theseorganizatiorarekey partnersn thework to reduceopioid useandsubstanceisedisordersensuregimely accesgo treatment
andrecoveryservicesandpreventingdeathfrom overdose.

The programrequireseligible organizationgo reportto KentuckyMedicaida setof performancemetricswhich arecommonto Medicare’sQuality Payment
Programandtheadultandchild coressetsandfrequentlyusedby commerciainsurersin value-basegrogramsThe measuresetcloselyalignswith the
goalsandobjectivesoutlinedabove spanninghefollowing focusareaschronicconditions preventiveservicespehaviorahealth,costof careandpediatric
health.Eligible attributedpopulationdor reportinghavebeendefinedthroughouthis programas:MedicaidManagedCarepatientswho havebeenseenby
aprimary careproviderof the participantorganizatiorwithin thelast18-monthsat the time of thereporting.The stateproposedo usethis attribution
definition for 2025reportingfor consistenprogramevaluation.
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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

(FVA-AD); NOF # 0039

receiving an influenza vaccination
by 1 percentage point per year

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

i. Seeattachedrable8 and
evaluationplan

ii.

jiii.

fiv.

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.
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	27-MultiText: For inpatient/outpatient services, to determine the average commercial rate gap, commercial claims data was collected from eligible providers. The average commercial payment per day/visit were then determined. Similarly, the average Medicaid MCO payment per day/visit, inclusive of the HRIP uniform increase, were also determined. The ACR gap per day/visit was then multiplied by MCO days/visits for the provider to determine the ACR gap for the IP/OP funding pools. Those pools were then compared to the remaining ACR gap in HRIP, and adjusted on a pro rata basis to ensure that aggregate HRIP and KMAP payments do not exceed the statewide ACR limit. The funding pools were then divided by IP days / OP visits respectively to determine the program add-ons.

For professional services, Medicaid MCO claims volume was priced at the average commercial rate on a procedure code basis. Medicaid payments were then subtracted from the estimated commercial reimbursement to determine the ACR gap for the professional funding pools. The funding pool was then divided by professional units of service to determine the program add-ons.

	28-MultiText: The increase is tied to services delivered under the contract rating period where the total payment, including the quality withhold, is less than or equal to the ACR for actual utilization of services. The selection of eligible providers reflects the critical role of the KMAP providers in expanding access to services for Medicaid beneficiaries, as evidenced by recent growth. The use of the ACR reflects a commitment to equitable access for Medicaid beneficiaries and commercially insured patients.
	29: 
	1-Yes: 
	No: Yes

	ai-Text: N/A
	aii-Text: Existing managed care contracts have a requirement that MCOs must comply with directed payment arrangements (“Attachment #1 – Question #29”). Additionally, this directed payment arrangement is described in Kentucky statute, which MCOs are required to comply with by contract.
	b-MultiText: 

	30: 
	1-Yes: 
	No: No

	a-Text: 12/01/2024
	bi0-MultiText: 
	bi1-MultiText: 
	bi3-MultiText: 
	bii0-MultiText: 
	bii1-MultiText: 
	bii3-MultiText: 
	biii0-MultiText: 
	biii1-MultiText: 
	biii3-MultiText: 
	biv0-MultiText: 
	biv1-MultiText: 
	biv3-MultiText: 
	bv0-MultiText: 
	bv1-MultiText: 
	bv3-MultiText: 
	c-Text: N/A
	bi2-List: [ ]
	bii2-List: [ ]
	biii2-List: [ ]
	bv2-List: [ ]
	biv2-List: [ ]

	31-Radio: Separate payment term(s)
	31: 
	c-Text: 

	32-MultiText: The state has opted to structure the payment as a separate payment term because this structure reduces the administrative burden on the state agency and MCOs by allowing ease of tracking a verification and limiting the need to change systems to integrate directed payment into cap and PMPM rates.
A summary of the dollar amounts for each separate payment term for CY 2025 is listed below:
1) VBP for inpatient hospital services – $11,166,913
2) VBP for outpatient hospital services - $12,505,612
3) VBP for professional services at an academic medical center -– $3,494,733
4) Uniform add-on for inpatient hospital services – $44,667,651
5) Uniform add-on for outpatient hospital services – $50,022,447
6) Uniform add-on for professional services at an academic medical center – $13,978,934
	33-Check: On
	34: 
	a-Check: Off
	b-Check: On
	c-Check: Off
	d-Check: Off
	e-Check: Off
	e-Text: 

	35-Check: Off
	35: 
	ai0-MultiText: University of Kentucky
	ai1-MultiText: State
	ai2-MultiText: 15592326
	ai3-MultiList: [No]
	ai4-MultiText: $15,592,326
	ai5-MultiList: [No]
	aii0-MultiText: University of Louisville
	aii1-MultiText: State
	aii2-MultiText: 11574932
	aii3-MultiList: [No]
	aii4-MultiText: $11,574,932
	aii5-MultiList: [No]
	aiii0-MultiText: 
	aiii1-MultiText: 
	aiii2-MultiText: 
	aiii3-MultiList: [ ]
	aiii4-MultiText: 
	aiii5-MultiList: [ ]
	aiv0-MultiText: 
	aiv1-MultiText: 
	aiv2-MultiText: 
	aiv3-MultiList: [ ]
	aiv4-MultiText: 
	aiv5-MultiList: [ ]
	av0-MultiText: 
	av1-MultiText: 
	av2-MultiText: 
	av3-MultiList: [ ]
	av4-MultiText: 
	av5-MultiList: [ ]
	avi0-MultiText: 
	avi1-MultiText: 
	avi2-MultiText: 
	avi3-MultiList: [ ]
	avi4-MultiText: 
	avi5-MultiList: [ ]
	avii0-MultiText: 
	avii1-MultiText: 
	avii2-MultiText: 
	avii3-MultiList: [ ]
	avii4-MultiText: 
	avii5-MultiList: [ ]
	aviii0-MultiText: 
	aviii1-MultiText: 
	aviii2-MultiText: 
	aviii3-MultiList: [ ]
	aviii4-MultiText: 
	aviii5-MultiList: [ ]
	aix0-MultiText: 
	aix1-MultiText: 
	aix2-MultiText: 
	aix3-MultiList: [ ]
	aix4-MultiText: 
	aix5-MultiList: [ ]
	ax0-MultiText: 
	ax1-MultiText: 
	ax2-MultiText: 
	ax3-MultiList: [ ]
	ax4-MultiText: 
	ax5-MultiList: [ ]
	b-Check: On
	c-MultiText: No such agreements exist.

	36: 
	ai0-MultiText: 
	ai1-MultiText: 
	ai2-List: [ ]
	ai3-List: [ ]
	ai4-List: [ ]
	ai5-List: [ ]
	ai6-List: [ ]
	aii0-MultiText: 
	aii1-MultiText: 
	aii2-List: [ ]
	aii3-List: [ ]
	aii4-List: [ ]
	aii5-List: [ ]
	aii6-List: [ ]
	aiii0-MultiText: 
	aiii1-MultiText: 
	aiii2-List: [ ]
	aiii3-List: [ ]
	aiii4-List: [ ]
	aiii5-List: [ ]
	aiii6-List: [ ]
	aiv0-MultiText: 
	aiv1-MultiText: 
	aiv2-List: [ ]
	aiv3-List: [ ]
	aiv4-List: [ ]
	aiv5-List: [ ]
	aiv6-List: [ ]
	av0-MultiText: 
	av1-MultiText: 
	av2-List: [ ]
	av3-List: [ ]
	av4-List: [ ]
	av5-List: [ ]
	av6-List: [ ]
	bi0-MultiText: 
	bi1-MultiText: 
	bi3-MultiText: 
	bii0-MultiText: 
	biv0-MultiText: 
	biv1-MultiText: 
	biv3-MultiText: 
	bv0-MultiText: 
	bv1-MultiText: 
	bv3-MultiText: 
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	bii1-MultiText: 
	bii2-MultiList: 
	bii3-MultiText: 
	biii0-MultiText: 
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	biii3-MultiText: 
	biv2-MultiList: 
	bv2-MultiList: 

	37: 
	a-Yes: 
	No: Off

	b-Yes: 
	No: Off


	38-Check: On
	39-Check: On
	40: 
	a-Text: https://www.chfs.ky.gov/agencies/dms/dpqo/mco-qb/Documents/KYQualityStrategyDraft2023.pdf
	b-Date_af_date: November 16, 2022

	41: 
	a-Date_af_date: 
	b-Text: 

	42: 
	a0-MultiText: Improved screening and treatment retention for individuals with behavioral health conditions
	a1-MultiText: Increase utilization of psychological care
	a2-MultiText: 13
	b0-MultiText: Improved outcomes for individuals with chronic diseases
	b1-MultiText: Promote evidence-based treatment for individuals with:
Hypertension
Type II Diabetes

	b2-MultiText: 13
	c0-MultiText: Increased use of preventative services
	c1-MultiText: Increase preventive cancer screenings
Increase childhood wellness visits 
Support tobacco and smoking cessation
	c2-MultiText: 13
	d0-MultiText: Improved assessment, referral, and follow-up for social determinants of health
	d1-MultiText: Increase the number of enrollees who receive a SDOH assessment
	d2-MultiText: 13

	43-MultiText: This plan is an expansion of a multi-year effort by Kentucky Medicaid to accelerate the transition to value-based payment models, improve care and outcomes for chronic conditions, improve prevention, reduce costs and improve overall health system performance in Kentucky. Substantially the same quality goals and expectations will apply to providers participating in KMAP as providers participating in the State University Providers program.  The eligible providers play a crucial role in the education of the Kentucky health care work force and in ensuring access to care for high Medicaid need communities. The payment arrangement helps ensure that these organizations improve performance and move toward value-based payment models at a rapid rate. Additionally, these organization are key partners in the work to reduce opioid use and substance use disorders, ensure timely access to treatment and recovery services and preventing death from overdose.


The program requires eligible organizations to report to Kentucky Medicaid a set of performance metrics which are common to Medicare’s Quality Payment Program and the adult and child cores sets and frequently used by commercial insurers in value-based programs. The measure set closely aligns with the goals and objectives outlined above, spanning the following focus areas: chronic conditions, preventive services, behavioral health, cost of care and pediatric health. Eligible attributed populations for reporting have been defined throughout this program as: Medicaid Managed Care patients who have been seen by a primary care provider of the participant organization within the last 18-months at the time of the reporting. The state proposes to use this attribution definition for 2025 reporting for consistent program evaluation.

	44: 
	a-Check: On
	bi0-MultiText: See attached Table 8 and evaluation plan
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