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Dear Emily Zalkovsky:

In accordance with 42 CFR 438.6(c), the Centers for Medicare & Medicaid Services (CMS) has
reviewed and is approving Texas’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 16, 2024 and determined complete on June 5, 2024. It has a control name of

TX VBP.Fee IPH.OPH.BHI Renewal 20240901-20250831.

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

e Comprehensive Hospital Increase Reimbursement Program (CHIRP) for the rating
period covering September 1, 2024 through August 31, 2025, incorporated in the
capitation rates through a risk-based rate 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.

During this review, CMS noted concerns that the way the payment arrangement is
operationalized may differ from the provider class definitions included in the preprint form,
particularly as it related to the ACIA and APHRIQA components. Under 42 CFR 438.6(c)(2)(iii)
(B)(2), the total payment rate comparison must be specific to each provider class to which the
state directed payment applies. CMS is approving the preprint for the SFY 2025 rating period on
the condition that the state and CMS continue to work through these concerns to ensure that the
provider class definitions documented in the preprint do align with the way each component of
the payment arrangement is operationalized for SFY 2026 and future rating periods.

Additionally, CMS appreciates the information that Texas has provided as part of the SFY 2025
review regarding the total payment rate analysis and average commercial rate calculations in
accordance with 42 CFR 438.6(c)(2)(iii). After changes the state made to the payment
arrangement to address CMS concerns, CMS is able to approve 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 SFY 2026 and future rating periods.



All state directed payments must be addressed in the applicable rate certifications. CMS
recommends that states share this letter and the preprint(s) with the certifying actuary.
Documentation of all state directed payments must be included in the initial rate certification as
outlined in Section I, Item 4, Subsection D, of the Medicaid Managed Care Rate Development
Guide. The state and its actuary must ensure all documentation outlined in the Medicaid
Managed Care Rate Development Guide is included in the initial rate certification. Failure to
provide all required documentation in the rate certification will cause delays in CMS review. The
Medicaid Managed Care Rate Development Guide includes specific requirements associated with
the use of separate payment terms. If the total amount of the separate payment term is exceeded
from what is documented in the preprint or the payment methodology changes, CMS requires the
state to submit a state directed payment preprint amendment. If the separate payment term
amount documented within the rate certification exceeds the separate payment term amount
documented in the preprint, the state is required to submit a rate certification amendment.

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

Sincerely,

Digitally signed by
Laura M.  irawm. snyder's

Date: 2024.09.13
Snyder 'S 16:18:29 -04'00'
Laura Snyder

Director, Division of Managed Care Policy
Center for Medicaid and CHIP Services


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
mailto:StateDirectedPayment@cms.hhs.gov

Department of Health and Human Services Section 42 C.F.R. § 438.6(c) Preprint — January 2021
Centers for Medicare & Medicaid Services STATE/TERRITORY ABBREVIATION: TX
CMS Provided State Directed Payment Identifier:

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):
September 1, 2024 - August 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. September 1, 2024

3. Identify the managed care program(s) to which this payment arrangement will apply:
STAR andSTAR+PLUS;seeAttachmentA for therisk groupsassociatedavith eachprogram
4. Identify the estimated total dollar amount (federal and non-federal dollars) of this state

directed payment: $6,481,832,011
a. Identify the estimated federal share of this state directed payment: $3,889,747,39

b. Identify the estimated non-federal share of this state directed payment: $2 592 084,62

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


mailto:StateDirectedPayment@cms.hhs.gov

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

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

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:

StateFiscalYears2017,2018,2019,2020,2021,2022,2023,2024

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

X 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).
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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.

TexasStatePlan,Attachment4.19-Afor InpatientHospitalServicesand
Attachment.19-Bfor OutpatientHospitalServices|ocatedat:
https://apps.hhs.texas.gov/documents/medicaid-chip-state-plan-attachment:
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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).

APHRIQA includes process and outcome measures to advance the goals and objectives of the Texas Managed Care Quality Strategy. All APHRIQA measures are pay-for-performance. Participating hospitals will earn payment based on ach
measure goals.

Each hospital is assigned outcome and process measures based on the hospital’ s class. Each outcome and process measure has a performance target and a point value with more value placed on outcome measures. Each outcome meas
and each process measure has a point value of two

Hospitals participating in APHRIQA must annually submit data for the process and outcome measures to demonstrate progress in promoting optimal health, improving hospital safety, and reducing readmissions. Hospitals whose 12-month p:

exceeds ameasure’ s performance target earn the measure’ s full point value. Hospitals whose performance partially meets a measure’ s performance target earn half of the measure’ s point value.
The sum of the point values of a hospital’ s assigned measures is the total points the hospital can earn.

There are four payment tiers:

Tier 1: 50% of points earned (9-18 points out of 18 total points) — 100% payment

Tier 2: 40% of points eamed (8 points out of 18 total points) - 80% payment

In Table 1 below, identify the measure(s), baseline statistics, and targets that the State
will tie to provider performance under this payment arrangement (provider performance
measures). Please complete all boxes in the row. To the extent practicable, CMS
encourages states to utilize existing, validated, and outcomes-based performance
measures to evaluate the payment arrangement, and recommends States use the CMS
Adult and Child Core Set Measures when applicable. If the state needs more space,
please use Addendum Table 1.A and check this box:

TABLE 1: Payment Arrangement Provider Performance Measures

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

Residents with
Pressure Ulcers —
Long Stay

a.

C.

.

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

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

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

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



https://www.medicaid.gov/medicaid/quality-of-care/quality-of-care-performance-measurement/adult-and-child-health-care-quality-measures/index.html
https://www.medicaid.gov/medicaid/quality-of-care/quality-of-care-performance-measurement/adult-and-child-health-care-quality-measures/index.html
https://www.medicaid.gov/medicaid/quality-of-care/performance-measurement/adult-and-child-health-care-quality-measures/index.html
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13. For the measures listed in Table 1 above, please provide the following information:

a.

C.

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

measure.

Thegoalcalculationtype for eachmeasurés high benchmarkaveragebenchmarkactual/expected A/E) ratio, or improvemenoverself
(10S).

High benchmarkmeasure$90th percentileor nationalgoal)includePC-02Cesareamirth. Providersfully achievethemeasuref: 1)
performances betterthanthe highbenchmarkpr 2) performanceneetsor exceeds 5% gapclosureoverbaseline Providerspartially
achievethemeasuref performances worsethanthe high benchmarkandbetterthanbaseline.

Averagebenchmarkmeasure$50th percentileor average)ncludePSI13 Postoperativ&epsisRate,PlanAll-CauseReadmission
(PCR-AD),PediatricCLABSI, PediatricAll-Condition ReadmissionsggndFollow-up After ED Visit for Mentallliness:Ages6-17.Providers
fully achievethemeasuref: 1) performances betterthanthe averagebenchmarkandbetterthanbaselinepr 2) performanceneetsor
exceeds 5% gapclosureoverbaselineProviderspartially achievethe measuref: 1) if baselinds betterthanthe benchmarkperformances
betterthanthebenchmarlandworsethanbaselinepr 2) if baselinas worsethanthe benchmarkperformances worsethanthe benchmark
andbetterthanbaseline.

A/E ratio measureicludeCatheter-Associatedrinary TractInfection(CAUTI). Providersfully achievethe measuref: 1) performances
below.8; 2) performances below 1 andbetterthanthe baselinepr 3) performancexceeds 5% gapclosureoverbaselineProviders
partially achievethe measuref: 1) performances below 1 andequalto or worsethanbaselinepr 2) performances equalto or abovel and
showsimprovemenbverbaseline.

10S measureincludeFoodInsecurityScreeningandFollow-up Plan,IMM-2 Influenzalmmunization,SafeUseof Opioids— Concurrent
PrescribingandPreventiveCareandScreeningScreenindgor DepressiorandFollow-Up Plan.Providersfully achievethe measuref
performanceneetsor exceeds 10%gapclosureover baseline Providerspartially achievethe measuréf performanceshowsimprovement
overbaseline.

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?

Each hospital is assigned outcome and process measures based on the hospital’ s class. Each outcome and proce:
has a performance target and a point value. Each outcome measure has a point value of four, and each process me:
point value of two.

Hospitals whose 12-month performance meets or exceeds a measure’ s performance target earn the measure’ s fi
value. Hospitals whose performance partially meets a measure’ s performance target earn half of the measure’ s p

The sum of the point values of a hospital’ s assigned measures is the total points the hospital can earn.
There are four payment tiers:

Tier 1: 50% of points earned (9-18 points out of 18 total points) — 100% payment
Tier 2: 40% of points earned (8 points out of 18 total points) — 80% payment
Tier 3: 20% of points earned (4-7 points out of 18 total points) — 40% payment
Tier 4: < 20% of points earned (0-3 points out of 18 total points) — 0% payment

A hospital’ s payment tier is determined by the percentage of total available points the hospital earned.
If a hospital has no denominator volume for a measure in the performance period, the total points will be reduced by
value of the measure for which they have no denominator volume.

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

C3-NEW2/170Fo0dInsecurityScreeningandFollow-upPlan

HHSCdevelopedhe specificationgor this processneasurdy researchingxistingandemergingditeratureandbestpracticesaboutfood insecurityscreeningools andfollow-up
planning.

For this state-developetheasurethe food insecuritytool mustbethe HungerVital Sign™ screeningool or anotherstandardizedage-appropriatéood insecurityscreeningool.
TheHungerVital Signis avalidated2-questiorfood insecurityscreeningool. It uses2 questionsrom the USDA U.S.Household~oodSecuritySurveyModule (18 total
questions)whichis consideredhe gold standardor identifying householdsit risk of food insecurity. Thetwo questiongairedin the HungerVital Signtool havebeenvalidatedfor
high ratesof sensitivityandspecificity (up to 97%and83%, respectivelyfor accuratelyidentifying food insecurityamongpediatric,adolescentandadultpopulations.

In additionto its validity, andbrevity, andage-appropriatene$sr CHIRP MedicaidSTAR andSTAR+PLUSclients,HHSC selectedhe HungerVital Signtool becausét is already
themostcommonfood insecurityscreeningool usedby stakeholderaccordingto CHIRP hospital-reporte@FY24(Year3) dataaswell asthe SocialNeedsScreeningrool
ComparisonTablecompiledby the University of CaliforniaSanFranciscdSociallnterventionsResearcl& EvaluationNetwork.Forexamplethe CMS AccountableHealth
CommunitiefAHC) Health-Relate®ocialNeeds(HRSN)tool, the AmericanAcademyof Family PhysiciansSocialDrivers of Healthtool, andmanyelectronichealthrecord
systemsincluding EPIC,usethe HungerVital Signscreeningool astheirfood insecurityscreeningool.

Moreover HHSCresearcheemergingditeraturefrom the CMS AccountableHealthCommunitiesModel, which suggest$ood insecurityscreeningandfollow-up planningwould be
appropriateasa quality measurédor hospitalparticipantdn the CHIRP program.

TheHungerVital Sign™identifieshouseholdsisbeingatrisk for food insecurityif theyanswerthateitheror bothof thefollowing two statementss ‘often true’ or ‘sometimes
true’ (vs. ‘nevertrue’): “Within the past12 monthswe worriedwhetherour food would run out beforewe got moneyto buy more.”“Within the past12 monthsthefood we bought
justdidn’'t lastandwe didn’t havemoneyto getmore.”

Hager E. R.,Quigg,A. M., Black,M. M., ColemanS. M., HeerenT., Rose-Jacob®., Cook,J. T., Ettingerde Cuba,S.E., CaseyP.H., Chilton, M., Cutts,D. B., MeyersA. F.,
Frank,D. A. (2010).DevelopmenandValidity of a2-ltemScreerto Identify Familiesat Risk for FoodInsecurity.Pediatrics126(1),26-32.doi:10.1542/peds.2009-3146.

https://sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison

https://childrenshealthwatch.org/wp-content/uploads/Hunger-Vital-Sign-National-Community-of-Practice_goals-priorities-accomplishments. pdf
https://www.epicshare.org/share-and-learn/food-as-medicine-addressing-hunger-in-the-community
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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.

CHIRP hasbeenmovingtowardspay-for-performancsinceits inceptionin SFY 2022.For thefirst threeyearsof the program(SFY
2022- SFY 2024),providersworkedto build capacityto reportquality metricsasa conditionof participationin theprogram.
Beginningin SFY 2025,thereis anadditionalprogramcomponenfor urbanandchildren’shospitalsthatis pay-for-performance.

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

a. In accordance with 42 C.F.R. § 438.6(c)(2)(ii1)(A), the state directed payment
arrangement makes participation in the value-based purchasing initiative, delivery
system reform, or performance improvement initiative available, using the same
terms of performance, to the class or classes of providers (identified below)
providing services under the contract related to the reform or improvement initiative.

b. In accordance with 42 C.F.R. § 438.6(c)(2)(iii)(B), the payment arrangement
makes use of a common set of performance measures across all of the payers and
providers.

c. In accordance with 42 C.F.R. § 438.6(¢c)(2)(ii1)(C), the payment arrangement
does not set the amount or frequency of the expenditures.

d. In accordance with 42 C.F.R. § 438.6(c)(2)(ii1)(D), the payment arrangement
does not allow the State to recoup any unspent funds allocated for these
arrangements from the MCO, PIHP, or PAHP.

SUBSECTION IIB: STATE DIRECTED FEE SCHEDULES:
This section must be completed for all state directed payments that are fee schedule

requirements. This section does not need to be completed for state directed payments that are
VBP or DSR.

16. Please check the type of state directed payment for which the State is seeking prior
approval. Check all that apply; if none are checked, proceed to Section III.

a. [_] Minimum Fee Schedule for providers that provide a particular service under the

contract using rates other than State plan approved rates ' (42 CF.R. §
438.6(c)(1)(iii)(B))

b. [ ] Maximum Fee Schedule (42 C.F.R. § 438.6(c)(1)(iii)(D))
c. Uniform Dollar or Percentage Increase (42 C.F.R. § 438.6(c)(1)(iii)(C))

! Please note, per the 2020 Medicaid and CHIP final rule at 42 C.F.R. § 438.6(c)(1)(iii)(A), States no longer need to
submit a preprint for prior approval to adopt minimum fee schedules that use State plan approved rates as defined in

42 C.F.R. § 438.6(a).
6
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17. If the State is seeking prior approval of a fee schedule (options a or b in Question 16):
a. Check the basis for the fee schedule selected above.

i. [ ] The State is proposing to use a fee schedule based on the State-plan
approved rates as defined in 42 C.F.R. § 438.6(a). 2

ii. [_] The State is proposing to use a fee schedule based on the Medicare or
Medicare-equivalent rate.

iii. [ ] The State is proposing to use a fee schedule based on an alternative fee
schedule established by the State.

1. If the State is proposing an alternative fee schedule, please describe the
alternative fee schedule (e.g., 80% of Medicaid State-plan approved rate)

b. Explain how the state determined this fee schedule requirement to be reasonable and
appropriate.

18. If using a maximum fee schedule (option b in Question 16), please answer the following
additional questions:

a. [ ] Use the checkbox to provide the following assurance: In accordance with 42
C.F.R. § 438.6(c)(1)(ii1)(C), the State has determined that the MCO, PIHP, or PAHP
has retained the ability to reasonably manage risk and has discretion in
accomplishing the goals of the contract.

b. Describe the process for plans and providers to request an exemption if they are
under contract obligations that result in the need to pay more than the maximum fee
schedule.

c. Indicate the number of exemptions to the requirement:

i. Expected in this contract rating period (estimate)
ii. Granted in past years of this payment arrangement

d. Describe how such exemptions will be considered in rate development.

2 Please note, per the 2020 Medicaid and CHIP final rule at 42 C.F.R. § 438.6(c)(1)(iii)(A), States no longer need to
submit a preprint for prior approval to adopt minimum fee schedules that use State plan approved rates as defined in

42 C.F.R. § 438.6(a).
7



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

19. If the State is seeking prior approval for a uniform dollar or percentage increase (option ¢
in Question 16), please address the following questions:

a.

b.

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

What is the magnitude of the increase (e.g., $4 per claim or 3% increase per claim?)

Please refer to the "Revised Q21 Hospital Rates" tab of Attachm

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).

Thepercentagéncreasewill beuniform for hospitalswithin a classin a servicedeliveryareabutincreasesnayvary
betweerclasse®f hospitalsdueto the choiceto participatein the optional ACIA componentAfter determiningthe
percentagéncreasegprocesslescribedn 19dbelow),HHSCwill modify its contractswith the managedareorganizations
(MCOs)in theservicedeliveryarea(SDA) to directthe percentagéncreasedeginningthefirst day of the programperiod.
Eachprogramperiodis equalto the statefiscal year,beginningSeptembefstandendingAugust31st.Percentagecreases
will remainconsistenthroughouthe programyearandwill bepaidatthetime of claim adjudication.

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

The CHIRPincludestwo percentagéncreasecomponentstyHRIP andACIA. The(ola\valueof \heUHRIPcomponenwwll beequalto ap h gapon a per- isnotto exceed
100%of theMedicareUPL gapatthe SDA andclasslevel, cappecatthe ACR UPL gapto 1gL00%for thep \aly is Allocation of fur be proportionalto the combined
Medicaregapof eachhospnalclassmlhln anSDA to thetotal gapof all hos ithin the SDA. Th i STAR\npaﬂem STAR PLUSmpallenl STAR outpallenl
andSTARPLUSC SDA andclass Forexampleif thelnpallemSTAR Med\caregapfov aclassandSDA lctaled$1 million 00%,
thetotalinpatientSTAR UHRIP valuewould be setto $1 million. If theclassandSDA had$5 million in estimatednpatientSTAR encol patientSTAR be20% ($1 million dividedby $5 mlHlon)
Thetotal valueof the ACIA componentill beequalto apercentagef the eC iaRate(ACR) gap, | i inderUHRIP. The ACIA rateinc

STARinpatient, STAR PLUSinpatient, STAR outpatientand STAR PLUS outpatientservicesat theindividual huspltal\evel notto exceedd0%of the SDA/cIassggregale\CR Allocatlon of fundsacrosshospitalswill
beauniform percentagef eachparticipatinghospital'sindividually calculatedACR gap.Thetotal valueof the UHRIP comp tfor UHRIP. Thetotal dollarsin the UHRIP
componer apercentagef tt UPL gapnotto exceedl00%andcappedatthe ACR UPL gapto 00%o0f tt thetotal ratep:

This percenlags determinedatan SDA andclasslevel. Theintentionof the stateis to ensurethat UHRIP incentivizesprovidersto ad by increasingpaymentgo approxwmately
what ild havepaidon tf egatedor theclassin the SDA.

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).

Provider classes are defined on a per SDA basis. Classes of participating hospitals include children’ s hospitals, rural hospitals, state-owned hospitals tl
institutions for mental diseases (IMDs), urban hospitals, non-state-owned IMDs, and state-owned IMDs. SDAs in the state are Bexar, Dallas, El Paso, He
Jefferson, Lubbock, MRSA Central, MRSA Northeast, MRSA West, Nueces, Tarrant, and Travis. Overall, there are 78 possible classes for CHIRP, but o
classes are participating in upcoming State Fiscal Year 2025. The discrepancy between potential classes and participating classes is because either thel
hospitals of a certain provider class in an SDA or because no hospitals of a provider certain class within an SDA applied for enroliment in CHIRP.
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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.

Thefollowing classesredefinedon a per SDA basis.

Childrens

pi i i children'shospital.(SeeT , 19-A,Pagela)

» islocated in county with 68,750 or fewer persons according to the 2020 U.S. Census;
o is designated by Medicare as a Critical Access Hospital (CAH), a Sole Community Hospital (SCH), or aRural Referral Center (RRC) that is not located in aMetropolitan Statistical Area (MSA), as defined by the U.S. Offi ce of Management and
Budget; or
* meetsall of the following:
i)has1000r fewerbeds;
ii) s designatedby Medicareasa CAH, SCH, or RRC;and
iii) is locatedin anMSA. (seeTexasStatePlan, Attachment. 19-A, Page3)

State-ownedion-IMD hospitalA a not primarily engagedn careof T
Attachment4.19-A, Pages3a)

L a fitting rural y 19-A,Page
4)
N MDs (ak.aFi i A tMD i 1 andi r older. (See
TexasStatePlan,Attachmentt.19-A, PagelOe)
dMDs A 4MD providi i vi 21 i indivi older.(SeeTt , 19-A, PagelOe)Noted
theT The U T tat butit i StateTy gHospital”in However
h dhon-IMD i i i i i i MD: !rcmStale-OwnedMDs
tMDs arepaidfor per dMDs arepaidfor TEFR Dueto th
T yareas
thecasein it i isheDAsIn i p Thisapp il allow Texasto work with theMCOs o ensurehatthe
eachSDA(o hhs.texa:

21. In accordance with 42 C.F.R. § 438. 6(c)(2)(11)(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.

HHSCwill determingthe percentagéncreaseapplicableto oneor moreclasse®f hospitalby programcomponentThetotal valueof the UHRIP
componentwill beequalto a percentagef the estimatedMedicaregapon a per-classasis,cappedatthe ACR UPL gapto avoidexceedindl00%of
theapplicableaverageeommerciaratefor thetotal paymentateanalysis Allocation of fundsacrosshospitalclassewill beproportionalto the
combinedMedicaregapof eachhospitalclasswithin an SDA to thetotal Medicaregapof all hospitalclassesvithin the SDA.

Thetotal valueof the ACIA componenwill beequalto a percentagef the ACR gap,lesspaymentseceivedunderUHRIP, notto exceed0%of the
SDA/classaggregatéCR.

Thetotal valueof the APHRIQA componentvill be equalto thesumof a percentagef the Medicaregap,notto exceedlOOpercenton a perclass
basis,cappedatthe ACR UPL gapto avoid exceedindl00%of the applicableaveragecommerciakatefor thetotal paymentateanalysidessthe
amountreceivedn the UHRIP componentanda percentagef thetotal estimatedACR UPL, not to exceed0 percenton a perclassbasislesswhat
Medicaidpaidfor the servicesandany paymentgeceivedunderUHRIP, includinghospitalshatarenot participatingin ACIA andlessanypayments
receivedunderACIA. After determiningthe percentagef rateincreaseHHSCwill modify its contractawith theMCOsin the SDA to directthe
percentageateincreasesHHSCwill directManagedCareOrganizationgMCOs)to pay APHRIQA componenpaymentgo providersin accordance
with themethoddescribedn questionsl1 and13 via scorecard.

22. 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:

[] 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).

23. 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. SeeTables2.Ain the
addendunfor inpatientand
outpatienpaymentanalysis.

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. [X] Other; Please define: Theapplicableaveragecommerciakate

25. Does the State also require plans to pay any other state directed payments for providers

eligible for the provider class described in Question 20b? [] Yes

[X] No

If yes, please provide information requested under the column “Other State Directed
Payments” in Table 2.

10
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26. Does the State also require plans to pay pass-through payments as defined in 42 C.F.R. §
438.6(a) to any of the providers eligible for any of the provider class(es) described in
Question 20b? [X] 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.

i th ih theACR h R) ioiis basechn ital'sself i their

chargegor g 0: y  Theresultis total

priorto CHIRP, g ) i HIRP CHIRPto the

programpayments.

c able2.A Table2.A.1InpatientSTAR UHRIP Payment evelsComparedo ACR. Tl TARACR it (UPL) sumby icedeliveryarea(SDA) to the

inpatientSTAR HIRP, after| JHRIP, andafter ogram(NAIP) p CHIRP: theS| TARACR UPL

total. Thefinal columnis TAR i TARUHRIP TARNAIP TARACR UPL. TARUHRIP

ator underl00percenbf theclass'sinpatientSTAR ACR. Classestith a 100 for TARUHRIP thetable.

Table2.A.2 InpatientSTAR PLUS UHRIP Payment.evelsComparedo ACR UPL. Tl TAR PLUSACR UPL sumby yarea(SDA) to PLL HIRP, after

inpatientSTAR PLUS UHRIP, andafter CHIRP theSD. TAR PLUSACR  UPL total Thefinal columns theinpatient

STARPLUSMedicaidbasepaymentiheinpalientSTAR PLUSUHRIP paymentandthe STAR PLUSNAIP p i TARPLUSACR UPL.

underl00percentf theclass'sinpatientSTAR PLUSACR. Classesvith 0p i i TAR PLUS UHRIP paymentand,thereforewereremovedtom thetable.

Table2.A.3 OutpatientSTAR UHRIP Payment evelsComparedo ACR UPL. Ti ientSTARACR UPL sumb; DA)to ien'STAR i IRPandafteroutpatient

STARUHRIP. All CHIRP theSD. TARACR UPL total. Thefinal columnis TAR TARUHRIP e
TARACR UPL. TARUHRIP or under100percendf theclass'soutpatienSTAR ACR. Classesvith atotal 10 TARUHRIP

paymentand thereforewereremovedrom thetable

Table2.A.4 OutpatienSTAR PLUSUHRIP Payment evelsComparedo ACR UPL ThistablecomparesheoutpatienSTAR PLUSACR UPL sumby iveryarea(SDA) to ien'STAR PLU. HIRP

andafteroutpatientSTAR PLUS UHRIP. All CHIRP: SD/ TARPLUSACR UPL total.Thefinal columnis TARPLL TARPLUS

UHRIP TAR PLUSACR UPL Everyclassthathasanoutpatien'STAR PLUSUHRIP theclas TARPLUSACR. Classesith atotal paymenfevel

TARPLUSUHRIP thetable

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

Thetotal valueof the UHRIP componentvill be equalto a percentag@aotto exceedl00%of theestimatedVedicare
gapon aper-clasdasis,cappedatthe ACR UPL gapto avoidexceedindl00%of the applicableaverageeommercial
ratefor thetotal paymentateanalysis.Thetotal valueof the ACIA componentill beequalto a percentag@otto
exceedl00%of the ACR gap,lesspaymentseceivedunderUHRIP. The ACIA payments furtherreducedsototal
CHIRP paymentglusotherMedicaidpaymentsio not exceed0% of the ACR upperpaymentimit atthe SDA/class
level. Thevalueof the APHRIQA componentvill beequalto the sumof a percentagef the Medicaregap,notto
exceedl00%,0n a perclasshasis cappedatthe ACR UPL gapto avoidexceedindl00%of theapplicableaverage
commerciakatefor thetotal paymentrateanalysidesstheamountreceivedn the UHRIP componentanda percentage
of thetotal estimatedACR UPL, notto exceed0%,on a perclassbasislesswhatMedicaidpaidfor the servicesand
anypaymentgeceivedunderUHRIP, including hospitalshatarenot participatingin ACIA andlessanypayments
receivedunderACIA.

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.
FY25 contractshavebeensubmittedwith CHIRP informationbasedn the
previousdraft of the SFY 2025CHIRP preprint.Contractswill beamendedssoor
aspossibleuponprogramapprovalandsubmittecto CMS.

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? |X] Yes

[JNo

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

certification(s) for review.

b. Ifyes, provide the following information in the table below for each of the actuarial
rate certification review(s) that will include this state directed payment.

Table 3: Actuarial Rate Certification(s)

If so, indicate where the

240711

] Does the . .
Control Name Provided by CMS Date certification state directed payment is
(List each actuarial rate Submitted | . captured in the
. . incorporate the . .
certification separately) to CMS SDP? certification (page or
) section)
“MCR-TX-CHIP-STAR-20240901-2 07/18/202: No niarmationbasedn hepreviouratol heSFY 2026
, asecon he previousaa
250831-CERTIFICATION-2024071 SoonaspOSSIIELpOnAPPIOMRBNGSULMTTEd0 CHS.
ii. MCR-TX-STAR FY25 ratecertificationshavebeensubmittedwith CHIRP
+PLUS-20240901-20250831-CERTIFICATION- | 07/18/202:| No CHiRP preprim Ratecericationsl beamended.

soonaspossibleuponapprovalandsubmittedto CMS.

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.

FY25 i ith CHIRPi baseddn the

epr of the SFY 2025CHIRP preprint. Ratecertificati

dsubmittecto CMS.

12
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31.

32.

33.

Describe how the State will/has incorporated this state directed payment arrangement in
the applicable actuarial rate certification(s) (please select one of the options below):

a. An adjustment applied in the development of the monthly base capitation rates
paid to plans.

b. [] Separate payment term(s) which are captured in the applicable rate
certification(s) but paid separately to the plans from the monthly base capitation
rates paid to plans.

¢. [] Other, please describe:

States should incorporate state directed payment arrangements into actuarial rate
certification(s) as an adjustment applied in the development of the monthly base
capitation rates paid to plans as this approach is consistent with the rate development
requirements described in 42 C.F.R. § 438.5 and consistent with the nature of risk-based
managed care. For state directed payments that are incorporated in another manner,
particularly through separate payment terms, provide additional justification as to why
this is necessary and what precludes the state from incorporating as an adjustment applied
in the development of the monthly base capitation rates paid to managed care plans.

N/A

In accordance with 42 C.F.R. § 438.6(c)(2)(i), the State assures that all expenditures
for this payment arrangement under this section are developed in accordance with 42
C.F.R. § 438.4, the standards specified in 42 C.F.R. § 438.5, and generally accepted
actuarial principles and practices.

SECTION VI: FUNDING FOR THE NON-FEDERAL SHARE

34.

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

a. |:|State general revenue

b. ntergovernmental transfers (IGTs) from a State or local government entity

c. 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
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Did the Is the
. Does the . Transferring
Operational . Transferring .
Name of Entities | nature of the Total Transferring Entity receive Entity
. . Amounts Entity have R eligible for
transferring funds | Transferring appropriations?
. Transferred General payment
(enter each on a Entity (State, bv This Taxin If not, put N/A. under this
separate line) County, City, M '8 If yes, identify .
Other) Entity Authority? the level of state directed
(Yes or No) apbropriations payment?
pprop (Yes or No)

1.
PleaseseeAddenduniTable4.A.

il

iv.

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

governmental entity.

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

Thereareno written agreementbetweerHHSC andhealthcargrovidersparticipatingin CHIRPregardingCHIRP.The
statecurrentlycollectsinformationfrom units of local governmenthatprovidelGTs to the stateto ensurecompliance
with all federalregulations. Texasbegarto implementarge-scalenonitoringof the non-federakharein statefiscal years
2022and2023.Texascontinuego refineits monitoringmechanismasthe monitoringprogrammatures.

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)

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? payer?
i. Pleasesee
Addendum
Table5.A
ii.
iii.
iv.

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 Waiver .
(enter each on a separate line) Date (Under Review, Approved)

Approval Date

i n/A

il

iii.

iv.

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

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

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

[JYes [No

38. [X| For all state directed payment arrangements, use the checkbox to provide an
assurance that in accordance with 42 C.F.R. § 438.6(c)(2)(i1)(E), the payment
arrangement does not condition network provider participation on the network provider
entering into or adhering to intergovernmental transfer agreements.

16
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SECTION VII: QUALITY CRITERIA AND FRAMEWORK FOR ALL PAYMENT
ARRANGEMENTS

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

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

a. A hyperlink to State’s most recent quality strategy: mesmmmsee
b. The effective date of quality strategy. September 9, 2021

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):Sep-24
b. Note any potential changes that might be made to the goals and objectives.

HHSCis still working to gy H quality HHSC:

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) . trggahtya .

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 pleasaeferto AddendumTable
7.A.

C.

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.

Throughthe CHIRP program the Stateaimsto promoteoptimal healthfor Texans providetheright carein theright placeat theright time, keeppatientsfree from harm,promoteeffectivepracticesor peoplewith
chronic,complexandseriousconditions andattractandretainhigh-performingMedicaidprovidersto participatein team-based:ollaborative andcoordinatectare. The CHIRP programincludeshospitalsthat
providea variety of serviceso Medicaidclients. HHSCwill analyzeinformationreportedby participatinghospitalsto evaluateCHIRP'simpactin anumberof areasincluding healthinformationexchange,
maternakare hospitalsafety caretransitions andrural preventivecare. The programincludesthreecomponentstniform HospitalRatelncreaseProgram(UHRIP) andAverageCommercialncentiveAward
(ACIA) andAlternateParticipatingHospitalReimbursemerfor Improving Quality Award (APHRIQA). Hospitalsapplyto participatein the programandcanoptinto the ACIA andAPHRIQA components.

UHRIP includestwo structuremeasureandanoutcomemeasurelt requiresyearly submissiorof statusupdategor the structuremeasureanddatafor the outcomemeasureAll CHIRP participatinghospitalsmust
participatein UHRIP andreportall UHRIP measureasa conditionof participation.

ACIA includesstructure processandoutcomemeasuresit requiresyearly submissiorof statusupdatedor the structuremeasureanddatafor the processandoutcomemeasuresACIA measuresregroupednto
modulesarounda similar hospitalservicetype. Hospitalsmustreportall the measurein themodulesfor their hospitalclass. Somemodulesalsorequirethata hospitalprovidea specifictype of service All ACIA
participatinghospitalsmustreportall ACIA measure$or which the hospitalis eligible asa conditionof participation.

APHRIQA includesprocessandoutcomemeasurest requiresyearly submissiorof datafor the processandoutcomemeasuresdiHSCdeterminespn anannualbasis the classe®f hospitalsthatareeligible to
participatein APHRIQA. For SFY 2025,HHSCanticipateghaturbanandchildren’shospitalswill beeligibleto participatein APHRIQA. All APHRIQA measuresrepay-for-performance.

For structuremeasuresa hospitalmustsubmitresponseto qualitativereportingquestionghatsummarizeheir progressowardimplementingthe structuremeasureHospitalsarenot requiredto implement
structuremeasuresasa conditionof reportingor programparticipation For outcomeandprocessneasuresa hospitalmustsubmitspecifiednumeratomnddenominatodataandrespondo qualitativereporting
questionsasspecifiedby HHSC.Hospitalsmustreportdatafor mostmeasurestratifiedby the specifiedpayertype. Reportedjualitativeandnumericdatawill be usedto monitorhospital-leveprogressoward

statequality objectivesandfor programevaluationpurposesThe processputcome andstructuremeasureshatwill beusedto evaluateCHIRP andadvancehe goalsandobjectivesidentifiedin Table7 are
includedin the“EvaluationPlanfor Four StateDirectedPaymenfrograms.”
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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

! pleasaeferto the
EvaluationPlanfor Four
StateDirectedPayment
ProgramgEvaluation
Performancd&argets
section)

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.

Pleaseeferto the Evaluationof Four StateDirectedPaymenfPrograms.
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	1-State: TX
	2-CMS ID: 

	1-DateStart_af_date: September 1, 2024
	1-DateEnd_af_date: August 31, 2025
	2-DateStart_af_date: September 1, 2024
	3-Text: STAR and STAR+PLUS; see Attachment A for the risk groups associated with each program.
	4-Text: $6,481,832,011
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	a-Text: $3,889,747,390
	b-Text: $2,592,084,621
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	No: No

	6-Radio: Renewal
	6: 
	b1-Text: State Fiscal Years 2017, 2018, 2019, 2020, 2021, 2022, 2023, 2024
	c1-Check: On
	c2-Check: Off
	c3-Check: On
	c4-Check: Off
	c4-Text: 
	c5-Check: Off

	7-Check: On
	8-MultiText: The Comprehensive Hospital Increase Reimbursement Program (CHIRP) is comprised of three financial components: the Uniform Hospital Rate Increase Payment (UHRIP), the Average Commercial Incentive Award (ACIA) component, and the Alternate Participating Hospital Reimbursement for Improving Quality Award (APHRIQA) component. Funds under the Comprehensive Hospital Increase Reimbursement Program (CHIRP) will be paid to managed care organizations (MCOs) through three components of the managed care per member per month (PMPM) capitation rates. 

The MCOs’ distribution of CHIRP funds to the enrolled hospitals under the UHRIP and ACIA components will be a directed uniform percentage rate increase above the negotiated rate. Enrolled hospitals will be paid based upon utilization/claims for services in the program period. A hospital must have provided at least one Medicaid service to a Medicaid client in each reporting period to be eligible for payments. In determining the percentage increases, HHSC will consider information provided by the participants in the service delivery area (SDA). 

For hospitals participating in the APHRIQA component, HHSC will direct MCOs to pay eligible providers via a scorecard. The scorecard will direct the level of payment to be made based on the providers’ achievements in the pay for performance measures as described in question 13b. HHSC will also consider: 
• the class or classes of a hospital; 
• the type of service or services; 
• actuarial soundness of the capitation payment needed to support the rate increase; 
• available budget neutrality room under any applicable federal waiver programs; 
• hospital market dynamics within the SDA; and 
• other HHSC goals and priorities.
	8a-Check: On
	8: 
	b-MultiText: Texas State Plan, Attachment 4.19-A for Inpatient Hospital Services and Attachment 4.19-B for Outpatient Hospital Services, located at:https://apps.hhs.texas.gov/documents/medicaid-chip-state-plan-attachments.pdf    
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	9b-Check: On
	10: 
	1-Check: On
	2-Check: Off
	3-Check: Off
	4-Check: Off
	5-Check: Off
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	11-MultiText: APHRIQA includes process and outcome measures to advance the goals and objectives of the Texas Managed Care Quality Strategy. All APHRIQA measures are pay-for-performance. Participating hospitals will earn payment based on achievement of the measure goals. 

Each hospital is assigned outcome and process measures based on the hospital’s class. Each outcome and process measure has a performance target and a point value with more value placed on outcome measures. Each outcome measure has a point value of four, and each process measure has a point value of two. 

Hospitals participating in APHRIQA must annually submit data for the process and outcome measures to demonstrate progress in promoting optimal health, improving hospital safety, and reducing readmissions. Hospitals whose 12-month performance meets or exceeds a measure’s performance target earn the measure’s full point value. Hospitals whose performance partially meets a measure’s performance target earn half of the measure’s point value.

The sum of the point values of a hospital’s assigned measures is the total points the hospital can earn.

There are four payment tiers:

Tier 1: ≥ 50% of points earned (9-18 points out of 18 total points) – 100% payment

Tier 2: ≥ 40% of points earned (8 points out of 18 total points) – 80% payment

Tier 3: ≥ 20% of points earned (4-7 points out of 18 total points) – 40% payment

Tier 4: < 20% of points earned (0-3 points out of 18 total points) – 0% payment

A hospital’s payment tier is determined by the percentage of total available points the hospital earned.

If a hospital has no denominator volume for a measure in the performance period, the total points will be reduced by the point value of the measure for which they have no denominator volume. 

Any funds a hospital does not earn will be redistributed in accordance with 1 Tex. Admin. Code § 353.1306. 
	12: 
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	e0-MultiText: 
	e1-MultiText: 
	e2-MultiText: 
	e3-MultiText: 
	e4-MultiText: 
	e5-MultiText: 
	e6-MultiText: 

	12-Check Box: Yes
	13: 
	a-MultiText: The goal calculation type for each measure is high benchmark, average benchmark, actual/ expected (A/E) ratio, or improvement over self (IOS).
High benchmark measures (90th percentile or national goal) include PC-02 Cesarean Birth. Providers fully achieve the measure if: 1) performance is better than the high benchmark; or 2) performance meets or exceeds a 5% gap closure over baseline. Providers partially achieve the measure if performance is worse than the high benchmark and better than baseline.
Average benchmark measures (50th percentile or average) include PSI 13 Postoperative Sepsis Rate, Plan All-Cause Readmission (PCR-AD), Pediatric CLABSI, Pediatric All-Condition Readmissions, and Follow-up After ED Visit for Mental Illness: Ages 6-17. Providers fully achieve the measure if: 1) performance is better than the average benchmark and better than baseline; or 2) performance meets or exceeds a 5% gap closure over baseline. Providers partially achieve the measure if: 1) if baseline is better than the benchmark: performance is better than the benchmark and worse than baseline; or 2) if baseline is worse than the benchmark: performance is worse than the benchmark and better than baseline.
A/E ratio measures include Catheter-Associated Urinary Tract Infection (CAUTI). Providers fully achieve the measure if: 1) performance is below .8; 2) performance is below 1 and better than the baseline; or 3) performance exceeds a 5% gap closure over baseline. Providers partially achieve the measure if: 1) performance is below 1 and equal to or worse than baseline; or 2) performance is equal to or above 1 and shows improvement over baseline.
IOS measures include Food Insecurity Screening and Follow-up Plan, IMM-2 Influenza Immunization, Safe Use of Opioids – Concurrent Prescribing, and Preventive Care and Screening: Screening for Depression and Follow-Up Plan. Providers fully achieve the measure if performance meets or exceeds a 10% gap closure over baseline. Providers partially achieve the measure if performance shows improvement over baseline.

	b-MultiText: Each hospital is assigned outcome and process measures based on the hospital’s class. Each outcome and process measure has a performance target and a point value. Each outcome measure has a point value of four, and each process measure has a point value of two. 

Hospitals whose 12-month performance meets or exceeds a measure’s performance target earn the measure’s full point value. Hospitals whose performance partially meets a measure’s performance target earn half of the measure’s point value.

The sum of the point values of a hospital’s assigned measures is the total points the hospital can earn.

There are four payment tiers:

Tier 1: ≥ 50% of points earned (9-18 points out of 18 total points) – 100% payment

Tier 2: ≥ 40% of points earned (8 points out of 18 total points) – 80% payment

Tier 3: ≥ 20% of points earned (4-7 points out of 18 total points) – 40% payment

Tier 4: < 20% of points earned (0-3 points out of 18 total points) – 0% payment

A hospital’s payment tier is determined by the percentage of total available points the hospital earned.

If a hospital has no denominator volume for a measure in the performance period, the total points will be reduced by the point value of the measure for which they have no denominator volume.
	c-MultiText: C3-NEW2/170: Food Insecurity Screening and Follow-up Plan
HHSC developed the specifications for this process measure by researching existing and emerging literature and best practices about food insecurity screening tools and follow-up planning. 
For this state-developed measure, the food insecurity tool must be the Hunger Vital Sign™ screening tool or another standardized, age-appropriate food insecurity screening tool. 
The Hunger Vital Sign is a validated 2-question food insecurity screening tool.  It uses 2 questions from the USDA U.S. Household Food Security Survey Module (18 total questions), which is considered the gold standard for identifying households at risk of food insecurity. The two questions paired in the Hunger Vital Sign tool have been validated for high rates of sensitivity and specificity (up to 97% and 83%, respectively) for accurately identifying food insecurity among pediatric, adolescent, and adult populations. 
In addition to its validity, and brevity, and age-appropriateness for CHIRP Medicaid STAR and STAR+PLUS clients, HHSC selected the Hunger Vital Sign tool because it is already the most common food insecurity screening tool used by stakeholders according to CHIRP hospital-reported SFY24 (Year 3) data as well as the Social Needs Screening Tool Comparison Table compiled by the University of California San Francisco Social Interventions Research & Evaluation Network. For example, the CMS Accountable Health Communities (AHC) Health-Related Social Needs (HRSN) tool, the American Academy of Family Physicians Social Drivers of Health tool, and many electronic health record systems, including EPIC, use the Hunger Vital Sign screening tool as their food insecurity screening tool.    
Moreover, HHSC researched emerging literature from the CMS Accountable Health Communities Model, which suggests food insecurity screening and follow-up planning would be appropriate as a quality measure for hospital participants in the CHIRP program.

  The Hunger Vital Sign™ identifies households as being at risk for food insecurity if they answer that either or both of the following two statements is ‘often true’ or ‘sometimes true’ (vs. ‘never true’): “Within the past 12 months we worried whether our food would run out before we got money to buy more.” “Within the past 12 months the food we bought just didn’t last and we didn’t have money to get more.”
  Hager, E. R., Quigg, A. M., Black, M. M., Coleman, S. M., Heeren, T., Rose-Jacobs, R., Cook, J. T., Ettinger de Cuba, S. E., Casey, P. H., Chilton, M., Cutts, D. B., Meyers A. F., Frank, D. A. (2010). Development and Validity of a 2-Item Screen to Identify Families at Risk for Food Insecurity. Pediatrics, 126(1), 26-32. doi:10.1542/peds.2009-3146.
  https://sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison
  https://childrenshealthwatch.org/wp-content/uploads/Hunger-Vital-Sign-National-Community-of-Practice_goals-priorities-accomplishments.pdf
  https://www.epicshare.org/share-and-learn/food-as-medicine-addressing-hunger-in-the-community


	14-Yes: 
	No: No

	14: 
	a-MultiText: 
	b-MultiText: CHIRP has been moving towards pay-for-performance since its inception in SFY 2022. For the first three years of the program (SFY 2022 – SFY 2024), providers worked to build capacity to report quality metrics as a condition of participation in the program. Beginning in SFY 2025, there is an additional program component for urban and children’s hospitals that is pay-for-performance. 
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	a-Check: Off
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	18: 
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	b-MultiText: 
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	19: 
	a-Radio: uniform percentage increase
	b-Text: Please refer to the "Revised Q21 Hospital Rates" tab of Attachment B.
	c-MultiText: The percentage increase will be uniform for hospitals within a class in a service delivery area, but increases may vary between classes of hospitals due to the choice to participate in the optional ACIA component. After determining the percentage increases (process described in 19d below), HHSC will modify its contracts with the managed care organizations (MCOs) in the service delivery area (SDA) to direct the percentage increases beginning the first day of the program period. Each program period is equal to the state fiscal year, beginning September 1st and ending August 31st. Percentage increases will remain consistent throughout the program year and will be paid at the time of claim adjudication.
	d-MultiText: The CHIRP includes two percentage increase components: UHRIP and ACIA. The total value of the UHRIP component will be equal to a percentage of the estimated Medicare gap on a per-class basis, not to exceed 100% of the Medicare UPL gap at the SDA and class level, capped at the ACR UPL gap to avoid exceeding 100% for the payment analysis. Allocation of funds across hospital classes will be proportional to the combined Medicare gap of each hospital class within an SDA to the total Medicare gap of all hospital classes within the SDA. The Medicare gap is calculated separately for STAR inpatient, STAR PLUS inpatient, STAR outpatient, and STAR PLUS outpatient services and is aggregated by SDA and class. For example: if the inpatient STAR Medicare gap for a class and SDA totaled $1 million and the percentage of the Medicare gap was set to 100%, the total inpatient STAR UHRIP value would be set to $1 million. If the class and SDA had $5 million in estimated inpatient STAR encounters, the inpatient STAR rate would be 20% ($1 million divided by $5 million). The total value of the ACIA component will be equal to a percentage of the Average Commercial Rate (ACR) gap, less payments received under UHRIP. The ACIA rate increase percentage is calculated separately for STAR inpatient, STAR PLUS inpatient, STAR outpatient, and STAR PLUS outpatient services at the individual hospital level not to exceed 90% of the SDA/class aggregate ACR. Allocation of funds across hospitals will be a uniform percentage of each participating hospital’s individually calculated ACR gap. The total value of the UHRIP component means the total estimated payments for UHRIP. The total dollars in the UHRIP component are equal to a percentage of the Medicare UPL gap not to exceed 100% and capped at the ACR UPL gap to avoid exceeding 100% of the applicable average commercial rate for the total rate payment analysis. This percentage is determined at an SDA and class level. The intention of the state is to ensure that UHRIP incentivizes providers to advance certain quality goals and objectives by increasing payments to approximately what Medicare would have paid on the same encounters, aggregated for the class in the SDA.

	20: 
	a1-Check: On
	a2-Check: On
	a3-Check: Off
	a4-Check: Off
	a5-Check: Off
	a6-Check: Off
	a7-Check: Off
	a8-Check: On
	a9-Check: Off
	a11-Check: Off
	a11-Text: 
	b-MultiText: Provider classes are defined on a per SDA basis. Classes of participating hospitals include children’s hospitals, rural hospitals, state-owned hospitals that are not institutions for mental diseases (IMDs), urban hospitals, non-state-owned IMDs, and state-owned IMDs. SDAs in the state are Bexar, Dallas, El Paso, Harris, Hidalgo, Jefferson, Lubbock, MRSA Central, MRSA Northeast, MRSA West, Nueces, Tarrant, and Travis. Overall, there are 78 possible classes for CHIRP, but only 47 classes are participating in upcoming State Fiscal Year 2025. The discrepancy between potential classes and participating classes is because either there are no hospitals of a certain provider class in an SDA or because no hospitals of a provider certain class within an SDA applied for enrollment in CHIRP.
	a10-Check: Off
	c-MultiText: The following classes are defined on a per SDA basis. 

Children’s hospital A Medicaid hospital designated by Medicare as a children’s hospital. (See Texas State Plan, Attachment 4.19-A, Page 1a) 

Rural hospital A hospital enrolled as a Medicaid provider that: 
● is located in county with 68,750 or fewer persons according to the 2020 U.S. Census; 
● is designated by Medicare as a Critical Access Hospital (CAH), a Sole Community Hospital (SCH), or a Rural Referral Center (RRC) that is not located in a Metropolitan Statistical Area (MSA), as defined by the U.S. Office of Management and Budget; or 
● meets all of the following: 
i) has 100 or fewer beds; 
ii) is designated by Medicare as a CAH, SCH, or RRC; and 
iii) is located in an MSA. (see Texas State Plan, Attachment 4.19-A, Page 3) 

State-owned non-IMD hospital A hospital owned and operated by a state university or other state agency that is not primarily engaged in providing psychiatric diagnosis, treatment, or care of individuals with mental disease. (See Texas State Plan, Attachment 4.19-A, Pages 3a) 

Urban hospital Hospital located in a metropolitan statistical area and not fitting the definition of rural hospitals, children’s hospitals, state-owned teaching hospitals, or freestanding psychiatric hospitals. (See Texas State Plan, Attachment 4.19-A, Page 4) 

Non-state-owned IMDs (a.k.a. “Free-standing psychiatric hospital”) A non-state-owned IMD providing inpatient psychiatric hospital services to individuals under the age of 21 and inpatient hospital services to individuals 65 years or older. (See Texas State Plan, Attachment 4.19-A, Page 10e) 

State-owned IMDs A state-owned IMD providing inpatient psychiatric hospital services to individuals under the age of 21 and inpatient hospital services to individuals 65 years or older. (See Texas State Plan, Attachment 4.19-A, Page 10e) Noted deviations from the Texas State Plan The University of Texas Southwestern hospital is a state-owned acute care hospital, but it is not currently included in the definition of “State Teaching Hospital” in the state plan. However, we are including UT Southwestern in the State-owned non-IMD hospital class with the other state teaching hospitals because the state ownership structure makes this classification appropriate. We have also distinguished Non-State-owned IMDs from State-Owned IMDs because non-state-owned IMDs are paid for inpatient services using a per diem rate methodology, whereas state-owned IMDs are paid for inpatient services using a TEFRA-based methodology. Due to the differences in their underlying reimbursement rate methodology, we feel that separate classes are appropriate. The program also incorporates geographic boundaries that align with the managed care service delivery areas to distinguish hospital classes rather than defining the classes on a statewide basis as is the case in the state plan. Texas believes it is appropriate to use the established SDAs in the program because it is solely operated in managed care. This approach will allow Texas to work with the MCOs to ensure that the rate increases are targeted to the hospitals in each SDA to best incentivize the goals and objectives of the program. All State Plan Attachments https://apps.hhs.texas.gov/documents/medicaid-chip-state-plan-attachments.pdf

	21-MultiText: HHSC will determine the percentage increase applicable to one or more classes of hospital by program component. The total value of the UHRIP component will be equal to a percentage of the estimated Medicare gap on a per-class basis, capped at the ACR UPL gap to avoid exceeding 100% of the applicable average commercial rate for the total payment rate analysis. Allocation of funds across hospital classes will be proportional to the combined Medicare gap of each hospital class within an SDA to the total Medicare gap of all hospital classes within the SDA. 

The total value of the ACIA component will be equal to a percentage of the ACR gap, less payments received under UHRIP, not to exceed 90% of the SDA/class aggregate ACR. 

The total value of the APHRIQA component will be equal to the sum of a percentage of the Medicare gap, not to exceed 100 percent, on a per class basis, capped at the ACR UPL gap to avoid exceeding 100% of the applicable average commercial rate for the total payment rate analysis less the amount received in the UHRIP component, and a percentage of the total estimated ACR UPL, not to exceed 90 percent, on a per class basis less what Medicaid paid for the services and any payments received under UHRIP, including hospitals that are not participating in ACIA and less any payments received under ACIA.  After determining the percentage of rate increase, HHSC will modify its contracts with the MCOs in the SDA to direct the percentage rate increases. HHSC will direct Managed Care Organizations (MCOs) to pay APHRIQA component payments to providers in accordance with the method described in questions 11 and 13 via scorecard.
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	27-MultiText: The payments were compared to the Average Commercial Rate as demonstrated in the ACR demonstration. The Average Commercial Rate (ACR) demonstration is based on the hospital’s self-reported total commercial payments divided by their total commercial charges for the hospital fiscal year ending in calendar year 2022, multiplied by Medicaid charges from state fiscal year 2022. The result is then summed by hospital class and compared to total Medicaid payments for the class, including the Medicaid base payments prior to CHIRP, the Network Access Improvement Program (NAIP) payments, and then estimated CHIRP payments are included in the state directed payments columns. Each table adds an additional component to CHIRP to show the cumulative effect of the program payments.

CHIRP preprint addendum Table 2.A Explanation: Table 2.A.1 Inpatient STAR UHRIP Payment Levels Compared to ACR. This table compares the inpatient STAR ACR upper payment limit (UPL) sum by rate class and service delivery area (SDA) to the inpatient STAR Medicaid payments before CHIRP, after inpatient UHRIP, and after the Network Access Improvement Program (NAIP) pass-through payments. All CHIRP-participating hospitals in the SDA/class are included in the inpatient STAR ACR UPL total. The final column is the inpatient STAR Medicaid base payment, the inpatient STAR UHRIP payment, and the STAR NAIP payment summed and then divided by the inpatient STAR ACR UPL. Every class that has an inpatient STAR UHRIP payment stays at or under 100 percent of the class’s inpatient STAR ACR. Classes with a total payment level greater than 100 percent were ineligible for an inpatient STAR UHRIP payment and were removed from the table.  

Table 2.A.2 Inpatient STAR PLUS UHRIP Payment Levels Compared to ACR UPL. This table compares the inpatient STAR PLUS ACR UPL sum by rate class and service delivery area (SDA) to the inpatient STAR PLUS Medicaid payments before CHIRP, after inpatient STAR PLUS UHRIP, and after the Network Access Improvement Program (NAIP) pass-through payments. All CHIRP-participating hospitals in the SDA/class are included in the inpatient STAR PLUS ACR UPL total. The final column is the inpatient STAR PLUS Medicaid base payment, the inpatient STAR PLUS UHRIP payment, and the STAR PLUS NAIP payment summed and then divided by the inpatient STAR PLUS ACR UPL. Every class that has an inpatient STAR PLUS UHRIP payment stays at or under 100 percent of the class’s inpatient STAR PLUS ACR. Classes with a total payment level greater than 100 percent were ineligible for an inpatient STAR PLUS UHRIP payment and, therefore, were removed from the table.  

Table 2.A.3 Outpatient STAR UHRIP Payment Levels Compared to ACR UPL. This table compares the outpatient STAR ACR UPL sum by rate class and service delivery area (SDA) to the outpatient STAR Medicaid payments before CHIRP and after outpatient STAR UHRIP. All CHIRP-participating hospitals in the SDA/class are included in the outpatient STAR ACR UPL total. The final column is the outpatient STAR Medicaid base payment and the outpatient STAR UHRIP payment, summed and then divided by the outpatient STAR ACR UPL. Every class that has an outpatient STAR UHRIP payment stays at or under 100 percent of the class’s outpatient STAR ACR. Classes with a total payment level greater than 100 percent were ineligible for an outpatient STAR UHRIP payment and, therefore, were removed from the table.  

Table 2.A.4 Outpatient STAR PLUS UHRIP Payment Levels Compared to ACR UPL. This table compares the outpatient STAR PLUS ACR UPL sum by rate class and service delivery area (SDA) to the outpatient STAR PLUS Medicaid payments before CHIRP and after outpatient STAR PLUS UHRIP. All CHIRP-participating hospitals in the SDA/class are included in the outpatient STAR PLUS ACR UPL total. The final column is the outpatient STAR PLUS Medicaid base payment and the outpatient STAR PLUS UHRIP payment, summed and then divided by the outpatient STAR PLUS ACR UPL. Every class that has an outpatient STAR PLUS UHRIP payment stays at or under 100 percent of the class’s outpatient STAR PLUS ACR. Classes with a total payment level greater than 100 percent were ineligible for an outpatient STAR PLUS UHRIP payment and, therefore, were removed from the table.  

Table 2.A.5 Inpatient STAR UHRIP + ACIA Payment Levels Compared to ACR UPL. This table is Table 2.A.1, with Inpatient STAR ACIA payments added to the numerator to demonstrate the cumulative payment impact of CHIRP compared to ACR. Every class that has an inpatient STAR ACIA payment stays at or under 100 percent of the class’s inpatient STAR ACR. Classes with a total payment level greater than 100 percent were ineligible for an inpatient STAR ACIA payment and were, therefore, removed from the table.  

Table 2.A.6 Inpatient STAR PLUS UHRIP + ACIA Payment Levels Compared to ACR UPL. This table is Table 2.A.2, with Inpatient STAR PLUS ACIA payments added to the numerator to demonstrate the cumulative payment impact of CHIRP compared to ACR. Every class that has an inpatient STAR PLUS ACIA payment stays at or under 100 percent of the class’s inpatient STAR PLUS ACR. Classes with a total payment level greater than 100 percent were ineligible for an inpatient STAR PLUS ACIA payment and were, therefore, removed from the table.  

Table 2.A.7 Outpatient STAR UHRIP + ACIA Payment Levels Compared to ACR UPL. This table is Table 2.A.3, with Outpatient STAR ACIA payments added to the numerator to demonstrate the cumulative payment impact of CHIRP compared to ACR. Every class that has an outpatient STAR ACIA payment stays at or under 100 percent of the class’s outpatient STAR ACR. Classes with a total payment level greater than 100 percent were ineligible for an outpatient STAR ACIA payment and were, therefore, removed from the table.  

Table 2.A.8 Outpatient STAR PLUS UHRIP + ACIA Payment Levels Compared to ACR UPL. This table is Table 2.A.4, with Outpatient STAR PLUS ACIA payments added to the numerator to demonstrate the cumulative payment impact of CHIRP compared to ACR. Every class that has an outpatient STAR PLUS ACIA payment stays at or under 100 percent of the class’s outpatient STAR PLUS ACR. Classes with a total payment level greater than 100 percent were ineligible for an outpatient STAR PLUS ACIA payment and were, therefore, removed from the table.  

Table 2.A.9 Inpatient STAR UHRIP + ACIA + APHRIQA Payment Levels Compared to ACR UPL. This table is Table 2.A.5, with Inpatient STAR APHRIQA payments added to the numerator to demonstrate the cumulative payment impact of CHIRP compared to ACR. Every class that has an inpatient STAR APHRIQA payment stays at or under 100 percent of the class’s inpatient STAR ACR. Classes with a total payment level greater than 100 percent were ineligible for an inpatient STAR APHRIQA payment and were, therefore, removed from the table.  

Table 2.A.10 Inpatient STAR PLUS UHRIP + ACIA + APHRIQA Payment Levels Compared to ACR UPL. This table is Table 2.A.6, with Inpatient STAR PLUS APHRIQA payments added to the numerator to demonstrate the cumulative payment impact of CHIRP compared to ACR. Every class that has an inpatient STAR PLUS APHRIQA payment stays at or under 100 percent of the class’s inpatient STAR PLUS ACR. Classes with a total payment level greater than 100 percent were ineligible for an inpatient STAR PLUS APHRIQA payment and were, therefore, removed from the table.  

Table 2.A.11 Outpatient STAR UHRIP + ACIA + APHRIQA Payment Levels Compared to ACR UPL. This table is Table 2.A.7, with Outpatient STAR APHRIQA payments added to the numerator to demonstrate the cumulative payment impact of CHIRP compared to ACR. Every class that has an outpatient STAR APHRIQA payment stays at or under 100 percent of the class’s outpatient STAR ACR. Classes with a total payment level greater than 100 percent were ineligible for an outpatient STAR APHRIQA payment and were, therefore, removed from the table.  

Table 2.A.12 Outpatient STAR PLUS UHRIP + ACIA + APHRIQA Payment Levels Compared to ACR UPL. This table is Table 2.A.8, with Outpatient STAR PLUS APHRIQA payments added to the numerator to demonstrate the cumulative payment impact of CHIRP compared to ACR. Every class that has an outpatient STAR PLUS APHRIQA payment stays at or under 100 percent of the class’s outpatient STAR PLUS ACR. Classes with a total payment level greater than 100 percent were ineligible for an outpatient STAR PLUS APHRIQA payment and were, therefore, removed from the table.  
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	43-MultiText: Through the CHIRP program, the State aims to promote optimal health for Texans, provide the right care in the right place at the right time, keep patients free from harm, promote effective practices for people with chronic, complex and serious conditions, and attract and retain high-performing Medicaid providers to participate in team-based, collaborative, and coordinated care. The CHIRP program includes hospitals that provide a variety of services to Medicaid clients. HHSC will analyze information reported by participating hospitals to evaluate CHIRP’s impact in a number of areas, including health information exchange, maternal care, hospital safety, care transitions, and rural preventive care. The program includes three components: Uniform Hospital Rate Increase Program (UHRIP) and Average Commercial Incentive Award (ACIA) and Alternate Participating Hospital Reimbursement for Improving Quality Award (APHRIQA). Hospitals apply to participate in the program and can opt into the ACIA and APHRIQA components. 

UHRIP includes two structure measures and an outcome measure. It requires yearly submission of status updates for the structure measures and data for the outcome measure. All CHIRP participating hospitals must participate in UHRIP and report all UHRIP measures as a condition of participation.

ACIA includes structure, process, and outcome measures. It requires yearly submission of status updates for the structure measures and data for the process and outcome measures. ACIA measures are grouped into modules around a similar hospital service type. Hospitals must report all the measures in the modules for their hospital class. Some modules also require that a hospital provide a specific type of service. All ACIA participating hospitals must report all ACIA measures for which the hospital is eligible as a condition of participation.
 
APHRIQA includes process and outcome measures. It requires yearly submission of data for the process and outcome measures. HHSC determines, on an annual basis, the classes of hospitals that are eligible to participate in APHRIQA. For SFY 2025, HHSC anticipates that urban and children’s hospitals will be eligible to participate in APHRIQA. All APHRIQA measures are pay-for-performance.

For structure measures, a hospital must submit responses to qualitative reporting questions that summarize their progress toward implementing the structure measure. Hospitals are not required to implement structure measures as a condition of reporting or program participation. For outcome and process measures, a hospital must submit specified numerator and denominator data and respond to qualitative reporting questions as specified by HHSC. Hospitals must report data for most measures stratified by the specified payer type. Reported qualitative and numeric data will be used to monitor hospital-level progress toward state quality objectives and for program evaluation purposes. The process, outcome, and structure measures that will be used to evaluate CHIRP and advance the goals and objectives identified in Table 7 are included in the “Evaluation Plan for Four State Directed Payment Programs.”
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