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

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

November 14, 2025

Scott R. Partika

Director Ohio Department of Medicaid
50 West Town Street, 4th Floor
Columbus, OH 43215

Dear Scott Partika:

In accordance with 42 CFR 438.6(c), the Centers for Medicare & Medicaid Services (CMS) has
reviewed and is approving Ohio’s submission of a proposal for a state directed payment (SDP)
under Medicaid managed care plan contract(s). The proposal was received by CMS on December
18, 2024, and a final revised preprint was received on September 24, 2025. The proposal has a
control name of OH_VBP.Fee AMC.Oth Renewal 20250101-20251231.

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

e The Care Innovation and Community Improvement Program established by the state for
the rating period covering January 1, 2025 through December 31, 2025, incorporated into
the capitation rates through a risk based rate adjustment and a separate payment term up
to $29,025,000.

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.

Based on CMS’s preliminary determination, this SDP proposal likely qualifies for the temporary
grandfathering period in section 71116(b) of the Working Families Tax Cuts Legislation (Public
Law 119-21, also known as the One Big Beautiful Bill Act). CMS is preparing a notice of
proposed rulemaking to revise 42 CFR part 438 as required under section 71116. CMS
acknowledges that this determination is preliminary in nature and policies will be finalized as
part of notice and comment rulemaking. CMS will enforce all federal requirements, including
section 71116, and CMS’s assessment may be revised if further information is identified that
alters the initial assessment.

Until the phase down required by section 71116 begins, the total dollar amount of a
grandfathered SDP (as specified in item 4 of the current SDP preprint form) cannot increase and
a state cannot increase this total dollar amount under any change or revision to the
grandfathered SDP, including an amendment to the SDP, or subsequent renewal SDP for a
future rating period. For rating periods beginning on or after January 1, 2028, grandfathered
SDPs must comply with the specified phase down requirements.

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.

CMS appreciates the information that Ohio has provided as part of the CY 2025 preprint review
regarding the total payment rate analysis and average commercial rate calculations in accordance
with 42 CFR 438.6(c)(2)(ii1). CMS is approving this preprint with the condition that the state
continue to work with CMS to further refine the total payment rate analysis and average
commercial rate demonstration for CY 2026.

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: 2025.11.14
GILES JR -S (5105 0500

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):
January 1, 2025 - December 31, 2025

2. Identify the State’s requested start date for this payment arrangement (for example,
January 1, 2021). Note, this should be the start of the contract rating period unless this
payment arrangement will begin during the rating period. January 1, 2025

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

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

directed payment: $290’250,000_00
a. Identify the estimated federal share of this state directed payment: $210,000,000.0

b. Identify the estimated non-federal share of this state directed payment: $80,250,000.0

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.

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

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

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

July 1,2018-June30,2019;July 1, 2019- June30, 2022; July 1,2022—- DecembeB1,2023;Januaryl, 2024— DecembeB1, 2024
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:

[=] 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).

Throughthe CICIP program participatinga i 1l tfrom thestate M
|heprogramyear|f performance)enchmarks\rernemr hemonthlyp:
reflectt manag olimentMonthly p:

organizationgMCOs) gible for ananr ity incenti Q\P) attheendm
1 hist eachplan senrollmen( Monthly p ju 'ﬂrhn asemi-al
redo equal90%of lhelmal supplememabaymemsivallable with the QIP pool setat 10%of thetotal available.

After thecompletionof the programyear,anannualreconciliationis doneusingactualutilization datafor participatingagenciesAmountsin excesof themonthly paymentsandthe QIP pool will be paidasalump sumto the
participatingagenciesThe sizeof the QIP pool maybereducedo lessthan10%if actualutilizationis lessthanthetotal monthlyamountspaid.

To from the QIP, the particij ivel or exceedt resholdfor a imberof measuregachperfor More informationon the metricsandthresholdghat
mustbe melcanbefoundln Questionl1.

[=] 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.

ODM’s approvedStatePlanAmendmentSection4.19Paymenfor Servicess
availableat thefollowing link:
https://medicaid.ohio.gov/MEDICAID-101/Medicaid-State-Plan#161136-40-(
al-program-administration
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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

OOdn oo
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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).

This paymentarrangementecognize®utcomevervolumein avariety of ways.CICIP is acomplexperformanceémprovementnitiative requiringbothindependenimprovemenby eachCICIP
agencyandcollectiveimprovemenbn establishedjuality measuresThe CICIP paymentarrangemerincentivizesparticipatingagencieso perform,investin, andexpandquality improvementand
value-driverprogramsspecificallydesignedo improveoutcomegor Medicaidenrollees.

Throughthereauthorizatiorof this paymentarrangemenparticipatinghealthsystemagenciewill receivemonthly paymentsn recognitionof their qualityimprovemenprogressCICIP continues
to focuson priority areaghatcloselyalign with ODM's ManagedCareQuality Strategy Participatinghealthsystemswill work to maintainandcontinueto improveoutcomesn thefollowing
areasppiateuseandtreatmenthealthybirth outcomesbehaviorahealth,andappropriateemergencylepartmenttilization. Progres®n initiativeswill continueto be sharedwvith ODM through
periodicreportsandparticipationin joint meetings.

Tenpercenif programdollarswill continueto be at-riskdependenon the collectiveperformancen metricsincludedin Table1/Questioril2. Underthis proposalthe coalitionof participating
healthsystemss consideredo havemetthe collectiveimpactstandardf theweightedcollectiveratemeetsor exceedshe establishedhresholdfor agivenmetricin thatperformanceyear.Then,in
orderto receiveany paymentrom the quality incentivepool, participatingagenciesnustcollectivelymeeta specifiednumberof metricseachperformance/ear. Targetsaresetto ensurecontinuous
improvementn orderto receivepaymentrom thepool.

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.

TABLE 1: Payment Arrangement Provider Performance Measures

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

Residents with
Pressure Ulcers —
Long Stay

a.

Pleasesee

Attachment_CICIP_
sdp-438c-preprint-addendu
_PY7Preprint ODM Final

b.

C.

.

1. Baseline data must be added after the first year of the payment arrangement

2. If state-developed, list State name for Steward/Developer.

3. If this is planned to be a multi-year payment arrangement, indicate which year(s) of the payment arrangement that performance
on the measure will trigger payment.

4. If the State is using an established measure and will deviate from the measure steward’s measure specifications, please
describe here. Additionally, if a state-specific measure will be used, please define the numerator and denominator here.



https://www.medicaid.gov/medicaid/quality-of-care/quality-of-care-performance-measurement/adult-and-child-health-care-quality-measures/index.html
https://www.medicaid.gov/medicaid/quality-of-care/quality-of-care-performance-measurement/adult-and-child-health-care-quality-measures/index.html
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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.

i. Opioid PrescribingMeasuresThe coalitionof CICIP agenciesnadesignificantimprovemenin
their ratesof opioid prescribingn thefirst threeyearsof this program.Therefore targetshave
beensetasa ceiling, notto be exceededTheceiling is basedn the standardieviationof
varianceduringthefirst threeprogramyears.

ii. NCQA/HEDIS MeasuresThetargetsfor threeof thefour NCQA/HEDIS measuresangefrom
0.5percenimprovemento onepercenimprovemenbverthe prior year'stargets.Thefourth
target,for Follow-Up After Hospitalizationfor Mentallliness(FUH), hasbeensetatto maintain
performancequalto or abovethe CY 2024thresholdasthatrateexceedshe 90th percentileand
is 10 percenimprovemenbver original baseline.

iii. EmergencyDepartmentJtilization: The pandemichasresultedn significantlyreducedates
of utilization. In orderto maintainthisimprovementthetargetis setata ceilingwhichis a9
percenimprovemenbveroriginal baselines.

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?

As in theprior performanceyears participatinghealthsystemswill beheldto a collectiveimpact
standardThecoalitionwill havebeenconsideredo havemetthe collectiveimpactstandardf the
weightedcollectiveratemeetsor exceedshe establishedhresholdfor a givenmetricin thatperformance
year.Paymenfrom the quality incentivepool will be madeaccordingto thefollowing schedulébasedn
thenumberof measuresvhich meetor exceedhetargetsshownin Tablel above.

Quality IncentivePaymentStructure
# of MetricsMet Payout

4-6100%

375%

250%

125%

00%

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

PleaseseeattachmenCICIP MeasureMethodologyCY2023—- CY2024.
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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.

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

a. [=]In accordance with 42 C.F.R. § 438.6(c)(2)(iii)(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)(iii)(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)(iii)(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


10200911
Inserted Text
.  Primary Care Services; Specialty Physician Services; Other - Qualifying Practitioners include: Physicians; Physician Assistants; Nurse Practitioner (NPs); Clinical Nurse Specialist (CNSs); Certified Registered Nurse Anesthetists (CRNAs); Certified Nurse Midwives (CNMs); Clinical Social Workers (CSWs); Clinical Psychologists; Optometrists; and 
Dentists
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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. Will the state require plans to pay a [_]| uniform dollar amount or a [] 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?)
This directedpayments aneffectiveincreasef 269.32%per CICIP eligible encounter

¢. 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).

TheCICIP PMPM paidto MCOswill ligibl R. Thi ,t0
R. T ICIP PMPM R will

ICIP PMPM bemadeto eachMCO. bemade
rk.On ith

- " -
revisethe CICIP PMPM bemadeto

Under
monthlyin their quality
period.

An IcIP 100%of R. Quali
ability to achi i i i in Table8 of T i i i
Tl 'sability to meeta quality

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

For professionapracticesaffiliated with eachparticipatingagency commerciakllowedamountsy currentprocedure
terminology(CPT)codesweregatheredsimilarly to the Centersfor MedicareandMedicaidService{CMS) fee-for-service
guidance'Medicaid Qualified PractitionerServices- Methodologiegor EnhancedPaymentMadeto Physiciansand
PractitionersAssociatedvith AcademicMedical CentersandSafetyNet HospitalsandUpperPaymentCalculation.”The
commerciakllowedamountsvereusedto calculatea healthsystem-specifi@CR usingMedicaidmanagedaredatainsteadof
fee-for-servicedata.The statewideACR wasthencalculatedusinga weightedaverageof all the healthsystem-specifidCRs.

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
[=] Other: Seeresponséo question20bbelow.

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

T gible providers Notall butall or
now definedby 438.6(a).

‘Nonprofit ‘meansanol Section140.01of dethatis ith a section3345.011of theRevisedCodeand*Public
tion140.010f ode. pating Th JC Health; T enter;The Ohio Statel enter.

Quali . Phy ;Clinical NSS);C: RNAS);C NMs); Clinical Soci SWs);
Clinical PsychologistsptometristsandDentists.

T

fier (NPT) i oneof iedby ODM



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

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.

https://medicaid.ohio.gov/MEDICAID-101/Medicaid-State-Plan#161136-40-¢
al-program-administration

21. In accordance with 42 C.F.R. § 438.6(c)(2)(i1)(B), describe how the payment

arrangement directs expenditures equally, using the same terms of performance, for the
class or classes of providers (identified above) providing the service under the contract.

The statedirectedpaymeniamounts developedisingpaymentandutilization data
from all participatinghealthsystemsThe sameuniform percentagéncreasewill apply
acrossll participatinghealthsystems.

The performancenetricsusedto recognizehe quality improvemeninitiative work,
datareportingadherenceandperformancemprovementvill bethe sameacrossall
participatinghealthsystemsThe methodologysedto determinethe quality incentive
pool paymentswill alsobethesame.

22. For the services where payment is affected by the state directed payment, how will the

23.

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).

¢. [-] 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 complete 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.
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TABLE 2: Provider Payment Analysis

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

Average Base Effect on Effect on
Effect on Total
Payment Total Total Payment
Total Payment
Level from Payment Pavment Level of Level (after
Provider Class(es) Plans to Level of State y accounting for
. . Level of Pass-
Providers Directed all SDPs and
Other Through
(absent the Payment PTPs
SDP) (SDP) SDPs Payments
(PTPs)
Ex: Rural Inpatient 80% 20% N/A N/A 100%
Hospital Services
A gl | 07 08% 72.92% N/A N/A 100.00%
e e s
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: Averagecommerciakeimbursement

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

[-] 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.

Aggregatedataderivedfrom eachCICIP healthsystemsdecisionsupportsystemwasusedin thecalculation.
ThedataincludesCPT, modifier, MedicaidunitsandMedicaidpayment. The datais aggregatedo the CPT
codelevel,andfor thefee schedulepricing modifiersTC and26 the datais aggregatedo the CPT/Modifier
level. Oncethe datahasbeenaggregatedo the CPTlevelandCPT/Modifierlevel for fee schedulgoricing
modifiers,theaveragecommerciakatesarematchedo the CPTfor thetop 5 payers. Theaverage
commerciakatereflectsthe straightaverageacrosshefive payersgexcludingany payerswith $0.00ratesin
the calculationof the average.Thedemonstratioms aggregate@crossll providersin theclass. To complete
Table2 in Question23, theresultsarecomparedvith averagecommerciakeimbursemento showthebase
paymentsandthe effectof the additionalstatedirectedpayment.

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

In alignmentwith existingCMS guidanceMedicaidQualified PractitionerServices-
Methodologiedor EnhancedPaymeniMadeto PhysiciansandPractitionersAssociatec
with AcademicMedical Centersand SafetyNet HospitalsandUpperPayment
Calculation the state'orocesdor determiningthatthe proposedlirectedpayments
appropriateandreasonablenvolvesanalysiso ensurepaymentreflectsthe difference
betweerMedicaidandCommerciakates,andthatpaymentat commercial
reimbursemenis notexceededvith the supplementgbayment.

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.

ODM anticipatesubmittingcontractactionsto CMS for reviewin December
2024.

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 [] No

a. Ifno, please estimate when the state will be submitting the actuarial rate
certification(s) for review.

b. If yes, 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

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 MCR-OH-MMC-20250101-20251| 12/30/24 Yes Page36

31-CERTIFICATION-20241218

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.

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.

Althoughthemajority of CICIP paymentsareincorporated/ia anadjustmento the monthly capitationratespaidto plans,
paymentsattributableto the quality incentivepool (QIP) arecapturedvia a separatpaymenterm.By incorporatinga
portionof thedirectedpaymentvia a separatpaymenterm,ODM is affordedthe ability to withhold the QIP to be paid
outaftertheratingperiodonly if certainquality standardsreachievedy the participatingproviders. Theresponséo
questionl1 of thisform providesmoreinformationon the metricsandthresholdgor determiningQIP payments.

33. [=] 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. [=] Intergovernmental transfers (IGTs) from a State or local government entity
¢. [ ] Health Care-Related Provider tax(es) / assessment(s)
d. [_] Provider 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
there are more transferring entities than space in the table, please provide an
attachment with the information requested in the table.
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Did the Is the
Operational Does the Transferring Transferring
Name of Entities nalt)ure of the Total Transferring Entity receive Entity
. . Amounts Entity have ty R eligible for
transferring funds | Transferring appropriations?
(enter each on a Entity (State Transferred General If not, put N/A payment
separate line) County, Cit ’ by This Taxing If es, identif . under this
P o tl);;r) ¥, Entity Authority? t)lile ievel o fy state directed
(Yes or No) apbropriations payment?
pprop (Yes or No)
i.
Ohio StateUniversity State $34,085,44‘ No N/A Yes
ii.
TheMetroHealthSyster CO u nty $26’625’24 No N/A Yes
nt. University of Cincinnati State $19, 163,52‘ No N/A Yes
v University of Toledc State [$3,590,93.| No N/A Yes
V.
vi.
vii.
viii.
ix.
X.

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.

Pleasdind attachedully executedvilOUSs.
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36. For any state directed payments funded by provider taxes/assessments (option c in
Question 34),

a. Provide the following (respond to each column for all entries). If there are more

entries than space in the table, please provide an attachment with the information
requested in the table.

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

Does it contain

Name of the Is the tax / If not under | a hold harmless
Health Care- Identify the assessment the 6% arrangement
Related . y. Is the tax / under the |. .. y 8
Provider Tax / permissible assessment Is the tax / 6% indirect hold | that guarantees
class for assessment L0 harmless to return all or
Assessment . broad- . indirect .. . .
(enter each on this tax / based? uniform? hold limit, does it | any portion of
a separate assessment ) harmless pass the the tax payment
.p . . “T5/75” test? to the tax
line) limit? 0
payer?
i.
ii.
iii.
iv.
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b. If the state has any waiver(s) of the broad-based and/or uniform requirements for any
of the health care-related provider taxes/assessments, list the waiver(s) and its
current status:

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

Name of the Health Care-Related
Provider Tax/Assessment Waiver
(enter each on a separate line)

Submission Current Status

Date (Under Review, Approved) Approval Date

il

iii.

iv.

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

a. Is the donation bona-fide? [] Yes [] No

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

[JYes [No

38. [=] 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. [=] 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: 11041064595 dk2-650105305410D
b. The effective date of quality strategy. May 17, 2022

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

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

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

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

objectives in the quality strategy. In the Table 7 below, identify the goal(s) and

objective(s), as they appear in the Quality Strategy (include page numbers), this payment

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

Table 7: Payment Arrangement Quality Strategy Goals and Objectives

adultswith complexneeds

treatment.
4.3Decreaseénappropriatgrescribing.
4.6 Increaseappropriatdollow-up care.

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 Improvedwellnessandhealth 1.1Ilmproveaccesgo care. 18-27
outcomes 1.2 Improveappropriateserviceutilization.
b‘Supportprovidersin continuously | 3.1Improvepreventivecare. 32-45
improving patientcare 3.2Improvebehaviorahealthmanagement.
C- Improvedcarefor childrenand 4.1Improveinitiation andengagemenh SUD 45-59

43. Describe how this payment arrangement is expected to advance the goal(s) and

objective(s) identified in Table 7. If this is part of a multi-year effort, describe this both

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

payment arrangement.

This paymentarrangemenadvanceshe Ohio Departmentf Medicaid’sgoalsandobjectives
throughits continuedfocuson improvedwellnessandhealthoutcomessupportingprovidersin
continuouslyimproving patientcare,andimprovedcarefor childrenandadultswith complex
needsThisis accomplishedby working with focuspopulationsjncluding patientswith behavioral
healthdisordersMedicaidmembersatrisk of or with anopioid or othersubstancebusedisorder,
andat-riskmothersjnfants,andchildren.Monthly PMPM paymentgo participatingagenciesvill
continueto supportcollaborationon initiatives designedo addresshe uniqueneedf the
Medicaidpopulation. To betteralign efforts, the state’sMedicaidmanageaareplansarenow
contributingto thework of the Coalition,including participatingin the quality domaintaskforce
meetingswherequality improvementesults findings,andbestpracticesareidentifiedandshared

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).
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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

! Pleasesee
E-Attachment_CICIP_sd
-438c-preprint-addendun
PY7Preprint ODM Final
- REVISED

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.

Pleaseseeattachmentor Questiord4c— PY5 EvaluationFindings.

21



TABLE 1.A

PREPRINT SUBSECTION IIA: 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

Column1 Measure Name and NQF # (if applicable) Measure Steward/Developer Baseline Year  Baseline Statistic Performance Measurement Period Performance Target
Year (CY or FY
Data Format Free text Set values (select one) YYYY) Percent (#.##%) Free text Percent (#.##%) Free text
If the State is using an established measure
Baseline year must |Baseline percentagellf this is planned to be a multi-year and will deviate from the measure steward’s
be added after the [must be added after |payment arrangement, indicate which measure specifications, please describe here.
first year of the the first year of the |year(s) of the payment arrangement Additionally, if a state-specific measure will be
payment payment that performance on the measure will used, please define the numerator and
arrangement arrangement trigger payment [denominator here
Percent of High-Risk Residents with Pressure Centers for Medicare &
[Example: Ulcers - Long Stay Medicaid Services CY 2018 9.23% Year 2 8.00%
Rate of Opioid Solid Doses Dispensed Maintain performance at a ceiling that is no
(without Suboxone) Per Patient Among more than 0.5 stdev above the mean
a. Eligible Prescribers PQA CY 2019-2020 7,733 PY7 Cal - 2025 <8151 performance of years 1-3.
Initiation of Alcohol and Other Drug Abuse or
d. Dependence Treatment (IET)—Total NQCA CY 2019-2020 54.8% PY7 Cal - 2025 >57.22% 2% increase from recent performance
2% increase from recent performance - within
Follow-Up After Hospitalization for Mental the top quartile of NCQA Quality Compass
e. lliness (FUH)—7-Day Follow-Up NCQA CY 2019-2020 49.5% PY7 Cal - 2025 >57.32% Medicaid results
. Timeliness of Prenatal Care NCQA CY 2019-2020 72.9% PY7 Cal - 2025 >75.14% Target is 1% higher than the PY6 target.
g. Postpartum Care NCQA CY 2019-2020 69.7% PY7 Cal - 2025 >71.81% Target is 1% higher than the PY®6 target.
Ambulatory Care (AMB)—Emergency Maintain performance at a ceiling that is no
Department (ED) Visits Rate / 1000 member more than 0.5 stdev above the mean
h. months Ohio CY 2019-2020 106.5 PY7 Cal - 2025 <118.5 performance of years 1-3.
i
k.
l.
m.
n.
o.
p.
q.
r.
s.
t.
u.
v.
W,
X.
y.
z.
aa.
bb.
cc.
dd.
ee.
ff.
99.
hh.
ii.
i
kk.
II.
mm.
nn




Table 8.A

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

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

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
Directions 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

Baseline Performance
Column1 Measure Name and NQF # (if applicable) Baseline Year Statistic 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 the numerator and
denominator here. In addition, describe any planned data or
Percentage Percentage |measure stratifications (for example, age, race, or ethnicity)
Data Format Free text Free text (00.0%) (00.0%) the State will use to evaluate the payment arrangement
Flu Vaccinations for Adults Ages 19 - 64 (FVA-
Example: IAD); NQF # 0039 CY 2019 34.0% 34.0%
Rate of Opioid Solid Doses Dispensed (without
Suboxone) Per Patient Among Eligible Maintain performance at a ceiling that is no more than 0.5 stdev
i. Prescribers SFY 2018 8,058 <8151 above the mean performance of years 1-3.
Initiation of Alcohol and Other Drug Abuse or
iv. Dependence Treatment (IET)—Total CY 2017 48.8% >57.22% 2% increase from recent performance
Follow-Up After Hospitalization for Mental
v. lliness (FUH)—7-Day Follow-Up CY 2017 47.7% >57.32% 2% increase from recent performance
Vi Timeliness of Prenatal Care CY 2017 66.6% >75.14% Target is 1% higher than the PY®6 target.
Vii. Postpartum Care CY 2017 56.0% >71.81% Target is 1% higher than the PY®6 target.
Ambulatory Care (AMB)—Emergency
Department (ED) Visits Rate / 1000 member Maintain performance at a ceiling that is no more than 0.5 stdev
Viii. months CY 2017 129.9 <118.5 above the mean performance of years 1-3.
iX.
X.
Xi.
Xii.
Xiii.
Xiv.
XV.
XVi.
XVii.
XViii.
XiX.
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Through the reauthorization of this payment arrangement, participating health system agencies will receive monthly payments in recognition of their quality improvement progress. CICIP continues to focus on priority areas that closely align with ODM’s Managed Care Quality Strategy. Participating health systems will work to maintain and continue to improve outcomes in the following areas: opiate use and treatment, healthy birth outcomes, behavioral health, and appropriate emergency department utilization. Progress on initiatives will continue to be shared with ODM through periodic reports and participation in joint meetings.
Ten percent of program dollars will continue to be at-risk dependent on the collective performance on metrics included in Table 1/Question 12. Under this proposal, the coalition of participating health systems is considered to have met the collective impact standard if the weighted collective rate meets or exceeds the established threshold for a given metric in that performance year. Then, in order to receive any payment from the quality incentive pool, participating agencies must collectively meet a specified number of metrics each performance year. Targets are set to ensure continuous improvement in order to receive payment from the pool.
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	13: 
	a-MultiText: i. Opioid Prescribing Measures: The coalition of CICIP agencies made significant improvement in their rates of opioid prescribing in the first three years of this program. Therefore, targets have been set as a ceiling, not to be exceeded. The ceiling is based on the standard deviation of variance during the first three program years.

ii. NCQA/HEDIS Measures: The targets for three of the four NCQA/HEDIS measures range from 0.5 percent improvement to one percent improvement over the prior year’s targets. The fourth target, for Follow-Up After Hospitalization for Mental Illness (FUH), has been set at to maintain performance equal to or above the CY 2024 threshold as that rate exceeds the 90th percentile and is 10 percent improvement over original baseline.

iii. Emergency Department Utilization: The pandemic has resulted in significantly reduced rates of utilization. In order to maintain this improvement, the target is set at a ceiling which is a 9 percent improvement over original baselines.
	b-MultiText: As in the prior performance years, participating health systems will be held to a collective impact standard. The coalition will have been considered to have met the collective impact standard if the weighted collective rate meets or exceeds the established threshold for a given metric in that performance year. Payment from the quality incentive pool will be made according to the following schedule based on the number of measures which meet or exceed the targets shown in Table 1 above.


Quality Incentive Payment Structure
# of Metrics Met Payout
4-6 100%
3 75%
2 50%
1 25%
0 0%

	c-MultiText: Please see attachment CICIP Measure Methodology CY2023 – CY2024.
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	19: 
	b-Text: This directed payment is an effective increase of 269.32% per CICIP eligible encounter.
	c-MultiText: The CICIP PMPM paid to MCOs will be calculated to bring payments to eligible agencies up to a predetermined percentage of the statewide ACR. This percentage will be established under 90%, to ensure that total payments do not exceed the statewide ACR. To estimate the CICIP PMPM amounts, payments at the statewide ACR will be calculated based on actual historical utilization of the participating agencies to determine the accurate PMPM by region and rate cell. 

Under the proposed payment arrangement, monthly CICIP PMPM payments will be made to participating agencies from each MCO. These payments will be allocated to participating agencies based on historical utilization data and will be made monthly in recognition of their quality improvement initiative work. On a semi-annual basis, historical utilization data will be utilized to revise the CICIP PMPM payment allocation to be made to each participating agency for the upcoming six-month period. 

An annual quality incentive pool will also be established equal to the difference between the monthly CICIP PMPM payments and payments at 100% of the statewide ACR. Quality incentive payments are contingent upon the participating agencies’ ability to achieve collective improvement in population health outcomes as measured against the metrics identified in Table 8 of the preprint. The calculation of the incentive pool will be completed after the rate year using actual utilization of professional services from participating agencies. The total payout agencies receive is conditioned on the coalition’s ability to meet a specified number of quality metrics each performance year.

	d-MultiText: For professional practices affiliated with each participating agency, commercial allowed amounts by current procedure terminology (CPT) codes were gathered similarly to the Centers for Medicare and Medicaid Services (CMS) fee-for-service guidance “Medicaid Qualified Practitioner Services – Methodologies for Enhanced Payment Made to Physicians and Practitioners Associated with Academic Medical Centers and Safety Net Hospitals and Upper Payment Calculation.” The commercial allowed amounts were used to calculate a health system-specific ACR using Medicaid managed care data instead of fee-for-service data. The statewide ACR was then calculated using a weighted average of all the health system-specific ACRs. 
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	a10-Text: See response to question 20b below.
	b-MultiText: The State further defines the class of eligible providers. Not all services are rendered within an academic medical center, but all participating physician and non-physician practitioners are affiliated with or employed by an academic medical center as now defined by 438.6(a). 

Participating Agencies include “Nonprofit hospital agency” means a nonprofit hospital agency, as defined in Section 140.01 of the Revised Code that is affiliated with a State university as defined in section 3345.011 of the Revised Code and “Public hospital agency” has the same meaning as in Section 140.01 of the Revised Code. Participating Agencies are: The MetroHealth System; UC Health; University of Toledo Medical Center; The Ohio State University Wexner Medical Center. 

Qualified Practitioners include Physicians; Physician Assistants; Nurse Practitioner (NPs); Clinical Nurse Specialist (CNSs); Certified Registered Nurse Anesthetists (CRNAs); Certified Nurse Midwives (CNMs); Clinical Social Workers (CSWs); Clinical Psychologists; Optometrists; and Dentists. 

The services for the professionals listed above are billed under one of the group national provider identifier (NPI) numbers that are affiliated with one of the Participating Agencies and identified by ODM.

	c-MultiText: https://medicaid.ohio.gov/MEDICAID-101/Medicaid-State-Plan#161136-40-general-program-administration
     


	21-MultiText: The state directed payment amount is developed using payment and utilization data from all participating health systems. The same uniform percentage increase will apply across all participating health systems.  

The performance metrics used to recognize the quality improvement initiative work, data reporting adherence, and performance improvement will be the same across all participating health systems. The methodology used to determine the quality incentive pool payments will also be the same.
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	a0-MultiText: .  Primary Care Services; Specialty Physician Services; Other - Qualifying Practitioners include: Physicians; Physician Assistants; Nurse Practitioner (NPs); Clinical Nurse Specialist (CNSs); Certified Registered Nurse Anesthetists (CRNAs); Certified Nurse Midwives (CNMs); Clinical Social Workers (CSWs); Clinical Psychologists; Optometrists; and 
Dentists
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	ai-Text: 
	aii-Text: 
	b-MultiText: ODM anticipates submitting contract actions to CMS for review in December 2024.

	27-MultiText: Aggregate data derived from each CICIP health systems’ decision support system was used in the calculation. The data includes CPT, modifier, Medicaid units and Medicaid payment.  The data is aggregated to the CPT code level, and for the fee schedule pricing modifiers TC and 26 the data is aggregated to the CPT/Modifier level.  Once the data has been aggregated to the CPT level and CPT/Modifier level for fee schedule pricing modifiers, the average commercial rates are matched to the CPT for the top 5 payers.  The average commercial rate reflects the straight average across the five payers, excluding any payers with $0.00 rates in the calculation of the average.  The demonstration is aggregated across all providers in the class.  To complete Table 2 in Question 23, the results are compared with average commercial reimbursement to show the base payments and the effect of the additional state directed payment.
	28-MultiText: In alignment with existing CMS guidance Medicaid Qualified Practitioner Services – Methodologies for Enhanced Payment Made to Physicians and Practitioners Associated with Academic Medical Centers and Safety Net Hospitals and Upper Payment Calculation, the state's process for determining that the proposed directed payment is appropriate and reasonable, involves analysis to ensure payment reflects the difference between Medicaid and Commercial rates, and that payment at commercial reimbursement is not exceeded with the supplemental payment.
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	32-MultiText: Although the majority of CICIP payments are incorporated via an adjustment to the monthly capitation rates paid to plans, payments attributable to the quality incentive pool (QIP) are captured via a separate payment term. By incorporating a portion of the directed payment via a separate payment term, ODM is afforded the ability to withhold the QIP to be paid out after the rating period only if certain quality standards are achieved by the participating providers. The response to question 11 of this form provides more information on the metrics and thresholds for determining QIP payments.
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	a1-MultiText: 1.1 Improve access to care.
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	43-MultiText: This payment arrangement advances the Ohio Department of Medicaid’s goals and objectives through its continued focus on improved wellness and health outcomes, supporting providers in continuously improving patient care, and improved care for children and adults with complex needs. This is accomplished by working with focus populations, including patients with behavioral health disorders, Medicaid members at risk of or with an opioid or other substance abuse disorder, and at-risk mothers, infants, and children. Monthly PMPM payments to participating agencies will continue to support collaboration on initiatives designed to address the unique needs of the Medicaid population.  To better align efforts, the state’s Medicaid managed care plans are now contributing to the work of the Coalition, including participating in the quality domain task force meetings, where quality improvement results, findings, and best practices are identified and shared. 
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