DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services C M S
7500 Security Boulevard, Mail Stop S2-26-12

Ba]tlmore, Maryland 21244_ 1 850 CENTERS FOR MEDICARE & MEDICAID SERVICES

April 8, 2026

Cindy Bradshaw, Executive Director
Division of Medicaid

Mississippi Department of Human Services
550 High Street, Suite 1000

Walters Sillers Building

Jackson, MS 39201-1325

Dear Cindy Bradshaw:

In accordance with 42 CFR 438.6(c), the Centers for Medicare & Medicaid Services (CMS) has
reviewed and is approving Mississippi’s submission of an amendment for a state directed
payment (SDP) under Medicaid managed care plan contract(s). The amendment was received by
CMS on October 9, 2025. The proposal has a control name of

MS Fee.VBP IPH.OPH Amend2 20240701-20250630.

CMS has completed our review of the following Medicaid managed care SDP(s):

e The amendment of the uniform percentage increase and performance improvement
initiatives payments established by the state for eligible inpatient and outpatient
hospital services for the rating period covering July 1, 2024 through June 30, 2025,
incorporated in the capitation rates through a separate payment term of up to
$1,540,423,694.

This letter satisfies the regulatory requirement in 42 CFR 438.6(c)(2) for SDPs 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
SDPs, including those that do not require written prior approval as specified in 42 CFR
438.6(c)(2)(1). Additionally, all SDPs 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 SDPs 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.

Approval of this SDP proposal for the applicable rating period does not preclude CMS from
requesting additional materials from the state, revision to the SDP proposal design or any other
modifications to the proposal for this rating period or future rating periods, if CMS determines
that such modifications are required for the state to meet relevant federal requirements.


https://www.medicaid.gov/medicaid/managed-care/guidance/rate-review-and-rate-guides/index.html
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If you have any questions concerning this letter, please contact
StateDirectedPayment(@cms.hhs.gov.

Sincerely,
Digitally signed by JOHN
JOHN F. F.GILES JR -S
Date: 2026.04.08
G I LES JR 'S 16:50:39 -04'00'
John Giles

Director, Managed Care Group
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):
July 1, 2024 = June 30, 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. July 1, 2024

3. Identify the managed care program(s) to which this payment arrangement will apply:
MississippiCAN
4. Identify the estimated total dollar amount (federal and non-federal dollars) of this state

directed payment: $1 540,423,694
a. Identify the estimated federal share of this state directed payment:  $1,185,972,202

b. Identify the estimated non-federal share of this state directed payment: 354,451 492

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:

7.

a. [X]| The State is secking 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
Other; please describe:

Tl Y 2025MHAP programis to HIN dollar thetotal). Tt

[ No changes from previously approved preprint other than rating period(s).

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.

In accordance with 42 C.F.R. § 438.6(c)(2)(ii)(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).

SeeattachmentQuestion8 - SFY 2025MHAP preprint.pdf‘andfollowing:
o

Decembel, 2015,
servicesor

MHAP is broad: facilitiesin
in Miss. CodeAnn §43-13-145MISSISSIPPICODE OF 1972|PAW Document Page(lexis.com).

) for ility in Memphis, TN T outlined

Perthe Centerdor Medicare& J V12,2018, SFY 2018,MHAP begarto p: i 42CFR
438.6,etseq.T MHAP, ) and IncentivePaymenf! SFY 2021to SFY 2025.

DOM will utilize a Tl AP ACR - deds 222024".
wwwww

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.

https://medicaid.ms.gov/about/state-plan/approved-state-plan-amendments;

Therelateddocumentgrom the abovelink areattachedor your reference.
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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

OXOD oo



Department of Health and Human Services

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

Centers for Medicare & Medicaid Services

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).

For SFY 2025,the Division will carveout$43.5Mfrom theinitial paymentbof the PPHRandPPCportionsof QIPP.For thosehospitals
thatimprovetheir Actual to ExpectedRatios(a/eratios)by greaterthanor equalto two percent(2%) or alreadyhaveana/eratio less

thanthe statewidethresholdthe Division will paythosehospitalsachievingthe requiredimprovement pro-rataportionof the $43.5M
attributedto their hospital.This additionalpaymentwill occurafterthefinal PPHRandPPCreportsfor SFY 2025havebeencompleted

andtherequiredimprovementetermined.

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
of High-Risk notes
Residents with
Pressure Ulcers —
Long Stay
2-PPHR Solventum |1/1/2021-1Z 1.00 7/1/2023-6/30/: 1.04 < based on el
/131/2022 025(Cycle5) perormance targer
b-ppc Solventum |1/1/2020-1 1.12 7/1/2023-6/30/ | 1.00 = based on mavioual
2/31/2021 2025 (Cycle 2) perormance targer
c.
d.
e.

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.

Forthe PPHRmetric, the stateevaluatedstatewideperformanceatesfor the PotentiallyPreventablédospital
ReturngPPHR)basedn PotentiallyPreventablé&keadmissiongPPR)andPotentiallyPreventabl&Emergency
DepartmenVisits (PPED)anddetermineda statewidethresholdrateof 1.04.

Forthe PPCmetric,the stateevaluatedstatewideperformanceatesfor the PotentiallyPreventable
ComplicationdPPC)basedn hospitalscurrentperformancealuringthe Baselineperiodanddetermineda
statewidethresholdrateof 1.00.

Themethodologiesor calculatingthe actual-to-expectedhtios(a/eratio) for bothPPHRandPPCsarefurther
describedn the "MethodologySupplementsor eachprogram.Thelinks for thesesupplementsreprovided
here:
https://medicaid.ms.gov/wp-content/uploads/2023/07/MS-QIPP-PPHR-Readmissions-Methodology-Su
-06-2023.pdf
https://medicaid.ms.gov/wp-content/uploads/2023/07/MS-QIPP-PPC-Methodology-Supplement-06-202

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?

The performancdargetsandrequiredimprovement@arecalculatedndependently
for the PPHRandPPCmetrics.Thereforeaproviderwill receivetheavailable
performancemprovemenpaymentseparatelyor eachmetricdependingntheir
improvementevel.

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

N/A
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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.

The MHAP programwill bein thesixthyearof a multi-yearimprovementarrangemenin SFY 2025utilizing improvemenineasures
underthe Quality IncentivePaymenProgram(QIPP). In PY6 of QIPP(SFY2025) the programwill incorporatespecificvalue-based
goalsandinitiativesto carryforwardinto futureyearsutilizing specificperformanceargetsfor the PPHRandPPCcomponentsf QIPP.

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 [_] uniform dollar amount or a [X] uniform
percentage increase? (Please select only one.)

What is the magnitude of the increase (e.g., $4 per claim or 3% increase per claim?)
FSA - IP add-onis $7,875.25erdischargeFSA - OPaddonis 104.95%add-onto outpatienfpayments

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).

Theinterim FSA-IP add-onamountperdischargeandthe FSA-OPadd-onpercentagef outpatienppaymentdor thesingle
classof networkproviderswill be paidout usinginpatientdischargegndoutpatienpaymentgrom the statefiscal yearJuly
1, 2022throughJune30, 20230n a monthly basisduring the statefiscal year.During May 2026,the interim paymentswill
bereconciledo actualencountershatoccurredduringtherating periodof July 1, 2024throughJune30, 2025.Theinterim
paymentswill bereconciledo thefinal calculationsvith paymentadjustment®r recoupmentprocessedo hospital
providers.Seeadditionalinformationrelatedto this processn Questior8.

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

Theincreasavasbasedn 80% of the gapbetweerexistingMCO ratesandaverageeommerciaratesbasedn a historical
analysisof spendingoomperdischargeBasedon areviewof CMS guidancetheaverageeommerciarateis areasonable
limit for reimbursementndthe statehasfurtherlimited this requesto 80% of the ACR amountcalculatedo safeguard
againstverpaymentTheseapproacheandfundingmechanismsveredevelopedo obtaincritically neededVIHAP funding
to Mississippihospitalsandthe out-of-statenospitalincludedin the preprint.SeeTable2 includedwith Questiorn#23
identifying thereasonableness the FSA add-onamounts.

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).
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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.

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.

Forthesingleclassof hospitalproviders(the singleclassof hospitalsncludesall
in-statehospitalsandthe out-of-statehospitalincludedin the paymentmethodology
basedon statelegislation),Medicaidmanagedareencountergor inpatientdischarges
andoutpatienpaymentswill beconsidereacgquallyacrossall hospitalproviders.The
actualuniform add-onamountdgor inpatientandoutpatientservicesor the contract
yearwill bedeterminedasedn ananalysisof theavailableinpatientandoutpatient
spendingoomwithin managectare.

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 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 T 218206 |57.98% 79.80%
b. Outpatient 0 0 0
HospitalServices 30.32% 65.56% 95.87%
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.

Thi eparedan InpatientandOutpatientMCO paymentomparisorto the AverageCommerciaRatesfor i 1 Mississippiderivedfrom the RAND Study. TheRAND Studymaybeaccessedt
http://www.rand.org/t/RRA1144-1.

Forinpatientservicesto determinetheaverageeommerciarategap,theratio of Commerciako MedicarePaymentsor eachMS hospitalincludedin the studywasmultiplied by eachhospital’sMedicareAverage
Paymenper Dischargeduringthe baseperiodof July 1, 2021throughJune30, 2022(SFY 2022)to calculatethe Esllma:ectommercwaPaymenperDlschargeThe EstimatedCommerciaPaymentgper Dischargevas
comparedo the AverageMedicaidPaymenper Discharge The differencebetweerAverageCommerciaPaymenper Dischargeand: dP: perDischargevasthenmultiplied by the Medicaid
Dischargeso determinethe“IP ACR Gap”. For MS hospitalsthatwerenotincludedin the RAND Study,the MississippistatewideaveragegCommerciato MedicarePaymentsatio wasutilized.
Foroutpatientservicesto determinethe averageeommerciarategap,theratio of Commerciato MedicarePaymentgor eachMS hospitalincludedin :hesludywasmulnphed by eachhospitalsOP MedicarePayments
to Chargeratio duringthe baseperiodof SFY 2022to determinethe EstimatedCommerciaPaymenPercentagef Chargesatio. TheE: Cc Percentagef Charg vasthenmultiplied by
the OutpatientMedicaidChargedor eachhospitalto determinethe EstimatedCommerciaPayment®n OutpatientMedicaidCharges. The differencebetweerEstimatedCommerciaPaymentsandActual Medicaid
Paymentsvascalculatedo determinehe “OP ACR Gap”. For MS hospitalsthatwerenotincludedin the RAND Study,the MississippistatewideaveragegCommerciato MedicarePaymentsatio wasutilized.

After all providerspecificACR gapsweredeterminedthe 1eACR gapwasmultiplied by 80 the MedicareEconomicindex Rateof 4.6%andthenreducecby $(26,500,000)o bring the
total amounttaxedto hospitalsto the maximumof six percent(6.0%)to determinethe program’stotal prospectiveadd-onamountof $1,565,840,324Thetotal prospectiveadd-onwasincorporatednto the existing
MHAP modelwhich usesSFY2022MCO paymentf $658,363,15hsthebasisfor payment. Thetotal of MCO claimspaymentsf $658,363,15BndMHAP of $1,565,840,324 $2,224,203,475Thisis equalto
85.74%of thecommerciakequivalenppaymenif $2,594,262,700This calculationis shownin theattachedile 2025MississippiCommercialComparison.xls.

August2024Amendment The abovecalculationof the Total SFY 2025MHAP requeste@mountis reducedby $(25,416,630jo a newrequeste@amountof $1,540,423,694onsistentvith theremovalof Le Bonheur
Children'sHospital. Seethe updatedMi: ippiCommercialC ison August2024.

28. Please describe the State's process for determining how the proposed state directed

payment was appropriate and reasonable.

Seebelowandin theattachedile entitled"Question28— SFY 25 MHAP preprint.pdf".

This additionalfundingis neededo preserveaccesgo quality careandto keephospnalservnceshlghly utlllzed by Med|ca|dbenefucnanessuchasmatermtyservucesputpauensurgeryservucesand
emergencylepartmentsavailableamidthe tremendousinancialandworkforcechallengesacing \ pihospitalsandhospitalsacrosshe country.

With approximatelythirty percent(30%) of MISSISSIppI spopulauonenrolledln Medicaidandsixty-four perceni(64%) of all birthsin Mississippicoveredby Medicaid,the proposediirected
paymentsarecritical to ensuringaccesso carein Mi: pi.N piranksamongthe highestin the nationfor rural hospitalsatrisk of closure.

A July 2023reportby the Centerfor HealthcareQuality andPaymenReform(https://ruralhospitals.chgpr.org/downloads/Rural_Hospitals_at_Risk_of_Closingifetf)y numerousiewsoutlets,
foundthat34 of Mississippi's74 rural hospitalsareatrisk of closing,and25 of thoseareatrisk of closingimmediately Strugglinghospitalsroutinely pointto heavylosseshatareincurreddueto
uncompensatecareservices.

Onehospitalon the brink of closure Greenwood_eflore Hospltal hasclosedseveraldepartment its attemptso stayopen,includinglaboranddeliveryservicesThe nextclosestospital
providingmaternityservicess 35 mil (https://mississippitoday.org/2023/09/11/greenwood-leflore-hospital-critical-access-denied/).

Otherhospitalshavetried to stayafloatby reducingstaff, suchasMemorialHospitalin Gulfport, Miss., whichlaid off nearly100employeedastyear
(https://mississippitoday.org/2023/05/02/gulfport-hospital-lays-off-90-workans{jeffersorCountyHospitalwhich fired 16 employeesiueto financialcrisisin March2024.

The COVID-19 pandemiaswell astheunwindingof the continuouscoverageconditioninflicted historicuncertaintyon the state’shealthcaresystem exacerbatindinancial challengegor
Mississippihospitals Basedon CMS guidancedssuedthe statedirectedpaymentat the averagecommerciarateis areasonabléevel for reimbursemenith the state’scurrentlimitation to 80% of
theACR 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?
MCR-MS-MSCAN-20240701-20250630-CERTIFICATION-20240(

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

Sec.13.A.9,Sec.13.B, Exhibit 1 to the SFY 25 Contract.

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? [X] Yes [] No

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

certification(s) for review.

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

0630-CERTIFICATION-20240905

Control Name Provided by CMS Date D(.)es th.e state directed payment is
(List each actuarial rate Submitted certification captured in the
certification separately) to CMS lncorglt;li)a: ¢ the certification (page or

) section)
i. M. . - l
MCR-MS-MSCAN-20240701-202! 08/15/202!| Yes Page33

ii.

iii.

iv.

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.

The FSA portionof MHAP is paidon amonthlybasis.The QIPPportionof MHAP is
paidon aquarterlybasis Both FSA andQIPParesubjectto adjustmentsn amountbasel
on hospitalattestationandperformancethereforejt is incorporatedasa separate
paymenterm.

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. ntergovernmental 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: []
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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.
RegionalMedical Centerof Memphis Oth er $ 1’629’0970\ NO N/A Yes

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.

Thereareno written agreementthatexistbetweerthe StateandHealthcareProvidersandthe
Stateis notawareof anywritten agreementamongshealthcargrovidersand/orrelatedentities
relatingto the non-federakhareof the paymentarrangement.
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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
Identify the the 6% arrangement
Related LU Is the tax / under the |, .
. permissible Is the tax / o indirect hold | that guarantees
Provider Tax / assessment 6%
class for assessment o . harmless to return all or
Assessment . broad- . indirect . . . .
this tax / uniform? limit, does it | any portion of
(enter each on based? hold
a separate assessment harmless pass the the tax payment
. .. “T5/75” test? to the tax
line) limit? 0
payer?
“Inpatient |Inpatient
Hospital Hospital
AccessTax | Services Yes Yes Yes No
ii.
jii.
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

- None

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: resimedcisnsoomo 024112 DOM-C
b. The effective date of quality strategy. December 31, 2024

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

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 PromoteEffective Prevention Ensuretimely andproximateaccesgo primary |6
Treatmenbf ChronicDisease andspecialtycare.
P-Make CareSaferby Reducing Reducemedicatiorerrorsandimprove 6
Harm Causedn the Delivery of adherencéo medicationregimen.
Care
C- Make CareAffordable Minimize wastefulspendindoy reducing 6

low-valuecare.

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.

HIN - During SFY 2024, hospitalswererequiredto certify to their actualconnectiorto andparticipationin a state-wideHIN for the purpose®f sharingmedicalinformation.The
hospitals’HIN connectioris expectedo supportclinical, andadmit,dischargeandtransfer(ADT) datasharingfor Medicaidbeneficiariegeceivingcareat their hospitals During SFY
2025,hospitalswill againberequiredparticipatein a state-wideHIN andbe requiredto submitAdmission,DischargeandTransfer(ADT) informationto the HIN. This advanceshe
goalof providingtimely accesso medicalinformationto improvethe quality of care.

PPHR- During SFY 2024,asin the previousfiscal year,hospitalsreceivedandreviewedtheir quarterlyPPHRreportsto assessndimprovetheir performancesmeasuredy the
actual-to-expecterhtio of hospitalreadmissionsHospitalsweremeasuredgainsia statewidethresholdof 1.04. For the twenty-onehospitalswhich wereabovethis threshold,
comparedo thebaselingperiodof 1/1/2021-12/31/2022heywererequiredto submita correctiveactionplan (CAP). Forthetwenty-onehospitalswhich submitteda CAP, during SFY
2025,theywill berequiredto showa 2% improvementin their actual-toexpectedatio. All hospitalswill receiveandreviewtheir quarterlyPPHRreportsfor ongoingassessmerf
their hospitalreadmissionandreturnED visits, which they mustattestto in orderto receivepayment. This advanceshe goalof improvingthe quality of careof the beneficiaryby
reducinghospitalreadmissionandalsofocusesonimproving costeffectivenesandefficiencythroughthe reductionof readmissionsndreturnED visits.

PPC- Hospitalswill alsoberequiredto attestto their receiptandreviewof the quarterlyPPCreports During SFY 2025,hospitalswill be measure@gainsta statewidethresholdof 1.0
for PPCsHospitalswill berequiredto submita CAP if theyexceedhis statewidethreshold.

AmbulatoryPPCYAM PPC)- Beginningwith SFY 2025,AmbulatoryPPCmetricis introducedto measureomplicationsn hospitalsambulatorysettings Hospitalswill berequiredto
reviewandattestto thereceiptof their AmbulatoryPPCreportsduring SFY 2025.
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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 Performance Tareet Notes!
(if applicable) Year | Statistic g
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
! HealthInformation 2021 Hospitals| Hospitalswill berequiredto Seeattachment
Network (HIN) Connecte| connecto theHIN andto share | MS_Fee_IPH.
dtothe | medicalinformationon Medicaid Ogvgl—ui%gi""a'
HIN = 34| beneficiaries. Findings
Template_FIN
AL - (4.9.2024)
ii- potentiallyPreventable | 2k ©/ 2% | Actualto-Ex| Ll metonpae B ey 4| Seeattachment
HOSpltal ReturndPPH R) Cycle2: CY 2019 E CyClel _ MS—Fee—IPH
is1.00 CyC|62: 1.07 OPH_ReneWaI
Cycle3: CY _Evaluation
2019-2020s1.00 | Cycle3 - Findings
Cycled: CY Cycle4:1.04 Template FIN
2020-2021s 1.00 AL . (492024:
fiii. PotentiallyPreventable |2019-202 | Actual-to-E | Hospitalswill berequiredto improvetheir | Seeattachment
At 0 xpe_cted A/E Ratioby 2% if their performances MS Fee IPH.
Complication{PPC) Ratio=1.00| worsethanthe statewidethreshold. OPH_Renewal
_Evaluation
Findings
Template_FIN
AL - (4.9.2024)
I'V* AmbulatoryPotentially | July2021| Actual-to | Hospitalswill berequiredto Seeattachment
Preventabl&€omplication:| - June  |-Expecte |improvetheir A/E Ratioby 2%if | MS_Fee_IPH.
(AM PPC) 2023 d Ratio= | their performancés worsethanthe OI';V"AI—UR;%B‘?IWFJ"
1.00 statewidethreshold. Findings
Template_FIN
AL - (4.9.2024

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.

HIN — TheHIN wasinitiatedin SFY 2021.Duringthisinitial yearapproximately65
hospitalswerecontractedo participatein a state-wideHIN. For SFY 2024,the
State’sgoalwasto continuereceivingeachhospitalsquarterlyattestatiorof their
actualconnectiorto andpatrticipationin a state-wideHIN. As of March 15,2024
thereare100hospitalsout of atotal of 115connectedo a state-wideHIN and
sharingadmissiondischargeandtransferdata.

For SFY 2025,in orderto receivethe HIN portionof the MHAP QIPPpayment,
hospitalswill berequiredto participatein a statewideHIN thatcansupportthe
receiptandtransferof admissiondischargeandtransfer(ADT) information.During
SFY 2025,but notlaterthantheendof thefirst quarterendedSeptembeB0, 2024,
hospitalswill berequiredto submitADT informationto theHIN in orderto receive
theHIN componenbf QIPP.

PPHR- The Stateevaluatesheimprovemenin readmissionatesvia the statewide
PPHRactual-to-expecterhtio (A/E Ratio)comparedo the baselingperiodfrom the
attachedeportentitled"MS MedicaidStatewidePPHRResults SFY 2024".
Performancés measuredisingthe A/E Ratiowhichis calculatedasthe numberof
actualinpatientreadmissionandreturnED visits divided by the expectechumber
duringthe 1/1/2021-12/31/202Baselingoeriod(For Cycle 4). Detailsof this
methodologycanbefoundin the"MS QIPPPPHRReadmissionMethodology
Supplemen06-2023". The attachedgerformanceeportalsocontainshistoricaland
currentperformancdor eachMississippihospital.

PPC- Year4 of amulti-yeareffort. For SFY 2025,the Stateis continuingto
monitorthe PPCactual-toexpectedatesfor hospitalsthroughouthe statecomparec
to anexpectedstatewidehreshold Detailsof this methodologycanbefoundin the
"MS-QIPP-PPC-Methodology-Supplement_June-20R1iting statefiscal 2024,
hospitalswererequiredto receiveandreviewtheir PPCreportson a quarterlybasis
andprovidea correctiveactionplan (CAP) for thosehospitalsexceedinghe
calculatedstatewidethreshold Seventeer(l7) hospitalswererequiredto submita
CAP for SFY 2024.Theattachedeportentitied"MS MedicaidStatewidePPC
Results SFY 2024"providesinformationon the statesoverallPPCrateand
detailedinformationregardingndividual PPCscomparedo the expectedates.

AmbulatoryPPCS(AM PPC)- For SFY 2025the stateis proposingto addthe
metricof AmbulatoryPPCsto the QIPPprogram.This newmetricwill evaluatehe
complicationratesof hospitalsfor procedureperformedn outpatientsettings.
During SFY 2025,hospitalswill berequiredto receiveandattestto their receiptand
reviewof thesenewAM PPCreports.
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Mississippi Division of Medicaid
SFY 2025 MHAP Preprint
Question 8

Concurrent with the inclusion of inpatient hospital services in MississippiCAN effective December 1, 2015,
the Mississippi Hospital Access Program (MHAP) was established. This program helps to ensure sufficient
access to inpatient and outpatient hospital services for the Medicaid Managed Care population by
including enhanced hospital reimbursement through this directed payment arrangement.

MHAP is funded through a broad-based hospital assessment for facilities in Mississippi and an
intergovernmental transfer (IGT) for a governmental facility in Memphis, TN (located within a county
contiguous to Mississippi). This provider assessment is outlined in Miss. Code Ann §43-13-145: MISSISSIPPI
CODE OF 1972 | PAW Document Page (lexis.com).

Per the Centers for Medicare & Medicaid Services (CMS) approval on January 12, 2018, beginning in SFY
2018, MHAP began to transition from pass-through payments to state directed payments according to the
specifications and requirements of 42 CFR 438.6, et seq. The table below displays the two components of
MHAP, Fee Schedule Adjustment (FSA) and Quality Incentive Payment Program (QIPP) and the total
dollars in each component from SFY 2021 to SFY 2025.

MHAP Distribution by SFY

SFY MHAP FSA MHAP-QIPP Total MHAP

2021 $317,886,793 $215,224,163 $533,110,956
2022 $285,603,168 $247,507,788 $533,110,956
2023 $313,053,124 $288,100,478 $601,153,602
2024 $733,317,426 $788,996,459 $1,522,313,885
2025 $719,679,373 $820,744,321 $1,540,423,694

DOM will utilize a single class of hospital providers. The payments by hospital provider are shown in the
attached Excel spreadsheet, " 2025 MHAP Preprint Model with ACR - Amended 8 22 2024".

For inpatient hospital services, DOM is proposing to use a uniform per discharge FSA for the statewide
class of network providers.

For outpatient hospital services, DOM is proposing to use a uniform percentage FSA for the statewide
class of network providers.

The estimated SFY 2025 payment pool for the single class of hospitals uses one prior year of historical
encounter data.

For hospitals that begin operations during the state fiscal year, the Division may estimate the managed
care inpatient discharge encounters and outpatient payments to make interim payments. For hospitals
that experience material service line changes (such as opening or closing a Behavioral Health unit), the
Division may estimate the impact on the managed care inpatient encounters and outpatient payments
to adjust interim payments, which may adjust the interim payments for all hospitals. The estimation of


https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=f5a02b69-5a6f-4c44-92b9-43e8b14544fc&nodeid=AAWAAJAACABL&nodepath=%2FROOT%2FAAW%2FAAWAAJ%2FAAWAAJAAC%2FAAWAAJAACABL&level=4&haschildren=&populated=false&title=%C2%A7+43-13-145.+Assessment+levied+upon+health+care+facilities%3B+keeping+of+records%3B+collection+of+assessments%3B+effect+of+delinquency+in+payment+%5BRepealed+effective+July+1%2C+2024%5D.&config=00JABhZDIzMTViZS04NjcxLTQ1MDItOTllOS03MDg0ZTQxYzU4ZTQKAFBvZENhdGFsb2f8inKxYiqNVSihJeNKRlUp&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A62GT-FKP3-CH1B-T1K7-00008-00&ecomp=6gf5kkk&prid=949b966f-05e9-4c22-8d56-dfb4a8a3a81d
https://advance.lexis.com/documentpage/?pdmfid=1000516&crid=f5a02b69-5a6f-4c44-92b9-43e8b14544fc&nodeid=AAWAAJAACABL&nodepath=%2FROOT%2FAAW%2FAAWAAJ%2FAAWAAJAAC%2FAAWAAJAACABL&level=4&haschildren=&populated=false&title=%C2%A7+43-13-145.+Assessment+levied+upon+health+care+facilities%3B+keeping+of+records%3B+collection+of+assessments%3B+effect+of+delinquency+in+payment+%5BRepealed+effective+July+1%2C+2024%5D.&config=00JABhZDIzMTViZS04NjcxLTQ1MDItOTllOS03MDg0ZTQxYzU4ZTQKAFBvZENhdGFsb2f8inKxYiqNVSihJeNKRlUp&pddocfullpath=%2Fshared%2Fdocument%2Fstatutes-legislation%2Furn%3AcontentItem%3A62GT-FKP3-CH1B-T1K7-00008-00&ecomp=6gf5kkk&prid=949b966f-05e9-4c22-8d56-dfb4a8a3a81d

encounters from this section will apply to both Fee Schedule Adjustment (FSA) payments and FSA
Incentive Payments (QIPP).

For SFY 2025 Rural Emergency Hospital (REH) providers will continue to participate in the MHAP
program as a member of the in-state class of hospitals with their payments based on OP FSA and QIPP
only.

Total SFY 2025 Fee Schedule Adjustment (FSA) = $719,679,373.

Interim FSA payments for the single class of network providers will be calculated using managed care
inpatient discharges and outpatient payments from the state fiscal year July 1, 2022, through June 30,
2023 (based on paid date). This data represents the best information on utilization that is available to
use at the time the payment calculations need to be performed. These interim FSA payments will be
adjusted using actual fiscal year utilization data in April 2026 when a reconciliation will be completed.
The actual utilization will be reconciled based on encounters for the rating period, July 1, 2024 - June 30,
2025 (based on service date). In May 2026, any underpayments will be paid via a lump-sum payment
and any overpayment will be recouped in the May 2026 MHAP payment. If necessary, any recoupments
from hospitals may extend beyond the May 2026 MHAP payment. For hospitals who have closed or filed
bankruptcy, they will not be considered in the reconciliation, and the amounts paid under the interim
arrangement will be considered final.

FSA Payment Table
Payment Type Total Amount Allocation for Interim Payments
Inpatient $431,807,624 $7,875.25 per discharge
Outpatient $287,871,749 Increase of 104.95%

Total SFY 2025 FSA Incentive Payments (QIPP) = $820,744,321

An additional $820,744,321 in payments will be recognized as a uniform payment adjustment related to
an FSA quality incentive for providers meeting the requirements of the program. This component of
MHAP is known as the Quality Incentive Payment Program (QIPP). Sixty percent (60%) of these
payments will be linked to the QIPP Components of Potentially Preventable Hospital Returns (PPHR),
Potentially Preventable Complications (PPC) and Ambulatory PPCs rate metrics and forty percent (40%)
will be linked to the Health Information Network (HIN) metric.

The payments will be directed equally using the same terms of performance for the single class of
hospitals. The QIPP payment per hospital will be calculated based on each hospital's uniform
distribution of the estimated SFY 2024 total MHAP payments and will be based upon the final SFY 2024
MHAP reconciliation in May 2025. The Division will give consideration and allowance for any amounts
related to hospital appeals or other reconciling items in the final calculation. For hospitals that begin
operations during SFY 2025, or have a significant change in operations, the Division may estimate the
amount of MHAP payments that would have been received during SFY 2024 for purposes of making
interim QIPP payments during SFY 2025.



During SFY 2025, hospitals will be expected to attest to the receipt and review of the quarterly PPHR and
PPC reports. Hospitals that either do not submit the required attestation or are late in submitting the
attestation for these QIPP components will be subject to a ten percent (10%) deduction from that
quarterly portion of the calculated payment. The required attestation due dates are referenced in the
annual QIPP calendar published on the Division’s website at https://medicaid.ms.gov/value-based-

incentives/.

For hospitals that were required to submit a corrective action plan during SFY 2024 for the PPHR Cycle 4,
they will be expected to show 2% improvement in the actual-to-expected ratio compared to the
statewide threshold of 1.04 in SFY 2025. For those hospitals that do not show the required
improvement, a portion of their QIPP PPHR funds may be forfeited. Forfeitures for both PPHR and PPC
will be limited to twenty-five percent (25%) of the total SFY 2025 PPHR and PPC amounts respectively
for that hospital. Hospitals will also be required to submit a CAP for PPHR Cycle 5 by Sept. 1, 2024, and
they will be expected to show a 2% improvement in the actual-to-expected ratio in SFY 2026.

During SFY 2025, hospitals will be required to submit a corrective action plan by Sept. 1, 2024, if their
PPC actual-to expected ratio is below the statewide threshold of 1.0 for Cycle 3. These hospitals will be
expected to show a 2% improvement in the actual-to-expected ratio in SFY 2027. For those hospitals
that do not show the required improvement, a portion of their QIPP PPC funds may be forfeited. Any
funds that are forfeited by a hospital will be reallocated to other hospitals during the period of final
reconciliation during May 2027. For the hospitals who submitted a CAP for PPC Cycle 2 by Sept. 1, 2023
during SFY 2024, their performance will continue to be monitored and measured for the 2%
improvement in SFY 2026 since the PPC cycle runs measures over a two-year period. For hospitals that
have recently opened and have no historical encounter data for reporting during SFY 2025, the
requirement for attestation to the receipt of quarterly PPHR and PPC reports will be waived.

In SFY 2025 hospitals will be required to participate in a statewide HIN to receive the HIN portion of the
QIPP payment. Hospitals that do not participate in a statewide HIN will not be eligible for this portion of
the QIPP payment. Hospitals will also be expected to submit the data supported by the HIN to include
admission, discharge, and transfer (ADT) information for Medicaid beneficiaries of their hospital. During
SFY 2025, but not later than the end of the first quarter ended September 30, 2024, hospitals will be
required to submit ADT information to the HIN in order to receive the HIN component of QIPP. Also,
during SFY 2025 hospitals will be required to include in their ADT submissions DOM required
specifications.

For SFY 2025, the Division will carve out $43.5M from the initial payment of the PPHR and PPC portions
of QIPP into a separate Value-Based Payment (VBP) arrangement. This VBP is described in the preprint in
Section IIA. For those hospitals that improve their Actual to Expected Ratios (a/e ratios) by greater than
or equal to two percent (2%) or already have an a/e ratio less than or equal to the statewide threshold,
the Division will pay those hospitals achieving the required improvement a pro-rata portion of the
$43.5M attributed to their hospital. This additional payment will occur after the final PPHR and PPC
reports for SFY 2025 have been completed and the required improvement determined.


https://medicaid.ms.gov/value-based-incentives/
https://medicaid.ms.gov/value-based-incentives/

QIPP Payment Table

Payment Type Total Amount Allocation for Interim Penalty
Payments
PPHR $155,448,364 QIPP Pool split by Assessed based on
hospital based on SFY | performance against
2024 MHAP Payments the statewide a/e
ratio
PPC $155,448,864 QIPP Pool split by Assessed based on
hospital based on SFY | performance against
2024 MHAP Payments the statewide a/e
ratio
AM PPC $155,448,865 QIPP Pool split by Initial Year —
hospital based on SFY | Hospitals will receive
2024 MHAP Payments AM PPC payments
for receipt and
review of reports
HIN $310,897,728 QIPP Pool split by Assessed based on

hospital based on SFY
2024 MHAP Payments

hospitals
participationin a
statewide HIN and
submission of ADT
information

PPHR/PPC VBP Bonus

$43,500,000 Prorated to hospitals
meeting performance

levels for each metric

n/a
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