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June 25, 2025

Ms. Dana Flannery, Medicaid Director
New Mexico Human Services Department
New Mexico Health Care Authority

PO Box 2348

Santa Fe, NM 87504-2348

Dear Ms. Dana Flannery:

In accordance with 42 CFR 438.6(c), the Centers for Medicare & Medicaid Services (CMS) has
reviewed and is approving New Mexico’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 May 27, 2025, and a final revised preprint was received on June 18, 2025.
The proposal has a control name of NM_VBP.Fee NF2 Renewal 20250701-20251231.

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

e Renewal of a value-based purchasing and uniform percent increase arrangement
established by the state to increase nursing facility per diem rates by the market basket
index (MBI) factor and to provide quality incentive payments for nursing facilities that
meet performance requirements on specified quality metrics for the rating period
covering July 1, 2025 through December 31, 2025, incorporated into the capitation rates
through a risk-based adjustment.

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



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

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.

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

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

Sincerely,

Digitally signed by LAURA
LAURA M. M. SNYDER -S

Date: 2025.06.25
SNYDER -S 08:15:12 -04'00'
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):
July 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. July 1, 2025

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

TurquoiseCarelll5Medicaidmanagedareprogram(PHandLTSSservices
4. Identify the estimated total dollar amount (federal and non-federal dollars) of this state

directed payment: § 89.87million
a. Identify the estimated federal share of this state directed payment: $ 65.63million

b. Identify the estimated non-federal share of this state directed payment: $24.24million

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

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

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

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

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

CY20,CY21,CY22,CY23,CY24,CY25Jan-Jun@endingCMS approva
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.

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).

The Stateof New Mexico plansto use8438.6(c)(1)(iii)(B)to implementthe HealthcareQuality SurcharggHCQS)Act to providea
uniform dollarincreaseo Nursingfacility perdiemratesfor the marketbaskeindex(MBI) factorandperdiemadd-onfor each
respectiveclassof NursingFacility asdefinedby the statuteandto providequality incentivepaymentgo NursingFacilitiesthatmeet
performanceequirement®n specifiedquality metrics.The uniform dollarincreasdo NursingFacilitiesfor beddaysfor Medicaid
beneficiariesluringthe CY2025July-Decemberating periodis basedhe annualper Medicaidbedday unit ratebasedon quarterly
nursingfacility assessmemévenuen accordancevith 42 CFR433.68andapprovedy CMS.
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.

SeeAttachment3.1-A, Page2 of New Mexico'sStateplan,availableat:
https://www.hsd.state.nm.us/medical-assistance-division-state-plan/
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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.

12.

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).
HCQSVBP includesninelong termstayquality componentshatareprovidedin responséo Tablel. Thequality metricswill beequallyweightedfor
paymenteachquarter.The nursingfacilities' improvemenin quality will be evaluatecby comparingeachnursingfacility's outcometo established
performancesut points.Pointsareassignedor eachmeasurdasedn establisheghoint rangesthenthe pointsaresummed. Basedon thetotal numberof

pointsafacility earnsaquality paymentwill bepaidto thefacility, wherebetterperformanceesultsin higherpaymentsThe quality paymentwill not affect
afacility's perdiemrate. TheHCQSVBP is requiredof all NursingFacilitiesper statute. The HCQSVBP programalsoincentivizesHigh-Acuity.

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

A. Seepreprint
addendun{Excel)
Tablel.A

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.
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13. For the measures listed in Table 1 above, please provide the following information:

a.

C.

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

Theprocesf settingperformanceargetsfor specificmeasuress critical. Our methodologyto establistperformanceargetsfocuseson data-driveranalyticsand
clinical expertise.

*Data-DrivenApproach:Our methodologybeginswith arigorousanalysisof historicaldata.We utilize all availabledatato assespastperformanceThis data-driven
approaclprovidesabaselineunderstandingf how thefacilities andthe statehaveperformedn the past,offering valuableinsightsinto areashatrequire
improvement.

*BenchmarkingWe go beyondinternaldataanalysisby benchmarkinggainsiationalperformanceaindbestpracticesThis externalcomparisorhelpsusidentify
areaswvherewe cansetambitiousyet achievablgperformanceargets Benchmarkslsoserveasreferencepointsfor assessinghe competitivenessf our goals.
*Clinical ExpertiseClinical expertises a fundamentatomponenbf our methodology Our teamof healthcargrofessionalsincludingphysiciansnursesand
specialistsplaysacrucialrole in targetsetting. They contributevaluableinsightsregardingclinical relevancepatientoutcomesandthe feasibility of targetswithin
thecontextof patientcare.

*ContinuousimprovementOur methodologyis not static.We embracea cultureof continuousmprovementregularlyreassessingndrefining performanceargets
basedn ongoingdataanalysisclinical feedbackandevolvingindustrystandardsT his adaptiveapproactensureshatour targetsremainrelevantandattainableas
healthcargracticesevolve.

*StakeholdefEngagementEngagingall programstakeholderss integralto our methodology We gatherinput from thesegroupson a quarterlybasisto ensurethat
performanceargetsalign with their prioritiesandexpectationsfosteringa senseof ownershipandcollaboration.

*TransparencyndAccountability: Transparencys a coreprinciplein our methodologyWe communicatgerformancéargetsclearlyto all stakeholdersfpsteringa
senseof sharedresponsibility Additionally, we establishmechanism$or accountability frackingprogressandaddressingleviationsfrom targetsthrougha
data-drivenclinically-informedapproach.

For structuralmeasuresjuarterlyperformanceequirementfor eachmeasureredevelopedhrougha collaborativeprocesswith stakeholder§HCA, participating
providers,andMCOs). Performancéargetsare100%becausell participatingprovidersareexpectedo meetall performanceequirementgachquarter.

Our methodologyfor settingperformanceargetscombinesobustdataanalysisclinical expertiseanda commitmento continuousmprovementlt is a holistic
approachthatacknowledgeshe dynamicnatureof healthcarendstrivesfor excellencen patientcarewhile ensuringfairnessandaccountability By following this
methodologyywe areconfidentin our ability to drive positiveoutcomesandprovidethe highestquality of careto Medicaidbeneficiaries.

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?

Multiple providerperformanceneasuresreinvolved,andpaymentwill be basedn performanceargets For a providerto receivepaymenttheywill notberequiredto meetperformance
targetson all measuresWe believeit is notalwaysrealisticor practicalto expectprovidersto meetthe performanceargeton eachmeasureo receivefull paymentA moreflexible and
reasonablapproachs to adopta tieredpaymentstructurewhereproviderscanreceivepartial paymentbasecbn their performancen individual measures.

Paymento participatingprovidersin the programis basecbn atieredpaymenistructureasfollows:

1. Eachmeasures worth a certainnumberof points.

2. Eachfacility’'s measurezaluesarecomparedo establishedut point performancéenchmarkgor eachmeasure.

3. Pointsareassignedor eachmeasuréasedn wherethefacility's valuesfall within the cut pointranges.

4. Pointsfrom all measuresresummed Thetotal numberof pointsdetermineshefacility’s performancgier.

5. Theperformancdier achieveddetermineshe percentagef maximumfacility-specificpaymenthefacility receives.

6. Residuafundsaredistributedthrougha High-Acuity Add-Onadjustmentbasecbn thefacility's High-Acuity MedicaidBed Days(i.e. residentswith certainbehavioraandcomplex
neurologicakiagnoses)intendedo incentivizeincreasediccesso carefor residentswith high-acuitycareneeds.

We believethatatieredpaymentapproacthasthefollowing advantages:

* PromoteContinuoudmprovementimplementinga tieredpaymentapproachrecognizeshathealthcargrovidersmayexcelin certainareaswhile facingchallengesn others By rewarding
partialpaymentor meetingperformanceargetson specificmeasuresprovidersareencouragedto focuson areasvherethey canachievemeaningfulimprovementandwork towards
enhancingverallperformanceradually.

* EnsuredrairnessHealthcarés acomplexfield with diversepatientpopulationsanduniquechallengesA one-size-fits-alapproachmay notaccountor thesevariations Jeadingto potential
disparitiesin paymendistribution.A tieredapproactacknowledgeshe nuancesn caredeliveryandensuresair compensatiobasedn individual measurechievements.

* MitigatesBurden:Expectingprovidersto meetperformanceargetson all measuresanbe burdensomegspeciallywhensomemeasuresnay be outsidetheir directcontrol or havelimited
resourcesllocated A tieredpaymentsystemeaseshis burdenby recognizingachievementsn specificmeasuresnotivatingprovidersto continuestriving for excellencewithout feeling
overwhelmed.

* Encourage®articipationA tieredpaymeniapproacttanencouragéroaderparticipationin performance-basquaymentarrangementsrovidersvho maynotinitially meetall
performanceargetsmaystill bewilling to participate knowingthatthey canearnpartialpaymentor their efforts.

* Focuson High-ImpactMeasuresA tieredpaymentsystemallowsfor prioritizationof high-impactmeasureghatsignificantlyinfluencepatientoutcomesandhealthcarejuality. Providers
canchannetheir resourcesindeffortsinto areasvhereimprovementswill havethe mostsubstantiapositiveimpacton patientcare.

In conclusionadoptinga tieredpaymentapproactprovidesa flexible andpragmationethodof incentivizingprovidersto enhanceheir performancen amulti-measurgpaymentarrangement
It acknowledgeshe challengesindvariationswithin the healthcaresystemwhile fosteringa cultureof continuousmprovemenandfairness Ultimately, this approacttanleadto improved
patientoutcomesandbetteroverallhealthcarelelivery.

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

State-developestructuralmeasuresaddresgparticipatingproviders'capacity systemsandprocesseso providehigh-qualitycareandto improvetheir
quality outcomesn the State'sareasof interest.

* Eachcategoryof quality measuremer(structural processandoutcome)s a pieceof the completepicture,nota solemeasuref quality.

* Whenthereis anabsencef existing,validatedmeasures a particularareaof interesta structuralmeasureanprovideaway to beginthe procesof
quality measuremerdsaninitial step.

* Sometimeshereis high variability in providers'currentprocessethatcould havea significantimpacton their outcomesn a particularareaof interest.
A structuralmeasureanbeinstrumentaln helpingto align providerprocessesThis alsohelpsensuremorethatfuture datacollectedis moreconsistent
with lessvariability andoutliers.

* Implementatiorof a structuralmeasureanallow providersto actively participatein determininghow outcomeswill laterbe measuredandit gives
themtime to implementthe processeaeededor datacollection.In addition,we processmprovemengenerallyleadsto betteroutcomes.
Performanceequirements:

* Specificperformanceequirementgachquarter focusingon the quality areaof interest,incentivizedesiredactivitiesacrossll participatingproviders.
* Performanceequirementsireframedasprogressivestepsfocusingon the planning,operationateadinessimplementationtraining,and
operationalizatiorctivitiesnecessaryo achievethe desiredoutcome.

* Performanceequirementsiredevelopedhrougha collaborativeprocesswith stakeholder¢HCA, participatingproviders,andMCOs).
Provideractivitiesandattestations:

* During eachquarterlymeasurementeriod,providerscompletethe activitiesrequiredto complywith performanceequirementsor thatperiod.

* During the correspondingeportingperiod,providersattestto meetingthe requirementén the online Dashboardsecurewebsite).
Providerperformances assessebly determiningf theyhavemetall performanceequirementassociateavith eachmeasurendhaveattestedo doing
so.

Structuralmeasureareimplementedor alimited periodof time with a planto transitionto a calculatecbutcomesneasuren the areaof interestwithin
six to eighteermonths.
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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.

N/A

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.

N/A

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.

N/A

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.

N/A

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.

N/A

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

b. What is the magnitude of the increase (e.g., $4 per claim or 3% increase per claim?)
TheMBI increaseés 4.7%;the Class2 perdiemadd-onis $26.75perMedicaidbedday; the Class3 perdiemadd-onis $9.36per Medicaidbedday.
¢. 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).

The MBI andperdiemaddonwill generallybe paiduponprocessingf theinitial
claim. If the MCO needdo reprocessny claimsretroactivelyto complywith the
directedpaymentthe MCO hastheflexibility to doso.

d. 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

Theuniform dollarincreaseo NursingFacilitiesis basedhe annualper Medicaid
beddayunit ratebasedon quarterlynursingfacility assessmemevenuen
accordanceavith 42 CFR433.68andapprovedy CMS. Thevaluesprovidedin
Q19bapplyto Medicaidbeddaysin July-DecembeR025.

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).

NursingFacility Classes:

* Classl - A healthcarefacility with lessthansixty beds;

* Class2 - A healthcarefacility with sixty or morebedsandlessthanninetythousandainnualMedicaidbeddays;
* Class3 - A healthcarefacility with sixty or morebedsandninetythousandr moreannualMedicaidbeddays
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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.

Theuniform dollar perdiemadd-onvariesby NursingFacility class the uniform MBI
factorincreasds the sameacrossNursingFacility classesandbothapplyto all New
Mexico MedicaidNursingFacilities(excludingfor Out-of-StateNursingFacilities). The
quality paymentis availableto all New Mexico NursingFacilitiesthatmeetthe quality
metrics.

NursingFacility Classes:

* Classl - A healthcarefacility with lessthansixty beds;

» Class2 - A healthcarefacility with greaterthansixty bedsandlessthanninetythousand
annualMedicaidbeddays;

* Class3 - A healthcarefacility with morethanninetythousandannualMedicaidbeddays

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.

The programonly hasthreeclassof facilities. The paymentarrangements
incorporatednto the capitationratesandthe contractin TurquoiseCareAttachmentlO.

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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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. . agu,
NursingFacilities
J 59.5% 32.6% 0.0% N/A 92.1%
b.
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: Nursingfacility benchmarkinginalysisis basedn theaverageeommerciakate.

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.

The Stateof New Mexico utilized nursingfacility commerciadatafor New Mexico with datesof servicein CY2022,providedby
MyersandStauffer,to sourcethe AverageCommerciaRatebenchmarkor this analysis Dataelementaisedincludenursing
facility Medicaidnumber nursingfacility namenumberof days,andpaymentamount(total reimbursement)Datafrom this
databasevasusedto calculateanaveragecostperdayfor nursingfacility services.

The Stateof New Mexico usedthe projectedaveragestatewideMedicaidcostperdayfor nursingfacility servicesfor comparisorto
the AverageCommerciaRate.This ratio of the Medicaidrateto the AverageCommerciaRateresultsin the AverageBase
Paymentevelfrom Plansto Providerg(absenthe statedirectedpayment) The HCQS-NFVBP directedpaymentamountaswell
asall applicabledirectedpaymentdor the correspondingervice wereconvertedo anaveragecostperday usingMedicaidnursing
facility days.Theresultingrateswerecomparedo the AverageCommerciaRateto calculatethe “Effect on Total Paymentevel of
StateDirectedPayment’and"Effect on Total Paymentevel of OtherSDPs"percentages the ProviderPaymentAnalysis.

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

Theincreasedeimbursemenfior NursingFacilitieswill supportthe operationf these
facilities andaid thesefacilities to investin the healthof theirlocal communitiesThe
paymentincreasesupportshe adequacyf theratesfor theseservicego continueto
participatein the TurquoiseCareprogramasvital partnerdn providing statewide
accesdo nursingfacility level of careandskilled nursingservicesNew Mexicois
focusedon ensuringthatexpenditure$or careandserviceseingprovidedare
measuredh termsof quality andnot solelyby quantity. Thequality measuresvere
identifiedasareasvhereNew Mexico’s quality couldimprove.

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?

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

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

12/31/2025

11
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SECTION V: INCORPORATION INTO THE ACTUARIAL RATE CERTIFICATION

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

multi-year approval.

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

directed payment applies been submitted to CMS? [] Yes

[X] No

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

certification(s) for review.

12/31/2025

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

12
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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
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.

Theperdiemadd-onandMBI increasearebuilt into monthly capitationrates.Consistentvith pastyears the quality
paymenis incorporatedn theratesasa separat@aymenterm.Question3ladoesnotallow for morethanoneselection.
As the quality paymentsarecontingentuponnursingfacilities achievingthe specifiedmetricsfor the performanceperiod,
it is preferableto accountfor this componenbf thedirectedpaymeniasa separat@aymentermsothatMCOsdo not
receiveexcesdundsin the monthly capitationratesif performances notachievedy the providerclasses.

33. [X] 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. Dlntergovernmental transfers (IGTs) from a State or local government entity
c. XHealth Care-Related Provider tax(es) / assessment(s)
d. [_IProvider donation(s)
e. [ [Other, specify:
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: []

13



Department of Health and Human Services
Centers for Medicare & Medicaid Services

Table 4: IGT Transferring Entities

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

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

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

Total
Amounts
Transferred
by This
Entity

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

Did the
Transferring
Entity receive

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

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

il

iii.

iv.

vi.

vii.

viii.

ix.

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

c. Provide information or documentation regarding any written agreements that exist
between the State and healthcare providers or amongst healthcare providers and/or
related entities relating to the non-federal share of the payment arrangement. This
should include any written agreements that may exist with healthcare providers to
support and finance the non-federal share of the payment arrangement. Submit a
copy of any written agreements described above.

N/A

14
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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)

Name of the Is the tax / Does it contain
If not under | a hold harmless
Health Care- . assessment o
Related Identify the Is the tax / under the the 6% arrangement
Provider Tax / permissible assessment Is the tax / 6% indirect hold | that guarantees
class for assessment Lol 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?
I Healthcare Nursing
Quality Facilities
Surcharge No No Yes No
ii. Healthcare| ICF-IID
Quality
Surcharge Yes Yes Yes No
jii.
iv.
V.

15
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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 Walver Date (Under Review, Approved) Approval Date
(enter each on a separate line)
i. SB246HealthCareQuality August30, Approved
SurchargeAct 2019 11/19/2011

il

iii.

iv.

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

Question 34), please answer the following questions:

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

] No

b. Does it contain a hold harmless arrangement to return all or any part of the donation
to the donating entity, a related entity, or other provider furnishing the same health
care items or services as the donating entity within the class?

[JYes [No

38. [X| For all state directed payment arrangements, use the checkbox to provide an

assurance that in accordance with 42 C.F.R. § 438.6(c)(2)(i1)(E), the payment

arrangement does not condition network provider participation on the network provider
entering into or adhering to intergovernmental transfer agreements.
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SECTION VII: QUALITY CRITERIA AND FRAMEWORK FOR ALL PAYMENT
ARRANGEMENTS

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

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

a. A hyperllnk tO State,s mOSt recent quallty Strategy' https://www.hsd.state.nm.us/wp-content/uploads/Quality-Strategy-2021-final.p
b. The effective date of quality strategy. January 1, 2023

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):Feb-25
b. Note any potential changes that might be made to the goals and objectives.

OnDecembe 5, 2023,CM NM's 1115DemonstratioWaiver(CentenniaCare2.0) effective Janua ryL, 2024 throughDecembeg1 024.0n July 25, 2024,CM s waiver

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.

17
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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 AssurethatMedicaidMembersin 8

the programreceivetheright
amountof care,deliveredatthe
right time, andin theright setting

P-Ensurethatthe careandservices 8
beingprovidedaremeasuredn
termsof their quality andnot
solelyby quantity

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.

NM Medicaidis focusedon ensuringthatexpendituregor careandservicedeing
providedaremeasurednh termsof quality andnot solely by quantity. The quality scores
wereidentifiedasareasvhereNew Mexico’s quality is lessthanthe nationalaverage.
With input from the New Mexico HealthCareAssociationNM Nursingfacilities, NM
Departmenbf HealthimprovementandNM HCA anagreemenivasmadeon nine
quality metrics.

18
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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.

19
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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 Seepreprintaddendum
(Excel)Table8.A

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.

HCQSVBP evaluationdatafor CY25 July-Decwill notbeavailablefor CMS
reportinguntil May 2026to allow run outtime andanalyzetime of data.
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PREPRINT SUBSECTION lIA: VALUE-BASED PAYMENT/DELIVERY SYSTEM REFORM

/ADDENDUM TABLE 1.A. PAYMENT ARRANGEMENT PROVIDER PERFORMANCE MEASURES

Directions

1. In Table 1.A below, use the rows to add more measure(s) to Table 1 that the State will tie to provider performance under this value-based payment or delivery system reform arrangement (provider performance measures). States may also use Table 1.A in lieu of completing Table 1 in the
preprint. Input data only in beige cells in columns B - H.

States should only submit the tables they populate to CMS; please do not submit the entire workbook unless the State inputs data into Tables 1.A - 8.A. For example, if the State only needs extra rows to complete Table 1 in the preprint, please delete Tabs 2.A - 8.A. CMS requests States

submit the addendum tables with the preprint in this Excel format; please do not merge and re-PDF the preprint.

TABLE 1.A: Payment Arrangement Provider Performance Measures

Measure

(for each facility)

(across all facilities)

Column1 Measure Name and NQF # (if applicable) Measure Steward/Developer Baseline Year Baseline Statistic Performance Measurement Period Performance Target
Data Format Free text Set values (select one) YearY(\?:Yt;r FY Percent (#.##%) Free text Percent (#.##%) Free text
Baseline year must be : Ifthis is planned to be a m_ultl-year_ If the State is using an established measure and will deviate from
added after the first ggg:gn:ﬂzf;ﬁ:néfgte :aL:S;fk)t:e p:;l'r‘?se)n;fatrrzzngaerrr:]eennt{ ;?;Cna!:n:v:r:fh the measure steward’s measure specifications, please describe
year of the payment bayment arrangeme{ﬁ {hat performar?ceyon the meagsure will here. Additionally, if a state-specific measure will be used, please
arrangement trigger payment define the numerator and denominator here
. Percent of High-Risk Residents with Pressure Ulcers Centers for Medicare & 0, o,
Example: - Long Stay Medicaid Services CY 2018 9.23% Year 2 8.00%
a Percent of Residents With Pressure Ulcers (LS) Centers for Medicare & CY 2024 8.39% 7.96%
: (CMS ID: N045.02 ) (CMIT Measure ID: 512) Medicaid Services (average across all facilities) (average across all facilities)
Percent of Residents Experiencing One or More 0 o 0
b. Falls with Major Injury (LS) Coniesiohiedicaies CY 2024 SIZC/ N W e
(CMS ID: N013.02) (CMIT Measure ID: 520) Medicaid Services (average across all facilities) (average across all facilities)
. z:l’_ercent of Residents Who Lose Too Much Weight Centers for Medicare & Cy 2024 6.31% 5.93%
: (CMS ID: N029.03) (CMIT Measure ID: 524) Medicaid Services (average across all facilities) (average across all facilities)
Percent of Residents Whose Need for Help with
d |Activities of Daily Living Has Increased Centers for Medicare & CY 2024 16.80% 16.10%
edicaid Services average across all facilities average across all facilities
. LS Medicaid Servi Il faciliti Il faciliti
(CMS ID: N028.04) (CMIT Measure ID: 531)
T} Other (specify in "Notes" 11.00% 10.41%
e. Long Stay Hospitalization (Net Health NQF #2827) column) CY 2024 (average across all facilities) (average across all facilities) AHCA/Net Health/NQF
Structural measure with Facility attestation to performance
- N a - 0 requirements. Facility has an effective infection control program that
f. Infection Control Program Structural Measure State-defined CY 2025 positive ElBSiEiEn ER0Zposiive EliEsEEm includes pursuing improved outcomes in resident and employee
(for each facility) (across all facilities) Fovr 3 i 8
lvaccination rates, prevention of healthcare-acquired infections, and
antibiotic stewardship.
Structural measure with Facility attestation to performance
requirements. Facility completes the operational readiness, training,
0 1 _ Positive attestation 290% positive attestation implementation, and operationalization activities necessary to
9 RatepiEsperencelSivcilialiiieastive Slatescelined 22025 (for each facility) (across all facilities) measure patient experience, which is directly related to the quality
land safety of healthcare services delivered and impacts health
outcomes.
Structural measure with Facility attestation to performance
9 S - 9 o - q requirements. Facility completes the operational readiness, training,
h Behavioral Health Care Coordination Structural State-defined CY 2025 Positive attestation 290% positive attestation mplementation, and operationalization activities necessary to

effectively coordinate care for residents with behavioral health
needs.




TABLE 1.A

(CMS Nursing Home Five-Star Quality Rating System
- Health Inspection Score

Centers for Medicare &
Medicaid Services

CY 2024

140.00
(average across all facilities)

129.60
(average across all facilities)
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Table 8.A

PREPRINT SECTION VII: QUALITY CRITERIA AND FRAMEWORK FOR ALL PAYMENT ARRANGEMENTS

ADDENDUM TABLE 8.A. EVALUATION MEASURES, BASELINE AND PERFORMANCE TARGETS

Directions

8. Use Table 8.A below to add each measure the State intends to use in the evaluation of this payment arrangement, including (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. States may also use Table 8.A in lieu of completing Table 8 in the preprint. Input data only in beige cells in columns B - F.

States should only submit the tables they populate to CMS; please do not submit the entire workbook unless the State inputs data into Tables 1.A - 8.A. For example, if the State only needs extra rows to complete Table 8 in the preprint, please delete Tabs 1.A -

7.A. CMS requests States submit the addendum tables with the preprint in this Excel format; please do not merge and re-PDF the preprint.

TABLE 8.A: Evaluation Measures, Baseline and Performance Targets

Column1

Measure Name and NQF # (if applicable)

Baseline Year

Baseline Statistic

Performance Target

Free text. If the State will deviate from the measure specification, please
describe here. If the State is using a state-specific measure, please define

(CMS ID: N028.04) (CMIT Measure ID: 531)

(average across all facilities)

(average across all facilities)

Data Format Free text Free text Percentage (00.0%) Percentage (00.0%) the numerator and denominator here. In addition, describe any planned
data or measure stratifications (for example, age, race, or ethnicity) the
State will use to evaluate the payment arrangement
. Flu Vaccinations for Adults Ages 19 - 64 (FVA-AD); o o
[Example: NQF # 0039 CY 2019 34.0% 34.0%
i Percent of Residents With Pressure Ulcers (LS) CY 2024 8.39% 7.96%
. (CMS ID: N045.02 ) (CMIT Measure ID: 512) (average across all facilities) (average across all facilities)
Percent of Residents Experiencing One or More Falls
" ) ] : 3.26% 3.05%
ii. with Major Injury (LS) CY 2024 e .
(CMS ID: N013.02) (CMIT Measure ID: 520) (average across all facilities) (average across all facilities)
i Percent of Residents Who Lose Too Much Weight (LS) CY 2024 6.31% 5.93%
: (CMS ID: N029.03) (CMIT Measure ID: 524) (average across all facilities) (average across all facilities)
Percent of Residents Whose Need for Help with
iv. Activities of Daily Living Has Increased CY 2024 16.80% 16.10%




Table 8.A

Long Stay Hospitalization (Net Health NQF #2827)

CY 2024

11.00%

(average across all facilities)

10.41%

(average across all facilities)

vi

Infection Control Program Structural Measure

CY 2025

Positive attestation
(for each facility)

290% positive attestation
(across all facilities)

Structural measure with Facility attestation to performance requirements.
Facility has an effective infection control program that includes pursuing
improved outcomes in resident and employee vaccination rates, prevention of
healthcare-acquired infections, and antibiotic stewardship.

Patient Experience Structural Measure

CY 2025

Positive attestation
(for each facility)

290% positive attestation
(across all facilities)

Structural measure with Facility attestation to performance requirements.
Facility completes the operational readiness, training, implementation, and
loperationalization activities necessary to measure patient experience, which is
directly related to the quality and safety of healthcare services delivered and
impacts health outcomes.

viii.

Behavioral Health Care Coordination Structural
Measure

CY 2025

Positive attestation
(for each facility)

290% positive attestation
(across all facilities)

Structural measure with Facility attestation to performance requirements.
Facility completes the operational readiness, training, implementation, and
loperationalization activities necessary to effectively coordinate care for
residents with behavioral health needs.

CMS Nursing Home Five-Star Quality Rating System —
Health Inspection Score

CY 2024

140.00
(average across all facilities)

129.60
(average across all facilities)
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	8a-Check: On
	8: 
	b-MultiText: See Attachment 3.1-A, Page 2 of New Mexico's State plan, available at: https://www.hsd.state.nm.us/medical-assistance-division-state-plan/

	9: 
	a-Check: On

	9b-Check: On
	10: 
	1-Check: On
	2-Check: Off
	3-Check: Off
	4-Check: Off
	5-Check: Off
	6-Check: Off
	7-Check: Off

	11-MultiText: HCQS VBP includes nine long term stay quality components that are provided in response to Table 1. The quality metrics will be equally weighted for payment each quarter. The nursing facilities' improvement in quality will be evaluated by comparing each nursing facility's outcome to established performance cut points. Points are assigned for each measure based on established point ranges, then the points are summed.  Based on the total number of points a facility earns, a quality payment will be paid to the facility, where better performance results in higher payments. The quality payment will not affect a facility's per diem rate.  The HCQS VBP  is required of all Nursing Facilities per statute.  The HCQS VBP program also incentivizes High-Acuity.  
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	13: 
	a-MultiText: The process of setting performance targets for specific measures is critical. Our methodology to establish performance targets focuses on data-driven analytics and clinical expertise.
*Data-Driven Approach: Our methodology begins with a rigorous analysis of historical data. We utilize all available data to assess past performance. This data-driven approach provides a baseline understanding of how the facilities and the state have performed in the past, offering valuable insights into areas that require improvement.
*Benchmarking: We go beyond internal data analysis by benchmarking against national performance and best practices. This external comparison helps us identify areas where we can set ambitious yet achievable performance targets. Benchmarks also serve as reference points for assessing the competitiveness of our goals.
*Clinical Expertise: Clinical expertise is a fundamental component of our methodology. Our team of healthcare professionals, including physicians, nurses, and specialists, plays a crucial role in target setting. They contribute valuable insights regarding clinical relevance, patient outcomes, and the feasibility of targets within the context of patient care.
*Continuous Improvement: Our methodology is not static. We embrace a culture of continuous improvement, regularly reassessing and refining performance targets based on ongoing data analysis, clinical feedback, and evolving industry standards. This adaptive approach ensures that our targets remain relevant and attainable as healthcare practices evolve.
*Stakeholder Engagement: Engaging all program stakeholders is integral to our methodology. We gather input from these groups on a quarterly basis to ensure that performance targets align with their priorities and expectations, fostering a sense of ownership and collaboration.
*Transparency and Accountability: Transparency is a core principle in our methodology. We communicate performance targets clearly to all stakeholders, fostering a sense of shared responsibility. Additionally, we establish mechanisms for accountability, tracking progress and addressing deviations from targets through a data-driven, clinically-informed approach.
For structural measures, quarterly performance requirements for each measure are developed through a collaborative process with stakeholders (HCA, participating providers, and MCOs). Performance targets are 100% because all participating providers are expected to meet all performance requirements each quarter.
Our methodology for setting performance targets combines robust data analysis, clinical expertise, and a commitment to continuous improvement. It is a holistic approach that acknowledges the dynamic nature of healthcare and strives for excellence in patient care while ensuring fairness and accountability. By following this methodology, we are confident in our ability to drive positive outcomes and provide the highest quality of care to Medicaid beneficiaries.
	b-MultiText: Multiple provider performance measures are involved, and payment will be based on performance targets. For a provider to receive payment, they will not be required to meet performance targets on all measures. We believe it is not always realistic or practical to expect providers to meet the performance target on each measure to receive full payment. A more flexible and reasonable approach is to adopt a tiered payment structure where providers can receive partial payment based on their performance on individual measures.
Payment to participating providers in the program is based on a tiered payment structure as follows: 
1. Each measure is worth a certain number of points.
2. Each facility’s measure values are compared to established cut point performance benchmarks for each measure.
3. Points are assigned for each measure based on where the facility’s values fall within the cut point ranges.
4. Points from all measures are summed. The total number of points determines the facility’s performance tier. 
5. The performance tier achieved determines the percentage of maximum facility-specific payment the facility receives.
6. Residual funds are distributed through a High-Acuity Add-On adjustment, based on the facility’s High-Acuity Medicaid Bed Days (i.e. residents with certain behavioral and complex neurological diagnoses), intended to incentivize increased access to care for residents with high-acuity care needs.
We believe that a tiered payment approach has the following advantages:
* Promotes Continuous Improvement: Implementing a tiered payment approach recognizes that healthcare providers may excel in certain areas while facing challenges in others. By rewarding partial payment for meeting performance targets on specific measures, providers are encouraged to focus on areas where they can achieve meaningful improvements and work towards enhancing overall performance gradually.
* Ensures Fairness: Healthcare is a complex field with diverse patient populations and unique challenges. A one-size-fits-all approach may not account for these variations, leading to potential disparities in payment distribution. A tiered approach acknowledges the nuances in care delivery and ensures fair compensation based on individual measure achievements.
* Mitigates Burden: Expecting providers to meet performance targets on all measures can be burdensome, especially when some measures may be outside their direct control or have limited resources allocated. A tiered payment system eases this burden by recognizing achievements on specific measures, motivating providers to continue striving for excellence without feeling overwhelmed.
* Encourages Participation: A tiered payment approach can encourage broader participation in performance-based payment arrangements. Providers who may not initially meet all performance targets may still be willing to participate, knowing that they can earn partial payment for their efforts.
* Focus on High-Impact Measures: A tiered payment system allows for prioritization of high-impact measures that significantly influence patient outcomes and healthcare quality. Providers can channel their resources and efforts into areas where improvements will have the most substantial positive impact on patient care.
In conclusion, adopting a tiered payment approach provides a flexible and pragmatic method of incentivizing providers to enhance their performance in a multi-measure payment arrangement. It acknowledges the challenges and variations within the healthcare system, while fostering a culture of continuous improvement and fairness. Ultimately, this approach can lead to improved patient outcomes and better overall healthcare delivery.
	c-MultiText: State-developed structural measures address participating providers' capacity, systems, and processes to provide high-quality care and to improve their quality outcomes in the State's areas of interest.
* Each category of quality measurement (structural, process, and outcome) is a piece of the complete picture, not a sole measure of quality.
* When there is an absence of existing, validated measures in a particular area of interest, a structural measure can provide a way to begin the process of quality measurement as an initial step. 
* Sometimes there is high variability in providers' current processes that could have a significant impact on their outcomes in a particular area of interest. A structural measure can be instrumental in helping to align provider processes. This also helps ensure more that future data collected is more consistent, with less variability and outliers.
* Implementation of a structural measure can allow providers to actively participate in determining how outcomes will later be measured, and it gives them time to implement the processes needed for data collection. In addition, we process improvement generally leads to better outcomes.
Performance requirements:
* Specific performance requirements each quarter, focusing on the quality area of interest, incentivize desired activities across all participating providers. 
* Performance requirements are framed as progressive steps focusing on the planning, operational readiness, implementation, training, and operationalization activities necessary to achieve the desired outcome.
* Performance requirements are developed through a collaborative process with stakeholders (HCA, participating providers, and MCOs).
Provider activities and attestations:
* During each quarterly measurement period, providers complete the activities required to comply with performance requirements for that period.
* During the corresponding reporting period, providers attest to meeting the requirements in the online Dashboard (secure website).
Provider performance is assessed by determining if they have met all performance requirements associated with each measure and have attested to doing so.
Structural measures are implemented for a limited period of time with a plan to transition to a calculated outcomes measure in the area of interest within six to eighteen months.
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