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Dear Administrator Cunningham:

The Centers for Medicare & Medicaid Services (CMS) is updating the section 1115
demonstration monitoring approach to reduce state burden, promote effective and efficient
information sharing, and enhance CMS’s oversight of program integrity by reducing variation in
information reported to CMS.

Federal section 1115 demonstration monitoring and evaluation requirements are set forth in
section 1115(d)(2)(D)-(E) of the Social Security Act (the Act), in CMS regulations in 42 CFR
431.428 and 431.420, and in individual demonstration special terms and conditions (STCs).
Monitoring provides insight into progress with initial and ongoing demonstration implementation
and performance, which can detect risks and vulnerabilities to inform possible course corrections
and identify best practices. Monitoring is a complementary effort to evaluation. Evaluation
activities assess the demonstration’s success in achieving its stated goals and objectives.

Key changes of this monitoring redesign initiative include introducing a structured template for
monitoring reporting, updating the frequency and timing of submission of monitoring reports,

and standardizing the cadence and content of the demonstration monitoring calls.

Updates to Demonstration Monitoring

Below are the updated aspects of demonstration monitoring for the Illinois Continuity of Care
and Administrative Simplification (Project Number 11-W-00341/5) demonstration.

Reporting Cadence and Due Date

CMS determined that, when combined with monitoring calls, an annual monitoring reporting
cadence will generally be sufficient to monitor potential risks and vulnerabilities in
demonstration implementation, performance, and progress toward stipulated goals. Thus,
pursuant to CMS’s authority under 42 CFR 431.420(b)(1) and 42 CFR 431.428, CMS is
updating the cadence for this demonstration to annual monitoring reporting (see also section
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1115(d)(2)(D)-(E) of the Act). This transition to annual monitoring reporting is expected to
alleviate administrative burden for both the state and CMS. In addition, CMS is extending the
due date of the annual monitoring report from 90 days to 180 days after the end of each
demonstration year to balance Medicaid claims completeness with the state’s work to draft,
review, and submit the report timely.

CMS might increase the frequency of monitoring reporting if CMS determines that doing so
would be appropriate. The standard for determining the frequency of monitoring reporting will
ultimately be included in each demonstration’s STCs. CMS expects that this standard will
permit CMS to make on-going determinations about reporting frequency under each
demonstration by assessing the risk that the state might materially fail to comply with the terms
of the approved demonstration during its implementation and/or the risk that the state might
implement the demonstration in a manner unlikely to achieve the statutory purposes of Medicaid.
See 42 CFR 431.420(d)(1)-(2).

The Illinois Continuity of Care and Administrative Simplification demonstration will transition
to annual monitoring reporting effective June 25, 2025. The next annual monitoring report will
be due on June 29, 2026 which reflects the first business day following 180 calendar days after
the end of the current demonstration year. The demonstration STCs will be updated in the next
demonstration amendment or extension approval to reflect the new reporting cadence and due
date.

Structured Monitoring Report Template

As noted in STC 24, “Monitoring Reports,” monitoring reports “must follow the framework
provided by CMS, which is subject to change as monitoring systems are developed / evolve and
be provided in a structured manner that supports federal tracking and analysis.” Pursuant to that
STC, CMS is introducing a structured monitoring report template to minimize variation in
content of reports across states, which will facilitate drawing conclusions over time and across
demonstrations with broadly similar section 1115 waivers or expenditure authorities. The
structured reporting framework will also provide CMS and the state opportunities for more
comprehensive and instructive engagement on the report’s content to identify potential risks and
vulnerabilities and associated mitigation efforts as well as best practices, thus strengthening the
overall integrity of demonstration monitoring.

This structured template will include a set of base metrics for all demonstrations. For
demonstrations with certain waiver and expenditure authorities, there are additional policy-
specific metrics that will be collected through the structured reporting template.

Demonstration Monitoring Calls

As STC 27 “Monitoring Calls” describes, CMS may “convene periodic conference calls with the
state,” and the calls are intended “to discuss ongoing demonstration operation, to include (but not
limited to) any significant actual or anticipated developments affecting the demonstration.”
Going forward, CMS envisions implementing a structured format for monitoring calls to provide
consistency in content and frequency of demonstration monitoring calls across demonstrations.
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CMS also envisions convening quarterly monitoring calls with the state and will follow the
structure and topics in the monitoring report template. We anticipate that standardizing the
expectations for and content of the calls will result in more meaningful discussion and timely
assessment of demonstration risks, vulnerabilities, and opportunities for intervention. The
demonstration STCs will be updated in the next demonstration amendment or extension approval
to reflect that monitoring calls will be held no less frequently than quarterly.

CMS will continue to be available for additional calls as necessary to provide technical
assistance or to discuss demonstration applications, pending actions, or requests for changes to
demonstrations. CMS recognizes that frequent and regular calls are appropriate for certain
demonstrations and at specific points in a demonstration’s lifecycle.

In the coming weeks, CMS will reach out to schedule a transition meeting to review templates
and timelines outlined above. As noted above, the pertinent Illinois Continuity of Care and
Administrative Simplification section 1115 demonstration STCs will be updated in the next
demonstration amendment or extension approval to reflect these updates.

If you have any questions regarding these updates, please contact Danielle Daly, Director of the
Division of Demonstration Monitoring and Evaluation, at Danielle.Daly@cms.hhs.gov.

Sincerely,

Karen LLanos
Acting Director

Enclosure
cc: Courtenay Savage, State Monitoring Lead, Medicaid and CHIP Operations Group



CENTERS FOR MEDICARE & MEDICAID SERVICES

WAIVER LIST
NUMBER: 11-W-00341/5
TITLE: Illinois Continuity of Care and Administrative Simplification
AWARDEE: Illinois Department of Healthcare and Family Services (HFS)

All requirements of the Medicaid program expressed in law, regulation and policy statement, not
expressly waived in this list, shall apply to the demonstration project January 19, 2021 through
December 31, 2025. In addition, this waiver may only be implemented consistent with the
approved Special Terms and Conditions (STCs).

Under the authority of section 1115(a)(1) of the Social Security Act (the Act), the following
waiver of state plan requirements contained in section 1902 of the Act is granted in order to
enable the State of Illinois to carry out the Continuity of Care and Administrative Simplification
section 1115 demonstration.

1. Hospital Presumptive Eligibility (HPE) 1902(a)(47)(B)

To the extent necessary, to enable the state to not implement a hospital presumptive
eligibility program to permit hospitals to make presumptive eligibility determinations for
individuals. The state will continue to operate Medicaid presumptive eligibility for
children and pregnant women under the Medicaid state plan.
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CENTERS FOR MEDICARE & MEDICAID SERVICES
EXPENDITURE AUTHORITY

NUMBER: 11-W-00341/5
TITLE: Illinois Continuity of Care and Administrative Simplification
AWARDEE: Illinois Department of Healthcare and Family Services (HFS)

Under the authority of section 1115(a)(2) of the Social Security Act (“the Act”), expenditures
made by Illinois for the items identified below, which are not otherwise included as expenditures
under section 1903 of the Act shall, for the period from April 12, 2021 through December 31,
2025, unless otherwise specified, be regarded as expenditures under the state’s title XIX plan.

The Secretary of Health and Human Services has determined that the Illinois Continuity of Care
and Administrative Simplification section 1115 demonstration, including the granting of the
expenditure authority described below, is likely to assist in promoting the objectives of title XIX
of the Act.

The following expenditure authority may only be implemented consistent with the approved
Special Terms and Conditions (STCs) and shall enable Illinois to operate this section 1115(a)
demonstration.

1. Demonstration Operations for Automatic Reenrollment into the Managed Care
Organization (MCO). Expenditures made under contracts that do not meet the
requirements in section 1903(m) of the Act specified below. Illinois managed care plans
will be required to meet all requirements of section 1903(m) of the Act except the
following:

a. Section 1903(m)(2)(H), along with 42 CFR 438.56(g), to allow automatic
re-enrollment into the enrollee’s prior managed care organization when a
Medicaid beneficiary loses Medicaid eligibility due to failure to complete the
renewal process and is redetermined eligible, without a new application, if he/she
submits redetermination paperwork documentation within 90 days after
termination. This expenditure authority does not impact the requirements under
42 CFR 438.56(c)(2)(iii), which allows a beneficiary to request disenrollment if a
temporary loss of eligibility caused the beneficiary to miss the annual
disenrollment opportunity.

2. Expenditures for Benefits for Postpartum Women. Expenditures for Medicaid state
plan benefits to extend the postpartum eligibility period from 60 days to 12 months, as
described in the STC 16.

3. Expenditures for Continuous Eligibility for Postpartum Benefits: Expenditures for
individuals enrolled in the Benefits for Postpartum Women group to be continuously
eligible without regard to changes in income through the end of the 12 month extended
postpartum eligibility period as set forth in STC 16.

Illinois Continuity of Care and Administrative Simplification Page 1 of 1
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CENTERS FOR MEDICARE & MEDICAID SERVICES

SPECIAL TERMS AND CONDITIONS

NUMBER: 11-W-00341/5

TITLE: Illinois Continuity of Care and Administrative Simplification
AWARDEE: Illinois Department of Healthcare and Family Services (HFS)
. PREFACE

The following are the Special Terms and Conditions (STCs) for the Illinois Continuity of Care
and Administrative Simplification section 1115(a) Medicaid demonstration (hereinafter
“demonstration”), to enable the Illinois Department of Healthcare and Family Services (HFS)
(hereinafter “state”) to operate this demonstration. The Centers for Medicare & Medicaid
Services (CMS) has granted waivers of requirements under section 1902(a) of the Social
Security Act (“the Act”), and expenditure authorities authorizing federal matching of
demonstration costs not otherwise matchable, which are separately enumerated. These STCs set
forth conditions and limitations on those waivers and expenditure authorities, and describe in
detail the nature, character, and extent of federal involvement in the demonstration and the
state’s obligations to CMS related to the demonstration. These STCs neither grant additional
waivers or expenditure authorities, nor expand upon those separately granted.

The STCs related to the programs for those state plan populations affected by the demonstration
are effective from April 12, 2021 through December 31, 2025, unless otherwise specified.

The STCs have been arranged into the following subject areas:

l. Preface

. Program Description and Objectives
Il. General Program Requirements

IV.  Eligibility and Enrollment

V. Demonstration Programs and Benefits
VI.  Cost Sharing

VII.  Delivery System

VIII.  General Reporting Requirements
IX.  Evaluation of the Demonstration
X. General Financial Requirements Under Title XIX
XI. Monitoring Budget Neutrality for the Demonstration
XIl.  Schedule of Deliverables
Illinois Continuity of Care and Administrative Simplification Page 1 of 39
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Additional attachments have been included to provide supplementary information and guidance
for specific STCs.

Attachment A: Developing the Evaluation Design
Attachment B: Preparing the Interim and Summative Evaluation Reports
Attachment C: Evaluation Design

1. PROGRAM DESCRIPTION AND OBJECTIVES

The objectives of the Illinois Continuity of Care and Administrative Simplification section
1115(a) demonstration is to provide quality care and improve health outcomes to Medicaid
beneficiaries as well as reduce administrative burdens through care coordination and continuity
of care initiatives. This amendment aims to increase and strengthen overall coverage and
improve the health of certain new mothers in Illinois, as well as reduce the rate of maternal
mortality in the state by addressing continuity of care for women postpartum.

The programs within this demonstration promote Medicaid objectives by:

e This demonstration will assist Illinois in providing continuity of care to beneficiaries
whose coverage was terminated for failure to return their renewal form or other required
information at renewal by automatically enrolling them in the same managed care plan
they were previously enrolled in as long as the beneficiary submits their Medicaid
redetermination paperwork within 90 days from the date of termination;

e This demonstration will enable Illinois to focus its administrative resources on
processing full Medicaid applications and redeterminations rather than spending
administrative resources on implementing a hospital presumptive eligibility program;
and

e This demonstration will provide Medicaid coverage to women for 12 months inclusive of
the 60-day postpartum period under the state plan, even if they no longer meet the
applicable income standards during any portion of that period. This coverage aims to
increase and strengthen overall coverage and improve the health of certain new mothers
in Hlinois, as well as reduce the rate of maternal mortality in the state by addressing
continuity of care for women postpartum.

Under the Illinois Continuity of Care and Administrative Simplification section 1115(a)
demonstration, the state will have the authority to allow beneficiaries whose coverage was
terminated for failure to complete the renewal process to automatically reenroll into their prior
Medicaid managed care plans (MCQO) without requiring a new application if the individual
subsequently returns their redetermination paperwork within 90 days of their date of termination
as well as the authority to waive Hospital Presumptive Eligibility (HPE) requirements to test the
efficacy of doing so. Under the postpartum amendment, the demonstration provides Medicaid
coverage to women for 12 months inclusive of the 60-day postpartum period. This coverage
aims to increase and strengthen overall coverage and improve the health of certain mothers.

Illinois Continuity of Care and Administrative Simplification Page 2 of 39
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I1l.  GENERAL PROGRAM REQUIREMENTS

1. Compliance with Federal Non-Discrimination Statutes. The state must comply with all
applicable federal statutes relating to non-discrimination. These include, but are not limited
to, the Americans with Disabilities Act of 1990 (ADA), Title VI of the Civil Rights Act of
1964, section 504 of the Rehabilitation Act of 1973 (Section 504), the Age Discrimination
Act of 1975, and section 1557 of the Patient Protection and Affordable Care Act (Section
1557).

2. Compliance with Medicaid and Children’s Health Insurance Program (CHIP) Law,
Regulation, and Policy. All requirements of the Medicaid and CHIP programs expressed in
federal law, regulation, and policy statement, not expressly waived or identified as not
applicable in the waiver and expenditure authority documents (of which these terms and
conditions are part), apply to the demonstration.

3. Changes in Medicaid and CHIP Law, Regulations, and Policy. The state must, within the
timeframes specified in federal law, regulation, or written policy, come into compliance with
changes in law, regulation, or policy affecting the Medicaid or CHIP programs that occur
during this demonstration approval period, unless the provision being changed is expressly
waived or identified as not applicable. In addition, CMS reserves the right to amend the
STCs to reflect such changes and/or changes as needed without requiring the state to submit
an amendment to the demonstration under STC 7. CMS will notify the state 30 business
days in advance of the expected approval date of the amended STCs to allow the state to
provide comment. Changes will be considered in force upon issuance of the approval letter
by CMS. The state must accept the changes in writing.

4. Impact on Demonstration of Changes in Federal Law, Regulation, and Policy.

a. To the extent that a change in federal law, regulation, or policy requires either a
reduction or an increase in federal financial participation (FFP) for expenditures made
under this demonstration, the state must adopt, subject to CMS approval, a modified
budget neutrality agreement for the demonstration as necessary to comply with such
change, as well as a modified allotment neutrality worksheet as necessary to comply
with such change. The trend rates for the budget neutrality agreement are not subject
to change under this subparagraph. Further, the state may seek an amendment to the
demonstration (as per STC 7 of this section) as a result of the change in FFP.

b. If mandated changes in the federal law require state legislation, unless otherwise
prescribed by the terms of the federal law, the changes must take effect on the earlier
of the day such state legislation becomes effective, or on the last day such legislation
was required to be in effect under the law, whichever is sooner.

5. State Plan Amendments. The state will not be required to submit title XIX or XXI state
plan amendment (SPAs) for changes affecting any populations made eligible solely through
the demonstration. If a population eligible through the Medicaid or CHIP state plan is
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affected by a change to the demonstration, a conforming amendment to the appropriate state
plan is required, except as otherwise noted in these STCs. In all such cases, the Medicaid
and CHIP state plans govern.

6. Changes Subject to the Amendment Process. Changes related to eligibility, enrollment,
benefits, beneficiary rights, delivery systems, cost sharing, sources of non-federal share of
funding, budget neutrality, and other comparable program elements must be submitted to
MCS as amendments to the demonstration. All amendment requests are subject to approval
at the discretion of the Secretary in accordance with section 1115 of the Act. The state must
not implement changes to these elements without prior approval by CMS either through an
approved amendment to the Medicaid or CHIP state plan or amendment to the
demonstration. Amendments to the demonstration are not retroactive and no FFP of any
kind, including for administrative or medical assistance expenditures, will be available under
changes to the demonstration that have not been approved through the amendment process
set forth in STC 7 below, except as provided in STC 3.

7. Amendment Process. Requests to amend the demonstration must be submitted to CMS for
approval no later than 120 calendar days prior to the planned date of implementation of the
change and may not be implemented until approved. CMS reserves the right to deny or delay
approval of a demonstration amendment based on non-compliance with these STCs,
including but not limited to the failure by the state to submit required elements of a complete
amendment request as described in this STC, and failure by the state to submit required
reports and other deliverables according to the deadlines specified therein. Amendment
requests must include, but are not limited to, the following:

a. An explanation of the public process used by the state, consistent with the requirements
of STC 12. Such explanation must include a summary of any public feedback received
and identification of how this feedback was addressed by the state in the final amendment
request submitted to CMS;

b. A detailed description of the amendment, including impact on beneficiaries, with
sufficient supporting documentation;

C. A data analysis which identifies the specific “with waiver” impact of the proposed
amendment on the current budget neutrality agreement. Such analysis must include
current total computable “with waiver” and “without waiver” status on both a summary
and detailed level through the current approval period using the most recent actual
expenditures, as well as summary and detailed projections of the change in the “with
waiver” expenditure total as a result of the proposed amendment, which isolates (by
Eligibility Group) the impact of the amendment;

d. An up-to-date CHIP allotment worksheet, if necessary;

e. The state must provide updates to existing demonstration reporting and quality and
evaluation plans. This includes a description of how the evaluation design and annual
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progress reports will be modified to incorporate the amendment provisions, as well as the
oversight, monitoring and measurement of the provisions.

8. Extension of the Demonstration. States that intend to request an extension of the
demonstration must submit an application to CMS from the Governor of the state in
accordance with the requirements of 42 CFR 8§431.412(c). States that do not intend to
request an extension of the demonstration beyond the period authorized in these STCs must
submit phase-out plan consistent with the requirements of STC 9.

9. Demonstration Phase-Out. The state may only suspend or terminate this demonstration in
whole, or in part, consistent with the following requirements.

a. Notification of Suspension or Termination: The state must promptly notify CMS in
writing of the reason(s) for the suspension or termination, together with the effective date
and a transition and phase-out plan. The state must submit a notification letter and a draft
transition and phase-out plan to CMS no less than six months before the effective date of
the demonstration’s suspension or termination. Prior to submitting the draft transition
and phase-out plan to CMS, the state must publish on its website the draft transition and
phase-out plan for a 30-day public comment period. In addition, the state must conduct
tribal consultation in accordance with STC 12, if applicable. Once the 30-day public
comment period has ended, the state must provide a summary of the issues raised by the
public during the comment period and how the state considered the comments received
when developing the revised transition and phase-out plan.

b. Transition and Phase-out Plan Requirements: The state must include, at a minimum, in
its phase-out plan the process by which it will notify affected beneficiaries, the content of
said notices (including information on the beneficiary’s appeal rights), the process by
which the state will conduct redeterminations of Medicaid or CHIP eligibility prior to the
termination of the demonstration for the affected beneficiaries, and ensure ongoing
coverage for eligible beneficiaries, as well as any community outreach activities the state
will undertake to notify affected beneficiaries, including community resources that are
available.

c. Transition and Phase-out Plan Approval. The state must obtain CMS approval of the
transition and phase-out plan prior to the implementation of transition and phase-out
activities. Implementation of transition and phase-out activities must be no sooner than
14 calendar days after CMS approval of the transition and phase-out plan.

d. Transition and Phase-out Procedures: The state must redetermine eligibility for all
affected beneficiaries in order to determine if they qualify for Medicaid eligibility under a
different eligibility category prior to making a determination of ineligibility as required
under 42 CFR 435.916(f)(1). For individuals determined ineligible for Medicaid and
CHIP, the state must determine potential eligibility for other insurance affordability
programs and comply with the procedures set forth in 42 CFR 435.1200(e). The state
must comply with all applicable notice requirements found in 42 CFR, part 431 subpart
E, including sections 431.206 through 431.214. In addition, the state must assure all
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10.

11.

12.

applicable appeal and hearing rights are afforded to beneficiaries in the demonstration as
outlined in 42 CFR, part 431 subpart E, including sections 431.220 and 431.221. If a
beneficiary in the demonstration requests a hearing before the date of action, the state
must maintain benefits as required in 42 CFR 8431.230. In addition,

e. Exemption from Public Notice Procedures 42 CFR Section 431.416(g). CMS may
expedite the federal and state public notice requirements under circumstances described
in 42 CFR 431.416(g).

f. Enrollment Limitation during Demonstration Phase-Out. If the state elects to suspend,
terminate, or not extend this demonstration, during the last six months of the
demonstration, enrollment of new individuals into the demonstration must be suspended.
The limitation of enrollment into the demonstration does not impact the state’s obligation
to determine Medicaid eligibility in accordance with the approved Medicaid state plan.

g. Federal Financial Participation (FFP). If the project is terminated or any relevant waivers
are suspended by the state, FFP must be limited to normal closeout costs associated with
the termination or expiration of the demonstration including services, continued benefits
as a result of beneficiaries’ appeals, and administrative costs of disenrolling beneficiaries.

Withdrawal of Waiver or Expenditure Authority. CMS reserves the right to withdraw
waivers and/or expenditure authorities at any time it determines that continuing the waiver or
expenditure authorities would no longer be in the public interest or promote the objectives of
title XIX and title XXI. CMS will promptly notify the state in writing of the determination
and the reasons for the withdrawal, together with the effective date, and afford the state an
opportunity to request a hearing to challenge CMS’ determination prior to the effective date.
If a waiver or expenditure authority is withdrawn, FFP is limited to normal closeout costs
associated with terminating the waiver or expenditure authority, including services,
continued benefits as a result of beneficiary appeals, and administrative costs of disenrolling
beneficiaries.

Adequacy of Infrastructure. The state will ensure the availability of adequate resources for
implementation and monitoring of the demonstration, including education, outreach, and
enrollment; maintaining eligibility systems; compliance with cost sharing requirements; and
reporting on financial and other demonstration components.

Public Notice, Tribal Consultation, and Consultation with Interested Parties. The state
must comply with the state notice procedures as required in 42 CFR 431.408 prior to
submitting an application to extend the demonstration. For applications to amend the
demonstration, the state must comply with the state notice procedures set forth in 59 Fed.
Reg. 49249 (September 27, 1994) prior to submitting such request. The state must also
comply with the Public Notice Procedures set forth in 42 CFR 447.205 for changes in
statewide methods and standards for setting payment rates.

The state must also comply with tribal and Indian Health Program/Urban Indian Organization
consultation requirements at section 1902(a)(73) of the Act, 42 CFR 431.408(b), State
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13.

14.

15.

V.

16.

Medicaid Director Letter #01-024, or as contained in the state’s approved Medicaid State
Plan, when any program changes to the demonstration, either through amendment as set out
in STC 7 or extension, are proposed by the state.

Federal Financial Participation (FFP). No federal matching funds for expenditures for this
demonstration, including for administrative and medical assistance expenditures, will be
available until the effective date identified in the demonstration approval letter, or if later, as
expressly stated within these STCs.

Administrative Authority. When there are multiple entities involved in the administration
of the demonstration, the Single State Medicaid Agency must maintain authority,
accountability, and oversight of the program. The State Medicaid Agency must exercise
oversight of all delegated functions to operating agencies, MCQOs, and any other contracted
entities. The Single State Medicaid Agency is responsible for the content and oversight of
the quality strategies for the demonstration.

Common Rule Exemption. The state must ensure that the only involvement of human
subjects in research activities that may be authorized and/or required by this demonstration is
for projects which are conducted by or subject to the approval of CMS, and that are designed
to study, evaluate, or otherwise examine the Medicaid or CHIP program — including public
benefit or service programs, procedures for obtaining Medicaid or CHIP benefits or services,
possible changes in or alternatives to Medicaid or CHIP programs and procedures, or
possible changes in methods or levels of payment for Medicaid benefits or services. CMS
has determined that this demonstration as represented in these approved STCs meets the
requirements for exemption from the human subject research provisions of the Common Rule
set forth in 45 CFR 46.104(d)(5).

ELIGIBILITY AND BENEFITS

Eligibility Groups Affected by the Demonstration. The state will extend the postpartum
eligibility period from 60 days to 12 months for:

a. Women enrolled in the Medicaid pregnant women group whose 60-day postpartum
period is ending; and

b. Women enrolled in any Medicaid eligibility group (other than the pregnant women
group) who have household income up to 208 percent of the FPL and whose 60-day
postpartum period is ending.

The state of Illinois will transition or enroll eligible postpartum women into the Benefits for
Postpartum Women demonstration group until the end of the month in which the 12-month
period after the end of the pregnancy ends. The women will remain enrolled continuously
regardless of changes in income through the duration of the extended postpartum period

The state will integrate eligibility, verification, and redetermination processes for the
Benefits for Postpartum Women demonstration group into the state’s eligibility and
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17.

18.

VI.

19.

20.

VII.

21.

enrollment system in accordance with section 1943 of the Act.

At the end of the extended postpartum eligibility period for individuals enrolled in the
demonstration, the state will complete any required renewal or redetermination due to a
change in circumstance in order to redetermine Medicaid eligibility, including on all other
bases prior to determining the individual ineligible and terminating coverage, consistent with
42 CFR 435.916.

Waiver of Hospital Presumptive Eligibility (HPE). This demonstration provides a waiver
of the HPE requirement under section 1902(a)(47)(B) to promote continuity of care by
encouraging timely submission of full benefit Medicaid applications, and reducing
processing times by avoiding the administrative complexities involved with the
implementation of an HPE program.

COST SHARING

Cost Sharing. This demonstration does not change the Medicaid benefit package design.
There is no new cost sharing, copayments, or coinsurance for any benefit provided under this
demonstration. State plan benefits will continue to be applied in accordance with the state
plan and all eligibility groups will continue to receive all state plan benefits.

DELIVERY SYSTEMS

Delivery System. The demonstration delivery system does not differ from the Medicaid
and/or CHIP plan, except as discussed below.

Managed Care Reinstatement when a Medicaid Beneficiary Submits Late Paperwork
within 90 Day. The demonstration allows the state to reinstate a beneficiary into their
previous managed care plan if the beneficiary submits his/her Medicaid redetermination
paperwork within 90 days of a loss in Medicaid eligibility.

GENERAL REPORTING REQUIREMENTS

Deferral for Failure to Submit Timely Demonstration Deliverables. CMS may issue
deferrals in accordance with 42 CFR part 430 subpart C, in the amount of $5,000,000 per
deliverable (federal share) when items required by these STCs (e.g., required data elements,
analyses, reports, design documents, presentations, and other items specified in these STCs)
(hereafter singly or collectively referred to as “deliverable(s)”) are not submitted timely to
CMS or are found to not be consistent with the requirements approved by CMS. A deferral
shall not exceed the value of the federal amount for the current demonstration period. The
state does not relinquish its rights provided under 42 CFR part 430 subpart C to challenge
any CMS finding that the state materially failed to comply with the terms of this agreement.
The following process will be used: 1) Thirty (30) days after the deliverable was due if the
state has not submitted a written request to CMS for approval of an extension as described in
subsection (b) below; or 2) Thirty days after CMS has notified the state in writing that the
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22.

23.

deliverable was not accepted for being inconsistent with the requirements of this agreement
and the information needed to bring the deliverable into alignment with CMS requirements:

a.

CMS will issue a written notification to the state providing advance notification of a
pending deferral for late or non-compliant submissions of required deliverable(s).

For each deliverable, the state may submit to CMS a written request for an extension to
submit the required deliverable that includes a supporting rationale for the cause(s) of the
delay and the state’s anticipated date of submission. Should CMS agree to the state’s
request, a corresponding extension of the deferral process can be provided. CMS may
agree to a corrective action plan submitted by the state as an interim step before applying
the deferral, if the state proposes a corrective action plan in the state’s written extension
request.

If CMS agrees to an interim corrective plan in accordance with subsection (b), and the
state fails to comply with the corrective action plan or, despite the corrective action plan,
still fails to submit the overdue deliverable(s) with all required contents in satisfaction of
the terms of this agreement, CMS may proceed with the issuance of a deferral against the
next Quarterly Statement of Expenditures reported in Medicaid Budget and Expenditure
System/State Children's Health Insurance Program Budget and Expenditure System
(MBES/CBES) following a written deferral notification to the state.

If the CMS deferral process has been initiated for state non-compliance with the terms of
this agreement with respect to required deliverable(s), and the state submits the overdue

deliverable(s), and such deliverable(s) are accepted by CMS as meeting the requirements
specified in these STCs, the deferral(s) will be released.

As the purpose of a section 1115 demonstration is to test new methods of operation or
service delivery, a state’s failure to submit all required reports, evaluations and other
deliverables will be considered by CMS in reviewing any application for an extension,
amendment, or for a new demonstration.

Submission of Post-approval Deliverables. The state must submit all deliverables as
stipulated by CMS and within the timeframes outlined within these STCs.

Compliance with Federal Systems Updates. As federal systems continue to evolve and
incorporate additional 1115 demonstration reporting and analytics functions, the state will
work with CMS to:

Revise the reporting templates and submission processes to accommodate timely
compliance with the requirements of the new systems;

Ensure all 1115, T-MSIS, and other data elements that have been agreed to for reporting
and analytics are provided by the state; and

Submit deliverables to the appropriate system as directed by CMS.
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24. Monitoring Reports. The state must submit three (3) Quarterly Monitoring Reports and one
(1) Annual Monitoring Report each DY. The fourth quarter information that would
ordinarily be provided in a separate report should be reported as distinct information within
the Annual Report. The Quarterly Monitoring Reports are due no later than sixty (60)
calendar days following the end of each demonstration quarter. The Annual Monitoring
Report is due no later than ninety (90) calendar days following the end of the DY. The
reports will include all required elements as per 42 CFR 431.428, and should not direct
readers to links outside the report. Additional links not referenced in the document may be
listed in a Reference/Bibliography section. The Monitoring Reports must follow the
framework provided by CMS, which is subject to change as monitoring systems are
developed/evolve, and be provided in a structured manner that supports federal tracking and
analysis.

a. Operational Updates. The operational updates will focus on progress toward meeting the
demonstration’s milestones. Additionally, per 42 CFR 431.428, the Monitoring Reports
must document any policy or administrative difficulties in operating the demonstration.
The reports shall provide sufficient information to document key challenges, underlying
causes of challenges, how challenges are being addressed, as well as key achievements
and to what conditions and efforts successes can be attributed. The discussion should
also include any issues or complaints identified by beneficiaries; lawsuits or legal actions;
unusual or unanticipated trends; legislative updates; and descriptions of any public
forums held. The Monitoring Report should also include a summary of all public
comments received through post-award public forums regarding the progress of the
demonstration.

b. Performance Metrics. The performance metrics will provide data to demonstrate how the
state is progressing towards meeting the demonstration’s goals, and must cover all key
policies under this demonstration. This should include, but not be limited to, data related
to the waiver of hospital presumptive eligibility and metrics related to beneficiary re-
enrollment into prior managed care plans under this demonstration. The performance
metrics will also reflect all other components of the state’s demonstration. Per 42 CFR
431.428, the Monitoring Reports must document the impact of the demonstration in
providing insurance coverage to beneficiaries and the uninsured population, as well as
outcomes of care, quality and cost of care, and access to care. This may also include the
results of beneficiary satisfaction surveys, if conducted, and grievances and appeals. The
monitoring and performance metrics must be included in the Monitoring Reports, and
will follow the framework provided by CMS to support federal tracking and analysis.

c. Budget Neutrality and Financial Reporting Requirements. Per 42 CFR 431.428, the
Monitoring Reports must document the financial performance of the demonstration. The
state must provide an updated budget neutrality workbook with every Monitoring Report
that meets all the reporting requirements for monitoring budget neutrality set forth in the
General Financial Requirements section of these STCs, including the submission of
corrected budget neutrality data upon request. In addition, the state must report quarterly
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25.

26.

217.

and annual expenditures associated with the populations affected by this demonstration
on the Form CMS-64. Administrative costs should be reported separately.

d. Evaluation Activities and Interim Findings. Per 42 CFR 431.428, the Monitoring Reports
must document any results of the demonstration to date per the evaluation hypotheses.
Additionally, the state shall include a summary of the progress of evaluation activities,
including key milestones accomplished, as well as challenges encountered and how they
were addressed.

Corrective Action Plan Related to Monitoring. If monitoring indicates that demonstration
features are not likely to assist in promoting the objectives of Medicaid, CMS reserves the
right to require the state to submit a corrective action plan to CMS for approval. A state
corrective action plan could include a temporary suspension of implementation of
demonstration programs, in circumstances where monitoring data indicate substantial and
sustained directional change inconsistent with demonstration goals, such as substantial and
sustained trends indicating increased difficulty accessing services. A corrective action plan
may be an interim step to withdrawing waivers or expenditure authorities, as outlined in STC
10. CMS will withdraw an authority, as described in STC 10, when metrics indicate
substantial, sustained directional change, inconsistent with state targets, and the state has not
implemented corrective action. CMS would further have the ability to suspend
implementation of the demonstration should corrective actions not effectively resolve these
concerns in a timely manner.

Close-Out Report. Within 120 calendar days after the expiration of the demonstration, the
state must submit a draft close-out report to CMS for comments.

a. The draft close-out report must comply with the most current guidance from CMS.
b. The state will present to and participate in a discussion with CMS on the close-out report.

c. The state must take into consideration CMS’s comments for incorporation into the final
close-out report.

d. The final close-out report is due to CMS no later than thirty (30) calendar days after
receipt of CMS’S comments.

e. A delay in submitting the draft or final version of the close-out report may subject the
state to penalties described in STC 21.

Monitoring Calls. CMS will convene periodic conference calls with the state.

a. The purpose of these calls is to discuss ongoing demonstration operation, to include (but
not limited to) any significant actual or anticipated developments affecting the
demonstration. Examples include implementation activities, trends in reported data on
metrics and associated mid-course adjustments, enrollment and access, budget neutrality,
and progress on evaluation activities.
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28.

b. CMS will provide updates on any pending actions, as well as federal policies and issues
that may affect any aspect of the demonstration.

c. The state and CMS will jointly develop the agenda for the calls.

Post Award Forum. Pursuant to 42 CFR 431.420(c), within six (6) months of the
demonstration’s implementation, and annually thereafter, the state must afford the public
with an opportunity to provide meaningful comment on the progress of the demonstration.
At least thirty (30) days prior to the date of the planned public forum, the state must publish
the date, time and location of the forum in a prominent location on its website. The state
must also post the most recent annual report on its website with the public forum
announcement. Pursuant to 42 CFR 431.420(c), the state must include a summary of the
comments in the Monitoring Report associated with the quarter in which the forum was held,
as well as in its compiled Annual Monitoring Report.

VIIl. EVALUATION OF THE DEMONSTRATION

29.

30.

31.

Cooperation with Federal Evaluators. As required under 42 CFR 431.420(f), the state
must cooperate fully and timely with CMS and its contractors in any federal evaluation of the
demonstration or any component of the demonstration. This includes, but is not limited to,
commenting on design and other federal evaluation documents and providing data and
analytic files to CMS, including entering into a data use agreement that explains how the data
and data files will be exchanged, and providing a technical point of contact to support
specification of the data and files to be disclosed, as well as relevant data dictionaries and
record layouts. The state must include in its contracts with entities who collect, produce or
maintain data and files for the demonstration, that they must make such data available for the
federal evaluation as is required under 42 CFR 431.420(f) to support federal evaluation. The
state may claim administrative match for these activities. Failure to comply with this STC
may result in a deferral being issued as outlined in STC 21.

Independent Evaluator. Upon approval of the demonstration, the state must begin to
arrange with an independent party to conduct an evaluation of the demonstration to ensure
that the necessary data is collected at the level of detail needed to research the approved
hypotheses. The state must require the independent party to sign an agreement that the
independent party will conduct the demonstration evaluation in an independent manner in
accordance with the CMS-approved Evaluation Design. The independent party will also
support the state in the development of the Evaluation Design. When conducting analyses
and developing the evaluation reports, every effort should be made to follow the approved
methodology. However, the state may request, and CMS may agree to, changes in the
methodology in appropriate circumstances.

Draft Evaluation Design. The state must submit, for CMS comment and approval, a draft
Evaluation Design with implementation timeline, no later than one hundred eighty (180) days
after the approval of the demonstration. The draft Evaluation Design must be developed in
accordance with Attachment A (Developing the Evaluation Design) of these STCs, and any

Illinois Continuity of Care and Administrative Simplification Page 12 of 39
CMS Approved: April 12, 2021 through December 31, 2025



32.

33.

34.

applicable CMS technical assistance on applying robust evaluation approaches, including
establishing appropriate comparison groups and assuring causal inferences in demonstration
evaluations.

Evaluation Budget. A budget for the evaluations must be provided with the draft
Evaluation Design. It will include the total estimated cost, as well as a breakdown of
estimated staff, administrative and other costs for all aspects of the evaluations such as any
survey and measurement development, quantitative and qualitative data collection and
cleaning, analyses and report generation. A justification of the costs may be required by
CMS if the estimates provided do not appear to sufficiently cover the costs of the design or if
CMS finds that the designs are not sufficiently developed, or if the estimates appear to be
excessive.

Evaluation Design Approval and Updates. The state must submit the revised draft
Evaluation Designs within sixty (60) calendar days after receipt of CMS’s comments. Upon
CMS approval of the draft Evaluation Designs, the documents will be included as an
attachment to these STCs. Per 42 CFR 431.424(c), the state will publish the approved
Evaluation Design to the state’s website within thirty (30) calendar days of CMS approval.
The state must implement the evaluation designs and submit a description of its evaluation
implementation progress in each of the Monitoring Reports, including any required Rapid
Cycle Assessments specified in these STCs. Once CMS approves the evaluation design, if
the state wishes to make changes, the state must submit a revised evaluation design to CMS
for approval if the changes are substantial in scope; otherwise, in consultation with CMS, the
state may include updates to the Evaluation Design in monitoring reports.

Evaluation Questions and Hypotheses. Consistent with Attachments A and B (Developing
the Evaluation Design and Preparing the Evaluation Report) of these STCs, the evaluation
documents must include a discussion of the evaluation questions and hypotheses that the
state intends to test. The evaluation design must outline and address well-crafted hypotheses
and research questions for all key demonstration policy components that support
understanding the demonstration’s impact and also its effectiveness in achieving the goals.
The state must also investigate cost outcomes for the demonstration as a whole, including but
not limited to: administrative costs of demonstration implementation and operation and
Medicaid health service expenditures

The hypothesis testing should include, where possible, assessment of both process and
outcome measures. Proposed measures should be selected from nationally-recognized
sources and national measures sets, where possible. Measures sets could include CMS’s
Core Set of Health Care Quality Measures for Children in Medicaid and CHIP, Consumer
Assessment of Health Care Providers and Systems (CAHPS), the Initial Core Set of Health
Care Quality Measures for Medicaid-Eligible Adults and/or measures endorsed by National
Quality Forum (NQF). Hypotheses for waiver of hospital presumptive eligibility must relate
to enrollment and enrollment continuity, and hypotheses for re-enrollment into a prior
managed care plan must relate to continuity of coverage and care, and health outcomes.
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35. Interim Evaluation Report. The state must submit an Interim Evaluation Report for each
evaluation design, as applicable, and for the completed years of the demonstration, and for
each subsequent renewal or extension of the demonstration, as outlined in 42 CFR
431.412(c)(2)(vi). When submitting an application for renewal, the Evaluation Reports
should be posted to the state’s website with the application for public comment.

36.

37.

a.

The Interim Evaluation Report will discuss evaluation progress and present findings to
date as per the approved evaluation design.

For demonstration authority that expires prior to the overall demonstration’s expiration
date, the Interim Evaluation Report must include an evaluation of the authority as
approved by CMS.

If the state is seeking to renew or extend the demonstration, the draft Interim Evaluation
Report is due when the application for renewal is submitted. If the state made changes to
the demonstration in its application for renewal, the research questions and hypotheses
and a description of how the design was adapted should be included. If the state is not
requesting a renewal for the demonstration, the Interim Evaluation Report is due one (1)
year prior to the end of the demonstration. For demonstration phase outs prior to the
expiration of the approval period, the draft Interim Evaluation Report is due to CMS on
the date that will be specified in the notice of termination or suspension.

The state must submit a revised Interim Evaluation Report sixty (60) calendar days after
receiving CMS comments on the draft Interim Evaluation Report. Once approved by
CMS, the state must post the final Interim Evaluation Report to the state’s website.

The Interim Evaluation Report must comply with Attachment B (Preparing the
Evaluation Report) of these STCs.

Summative Evaluation Report. The draft Summative Evaluation Report must be
developed in accordance with Attachment B (Preparing the Interim and Summative
Evaluation Reports) of these STCs. The state must submit the draft Summative Evaluation
Report for the demonstration’s current approval period within eighteen (18) months of the
end of the approval period represented by these STCs. The Summative Evaluation Report
must include the information in the approved Evaluation Design.

a.

Unless otherwise agreed upon in writing by CMS, the state must submit a revised
Summative Evaluation Report within sixty (60) calendar days of receiving comments
from CMS on the draft.

Upon approval from CMS, the final Summative Evaluation Report must be posted to the
state’s Medicaid website within thirty (30) calendar days of approval by CMS.

Corrective Action Plan Related to Evaluation. If evaluation findings indicate that
demonstration features are not likely to assist in promoting the objectives of Medicaid, CMS
reserves the right to require the state to submit a corrective action plan to CMS for approval.
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38.

39.

40.

IX.

41.

42.

These discussions may also occur as part of a renewal process when associated with the
state’s Interim Evaluation Report. A state corrective action plan could include a temporary
suspension of implementation of demonstration programs, in circumstances where evaluation
findings indicate substantial and sustained directional change inconsistent with
demonstration goals, such as substantial and sustained trends indicating increased difficulty
accessing services. A corrective action plan may be an interim step to withdrawing waivers
or expenditure authorities, as outlined in STC 10. CMS would further have the ability to
suspend implementation of the demonstration should corrective actions not effectively
resolve these concerns in a timely manner.

State Presentations for CMS. CMS reserves the right to request that the state present and
participate in a discussion with CMS on the Evaluation Design, the Interim Evaluation
Report, and/or the Summative Evaluation Report.

Public Access. The state shall post the final documents (e.g., Monitoring Reports, Close-out
Report, the approved Evaluation Design, Interim Evaluation Reports, and Summative
Evaluation Reports) on the state’s website within thirty (30) calendar days of approval by
CMS.

Additional Publications and Presentations. For a period of twelve (12) months following
CMS approval of the final reports, CMS will be notified prior to presentation of these reports
or their findings, including in related publications (including, for example, journal articles),
by the state, contractor, or any other third party directly connected to the demonstration.
Prior to release of these reports, articles or other publications, CMS will be provided a copy
including any associated press materials. CMS will be given ten (10) business days to review
and comment on publications before they are released. CMS may choose to decline to
comment on or review some or all of these notifications and reviews. This requirement does
not apply to the release or presentation of these materials to state or local government
officials.

GENERAL FINANCIAL REQUIREMENTS UNDER TITLE XIX

Allowable Expenditures. This demonstration project is approved for expenditures
applicable to services rendered during the demonstration approval period designated by
CMS. CMS will provide FFP for allowable demonstration expenditures only so long as they
do not exceed the pre-defined limits as specified in these STCs.*

Standard Medicaid Funding Process. The standard Medicaid funding process will be used
for this demonstration. The state will provide quarterly expenditure reports through the
Medicaid and CHIP Budget and Expenditure System (MBES/CBES) to report total
expenditures for services provided under this demonstration following routine CMS-37 and
CMS-64 reporting instructions as outlined in section 2500 of the State Medicaid Manual.
The state will estimate matchable demonstration expenditures (total computable and federal
share) subject to the budget neutrality expenditure limit and separately report these

lFora description of CMS’s current policies related to budget neutrality for Medicaid demonstration projects
authorized under section 1115(a) of the Act, see State Medicaid Director Letter #18-009.
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43.

44,

expenditures by quarter for each federal fiscal year on the form CMS-37 for both the medical
assistance payments (MAP) and state and local administration costs (ADM). CMS shall
make federal funds available based upon the state’s estimate, as approved by CMS. Within
thirty (30) days after the end of each quarter, the state shall submit form CMS-64 Quarterly
Medicaid Expenditure Report, showing Medicaid expenditures made in the quarter just
ended. If applicable, subject to the payment deferral process, CMS shall reconcile
expenditures reported on form CMS-64 with federal funding previously made available to the
state, and include the reconciling adjustment in the finalization of the grant award to the
state.

Extent of Federal Financial Participation for the Demonstration. Subject to CMS
approval of the source(s) of the non-federal share of funding, CMS will provide FFP at the
applicable federal matching rate for the demonstration as a whole for the following, subject
to the budget neutrality expenditure limits described in section X:

a. Administrative costs, including those associated with the administration of the
demonstration;

b. Net expenditures and prior period adjustments of the Medicaid program that are paid in
accordance with the approved Medicaid state plan; and

c. Medical assistance expenditures and prior period adjustments made under section 1115
demonstration authority with dates of service during the demonstration extension period,;
including those made in conjunction with the demonstration, net of enrollment fees, cost
sharing, pharmacy rebates, and all other types of third party liability.

Sources of Non-Federal Share. As a condition of demonstration approval, the state certifies
that the non-federal share is obtained from permissible state and/or local funds that, unless
permitted by law, are not other federal funds. The state further certifies that such funds must
not be used to match any other federal grant or contract, except as permitted by law. CMS
approval of this demonstration does not constitute direct or indirect approval of any
underlying source of non-federal share or associated funding mechanisms and all sources of
non-federal funding must be compliant with section 1903(w) of the Act and applicable
regulations. In addition, CMS reserves the right to prohibit the use of any sources of non-
federal share funding that it determines impermissible.

a. If requested, the state must submit for CMS review and approval documentation of any
sources of non-federal share that would be used to fund the demonstration.

b. If CMS determines that any funding sources are not consistent with applicable federal
regulations, the state must address CMS’s concerns within the time frames allotted by
CMS.

c.  Without limitation, CMS may request information about the non-federal share sources for
any amendments that CMS determines may financially impact the demonstration.
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45, State Certification of Funding Conditions. The state must certify that the following
conditions for non-federal share of demonstration expenditures are met:

a.

Units of government, including governmentally operated health care providers, may
certify that state or local monies have been expended as the non-federal share of funds
under the demonstration.

To the extent the state utilizes certified public expenditures (CPE) as the funding
mechanism for the state share of title X1X payments, including expenditures authorized
under a section 1115 demonstration, CMS must approve a cost reimbursement
methodology. This methodology must include a detailed explanation of the process by
which the state would identify those costs eligible under title XIX (or under section 1115
authority) for purposes of certifying public expenditures.

To the extent the state utilizes CPEs as the funding mechanism to claim federal match for
expenditures under the demonstration, governmental entities to which general revenue
funds are appropriated must certify to the state the amount of such state or local monies
that are allowable under 42 CFR 433.51 to satisfy demonstration expenditures. If the
CPE is claimed under a Medicaid authority, the federal matching funds received cannot
then be used as the state share needed to receive other federal matching funds under 42
CFR 433.51(c). The entities that incurred the cost must also provide cost documentation
to support the state’s claim for federal match.

The state may use intergovernmental transfers (IGT) to the extent that such funds are
derived from state or local monies and are transferred by units of government within the
state. Any transfers from governmentally operated health care providers must be made in
an amount not to exceed the non-federal share of title X1X payments.

Under all circumstances, health care providers must retain 100 percent of the
reimbursement for claimed expenditures. Moreover, consistent with 42 CFR 447.10, no
pre-arranged agreements (contractual, voluntary, or otherwise) may exist between health
care providers and state and/or local government to return and/or redirect to the state any
portion of the Medicaid payments. This confirmation of Medicaid payment retention is
made with the understanding that payments that are the normal operating expenses of
conducting business, such as payments related to taxes, including health care provider-
related taxes, fees, business relationships with governments that are unrelated to
Medicaid and in which there is no connection to Medicaid payments, are not considered
returning and/or redirecting a Medicaid payment.

46. Financial Integrity for Managed Care and Other Delivery Systems. As a condition of
demonstration approval, the state attests to the following, as applicable:

a. All risk-based managed care organization, prepaid inpatient health plan (PIHP),
and prepaid ambulatory health plan (PAHP) payments, comply with the
requirements on payments in 42 CFR 8438.6(b)(2), 438.6(c), 438.6(d), 438.60
and/or 438.74.
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b.

For non-risk-based PIHPs and PAHPs, arrangements comply with the upper
payment limits specified in 42 CFR 8447.362, and if payments exceed the cost of
services, the state will recoup the excess and return the federal share of the excess
to CMS.

47. Requirements for health care related taxes and provider donations. As a condition of
demonstration approval, the state attests to the following, as applicable:

a.

All health care-related taxes as defined by Section 1903 (w)(3)(A) of the Social
Security Act and 42 CFR § 433.55 are broad-based as defined by Section 1903
(w)(3)(B) of the Social Security Act and 42 CFR § 433.68 (c).

All health care-related taxes are uniform as defined by Section 1903 (w)(3)(C) of
the Social Security Act and 42 CFR § 433.68 (d).

If the health care-related tax is either not broad-based or not uniform, the state has
applied for and received a waiver of the broad-based and/or uniformity
requirements as specified by 1903 (w)(3)(E)(i) of the Social Security Act and 42
CFR § 433.72.

The tax does not contain a hold harmless arrangement as described by Section
1903 (w)(4) of the Social Security Act and 42 CFR § 433.68 (f).

All provider related-donations as defined by 42 CFR § 433.52 are bona fide as
defined by Section 1903 (w)(2)(B) of the Social Security Act, 42 CFR 8§ 433.66,
and 42 CFR § 433.54.

48. Program Integrity. The state must have processes in place to ensure there is no duplication
of federal funding for any aspect of the demonstration. The state must also ensure that the
state and any of its contractors follow standard program integrity principles and practices
including retention of data. All data, financial reporting, and sources of non-federal share are
subject to audit.

49. Medicaid Expenditure Groups (MEG). MEGs are defined for the purpose of identifying
categories of Medicaid or demonstration expenditures subject to budget neutrality,
components of budget neutrality expenditure limit calculations, and other purposes related to
monitoring and tracking expenditures under the demonstration. The Master MEG Chart table
provides a master list of MEGs defined for this demonstration.

Table 2: Master MEG Chart
To
) WOW
MEG Which Per WOW WW Brief Description
BN Capita Aggregate
Test P
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Table 2: Master MEG Chart

Does
This
Apply?
Benefits for . .
Postpartum | Hypo 1 X X See Expenditure Authority
#1
Women
Additional administrative
ADM N/A N/A N/A N/A costs that are directly

attributable to the
demonstration

50. Reporting Expenditures and Member Months. The state must report all demonstration
expenditures claimed under the authority of title X1X of the Act and subject to budget
neutrality each quarter on separate forms CMS-64.9 WAIVER and/or 64.9P WAIVER,
identified by the demonstration project number assigned by CMS (11-W-00341/5). Separate
reports must be submitted by MEG (identified by Waiver Name) and Demonstration Year
(identified by the two digit project number extension). Unless specified otherwise,
expenditures must be reported by DY according to the dates of service associated with the
expenditure. All MEGs identified in the Master MEG Chart as WW must be reported for
expenditures, as further detailed in the MEG Detail for Expenditure and Member Month
Reporting table below. To enable calculation of the budget neutrality expenditure limits, the
state also must report member months of eligibility for specified MEGs.

a. Cost Settlements. The state will report any cost settlements attributable to the

demonstration on the appropriate prior period adjustment schedules (form CMS-64.9P
WAIVER) for the summary sheet line 10b, in lieu of lines 9 or 10c. For any cost
settlement not attributable to this demonstration, the adjustments should be reported as
otherwise instructed in the State Medicaid Manual. Cost settlements must be reported by
DY consistent with how the original expenditures were reported.

b. Premiums and Cost Sharing Collected by the State. The state will report any premium

contributions collected by the state from demonstration enrollees quarterly on the form
CMS-64 Summary Sheet line 9D, columns A and B. In order to assure that these
collections are properly credited to the demonstration, quarterly premium collections
(both total computable and federal share) should also be reported separately by DY on
form CMS-64 Narrative, and on the Total Adjustments tab in the Budget Neutrality
Monitoring Tool. In the annual calculation of expenditures subject to the budget
neutrality expenditure limit, premiums collected in the demonstration year will be offset
against expenditures incurred in the demonstration year for determination of the state's

compliance with the budget neutrality limits.

c. Pharmacy Rebates. Because pharmacy rebates are not included in the base expenditures

used to determine the budget neutrality expenditure limit, pharmacy rebates are not
included for calculating net expenditures subject to budget neutrality. The state will
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report pharmacy rebates on form CMS-64.9 BASE, and not allocate them to any form
64.9 or 64.9P WAIVER.

Administrative Costs. The state will separately track and report additional administrative
costs that are directly attributable to the demonstration. All administrative costs must be
identified on the forms CMS-64.10 WAIVER and/or 64.10P WAIVER. Unless indicated
otherwise on the Master MEG Chart table, administrative costs are not counted in the
budget neutrality tests; however, these costs are subject to monitoring by CMS.

Member Months. As part of the Quarterly and Annual Monitoring Reports described in
section VIII, the state must report the actual number of “eligible member months” for all
demonstration enrollees for all MEGs identified as WOW Per Capita in the Master MEG
Chart table above, and as also indicated in the MEG Detail for Expenditure and Member
Month Reporting table below. The term “eligible member months” refers to the number
of months in which persons enrolled in the demonstration are eligible to receive services.
For example, a person who is eligible for three months contributes three eligible member
months to the total. Two individuals who are eligible for two months, each contribute
two eligible member months, for a total of four eligible member months. The state must
submit a statement accompanying the annual report certifying the accuracy of this
information.

Budget Neutrality Specifications Manual. The state will create and maintain a Budget
Neutrality Specifications Manual that describes in detail how the state will compile data
on actual expenditures related to budget neutrality, including methods used to extract and
compile data from the state’s Medicaid Management Information System, eligibility
system, and accounting systems for reporting on the CMS-64, consistent with the terms
of the demonstration. The Budget Neutrality Specifications Manual will also describe
how the state compiles counts of Medicaid member months. The Budget Neutrality
Specifications Manual must be made available to CMS on request.

Table 1: MEG Detail for Expenditure Reporting

MEG
(Waiver
Name)

How
CMS-64.9 Report

MAP MEG

Detailed
Description

Exclusions

Line(s) To
Use

Expend.
Are
Assigned
to DY

or
ADM

Member
Months
(YIN)

Start
Date

MEG End
Date

Benefits
for
Postpartum
Women

The
expenditures
associated
with Benefits
for
Postpartum
Women 10-
months
beyond the

N/A

Follow
CMS-64.9
Base
Category
of Service
Definitions

Date of
service

MAP

Yes

4/12/2021

12/31/2025
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60-day

postpartum
period.
ADM Additional N/A Follow Date of ADM | No 1/1/2021 | 12/31/2025
administrative CMS- payment
costs that are 64.10Base
directly Category
attributable to of Service
the Definitions

demonstration

51. Demonstration Years. Demonstration Years (DY) for this demonstration are defined in the
Demonstration Years table below.

Table 2: Demonstration Years

Demonstration Year Start Date End Date
DY 1 April 12, 2021 December 31, 2021
DY 2 January 1, 2022 December 31, 2022
DY 3 January 1, 2023 December 31, 2023
DY 4 January 1, 2024 December 31, 2024
DY 5 January 1, 2025 December 31, 2025

52. Budget Neutrality Monitoring Tool. The state must provide CMS with quarterly budget
neutrality status updates, including established baseline and member months data, using the
Budget Neutrality Monitoring Tool provided through the Performance Metrics Database and
Analytics (PMDA) system. The tool incorporates the “Schedule C Report” for comparing
demonstration’s actual expenditures to the budget neutrality expenditure limits described in
section X. CMS will provide technical assistance, upon request.2

242 CFR 8431.420(a)(2) provides that states must comply with the terms and conditions of the agreement between
the Secretary (or designee) and the state to implement a demonstration project, and §431.420(b)(1) states that the
terms and conditions will provide that the state will perform periodic reviews of the implementation of the
demonstration. CMS’s current approach is to include language in STCs requiring, as a condition of demonstration
approval, that states provide, as part of their periodic reviews, regular reports of the actual costs which are subject to
the budget neutrality limit. CMS has obtained Office of Management and Budget (OMB) approval of the monitoring
tool under the Paperwork Reduction Act (OMB Control No. 0938 — 1148) and in states agree to use the tool as a

condition of demonstration approval.
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53. Claiming Period. The state will report all claims for expenditures subject to the budget
neutrality agreement (including any cost settlements) within two years after the calendar quarter
in which the state made the expenditures. All claims for services during the demonstration
period (including any cost settlements) must be made within two years after the conclusion or
termination of the demonstration. During the latter two-year period, the state will continue to
identify separately net expenditures related to dates of service during the operation of the
demonstration on the CMS-64 waiver forms in order to properly account for these expenditures
in determining budget neutrality. 54. Future Adjustments to Budget Neutrality. CMS reserves
the right to adjust the budget neutrality expenditure limit:

X.

a. To be consistent with enforcement of laws and policy statements, including

regulations and letters, regarding impermissible provider payments, health care
related taxes, or other payments, CMS reserves the right to make adjustments to
the budget neutrality limit if any health care related tax that was in effect during
the base year, or provider-related donation that occurred during the base year, is
determined by CMS to be in violation of the provider donation and health care
related tax provisions of section 1903(w) of the Act. Adjustments to annual
budget targets will reflect the phase out of impermissible provider payments by
law or regulation, where applicable.

. To the extent that a change in federal law, regulation, or policy requires either a

reduction or an increase in FFP for expenditures made under this demonstration.
In this circumstance, the state must adopt, subject to CMS approval, a modified
budget neutrality agreement as necessary to comply with such change. The
modified agreement will be effective upon the implementation of the change.
The trend rates for the budget neutrality agreement are not subject to change
under this STC. The state agrees that if mandated changes in the federal law
require state legislation, the changes shall take effect on the day such state
legislation becomes effective, or on the last day such legislation was required to
be in effect under the federal law.

The state certifies that the data it provided to establish the budget neutrality
expenditure limit are accurate based on the state's accounting of recorded
historical expenditures or the next best available data, that the data are allowable
in accordance with applicable federal, state, and local statutes, regulations, and
policies, and that the data are correct to the best of the state's knowledge and
belief. The data supplied by the state to set the budget neutrality expenditure
limit are subject to review and audit, and if found to be inaccurate, will result in a
modified budget neutrality expenditure limit.

MONITORING BUDGET NEUTRALITY FOR THE DEMONSTRATION

55. Limit on Title XIX Funding. The state will be subject to limits on the amount of federal

Medicaid funding the state may receive over the course of the demonstration approval. The
budget neutrality expenditure limits are based on projections of the amount of FFP that the

state would likely have received in the absence of the demonstration. The limit may consist
of a Main Budget Neutrality Test, and one or more Hypothetical Budget Neutrality Tests, as
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56.

S7.

58.

59.

described below. CMS’s assessment of the state’s compliance with these tests will be based
on the Schedule C CMS-64 Waiver Expenditure Report, which summarizes the expenditures
reported by the state on the CMS-64 that pertain to the demonstration.

Risk. The budget neutrality expenditure limits are determined on either a per capita or
aggregate basis. If a per capita method is used, the state is at risk for the per capita cost of
state plan and hypothetical populations, but not for the number of participants in the
demonstration population. By providing FFP without regard to enrollment in the
demonstration for all demonstration populations, CMS will not place the state at risk for
changing economic conditions; however, by placing the state at risk for the per capita costs
of the demonstration populations, CMS assures that the demonstration expenditures do not
exceed the levels that would have been realized had there been no demonstration. If an
aggregate method is used, the state accepts risk for both enroliment and per capita costs.

Calculation of the Budget Neutrality Limits and How They Are Applied. To calculate the
budget neutrality limits for the demonstration, separate annual budget limits are determined
for each DY on a total computable basis. Each annual budget limit is the sum of one or more
components: per capita components, which are calculated as a projected without-waiver
PMPM cost times the corresponding actual number of member months, and aggregate
components, which project fixed total computable dollar expenditure amounts. The annual
limits for all DYs are then added together to obtain a budget neutrality limit for the entire
demonstration period. The federal share of this limit will represent the maximum amount of
FFP that the state may receive during the demonstration period for the types of demonstration
expenditures described below. The federal share will be calculated by multiplying the total
computable budget neutrality expenditure limit by the appropriate Composite Federal Share.

Main Budget Neutrality Test. This demonstration does not include a Main Budget
Neutrality Test. Budget neutrality will consist entirely of Hypothetical Budget Neutrality
Tests. Any excess spending under the Hypothetical Budget Neutrality Tests must be returned
to CMS.

Hypothetical Budget Neutrality. When expenditure authority is provided for coverage of
populations or services that the state could have otherwise provided through its Medicaid
state plan or other title XIX authority (such as a waiver under section 1915 of the Act), CMS
considers these expenditures to be “hypothetical;” that is, the expenditures would have been
eligible to receive FFP elsewhere in the Medicaid program. For these hypothetical
expenditures, CMS makes adjustments to the budget neutrality test, which effectively treats
these expenditures as if they were for approved Medicaid state plan services. Hypothetical
expenditures, therefore, do not necessitate savings to offset the otherwise allowable services.
This approach reflects CMS’s current view that states should not have to “pay for,” with
demonstration savings, costs that could have been otherwise eligible for FFP under a
Medicaid state plan or other title XIX authority; however, when evaluating budget neutrality,
CMS does not offset non-hypothetical expenditures with projected or accrued savings from
hypothetical expenditures. That is, savings are not generated from a hypothetical population
or service. To allow for hypothetical expenditures, while preventing them from resulting in
savings, CMS currently applies a separate, independent Hypothetical Budget Neutrality
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Tests, which subject hypothetical expenditures to pre-determined limits to which the state
and CMS agree, and that CMS approves, as a part of this demonstration approval. If the
state’s WW hypothetical spending exceeds the supplemental test’s expenditure limit, the state
agrees (as a condition of CMS approval) to offset that excess spending by savings elsewhere
in the demonstration or to refund the FFP to CMS.

a. Hypothetical Budget Neutrality Test 1: Benefits for Postpartum Women The
table below identifies the MEGs that are used for Hypothetical Budget Neutrality Test
1. MEGs that are designated “WOW Only” or “Both” are the components used to
calculate the budget neutrality expenditure limit. The Composite Federal Share for
the Hypothetical Budget Neutrality Test is calculated based on all MEGs indicated as
“WW Only” or “Both.” MEGs that are indicated as “WW Only” or “Both” are
counted as expenditures against this budget neutrality expenditure limit. Any
expenditures in excess of the limit from Hypothetical Budget Neutrality Test are
counted as WW expenditures under the Main Budget Neutrality Test.

Demonstrat | Trend | DY1 DY2 DY3 DY4 DY5

ion

Eligibility
Group
(PMPM
Costs)

Rate

Benefits for | 5.4 % | $390.85 $411.96 $434.21 $457.66 $482.37

Postpartum
Women

60.

61.

Composite Federal Share. The Composite Federal Share is the ratio that will be used to
convert the total computable budget neutrality limit to federal share. The Composite Federal
Share is the ratio calculated by dividing the sum total of FFP received by the state on actual
demonstration expenditures during the approval period by total computable demonstration
expenditures for the same period, as reported through MBES/CBES and summarized on
Schedule C. Since the actual final Composite Federal Share will not be known until the end
of the demonstration’s approval period, for the purpose of interim monitoring of budget
neutrality, a reasonable estimate of Composite Federal Share may be developed and used
through the same process or through an alternative mutually agreed to method. Each
Hypothetical Budget Neutrality Test has its own Composite Federal Share, as defined in the
paragraph pertaining to each particular test.

Exceeding Budget Neutrality. CMS will enforce the budget neutrality agreement over the
life of the demonstration approval period, which extends from April 12, 2021 to December
31, 2025. If at the end of the demonstration approval period the budget neutrality limit has
been exceeded, the excess federal funds will be returned to CMS. If the demonstration is
terminated prior to the end of the demonstration period, the budget neutrality test will be
based on the time period through the termination date.
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62. Mid-Course Correction. If at any time during the demonstration approval period CMS
determines that the demonstration is on course to exceed its budget neutrality expenditure
limit, CMS will require the state to submit a corrective action plan for CMS review and
approval. CMS will use the threshold levels in the tables below as a guide for determining
when corrective action is required.

Table 6: Hypothetical Budget Neutrality Test Mid-Course Correction Calculations
Demonstration Year Cumulative Target Definition Percentage
DY 1 Cumulative budget neutrality limit 2.0 percent

plus:

DY 1 through DY 2 Cumulative budget neutrality limit 1.5 percent
plus:

DY 1 through DY 3 Cumulative budget neutrality limit 1.0 percent
plus:

DY 1 through DY 4 Cumulative budget neutrality limit 0.5 percent
plus:

DY 1 through DY 5 Cumulative budget neutrality limit 0.0 percent

63. SCHEDULE OF DELIVERABLES FOR THE DEMONSTRATION PERIOD

Due Date Deliverable STC
30 calendar days after State acceptance of Approval letter
approval date demonstration waiver,
expenditure authority, and
STCs
180 calendar days from the | Draft Evaluation Design STC31
demonstration approval date
60 calendar days after Revised Draft Evaluation STC 33
receipt of CMS comments Design
on the Draft Evaluation
Design
30 calendar days after CMS | Approved Evaluation STC33
Approval Design published to state’s
website
December 31, 2025 or With | Draft Interim Evaluation STC 35
renewal application Report
60 calendar days after Revised Interim Evaluation | STC 35
receipt of CMS comments Report
on the Draft Interim
Evaluation Report
Within 18 months after Draft Summative Evaluation | STC 36
December 31, 2025 Report
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60 calendar days after Revised Summative STC 36
receipt of CMS comments Evaluation Report

on the Draft Summative

Evaluation Report

Monthly Deliverables Monitoring Call STC 27
Quarterly monitoring reports | Quarterly Monitoring STC 24
due 60 calendar days after Reports and Quarterly

end of each quarter, except | Expenditure Reports

A" quarter

Annual monitoring reports Annual Monitoring Reports | STC 24

due 90 calendar days after
the end of each 4" quarter
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ATTACHMENT A
Developing the Evaluation Design

Introduction

For states that are testing new approaches and flexibilities in their Medicaid programs through section
1115 demonstrations, evaluations are crucial to understand and disseminate what is or is not working
and why. The evaluations of new initiatives seek to produce new knowledge and direction for programs
and inform Medicaid policy for the future. While a narrative about what happened during a
demonstration provides important information, the principal focus of the evaluation of a section 1115
demonstration should be obtaining and analyzing data on the process (e.g., whether the demonstration
is being implemented as intended), outcomes (e.g., whether the demonstration is having the intended
effects on the target population), and impacts of the demonstration (e.g., whether the outcomes
observed in the targeted population differ from outcomes in similar populations not affected by the
demonstration). Both state and federal governments need rigorous quantitative and qualitative
evidence to inform policy decisions.

CMS expects evaluation designs to be rigorous, incorporate baseline and comparison group
assessments, as well as statistical significance testing. Technical assistance resources for constructing
comparison groups and identifying causal inferences are available on Medicaid.gov:
https://www.medicaid.gov/medicaid/section-1115-demo/evaluation-reports/evaluation-designs-and-
reports/index.html. If the state needs technical assistance using this outline or developing the
evaluation design, the state should contact its demonstration team.

Expectations for Evaluation Designs

All states with Medicaid section 1115 demonstrations are required to conduct an evaluation, and the
Evaluation Design is the roadmap for conducting the evaluation. The roadmap begins with the stated
goals for the demonstration followed by the measurable evaluation questions and quantifiable
hypotheses, all to support a determination of the extent to which the demonstration has achieved its
goals. When conducting analyses and developing the evaluation reports, every effort should be
made to follow the approved methodology. However, the state may request, and CMS may
agree to, changes in the methodology in appropriate circumstances.

The format for the Evaluation Design is as follows:

A. General Background Information;

B. Evaluation Questions and Hypotheses;
C. Methodology;

D. Methodological Limitations;

E. Attachments.

Submission Timelines
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There is a specified timeline for the state’s submission of Evaluation Design and Reports. (The graphic
below depicts an example of this timeline for a 5-year demonstration). In addition, the state should be
aware that section 1115 evaluation documents are public records. The state is required to publish the
Evaluation Design to the state’s website within thirty (30) calendar days of CMS approval, as per 42 CFR
431.424(e). CMS will also publish a copy to the Medicaid.gov website.

Interim
Demo Evaluation Dec.
Approwved Jan. 31, 2020 (data
1,207 from DY 1-2.5)

Evaluation

Design
April 20, 2017

Required Core Components of All Evaluation Designs

Renewal Jan. 1,
2022

Summative
Evaluation for
Jan. 1 2017 -
Dec. 31, 2021
Due June 30,

2023

The Evaluation Design sets the stage for the Interim and Summative Evaluation Reports. It isimportant
that the Evaluation Design explain the goals and objectives of the demonstration, the hypotheses
related to the demonstration, and the methodology (and limitations) for the evaluation. A copy of the
state’s Driver Diagram (described in more detail in paragraph B2 below) should be included with an

explanation of the depicted information.

A. General Background Information — In this section, the state should include basic information about

the demonstration, such as:

1. Theissue/s that the state is trying to address with its section 1115 demonstration and/or
expenditure authorities, the potential magnitude of the issue/s, and why the state selected this
course of action to address the issue/s (e.g., a narrative on why the state submitted an 1115

demonstration proposal).

2. The name of the demonstration, approval date of the demonstration, and period of time

covered by the evaluation;

3. A brief description of the demonstration and history of the implementation, and whether the
draft Evaluation Design applies to an amendment, extension, renewal, or expansion of, the

demonstration;

4. Forrenewals, amendments, and major operational changes: A description of any changes to the
demonstration during the approval period; the primary reason or reasons for the change; and
how the Evaluation Design was altered or augmented to address these changes.

5. Describe the population groups impacted by the demonstration.

B. Evaluation Questions and Hypotheses — In this section, the state should:

1. Describe how the state’s demonstration goals are translated into quantifiable targets for
improvement, so that the performance of the demonstration in achieving these targets could be

measured.
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2. Include a Driver Diagram to visually aid readers in understanding the rationale behind the cause

and effect of the variants behind the demonstration features and intended outcomes. A driver

diagram is a particularly effective modeling tool when working to improve health and health

care through specific interventions. The diagram includes information about the goal of the

demonstration, and the features of the demonstration. A driver diagram depicts the

relationship between the aim, the primary drivers that contribute directly to achieving the aim,

and the secondary drivers that are necessary to achieve the primary drivers for the

demonstration. For an example and more information on driver diagrams:

https://innovation.cms.gov/files/x/hciatwoaimsdrvrs.pdf

Identify the state’s hypotheses about the outcomes of the demonstration:

4. Discuss how the evaluation questions align with the hypotheses and the goals of the
demonstration;

5. Address how the research questions / hypotheses of this demonstration promote the objectives
of Titles XIX and/or XXI.

w

C. Methodology — In this section, the state is to describe in detail the proposed research
methodology.
The focus is on showing that the evaluation meets the prevailing standards of scientific and
academic rigor, and the results are statistically valid and reliable, and that where appropriate it
builds upon other published research (use references).

This section provides the evidence that the demonstration evaluation will use the best available
data; reports on, controls for, and makes appropriate adjustments for the limitations of the data and
their effects on results; and discusses the generalizability of results. This section should provide
enough transparency to explain what will be measured and how. Specifically, this section
establishes:

1. Evaluation Design — Provide information on how the evaluation will be designed. For example,
will the evaluation utilize a pre/post comparison? A post-only assessment? Will a comparison
group be included?

2. Target and Comparison Populations — Describe the characteristics of the target and comparison

populations, incorporating the inclusion and exclusion criteria. Include information about the

level of analysis (beneficiary, provider, or program level), and if populations will be stratified
into subgroups. Additionally discuss the sampling methodology for the populations, as well as
support that a statistically reliable sample size is available.

Evaluation Period — Describe the time periods for which data will be included.

4. Evaluation Measures — List all measures that will be calculated to evaluate the demonstration.
Include the measure stewards (i.e., the organization(s) responsible for the evaluation data
elements/sets by “owning”, defining, validating; securing; and submitting for endorsement, etc.)
Include numerator and denominator information. Additional items to ensure:

w

a. The measures contain assessments of both process and outcomes to evaluate the effects of
the demonstration during the period of approval.
Qualitative analysis methods may be used, and must be described in detail.
Benchmarking and comparisons to national and state standards, should be used, where
appropriate.
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d.

Proposed health measures could include CMS’s Core Set of Health Care Quality Measures for
Children in Medicaid and CHIP, Consumer Assessment of Health Care Providers and Systems
(CAHPS), the Initial Core Set of Health Care Quality Measures for Medicaid-Eligible Adults
and/or measures endorsed by National Quality Forum (NQF).

Proposed performance metrics can be selected from nationally recognized metrics, for
example from sets developed by the Center for Medicare and Medicaid Innovation or for
meaningful use under Health Information Technology (HIT).

Among considerations in selecting the metrics shall be opportunities identified by the state
for improving quality of care and health outcomes, and controlling cost of care.

5. Data Sources — Explain where the data will be obtained, and efforts to validate and clean the
data. Discuss the quality and limitations of the data sources.

If primary data (data collected specifically for the evaluation) — The methods by which the data
will be collected, the source of the proposed question/responses, the frequency and timing of
data collection, and the method of data collection. (Copies of any proposed surveys must be
reviewed with CMS for approval before implementation).

6. Analytic Methods — This section includes the details of the selected quantitative and/or
gualitative measures to adequately assess the effectiveness of the demonstration. This section
should:

a. ldentify the specific statistical testing which will be undertaken for each measure (e.g., t-
tests, chi-square, odds ratio, ANOVA, regression). Table A is an example of how the state
might want to articulate the analytic methods for each research question and measure.

b. Explain how the state will isolate the effects of the demonstration (from other initiatives
occurring in the state at the same time) through the use of comparison groups.

c. Adiscussion of how propensity score matching and difference in differences design may be
used to adjust for differences in comparison populations over time (if applicable).

d. The application of sensitivity analyses, as appropriate, should be considered.

Other Additions — The state may provide any other information pertinent to the Evaluation Design of
the demonstration.
Table A. Example Design Table for the Evaluation of the Demonstration

Outcome measures Sample or population
Research used to address the subgroups to be Analytic
Question research question compared Data Sources Methods
Hypothesis 1
Research -Measure 1 -Sample e.g. All -Medicaid fee-for- -Interrupted
question 1a -Measure 2 attributed Medicaid service and time series
-Measure 3 beneficiaries encounter claims
-Beneficiaries with records
diabetes diagnosis
Research -Measure 1 -sample, e.g., PPS -Patient survey Descriptive
question 1b -Measure 2 patients who meet statistics
-Measure 3 survey selection
-Measure 4 requirements (used

Illinois Continuity of Care and Administrative Simplification
CMS Approved: April 12, 2021 through December 31, 2025

Page 30 of 39




services within the last 6

months)
Hypothesis 2
Research -Measure 1 -Sample, e.g., PPS -Key informants Qualitative
guestion 2a -Measure 2 administrators analysis of
interview
material

D. Methodological Limitations — This section provides detailed information on the limitations of the
evaluation. This could include the design, the data sources or collection process, or analytic
methods. The state should also identify any efforts to minimize the limitations. Additionally, this
section should include any information about features of the demonstration that effectively present
methodological constraints that the state would like CMS to take into consideration in its review.

F. Special Methodological Considerations — CMS recognizes that there may be certain instances where
a state cannot meet the rigor of an evaluation as expected by CMS. In these instances, the state
should document for CMS why it is not able to incorporate key components of a rigorous evaluation,
including comparison groups and baseline data analyses. Examples of considerations include:

1. When the demonstration is:
a. Long-standing, non-complex, unchanged, or
b. Has previously been rigorously evaluated and found to be successful, or
c. Could now be considered standard Medicaid policy (CMS published regulations or guidance)
2. When the demonstration is also considered successful without issues or concerns that would
require more regular reporting, such as:
a. Operating smoothly without administrative changes; and
b. No or minimal appeals and grievances; and
c. Nostate issues with CMS-64 reporting or budget neutrality; and
d. No Corrective Action Plans (CAP) for the demonstration.

G. Attachments

1. Independent Evaluator. This includes a discussion of the state’s process for obtaining an
independent entity to conduct the evaluation, including a description of the qualifications that
the selected entity must possess, and how the state will assure no conflict of interest. Explain
how the state will assure that the Independent Evaluator will conduct a fair and impartial
evaluation, prepare an objective Evaluation Report, and that there would be no conflict of
interest. The evaluation design should include “No Conflict of Interest” signed by the
independent evaluator.

2. Evaluation Budget. A budget for implementing the evaluation shall be provided with the draft
Evaluation Design. It will include the total estimated cost, as well as a breakdown of estimated
staff, administrative, and other costs for all aspects of the evaluation. Examples include, but are
not limited to: the development of all survey and measurement instruments; quantitative and
gualitative data collection; data cleaning and analyses; and reports generation. A justification
of the costs may be required by CMS if the estimates provided do not appear to sufficiently
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cover the costs of the draft Evaluation Design or if CMS finds that the draft Evaluation Design is
not sufficiently developed.

3. Timeline and Major Milestones. Describe the timeline for conducting the various evaluation
activities, including dates for evaluation-related milestones, including those related to
procurement of an outside contractor, if applicable, and deliverables. The Final Evaluation
Design shall incorporate an Interim and Summative Evaluation Report in the timeline. Pursuant
to 42 CFR 431.424(c)(v), this timeline should also include the date by which the Final Summative
Evaluation report is due.
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ATTACHMENT B
Preparing the Interim and Summative Evaluation Reports

Introduction

For states that are testing new approaches and flexibilities in their Medicaid programs through section
1115 demonstrations, evaluations are crucial to understand and disseminate what is or is not working
and why. The evaluations of new initiatives seek to produce new knowledge and direction for programs
and inform Medicaid policy for the future. While a narrative about what happened during a
demonstration provides important information, the principal focus of the evaluation of a section 1115
demonstration should be obtaining and analyzing data on the process (e.g., whether the demonstration
is being implemented as intended), outcomes (e.g., whether the demonstration is having the intended
effects on the target population), and impacts of the demonstration (e.g., whether the outcomes
observed in the targeted population differ from outcomes in similar populations not affected by the
demonstration). Both state and federal governments need rigorous quantitative and qualitative
evidence to inform policy decisions.

Expectations for Evaluation Reports

Medicaid section 1115 demonstrations are required to conduct an evaluation that is valid (the extent to
which the evaluation measures what it is intended to measure), and reliable (the extent to which the
evaluation could produce the same results when used repeatedly). To this end, the already approved
Evaluation Design is a map that begins with the demonstration goals, then transitions to the evaluation
guestions, and to the specific hypotheses, which will be used to investigate whether the demonstration
has achieved its goals. States should have a well-structured analysis plan for their evaluation. With the
following kind of information, states and CMS are best poised to inform and shape Medicaid policy in
order to improve the health and welfare of Medicaid beneficiaries for decades to come. When
conducting analyses and developing the evaluation reports, every effort should be made to follow the
approved methodology. However, the state may request, and CMS may agree to, changes in the
methodology in appropriate circumstances. When submitting an application for renewal, the interim
evaluation report should be posted on the state’s website with the application for public comment.
Additionally, the interim evaluation report must be included in its entirety with the application
submitted to CMS.

Intent of this Attachment

The Social Security Act (the Act) requires an evaluation of every section 1115 demonstration. In order to
fulfill this requirement, the state’s submission must provide a comprehensive written presentation of all
key components of the demonstration, and include all required elements specified in the approved
Evaluation Design. This Attachment is intended to assist states with organizing the required information
in a standardized format and understanding the criteria that CMS will use in reviewing the submitted
Interim and Summative Evaluation Reports.
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The format for the Interim and Summative Evaluation reports is as follows:
Executive Summary;

General Background Information;

Evaluation Questions and Hypotheses;

Methodology;

Methodological Limitations;

Results;

Conclusions;

Interpretations, and Policy Implications and Interactions with Other State Initiatives;
Lessons Learned and Recommendations; and

Attachment(s).

STIomMmMOO®R

Submission Timelines

There is a specified timeline for the state’s submission of Evaluation Designs and Evaluation Reports.
These dates are specified in the demonstration Special Terms and Conditions (STCs). (The graphic below
depicts an example of this timeline for a 5-year demonstration). In addition, the state should be aware
that section 1115 evaluation documents are public records. In order to assure the dissemination of the
evaluation findings, lessons learned, and recommendations, the state is required to publish the
evaluation design and reports to the state’s website within 30 days of CMS approval as per 42 CFR
431.424(d). CMS will also publish a copy to the Medicaid.gov website.

Summative
Evaluation for
Jan. 1 2017 -
Dec. 31, 2021

Imterim

Demo Evaluation Dec.
Approwved Jan. 31, 2020 (data Due June 30,
i1, 2017 from DY 1-2.5) 2023
Evaluation Renewal Jamn. 1,
Design 2022
April 30, 2017
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Required Core Components of Interim and Summative Evaluation Reports

The section 1115 Evaluation Report presents the research about the section 1115 Demonstration. It is
important that the report incorporate a discussion about the structure of the Evaluation Design to
explain the goals and objectives of the demonstration, the hypotheses related to the demonstration,
and the methodology for the evaluation. A copy of the state’s Driver Diagram (described in the
Evaluation Design Attachment) must be included with an explanation of the depicted information. The
Evaluation Reports should present the relevant data and an interpretation of the findings; assess the
outcomes (what worked and what did not work); explain the limitations of the design, data, and
analyses; offer recommendations regarding what (in hindsight) the state would further advance, or do
differently, and why; and discuss the implications on future Medicaid policy. Therefore, the state’s
submission must include:

A.

Executive Summary — A summary of the demonstration, the principal results, interpretations, and
recommendations of the evaluation.

General Background Information about the Demonstration — In this section, the state should
include basic information about the demonstration, such as:

1.

The issues that the state is trying to address with its section 1115 demonstration and/or
expenditure authorities, how the state became aware of the issue, the potential magnitude of
the issue, and why the state selected this course of action to address the issues.

The name of the demonstration, approval date of the demonstration, and period of time
covered by the evaluation;

A brief description of the demonstration and history of the implementation, and if the
evaluation is for an amendment, extension, renewal, or expansion of, the demonstration;

For renewals, amendments, and major operational changes: A description of any changes to the
demonstration during the approval period; whether the motivation for change was due to
political, economic, and fiscal factors at the state and/or federal level; whether the
programmatic changes were implemented to improve beneficiary health, provider/health plan
performance, or administrative efficiency; and how the Evaluation Design was altered or
augmented to address these changes.

Describe the population groups impacted by the demonstration.

Evaluation Questions and Hypotheses — In this section, the state should:

1.

Describe how the state’s demonstration goals were translated into quantifiable targets for

improvement, so that the performance of the demonstration in achieving these targets could be

measured. The inclusion of a Driver Diagram in the Evaluation Report is highly encouraged, as

the visual can aid readers in understanding the rationale behind the demonstration features and

intended outcomes.

Identify the state’s hypotheses about the outcomes of the demonstration;

a. Discuss how the goals of the demonstration align with the evaluation questions and
hypotheses;

b. Explain how this Evaluation Report builds upon and expands earlier demonstration
evaluation findings (if applicable); and

c. Address how the research questions / hypotheses of this demonstration promote the
objectives of Titles XIX and XXI.
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D. Methodology — In this section, the state is to provide an overview of the research that was
conducted to evaluate the section 1115 demonstration consistent with the approved Evaluation
Design.

The evaluation design should also be included as an attachment to the report. The focus is on
showing that the evaluation builds upon other published research (use references), and meets the
prevailing standards of scientific and academic rigor, and the results are statistically valid and
reliable.

An interim evaluation report should provide any available data to date, including both quantitative
and qualitative assessments. The Evaluation Design should assure there is appropriate data
development and collection in a timely manner to support developing an interim evaluation.

This section provides the evidence that the demonstration evaluation used the best available data
and describes why potential alternative data sources were not used; reported on, controlled for,
and made appropriate adjustments for the limitations of the data and their effects on results; and
discusses the generalizability of results. This section should provide enough transparency to explain
what was measured and how. Specifically, this section establishes that the approved Evaluation
Design was followed by describing:

1. Evaluation Design — Will the evaluation be an assessment of: pre/post, post-only, with or
without comparison groups, etc.?

2. Target and Comparison Populations — Describe the target and comparison populations; include
inclusion and exclusion criteria.

3. Evaluation Period — Describe the time periods for which data will be collected

4. Evaluation Measures — What measures are used to evaluate the demonstration, and who are
the measure stewards?

5. Data Sources — Explain where the data will be obtained, and efforts to validate and clean the
data.

6. Analytic Methods — Identify specific statistical testing which will be undertaken for each
measure (t-tests, chi-square, odds ratio, ANOVA, regression, etc.).

7. Other Additions — The state may provide any other information pertinent to the evaluation of
the demonstration.

E. Methodological Limitations - This section provides sufficient information for discerning the
strengths and weaknesses of the study design, data sources/collection, and analyses

F. Results — In this section, the state presents and uses the quantitative and qualitative data to show
whether and to what degree the evaluation questions and hypotheses of the demonstration were
achieved. The findings should visually depict the demonstration results (tables, charts, graphs). This
section should include information on the statistical tests conducted.

G. Conclusions — In this section, the state will present the conclusions about the evaluation results.
1. Ingeneral, did the results show that the demonstration was/was not effective in achieving the

goals and objectives established at the beginning of the demonstration?
2. Based on the findings, discuss the outcomes and impacts of the demonstration and identify the
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opportunities for improvements. Specifically:

a. If the state did not fully achieve its intended goals, why not? What could be done in the
future that would better enable such an effort to more fully achieve those purposes, aims,
objectives, and goals?

H. Interpretations, Policy Implications and Interactions with Other State Initiatives — In this section,
the state will discuss the section 1115 demonstration within an overall Medicaid context and long
range planning. This should include interrelations of the demonstration with other aspects of the
state’s Medicaid program, interactions with other Medicaid demonstrations, and other federal
awards affecting service delivery, health outcomes and the cost of care under Medicaid. This section
provides the state with an opportunity to provide interpretation of the data using evaluative
reasoning to make judgments about the demonstration. This section should also include a discussion
of the implications of the findings at both the state and national levels.

. Lessons Learned and Recommendations — This section of the Evaluation Report involves the
transfer of knowledge. Specifically, the “opportunities” for future or revised demonstrations to
inform Medicaid policymakers, advocates, and stakeholders is just as significant as identifying
current successful strategies. Based on the evaluation results:

1. What lessons were learned as a result of the demonstration?
2. What would you recommend to other states that may be interested in implementing a similar
approach?

F. Attachment(s)
1) Evaluation Design: Provide the CMS-approved Evaluation Design
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Attachment C: Evaluation Design
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Attachment C:

Illinois 1115 Continuity of Care & Administrative Simplification
Evaluation Plan Revision

Resubmission to the Centers for Medicare & Medicaid Services
Approved October 7, 2024

A. General Background Information
Program Description

The objectives of the Illinois Continuity of Care and Administrative Simplification
section 1115(a) demonstration (Project Number 11-W-00341/5) are (1) to provide quality health
care and improve health outcomes for Medicaid beneficiaries through care coordination and
continuity of care initiatives and (2) to address administrative barriers to care access. Approval
for the “Illinois Continuity of Care and Administrative Simplification” demonstration is effective
January 19, 2021, through December 31, 2025. On April 12, 2021, the Centers for Medicare &
Medicaid Services (CMS) approved an amendment for the state to provide state plan benefits to
postpartum women. However, the current evaluation plan does not include this initiative because
the state has transitioned its implementation from the 1115 waiver authority to the State Plan
Amendment authority.

The state has hypothesized that it can meet the objectives by (1) reinstating eligible
Medicaid customers into their prior Medicaid managed care organizations (MCQOs) when they
submit late redetermination paperwork within 90 days of the date of termination and (2) waiving
hospital presumptive eligibility (HPE). Under this demonstration, the state will collect data on,
test, and evaluate this hypothesis. The CMS has determined that this project is likely to promote
Medicaid’s objectives. The two elements are described in greater detail below.

Implementing managed care reinstatements when a Medicaid beneficiary submits late
redetermination paperwork within 90 days of the date of termination (42 CFR 438.56(Q)): This
demonstration will assist the State of Illinois in automatically reenrolling beneficiaries into their
prior MCO when they submit late redetermination paperwork within 90 days of their Medicaid
termination date and are determined to be eligible for medical coverage. Previously, beneficiaries
could reenroll into their prior MCO within 60 days of the redetermination period. However,
when they submitted the paperwork after 60 days, but still within 90 days of the redetermination
period, they were enrolled into Medicaid fee-for-services (FFS) and had to restart the MCO
enrollment process. By extending the automatic re-enrollment period to 90 days, the
demonstration is expected to promote continuity of Medicaid coverage and care, minimize churn
between Medicaid FFS and managed care, and simplify administrative procedures.

Waiving hospital presumptive eligibility (HPE) (1902(a)(47)(B)): As detailed in 42 CFR
435.1110, states are required to implement an HPE program, which permits hospitals to make
presumptive eligibility determinations and provide temporary Medicaid coverage to individuals
likely to qualify for Medicaid. To continue Medicaid coverage, qualified individuals need to
submit a full Medicaid application around the time their temporary coverage is terminated.
However, the demonstration enables Illinois to forego implementing an HPE program in an



effort to (1) minimize unnecessary transitions between FFS and managed care and (2) promote
full Medicaid enrollment instead of temporary FFS coverage.

Rationale for This Waiver

Importance of continuity of Medicaid: Improving continuity of Medicaid coverage is a
cost-effective way to reduce transition in and out of health care coverage, minimize beneficiary
burden, increase the security of health insurance coverage for Medicaid recipients, improve the
measurement of health care quality, and enhance people’s overall health (Gordon et al., 2019).
Additionally, continuous Medicaid enrollment reduces the program’s administrative costs
(Brooks & Gardner, 2021; Wagner & Solomon, 2021). By contrast, when people lose their
Medicaid coverage and are required to reenroll, their health care costs are often higher than when
they had continuous coverage. These coverage gaps can also result in delayed access to
appropriate health care services (Wagner & Solomon, 2021).

Continuity of care and coverage: Transitioning between FFS and Medicaid managed
care due to late submission of redetermination paperwork can disrupt communication with care
coordinators, confuse beneficiaries and providers about their existing authorizations, disrupt
transportation arrangements, and create gaps in claims history for MCOs monitoring their
members’ care. This churning also restricts the state’s ability to assess health outcomes for
Medicaid beneficiaries in managed care. Waiving 42 CFR 435.170(b) to allow beneficiaries’
reinstatement into their prior Medicaid MCO within 90 days of receipt of late redetermination
paperwork will improve access to high-quality, person-centered services that promote positive
health outcomes for individuals and efficiently enhance the longevity of Medicaid benefits.

With the hospital presumptive eligibility (HPE) program, the state is concerned that both
the hospital and the beneficiary might fail to submit the follow-up application after an initial
hospital stay has been covered under HPE. Waiving HPE will address this concern by
encouraging people to apply for full Medicaid benefits rather than relying on temporary
coverage. Additionally, payments for services during an HPE segment occur through Medicaid
FFS. A large part of Illinois’s efforts to improve continuity of care focused on enrolling clients in
an MCO that is responsible for working with providers and coordinating the client’s health care.
Therefore, by waiving HPE, the state expects to minimize churn between FFS and managed care,
as well as promote continuity of care.

Administrative simplification: This demonstration will eliminate the additional
administrative work of reenrolling beneficiaries into FFS and restart the managed care
enrollment process due to the late submission of redetermination paperwork. It will also enable
[llinois to focus its administrative resources on processing full Medicaid applications instead of
matching HPE and full Medicaid applications.

Population

The 90-day managed care reinstatement initiative, which involves automatically
reenrolling a beneficiary in their prior MCO when they regain eligibility within 90 days of the
redetermination period, has been implemented for all people who are eligible for Medicaid in the
State of Illinois.

The HPE initiative has also been waived for all people who are eligible for Medicaid in
the State of Illinois. The state will continue to operate Medicaid presumptive eligibility for



children and pregnant women under the state Medicaid plan.

Illinois 1115 Continuity of Care and Administrative Simplification Goals

Goal 1: Promote continuity of coverage and care. The hypothesis suggests that auto-enrolling a
beneficiary in their previous plan within 90 days after the redetermination period will increase
months of MCO coverage and reduce MCO coverage disruption. It also suggests that waiving
HPE will prevent churning between managed care and FFS and will promote full Medicaid
applications and subsequent enrollment. Finally, the hypothesis suggests that auto-enrolling a
beneficiary in their previous plan within 90 days after the redetermination period and waiving
HPE will increase continuity of care.

Goal 2: Improve MCO quality oversight. The hypothesis suggests that improved continuity of
coverage will enable complete MCO quality measurement through the Healthcare Effectiveness
Data and Information Set (HEDIS) reporting.

Goal 3: Avoid administrative complexities. The hypothesis suggests that auto-enrolling a
beneficiary in their previous plan within 90 days after the redetermination period and waiving
HPE will reduce the cost, time, and overall administrative burden of the state’s Medicaid
program.

Goal 4: Provide quality care and improve health outcomes. The hypothesis suggests that auto-
enrolling a beneficiary in their previous plan within 90 days of the redetermination period will
result in quality care and improved health outcomes.

B. Evaluation Questions and Hypotheses
Driver Diagram

Using the hypotheses and research questions, we created a driver diagram that depicts
relationships between the demonstration’s aims, the primary drivers that contribute directly to
achieving the aims, and secondary drivers, which are components or processes of the primary
drivers. Figure 1 includes Goal 1 (promoting continuity of coverage and care), Goal 2
(improving MCO quality oversight), and Goal 4 (providing quality care and improving health
outcomes), which is an expected long-term outcome of achieving Goal 1. Figure 2 includes Goal
3 (avoiding administrative complexities), led by different drivers from Goal 1 and the other
goals.

As depicted in Figure 1, automatically reenrolling beneficiaries into their prior MCO
when they submit late redetermination paperwork within 90 days (instead of 60 days, as
previously required) will minimize churn between managed care and FFS. This will promote
continuity of MCO coverage, a primary driver of Goal 1 (promoting continuity of coverage and
care). Meanwhile, waiving the requirement to operate an HPE program will promote hospitals’
ability to assist with full Medicaid applications. This will increase MCO enrollment and its
timeliness and finally lead to coordinated care, another primary driver of Goal 1. Achieving Goal
1 is expected to improve MCO oversight quality (Goal 2) by promoting more complete MCO
quality measurement through HEDIS reporting. These two goals are important steps toward
achieving Goal 4, providing quality care and improving health outcomes.



Figure 1. Driver Diagram for Goals 1, 2, and 4
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Figure 2 illustrates a driver diagram for reducing administrative complexities in the
[llinois Medicaid Plan. Automatically reenrolling beneficiaries into their prior MCO when they
submit redetermination paperwork within 90 days after the end of their redetermination period
will reduce the administrative burden of temporarily reenrolling beneficiaries into FFS while
they go through the MCO enrollment process again. This reduced administrative work will
reduce enrollment processing costs and time, which is a primary driver of Goal 3, avoiding
administrative complexities. Likewise, waiving the requirement of HPE program implementation
and its associated HPE applications will (1) decrease the overall number of applications, (2)
reduce the workload of staff tasked with matching HPE with full Medicaid applications, and (3)
eliminate new and additional administrative work related to oversight and compliance. These
secondary drivers related to Goal 3 will eliminate multiple additional administrative complexities

and labor.

Illinois 1115 Continuity of Care Waiver Goals, Evaluation Questions, and Hypotheses

The following section describes the translation of the state’s demonstration goals into
quantifiable targets to measure performance. Specifically, it details the state’s hypotheses
regarding the demonstration’s outcomes as well as the alignment of the evaluation questions,
hypotheses, and goals of the demonstration. Finally, this section describes the ways in which the
research questions and hypotheses are related to Titles X1X and/or XXI.

Table 1. The Goal, Hypotheses, and Research Questions

Goals

Hypotheses

Research Questions

1. Promote continuity of
coverage and care

1.1. The demonstration will
reduce the rates of disrupted
coverage (gaps in coverage).

1.2. The demonstration will
increase the MCO coverage
period.

1.3. The demonstration will
promote full Medicaid
applications.

1.1.1. Are enrollees less
likely to experience a
disruption in service by
allowing a 90-day
reinstatement period into the
prior MCO?

1.1.2 Does waiving HPE
minimize the churns of
Medicaid fee-for-service
(FFS) and Medicaid managed
care?

1.2 Does allowing a 90-day
reinstatement period into the
prior MCO increase months
of MCO coverage?

1.3. Does waiving HPE
continue to promote
hospitals’ assistance with full
Medicaid benefit
applications?




1.4 The demonstration will
increase enrollment in MCO.

1.5 The demonstration will
affect the timing of
enrollment in MCO.

1.6. The demonstration will
improve care coordination.

1.7. The demonstration will
increase continuity of care.

1.4. Does the demonstration
increase the rate of
enrollment in MCO?

1.5 Does waiving HPE
encourage timely enroliment
in MCO?

1.6. Does the demonstration
improve care coordination?

1.7. Does continuity of MCO
coverage increase continuity
of care?

2. Improve MCO quality
oversight

2. The demonstration will
improve MCO quality
oversight.

2. Does improved continuity
of MCO coverage allow for
more complete MCO quality
measurement through HEDIS
reporting?

3. Avoid administrative
complexities

3. The demonstration will
maintain or reduce
administrative costs and time.

3.1. Does allowing
beneficiaries to be reenrolled
automatically into their
previous MCO within 90
days of the reconsideration
period reduce administrative
costs and time?

3.2. Does waiving HPE
prevent increases in
application processing costs
and time?

3.3. Does waiving HPE
prevent increases in Medicaid
application backlog?

4. Provide quality care and
improve health outcomes

4.1 The demonstration will
improve the quality of care.

4.2 The demonstration will
improve health outcomes
among beneficiaries.

4.1 Does the demonstration
improve the quality of care?

4.2 Does the demonstration
improve health outcomes
among beneficiaries?




C. Methodology

1) Overall Evaluation Design

Following CMS recommendations for waiver demonstrations (Contreary et al., 2018), we
will use a rigorous, quasi-experimental pre-post design to compare outcomes before and directly
after waiver implementation. Whenever feasible, we will employ the comparative interrupted
time series (CITS) as our primary analytic approach, as it is expected to produce robust causal
inference. CITS evaluates program/policy impacts by revealing whether the demonstration state
deviates from its baseline trend by a greater amount than the comparison state. Because the
waiver is open to all Medicaid recipients, a comparison group will be selected from a similar
state that does not have the same waiver.

Where CITS is not possible due to the unavailability of a comparison group, we will
employ the interrupted time series (ITS) approach to take advantage of available data from
multiple time points before and after the intervention. Alternatively, when a comparison group is
available but has limited time points, we will use a difference-in-differences (DID) model. In the
rare event of extreme scarcity of data or the absence of a suitable control series, a pretest-posttest
design will be used to assess the impact of the intervention, and we will note the limitations of
this approach. This approach may also be employed when power calculations suggest that the
sample size might be insufficient to detect a statistically significant effect. A more detailed
rationale for the proposed analytic approach and methodology is provided later in this section.

In interview-based research questions, such as stakeholder interviews, the research team
will employ a one-group post-test design. Data will be gathered solely from the demonstration
state after the implementation of the waiver. Collected qualitative data will be analyzed using
thematic analysis to address these research questions. While this design is straightforward and
easier to implement than CITS or DID, the lack of a baseline or pre-waiver measurement will
make it impossible to establish a causal relationship or to attribute outcomes to the intervention.

One of the waiver elements, waiving HPE, requires specific evaluation approaches since
HPE has never been implemented in Illinois, and thus the waiver does not involve any
implementation activities. Stakeholder interview data will be primarily used for evaluation,
gauging Medicaid stakeholders’ perspectives on the waiver. Supplementing the qualitative
findings, relevant pre- and post-waiver quantitative data will be used to identify trends in
outcomes when feasible, although significant changes are not anticipated. To analyze these
trends, we will employ interrupted time series and pretest-posttest designs, along with descriptive
analysis. Detailed measures and methodologies are provided later in this section.

2) Target and Comparison Population

The target population will be limited to Illinois Medicaid-eligible individuals with
incomes at or below 138% of the FPL. Specifically, individuals enrolled in Illinois Medicaid
from January 19, 2021, to December 31, 2025, will be targeted to test the hypotheses and
measure the demonstration’s impact. Service providers or other key stakeholders will be
interviewed to identify and measure any changes in administrative costs and time followed by
the demonstration.



Subgroup Analyses

Where possible and appropriate, the research team may conduct analyses on subgroups
within the study population to gauge the impact of the waiver on diverse subgroups across
Illinois. Because the evaluation encompasses several policy changes, each potentially affecting
various subgroups in different ways, the research team will determine whether specific metrics
should be used for subgroup assessments.

As suggested in the subgroup analysis literature (Farrokhyar et al., 2022; Sun et al.,
2011), the research team will specify relevant groups within the Illinois Medicaid population and
hypothesize regarding the direction of the effect a priori. A key aspect of the waiver is that it
permits individuals who submit required redetermination paperwork late, but still within a 90-day
timeframe, to be automatically reenrolled into their previous MCOs. This provision is expected to
benefit individuals who often encounter administrative barriers and risk procedural termination of
coverage. In this regard, our evaluation will pay special attention to how the waiver impacts
specific racial/ethnic groups as well as the interaction effects of racial/ethnic groups on the main
effects of the demonstration. To examine the subgroup effect (i.e., interaction effect), we will use
applicable statistical tests and adjusted p-values for multiple testing and sample sizes (Farrokhyar
etal., 2022; Sun et al., 2011).

Often, individuals returning paperwork late also have unstable incomes and are subjected
to frequent data checks and verifications of ongoing eligibility. Research indicates that people of
color experience income instability at higher rates than their White counterparts, and that they
consequently face more administrative barriers when accessing public benefits (Carr & Hardy,
2022; Sugar et al., 2021). Additionally, studies show that Medicaid beneficiaries with limited
English proficiency encounter significant barriers during the redetermination process,
particularly ethnic minorities such as Hispanics and Asians (Arbogast et al., 2022; Mirza et al.,
2022). Given the waiver’s focus on addressing administrative barriers and its potential to reduce
health disparities across race and ethnicity, our evaluation prioritizes examining outcomes among
non-White individuals and assessing the waiver’s impact on existing disparities. We hypothesize
that non-White groups are more likely than Whites to benefit from the extension of the MCO re-
enrollment period. However, deficiencies in racial/ethnic data within Medicaid claims may
hinder subgroup analyses, necessitating imputation to obtain more meaningful conclusions.

In addition to racial/ethnic subgroups, geographical subgroups will be considered in the
evaluation. We will analyze the impact of the waiver on individuals residing in different regions
of Illinois, considering variations in healthcare access, socioeconomic factors, and other relevant
factors. By examining geographical differences, we aim to identify any disparities in the
implementation and outcomes of the waiver across different areas of the state.

Additional subgroups encompass various age groups, which we might obtain by splitting
the study population into 10-year age cohorts (e.g., 18-29, 30-39, 40-49) or by separating the
population into two broad age categories: working-aged adults (18-64) and older adults (65+).
We expect to find impactful differences by age. While older adults are eligible for Medicare,
financial difficulties (e.g., trouble affording food, shelter, and other basic needs, can easily lead
them to enter Medicaid, too (Willink et al., 2019). Indeed, older adults account for 21% of all
Medicaid expenditures, compared to just 10% for adults (Kaiser Family Foundation, 2024).
Given the disproportionate impact of this group on healthcare expenditures, a separate evaluation
is appropriate whenever possible.



Moreover, the research team may analyze the waiver’s effects by gender to provide more
comprehensive insights into possible gender gaps in Medicaid utilization and efficacy. Focusing
on gender differences in the waiver’s impact could illuminate ways in which the waiver
contributes to reducing health disparities.

Comparison Group

Depending on the research questions and available data, the comparison group for the
evaluation will be either (1) pre-implementation within-state Medicaid members or (2) other
state Medicaid populations, particularly in states that do not have a similar demonstration to
[llinois, but which have similar demographic characteristics.

The pre-implementation population consists of individuals enrolled in Illinois Medicaid
during the period spanning January 2018 to March 2021. Thus, we examine both pre-pandemic
and pandemic periods before implementation. Moreover, this group will include clients who are
disenrolled from and reenrolled into MCOs before the policy change, accounting for those who
switched to a different MCO after their Medicaid FFS reinstatement.

Comparison states were selected from among states in which beneficiaries are not
allowed to reenroll in their prior MCO when they submit their redetermination paperwork later
than 60 days and within 90 days of eligibility termination. For our evaluation of waiving HPE,
other states that have implemented an HPE program constitute a comparison group, allowing us
to explore possible challenges and opportunities that could have been applicable to Illinois prior
to the waiver demonstration.

Comparison State Selection Methodology

We explored the synthetic control method to select a comparison state, an approach that
also suggested by CMS, but it would require sampling many states. Due to the expense of
purchasing comparison state data from CMS’s vendor of Medicaid and Medicare data (~$18,000
per state per data year; see section F. Evaluation Budget for details), the research team decided to
choose just one or two states with which Illinois can be compared. Furthermore, because
purchasing comparison state data requires a minimum necessary limit to protect the privacy of
subjects, the team concluded that purchasing the fewest states needed for effective comparison
would be in the best interest of subject privacy.

Comparison state selection was conducted through a mixed methods approach designed
to identify states with high-quality data that were similar to Illinois in the policy environment,
Medicaid population, and economic and demographic makeup, yet which had no policy akin to
Illinois’s 1115 policy changes. Because selecting a state that is perfectly identical to Illinois is
not possible, we used a sequence of variables (detailed in Table 2) to identify a comparison state.
Using the values of each variable multiplied by a consensus-derived weight, we calculated the
Manhattan distance between each state. Because population differences between states were vast,
only proportional data or policy data independent of population was used. For MCO spending,
the only publicly available data were from the 2022 fiscal year. For all other Medicaid indicators
and for monthly unemployment, 2019 data were used to avoid undue influence from the COVID-
19 pandemic on the pre-intervention environment of each state. However, for statewide metrics



independent of the Medicaid population, data from the 2017-2021 American Community Survey
were used to ensure greater accuracy.

Variables were selected for three broad categories: policy environment, Medicaid
spending and population data, and state demographic data. Policy environment variables were
selected from policy reports generated by the Kaiser Family Foundation (KFF); these variables
(e.g., policies) were included to ensure that even though states differed regarding the 1115
policies, other policy changes pertinent to state Medicaid administration would not confound the
comparison. Some policy environment variables were chosen as a proxy measure for the
administrative infrastructure of the potential comparison state. For example, the processing of ex-
parte renewals, the volume of renewals processed ex-parte, and the method of ex-parte renewal
processing (i.e., automated or manual) helped inform the status of Medicaid renewal processing
for each state in general. Other variables were chosen to control for the potential impact of
policies that may affect the evaluation of eligibility and enrollment, such as CHIP/Medicaid
HPE, ACA expansion status, and the 12-month postpartum Medicaid Coverage Extension
implementation.

Medicaid spending and population data were also derived from KFF to ensure (1) that the
populations enrolled in Medicaid were comparable and (2) that the state had a similar per-
beneficiary spending amount as Illinois. To this end, the age distribution of the Medicaid
population, the proportion of the Medicaid population enrolled in CHIP, and the makeup of
Social Security Insurance beneficiaries within the state were selected as variables to assess a
state’s comparability to Illinois. Spending was assessed in terms of dollars spent per enrollee.
The proportion of MCO spending was also included to examine the extent to which a state relies
on MCOs to deliver Medicaid Services. Finally, the federal percentage of Medicaid spending and
federal medical assistance percentage (FMAP) multiplier were also evaluated to provide insight
into the impact of federal funding on state policy and health outcomes.

Demographic and economic data were also used to assess potential comparison states. To
control for health inequities that may arise from educational and racial health disparities at the
population level, the racial profile and the level of educational attainment of each comparison
state were included. Economic data were used to eliminate confounding by macroeconomic
conditions in potential comparison states (e.g., high unemployment rates increasing the Medicaid
population by including workers who would not otherwise be enrolled in Medicaid). To this end,
two economic indicators were included: (1) the percentage of the state population in the civilian
labor force reported by the U.S. Census and (2) the unemployment rate in June 2023. Together,
these two indicators offer a yearly and monthly picture of the economic conditions in each state.
These data were complemented by U.S. Census data on states’ median household income and the
percentage of persons in poverty to illuminate further how economic conditions may shape each
state’s Medicaid landscape. Finally, a healthcare access variable (i.e., the proportion of the
population living in a Health Provider Shortage Area) was added to the model to control for the
effect of healthcare access on the overall health outcomes within each state.

The research team then weighted the variables based on their potential importance to the
overall evaluation. Weighting allowed the team to control for some identified confounders (e.g.,
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median household income may reflect cost of living rather than economic conditions) and to
prioritize some variables in the model (e.g., it is reasonable to assume that ACA expansion status
will have a greater effect than the Medicaid/CHIP pregnancy income limit). The weight of each
variable was generated by consensus of the research team, with a simple score (from 1 = low
importance to 4 = extremely high importance) assigned to each variable. The mean of the scores
assigned by the panel (n = 7) was used to weight the model. Scores were submitted anonymously
to avoid bias.

Data quality was assessed via the score assigned by the Data Quality Atlas, and these
scores, along with the results of the Manhattan distance model, informed the selection of the
comparison state. Because data quality was independent of the other variables, the research team
evaluated data quality subjectively, as there were some concerns regarding data quality for most
states. A potential comparison state’s data quality thus had to be considered against the results of
the Manhattan distance model, alongside external factors such as the research team’s familiarity
with the data and policy environment of the prospective states. After compiling, directly
comparing, and discussing data for 12 potential comparison states, 9 of them were rejected due to
either data quality (Table 4) or the incompatibility of policy environments with Illinois’ for the
purposes of the evaluation (e.g., several states that did not adopt the ACA expansion were
eliminated, although one, Wisconsin, was retained by the final model). In addition to these 12
states, the research team discussed several other states for possible inclusion. New York and
California were strongly considered due to the similarity of population distributions to that of
Illinois (i.e., with dense urban areas contrasted with relatively sparse rural areas), but these two
states were ultimately discarded due to fundamental differences between the policy environment
and the public health environment of these states and Illinois. As a result of the research team’s
discussions, the comparison of data quality, and the initial explorations of the data, the research
team ultimately concluded that the best possible comparison state would be a midwestern state
like Illinois, to be chosen based on the results of the Manhattan distance model.

Weighted Manhattan Distance Computation: For an n-dimensional space, the formula for
computing the weighted Manhattan distance between two points P = (py, p2, ..., pn) and Q = (qz,
J2, ..., gn) can be generalized as follows:

n

D=3 w;.|lpi—qil
i=1

Where

Ip: — q:| is the absolute difference between the i coordinates of the two points.
e wiis the weight assigned to the distance in the i dimension.

In this formula, D represents the weighted Manhattan distance, and the summation runs
over all n dimensions of the points in the space. Each term in the summation is the product of the
absolute difference in a single dimension and its corresponding weight. This allows for different
dimensions to have different “importance” in the distance calculation.
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Analysis Results of Manhattan Distance Comparison: As shown in Figure 3, the analysis
of the weighted Manhattan distance scores indicates a variation in distance values across the
three states compared to Illinois. lowa has the lowest distance score (19.62), suggesting it is the
most similar to Illinois of the three potential comparison states. Nebraska has the highest
distance score (24.37), denoting the highest dissimilarity. Wisconsin’s score (20.53) falls
between the scores of the other two states, suggesting moderate similarity to Illinois.

The differences in distance scores among the states can be attributed to the varying
weights assigned to the compared dimensions, which represent factors we considered (e.g.,
economic indicators, demographic profiles, and policy outcomes). lowa’s proximity in score to
Illinois suggests that, with respect to the weighted factors, it is more closely aligned with Illinois
than the other states. Nebraska’s higher score may reflect more significant differences in critical
factors. Wisconsin’s score suggests that while there are differences from Illinois, they are not as
pronounced as those between Illinois and Nebraska and are minimally different from those
between Illinois and lowa. lowa data are highly available and the research team is familiar with
Wisconsin data. Therefore, the research team opted to select the data from both Wisconsin and
lowa. By selecting two states, the team will be able to increase statistical power via additional
control series. Also, including two states will allow the team to address any underlying data
errors due to the availability of a reserve control series when necessary.

Figure 3. Weighted Manhattan Distance Scores from Illinois to Other States
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Table 2. Variables Used to Compare States

. Consensus . .
Variable Weights Reason for inclusion
Policy Environment
ACA expansion status 4 Enrollment policy impact
Medicaid/CHIP income limit for pregnancy, Affects enrolled population;

2.16 o
January 2020 enrollment policy impact
. o May affect PE analysis; policy

Presumptive eligibility for CHIP 2.33 environment measure
Does state conduct ex-parte renewals? 35 Administrative comparison
Volume of renewals completed ex-parte 3 Administrative comparison
Ex-parte renewal method, mostly automated? | 2.83 Administrative comparison
Does state conduct real-time eligibility - . .
determinations? 3.17 Administrative comparison
Volume of _e|lglbl|l'_[y determinations 583 Administrative comparison
completed in real-time
Eligibility determination method 3 Administrative comparison
Medicaid Spending and Enrollment Data
Spending
Federal percentage of Medicaid spending, FY 583 Affects cost analysis; policy
2019 ' environment

Affects cost analysis; policy
FMAP percentage, FY 2019 2.67 environment

. . Affects cost analysis; may
Medicaid spending per enrollee, 2019 2.5 affect health outcomes
MCO spending as a percentage of total 95 2?]?( as?;?(igxlca?]ge'igm”g?m
Medicaid spending, FY 2022 ' carey ' quaitty
Enrollment

Control for Medicaid
Enrollment by age as a percentage, 2019 2.67 oopulation differences
CHIP as a percentage of Medicaid enrollment, Control for Medicaid
2.33 o
June 2019 population differences
SSI beneficiaries, percentage distribution, Control for Medicaid
2.33 L
2019 population differences
State Economic and Demographic Indicators
- Control for potential health
Race/ethnicity, 2020 U.S. Census 3 inequities
High school graduate or higher, percentage of 95 Control for potential health
persons aged 25+ years, 2017-2021 ' inequities
Bachelor’s degree or higher, percentage of 25 Control for potential health
persons aged 25+ years, 2017-2021 ' inequities
Median household income, 2017-2021 2.67 May aff_ect beneficary
population
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May affect beneficiary

Persons in poverty percentage, 2017-2021 3.17 oopulation
May affect beneficiary
Unemployment rate, June 2019 2.67 population
In civilian labor force, percentage of persons 95 May affect beneficiary
aged 16+ years, 2017-2021 ' population
Persons without health insurance, under age 65 | 3.33 Healthcare Access; quality of

care

Healthcare Access

Percentage of state population living in HPSA | 2.67

Healthcare Access; quality of
care

Table 3. Values of nominee states compared to Illinois

Variable Value for IL Value for WI Value for 1A Value for NE
ACA expansion status* Yes No Yes Yes
Medicaid/CHIP income limit

for pregnancy, January 2020* 213% 306% 318% 202%
Presumptive eligibility for Limited Coverage

CHIP* es Proposed No No
Does state conduct ex-parte Yes Yes Yes Yes
renewals?*

Volume of renewals

completed ex-parte, >50%* Yes No Yes NA
Ex-parte renewal method, No Yes Yes NA
mostly automated*

Does state conduct real-time

eligibility determinations?* Yes Yes Yes Yes
Volume of eligibility

determinations completed in NA No No No
real time, >50%*

Eligibility determination

method, mostly automated™ NA Yes Yes No
Federal percentage of 0 0 0 0
Medicaid spending, FY 2019* 66.34% 65.0% 72.9% 66.3%
FMAP percentage, FY 2019* 50.31% 59.4% 59.9% 52.6%
Medicaid spending per

enrollee, 2019, all enrollees* $5491 $7,362 $6,658 $7.172
Medicaid spending per

enrollee, 2019, seniors* $13,191 $9,538 $16,646 $19,090
Medicaid spending per

enrollee, 2019, individuals $12,618 $21,256 $20,920 $16,111
with disabilities*
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Medicaid spending per
enrollee, 2019, adults*

$2,989

$5,641

$5,626

$6,043

Medicaid spending per
enrollee, 2019, children*

$2,265

$3,201

$2,486

$2,108

Medicaid spending per
enrollee, 2019, newly eligible
adults*

$6,113

NA

$5,014

NA

MCO spending as a percentage
of total Medicaid spending,
FY 2022*

74.2%

30.6%

88.8%

S71.7%

Enrollment by age, as a
percentage 2019, 0-18*

40.1%

39.6%

41.4%

59.7%

Enrollment by age, as a
percentage 2019, 19-26*

11.4%

10.8%

12.6%

7.3%

Enrollment by age, as a
percentage 2019, 27-44*

21.5%

18.2%

22.9%

14.0%

Enrollment by age, as a
percentage 2019, 45-64*

17.6%

16.0%

16.6%

9.7%

Enrollment by age, as a
percentage 2019, 65+*

9.3%

11.3%

6.5%

9.3%

CHIP as a percentage of
Medicaid enroliment, June
2019*

41%

48.8%

50.1%

66.5%

SSI beneficiaries, percentage
distribution, 2019*

2.1%

2.0%

1.6%

1.5%

Race/ethnicity, 2020 U.S.
Census, Whitet

76.1%

86.6%

89.8%

87.5%

Race/ethnicity, 2020 U.S.
Census, Black or African
Americant

14.7%

6.6%

4.4%

5.4%

Race/ethnicity, 2020 U.S.
Census, American Indian and
Alaska Nativet

.06%

1.2%

6%

1.6%

Race/ethnicity, 2020 U.S.
Census, Asianf

6.3%

3.2%

2.8%

2.8%

Race/ethnicity, 2020 U.S.
Census, Native Hawaiian and
Other Pacific Islanderf

.01%

0.1%

2%

0.1%

Race/ethnicity, 2020 U.S.
Census, two or more racesT

2.2%

2.2%

2.2%

2.5%

Race/ethnicity, 2020 U.S.
Census, Hispanic or Latino}

18.3%

7.6%

6.9%

12.3%

High school graduate or
higher, percentage of persons
aged 25+ years, 2017-20217F

89.9%

92.9%

92.8%

91.7%
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Bachelor’s degree or higher,

percentage of persons aged 36.2% 31.5% 29.7% 32.9%
25+ years, 2017-2021%

Median household income,

2017-2021+ $72,563 $67,080 $65,429 $66,644
E:rrggrr]‘tsa'g”e otr 01t 11.9% 10.7% 11.0% 11.2%
;JOnlegrgployment rate, June 3.6% 2.5% 2.7% 1.9%

In civilian labor force,

percentage of persons aged 65.1% 66.0% 65.1% 68.9%
16+ years, 2017-2021 ¥

Persons without health

insurance, under age 657 7.7% 6.3% 5:4% 7.8%

Ei:ﬁ;”fr?gﬁ;; oo population 28.6% 27.6% 26.9% 7.42%

*Kaiser Family Foundation, State Health Facts
+U.S. Census Bureau, 2017-2021 data is derived from the American Community Survey, 2020 data is derived

from the 2020 census
IBureau of Labor Statistics

Table 4. Selected Data Quality Scores for candidate comparison states’ T-MSIS Analytic Files

Topic Enrollment | Age | Race/ Gender | Income | IP* oT* Rx* Total
Spans Ethnicity Claim |Claim |Claim | Medicaid
Volume | Volume | Volume | Expenses
lowa LC LC NA LC HC LC LC LC LC
Idaho LC LC NA LC HC LC LC LC LC
Nevada LC LC NA LC LC LC MC LC LC
Montana MC LC NA LC LC LC LC LC MC
Nebraska MC LC NA LC HC MC LC LC LC
New Hampshire MC LC NA LC LC LC LC LC MC
Arkansas LC LC NA LC LC LC LC MC HC
Wisconsin MC LC NA LC LC MC LC LC
Missouri MC LC NA LC MC LC LC MC
South Carolina LC NA LC LC LC LC MC LC
Florida LC NA LC LC LC MC LC LC
Texas MC LC NA LC MC LC LC MC MC

LC — Low Concerns (about data integrity), MC — Medium Concern, HC — High Concern, U — Unusable

*IP — Inpatient, OT — Outpatient, Rx — Pharmacy

Source: Medicaid Data Quality (DQ) Atlas, 2022 preliminary data

16




3) Evaluation Period

The evaluation period for this analysis spans two distinct phases: the pre-waiver period
and the post-waiver period. The pre-waiver period runs from January 2018 to December 2020.
This period includes data prior to the COVID-19 pandemic, providing a true baseline for
comparison. It also encompasses the onset of COVID-19 and subsequent declaration of public
health emergency (PHE), which allows us to observe any immediate impacts of the pandemic on
the variables of interest. The post-waiver period extends from January 2021 to December 2025.
This period includes the waiver change implementation in January 2021. It overlaps with the
PHE continuous enrollment provision, which continued until April 2023. This overlap is crucial
for understanding how the waiver change interacts with the PHE provisions. After April 2023,
the data reflects a period without the PHE continuous enrollment provision, offering insights into
the long-term effects of the waiver change without the confounding influence of the PHE.

Figure 4.1 provides visual representations of the evaluation period for the primary
analysis. This analysis aims to measure the overall impact of the waiver change by comparing
the pre-waiver and post-waiver periods. This approach provides a comprehensive view of the
waiver’s effects while accounting for the immediate context of COVID-19 and the PHE.

Figure 4.1. Evaluation Period for the Primary Analysis

Pre-waiver Post-waiver
January 2018 — December 2020 January 2021 — December 2025
(3 years) (5 years)

Figure 4.2 illustrates the evaluation period for the secondary analysis. To isolate the
impacts of additional influencing factors such as COVID-19 and the PHE continuous enrollment
provision, a secondary analysis will be conducted. This secondary analysis will separate the pre-
waiver and post-waiver periods into more granular phases, enabling a more detailed examination
of how these factors may have affected the outcomes independently of the waiver change.
Detailed methodological approaches to isolate the interim effects in the secondary analysis are
outlined in Section D, Methodological Limitations.

Figure 4.2. Evaluation Period for the Secondary Analysis

A Pre-waiver (2) Post-waiver (1) o
Pre-waiver (1) COVIDZPHE COVID&PHE Post-waiver (2)
January 2018 — March 2020 — January 2021— May 2023 —
February 2020 December 2020 April 2023 December 2025
(2 years 2 months) (20 months) (2 years 4 months) (2 years 8 months)
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4) Evaluation Measures and Analytic Methods

Table 5.1. Summary of Measures and Analytic Approach for Goal 1
Demonstration Goal 1: Promote continuity of coverage and care

Hypothesis 1.1: The demonstration will reduce MCO coverage disruption.

Sample or
. - population Potential data Draft analytical
Research question Proposed outcomes or indicators subgroups to be SOUICeS approach
compared
1.1.1 Are enrollees * The number of MCO enrollees who had Medicaid enrollees | Medicaid » Comparative

less likely to
experience an MCO
coverage disruption if
a 90-day reinstatement
period into the prior
MCO is allowed?

experienced an MCO coverage gap divided
by the total number of Medicaid enrollees
(quarterly and annually, as feasible, during
the pre- vs. post-waiver period).

* Length of MCO enrollment gaps (in a year).

* The number of enrollees who fail to recertify
but subsequently reenroll in the same health
plan (in a year).

Subgroups:
« Racial/ethnic

groups (e.g., White,

Black, Hispanic,
others)

* Age groups (e.g.,

children, young
adults, adults,
seniors)

* Geographical

groups (e.g., urban,

suburban, rural)

enrollment data

interrupted
time series
(CITS)

« Difference-in-
differences
(DID)

* Pretest-
posttest design
* Propensity
score matching
(PSM) for
matching
demonstration

* By gender and comparison
group
1.1.2 Does waiving * The number of MCO enrollees transitioned Medicaid enrollees | Medicaid «ITS
HPE minimize the from FFS within 12 months, divided by the enrollment data | « Pretest-

churns of Medicaid
FFS and Medicaid
managed care?

total number of Medicaid enrollees (pre- vs.
post-waiver period)

posttest design
* Descriptive
analysis
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* Churns between managed care and FFS (pre- | Medicaid enrollees | Stakeholder » Thematic
vs. post-waiver period) interview analysis
Hypothesis 1.2: The demonstration will increase the MCO coverage period.
1.2. Does allowing a | * The total number of months of Medicaid Medicaid enrollees | Medicaid * CITS
90-day reinstatement coverage period covered by MCO (in one and enrollmentdata | « DID
period into the prior two years[s]). Subgroups: * Pretest-
MCO increase months + Racial/ethnic posttest design
of MCO coverage? groups (e.g., White, * PSM for
Black, Hispanic, matching

others)

* Age groups (e.g.,
children, young
adults, adults,
seniors)

* Geographical
groups (e.g., urban,
suburban, rural)

* By gender

demonstration
and comparison

group

Hypothesis 1.3: The de

monstration will promote full Medicaid applications.

1.3. Does waiving
HPE continue to
promote hospitals’
assistance with full
Medicaid benefit

* Hospitals’ assistance with full Medicaid
applications (pre- vs. post-waiver period).

applications?

Medicaid enrollees

Stakeholder
interview

 Thematic
analysis
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Hypothesis 1.4: The demonstration will increase the enrollment in MCO.

1.4. Does the
demonstration
increase the rate of
enrollment in MCQO?

e Total number of Medicaid MCO enrollees
divided by total number of Medicaid
enrollees (quarterly and annually, as feasible,
during the pre- vs. post-waiver period)

Medicaid enrollees

Subgroups:

* Racial/ethnic
groups (e.g., White,
Black, Hispanic,
others)

* Age groups (e.g.,
children, young
adults, adults,
seniors)

* Geographical
groups (e.g., urban,
suburban, rural)

* By gender

Medicaid
enrollment data

« CITS

*DID

* Pretest-
posttest design
* PSM for
matching
demonstration
and comparison

group

Hypothesis 1.5: The de

monstration will affect the timing of enrollment in

MCO.

1.5. Does waiving * Application processing backlog and Medicaid enrollees | Stakeholder  Thematic
HPE encourage timely | turnaround time interview analysis
enrollment in MCO? | » Reduced duplicative processes
* Time to become enrolled in Medicaid from Medicaid enrollees | Medicaid «ITS
the date of first visit to a hospital enrollmentand | « Pretest-
claims data; posttest design
Stakeholder « Descriptive
interview analysis
 Thematic
analysis
Hypothesis 1.6: The demonstration will improve care coordination.
1.6. Does the « Emergency Transfer Communication: Medicaid enrollees | Medicaid « CITS
demonstration Percentage of patients transferred to another claims data * DID
improve care health care facility whose medical record Subgroups: * Pretest-

coordination?

documentation indicated that the required
information was communicated to the receiving

* Racial/ethnic
groups (e.g., White,

posttest design

20




facility prior to departure (subsection 1) or
within 30 minutes of transfer (subsections 2-7)
(CBE ID: 0291; CMIT #1120).

 Medication Reconciliation Post-Discharge:
The percentage of discharges for patients at
least 18 years of age in which the discharge
medication list was reconciled with the current
medication list in the outpatient medical record
by a prescribing practitioner, clinical
pharmacist, or registered nurse (CBE ID: 0097,
CMIT #441).

» Correlation with Existing Imaging Studies for
All Patients Undergoing Bone Scintigraphy:
Percentage of final reports for all patients,
regardless of age, undergoing bone
scintigraphy that includes physician
documentation of correlation with existing
relevant imaging studies (e.g., x-ray, MRI, CT)
that were performed (CBE ID: 0511, CMIT
#470).

 Medication Information: Percentage of
patients transferred to another health care
facility whose medical record documentation
indicated that medication information was
communicated to the receiving facility within
60 minutes of departure (CBE ID: 0293; CMIT
#1404).

* Nursing Information: Percentage of patients
transferred to another health care facility whose

Black, Hispanic,
others)

* Age groups (e.g.,
children, young
adults, adults,
seniors)

+ Geographical
groups (e.g., urban,
suburban, rural)

* By gender

* PSM for
matching
demonstration
and comparison

group
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medical record documentation indicated that
nursing information was communicated to the
receiving facility within 60 minutes of
departure (CBE ID: 0296; CMIT #1402).

» Patient Information: Percentage of patients
transferred to another health care facility whose
medical record documentation indicated that
patient information was communicated to the
receiving facility within 60 minutes of
departure (CBE ID: 0294; CMIT #1399).

« Physician Information: Percentage of patients
transferred to another health care facility whose
medical record documentation indicated that
physician information was communicated to
the receiving facility within 60 minutes of
departure (CBE ID: 0295; CMIT #1400).

* Procedures and Tests: Patients who are
transferred from an emergency department
(ED) to another healthcare facility whose
medical record documentation indicated that a
list of tests performed and their results was
communicated to the receiving facility within
60 minutes of discharge (CBE 1D: 0297; CMIT
#1401).

« Vital Signs: Percentage of patients transferred
to another health care facility whose medical
record documentation indicated that the entire
vital signs record was communicated to the
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receiving facility within 60 minutes of
departure (CBE ID: 0292; CMIT #1403).

(Measurement on a quarterly or annual basis, as
feasible.)

Hypothesis 1.7: The de

monstration will increase continuity of care.

1.7 Does continuity of
MCO coverage
increase continuity of
care?

* Primary care continuity: average number of
primary care Visits per year.

* Bice-Boxerman Continuity of Care (COC):
Patient-level care continuity that ranges from 0
to 1; O reflects completely disjointed care (a
different provider for each visit), and 1 reflects
complete continuity with the same provider for
all visits.

e n—n
=1 j
nn—1)

n = total number of outpatient visits

n;= number of visits to provider j

s = number of providers

coCc =

« Herfindahl-Hirschman Index (HHI): to
measure market concentration using the sum of
the squares of discharges from a disease
category, viewed as a proportion of all
discharges from the hospital.

HHI = %,(P2)
i=1

Medicaid enrollees

Subgroups:

+ Racial/ethnic
groups (e.g., White,
Black, Hispanic,
others)

* Age groups (e.g.,
children, young
adults, adults,
seniors)

* Geographical
groups (e.g., urban,
suburban, rural)

* By gender

Medicaid
claims data

« CITS

*DID

* Pretest-
posttest design
* PSM for
matching
demonstration
and comparison

group
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Pi = proportion of the number of each
hospital visits accounted for by the i th
hospital.

» Usual Provider of Care (UPC): The number
of visits to the provider or practice group with
the highest number of visits divided by the total
number of visits.

Max (ny,ny, ..., ny)
UPC = N
N = total number of visits
n = number of visits to each provider
M = total number of provider

« Sequential Continuity Index (SECON): The
fraction of sequential visit pairs in which a
patient sees the same provider (i.e., sees the
same provider at two consecutive Visits).

n—1
SECON = 29
n—1
n = total number of visits
¢cj = indicator of sequential visits to same
providers; equal to 1 if visits j and j+1 are to

the same provider, 0 otherwise

(Measurement on a quarterly or annual basis, as
feasible)
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Table 5.2. Summary of Measures and Analytic Approach for Goal 2

Demonstration Goal 2: Improve MCO quality oversight
Hypothesis 2: The demonstration will improve MCO quality oversight.

reporting?

Sample or population P : Draft

. - otential data .

Research question Proposed outcome measures or indicators subgroups to be analytical
compared sources approach

2. Does improved * The rate of MCO enrollees meeting the MCO enrollees Medicaid * CITS

continuity of MCO HEDIS 12-month continuous enrollment enrollment *DID

coverage allow for standard for each year. data * Pretest-

more complete MCO posttest design

quality measurement * PSM for

through HEDIS matching

demonstration
and
comparison
group

Table 5.3. Summary of Measures and Analytic Approach for Goal 3

Demonstration Goal 3: Avoid administrative complexities
Hypothesis 3: The demonstration will maintain or reduce administrative costs and time.

reconsideration period
reduce administrative
costs and time?

the pre- vs. post-intervention period).

* Staff time equivalents needed to reenroll

beneficiaries who submit late redetermination

Sample or population Potential data Draft
Research question Proposed outcome measures or indicators subgroups to be SOUTCES analytical

compared approach
3.1. Does allowing e Administrative costs to reenroll beneficiaries | Medicaid enrollees; Ilinois state «ITS
beneficiaries to be who submit late redetermination paperwork | Medicaid agency; administrative |  Pretest-
reenrolled within the 90-day reconsideration period MCOs; providers records (if posttest design
automatically into divided by the number of Medicaid enrollees available); * Thematic
their previous MCO (quarterly and annually, as feasible, during stakeholder | analysis
within the 90-day interview




paperwork within the 90-day reconsideration
period divided by the number of Medicaid
enrollees

application backlog? renewals.’

3.2. Does waiving * Administrative costs to process applications Medicaid enrollees; Stakeholder » Thematic
HPE prevent increases | * Staff time (including casework staff) Medicaid agency; interview analysis

in application equivalents needed to process applications providers

processing costs and

time?

3.3. Does waiving * Medicaid application backlog: the number of | Medicaid enrollees; Illinois state «ITS

HPE prevent increases Medicaid applications that have surpassed 45 | Medicaid agency administrative | * Pretest-

in Medicaid days for initial applications or 60 days for records posttest design

* Descriptive
analysis

Demonstration Goal 4: Provide quality care and improve health outcomes
Hypothesis 4.1: The demonstration will improve the quality of care.

Table 5.4. Summary of Measures and Analytic Approach for Goal 4

Sample or population Potential data Draft
Research Question Proposed outcome measures or indicators subgroups to be analytical
compared Sources approach
4.1. Does the Quality of Care?: Medicaid enrollees Medicaid  CITS
demonstration e Cervical Cancer Screening (CMIT>#118) claims data *DID
improve the quality of | « Chlamydia Screening in Women Ages 21to | Subgroups: * Pretest-
care? 24 (CMIT#128) * Women posttest design
* Breast Cancer Screening (CMIT#93) * Pregnant women * PSM for
* Prenatal and Postpartum Care (CMIT#581) matching
demonstration

! The State of Illinois reports backlogs as delays of 45 days or more for initial applications and 60 days or more for renewals. Retrieved from
https://www.dhs.state.il.us/page.aspx?item=117858 or https://hfs.illinois.gov/content/dam/soi/en/web/hfs/sitecollectiondocuments/quarter12024backlogreport. pdf
2 The measures are referenced from CMS Core Set of Adult Health Care Quality Meausres https://www.medicaid.gov/medicaid/quality-of-care/performance-measurement/adult-
and-child-health-care-quality-measures/adult-health-care-quality-measures/index.html

3 The CMS Measures Inventory Tool (CMIT) is the repository of record for information about the measures that CMS uses to promote health care quality and quality

improvement.
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 Controlling High Blood Pressure

* Racial/ethnic groups

and

(CMIT#167) (e.g., White, Black, comparison
« Hemoglobin Alc Control for Patients with | Hispanic, others) group
Diabetes (CMIT#148) * Age groups (e.g.,
e HIV Viral Load Suppression (CMIT#325) | children, young
* Initiation and Engagement of Alcohol and adults, adul_ts, seniors)
Other Drug Abuse or Dependence Treatment | | Geographical groups
(e.g., urban, suburban,
(CMIT#394) rural)
* Follow-up After Hospitalization for Mental
I1Iness within 7 days or 30 days
- Ages 6-17 (CMIT#268)
- Ages 18 and older (CMIT#265)
 Use of Pharmacotherapy for Opioid Use
Disorder (CMIT#750)
* Follow-Up After Emergency Department
Visit for Alcohol and Other Drug Abuse or
Dependence (CMIT#268)
* Immunizations for Adolescents
(CMIT#1775)
Hypothesis 4.2: The demonstration will improve health outcomes among beneficiaries.
4.2. Does the * Rate of ED visits (HEDIS Emergency Medicaid enrollees Medicaid « CITS
demonstration Department Utilization*; CMIT #234). claims data *DID
improve health * Proportion of high-frequency ED utilizers. Subgroups: * Pretest-
outcomes among * Racial/ethnic groups posttest design
beneficiaries? (Measurement on a quarterly or annual basis, (e.g., White, Black, * PSM for
as it is feasible) Hispanic, others) matching

demonstration
and

4 This measure is drawn from the HEDIS established by NCQA. The observed-to-expected ratio is multiplied by the emergency department visit rate across all health plans to
produce a risk-standardized rate that allows for national comparison.
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* Age groups (e.g.,
children, young
adults, adults, seniors)
+ Geographical groups
(e.g., urban, suburban,
rural)

* By gender

comparison
group
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Comparative Interrupted Time Series and Interrupted Time Series

Comparative interrupted times series (CITS) and interrupted time series (ITS) designs are
quasi-experimental approaches to evaluate interventions when there are multiple and equally
spaced data points before and after the intervention. Wheresa ITS does not require a comparison
group, CITS is an extension of ITS through the addition of a comparison group to further
minimize the potential for biased results arising from concurrent external events; as such, it will
be the primary analytic method for this evaluation.

The main objective of ITS is to examine whether the data pattern observed post-
intervention is different from the data pattern observed pre-intervention. Several effect estimates
can help describe the impact of waiver administration. For example, a change in level
corresponds to the difference in outcomes at the time of administration from the predicted pre-
administration trend, and a change in slope corresponds to the difference between the post- and
pre-administration slopes. For accuracy, it is necessary to report both level change and change in
trend to interpret the results of an ITS study.

We employ ITS with the assumption that the waiver demonstration, and not any other
factor, will produce any change that occurs. Thus, the measurements taken before the
demonstration’s initiation will be used to model a counterfactual scenario in which the
intervention did not occur. The regression model is explained in Figure 5.

Figure 5. Interrupted Time Series Approach with No Comparison State/Group: Graphical
Depiction of a Segmented Linear Regression Model

250 - :
| counterfactual
| :
interruption | trend line
|
|
200 |
|
| N
! , slope change
o I \
5 I : )
g 150 level change |
3
°

100

Posl—interruptnon §\ope

|
|
|
|
T T J L !
0 20 40 60 80 100
months since start of project

Source: Simon L. Turner, 2021
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The model using the single group ITS can be presented as follows:
Y = Bo+ BT+ PoX+ PsXT+ ¢

Where T is the time elapsed since the start of the study
X is the study phase (pre-waiver = 0, post-waiver = 1);
Y is the outcome at time T;
XT is the time after interruption/waiver administration;
Bo represents the intercept at the initial data collection period;
B1 is the pre-interruption slope until the waiver began on January 2021,
B2 is the level change following the interruption that measures in the period immediately
following the waiver; and
B3 represents the difference between pre-interruption and post-interruption slopes of
the outcome.

Including a comparison group in the CITS design will add another trend line to the figure
above, as Figure 6 illustrates. Although CITS design is related to difference-in-differences design
in a way that uses a comparison group and observations before and after an intervention, CITS
offers the additional benefit of assessing the impact of the intervention, both the changes in
outcome level and changes in the long-term trend. To yield this benefit, CITS design requires
multiple data points, unlike DID. A detailed description of DID will be provided in the following
section.

Figure 6. Interrupted Time Series Approach with A Comparison State/Group

outcome

ZVXT)

p4

) B3(X*T)

B2 (X)

BO B1(T)

Preintervention Postintervention

Note. The lower line refers to the visual depiction of a single group, and the upper and lower lines refer to
the visual depiction of multiple groups.
Source: Linden & Adams, 2011
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The model using CITS can be presented as follows:
Y = Bo+ BaT+ BoX+ BaXT+ PBaZ+ BsZT+ BeZX+ BrZXT+ ¢

Where Z is a dummy variable indicating waiver state (1) or comparison state (0);
ZT is time for the waiver state and O for the comparison state;
ZX is the study phase for the waiver state and O for the comparison state;
ZXT is time after interruption/waiver for the waiver state and O for comparison state;
B4 is the difference in the level between the waiver and comparison state at the beginning
of the data collection period;
Bs is the difference in the slope between the waiver and comparison state prior to the
waiver;
Be is the difference in the level between waiver and comparison state in the period.
Immediately following the waiver; and
B7 is the difference between waiver and comparison state in the slope after initiation of
the administration.

Using ITS and CITS to estimate regression coefficients and examine long-term trends
effectively requires a minimum of three to four data points (both before and after an
intervention) in the case of yearly data® and a minimum of 12 data points (both before and after
an intervention) in the case of monthly data.® Depending on the granularity of data (i.e., available
intervals of measurement), the ITS or DID approach will be applied to our evaluation. Because
the COVID-19 PHE occurred during the pre-waiver period and continued into the initial stages
of the post-waiver administration, the analysis will be adjusted to account for any COVID and/or
PHE impact, as detailed in the limitations section.

Difference-in-Differences Design

Difference-in-Differences (DID) is a quasi-experimental design, typically used to
estimate the effect of a specific intervention, such as the enactment of policy or large-scale
program implementation like the section 1115(a) demonstration. DID evaluates the impact of a
program/policy by looking at whether the demonstration state deviates from its baseline mean by
a greater amount than the comparison state. Consequently, DID requires data from both pre-and
post-waiver periods as well as data from both the state where the demonstration is implemented
and from another similar state not implementing this or a similar demonstration. We present a
graphical explanation of this approach with one pre-intervention and one post-intervention
datapoint in Figure 7.

5 Hategeka, C., Ruton, H., Karamouzian, M., Lynd, L. D., & Law, M. R. (2020). Use of interrupted time series methods in the
evaluation of health system quality improvement interventions: A methodological systematic review. BMJ Global Health, 5(10).
https://doi.org/10.1136/bmjgh-2020-003567

6 Wagner, A. K., Soumerai, S. B., Zhang, F., & Ross-Degnan, D. (2002). Segmented regression analysis of interrupted timeseries
studies in medication use research. Journal of Clinical Pharmacy and Therapeutics, 27, 299-309. https://doi.org/10.1046/j.1365-
2710.2002.00430.x
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Figure 7. The Difference-in-Differences Approach

Outcome

Pre-intervention Post-intervention

The regression model using DID is:

Outcome = constant + Time*p1 + Intervention*p2 + (Time*Intervention)*ps + Covariates*ps + €

Where,
Bo = Average before section 1115(a) waiver demonstration period
B1= Time trend in the comparison group (other state) = (D-B)
B2 = Difference between two groups before the waiver demonstration = (A-B)
B3 = Difference in changes over time = (C-A) — (D-B)

The idea behind the DID identification strategy is simple. The two groups could exhibit
observable differences, meaning their group-specific means might differ even in the absence of
any waiver administration. However, if this difference remains constant over time (i.e., the
parallel trend assumption), regardless of the waiver, it can be eliminated by deducting the group-
specific means of the outcome of interest. The remaining difference between these group-
specific changes must then reflect the causal effect of interest. If available, multiple pre-waiver
time points from Illinois and the comparison state will be used to satisfy the parallel trend
assumption, making the DID analysis more robust.

Pretest-posttest Design

Where data quality is highly suspect or the quantity of data is insufficient for the
construction of a time series, we will resort to a pretest-posttest design to allow for some
evaluation of the impact of the waiver. Pretest-posttest designs can be used in both experimental
and quasi-experimental research and may or may not include a comparison group. They involve
analyzing the differences in the outcome before and after the waiver demonstration to see if the
waiver has a significant effect on the outcome. The research team will run a one-way, two-
sample t-test between the pre-waiver and the post-waiver datapoints and determine if there is any
significant change and the effect size of the change. Because this design offers no way to account
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for time, the research team only intends to use it for exploratory analyses or in instances where
data availability is limited.

Although a pretest—posttest design effectively manages individual differences and reflects
contextual factors through baseline/pretest measures, the absence of a comparison group poses
challenges in attributing observed changes to the waiver administration. External factors or
maturation may contribute to the outcomes, complicating the interpretation of causality. To
minimize these limitations, the research team will bolster its strength by including covariates on
which to match beneficiaries. This will reduce the chances of confounding by another factor. The
team will also control for covariates using propensity score matching to generate an ideally
matched subset of the population.

One-Group Posttest Design

In a one-group posttest design, data are collected only after the administration of a
waiver. The research team will use this design only when it is difficult to obtain pre-waiver
measurements or when the primary focus of the analysis is to understand the immediate effects
of administration. Because this design is vulnerable to validity threats, it will be used only in
cases where pre-demonstration and comparison group data are unavailable. Measures will
include stakeholder interviews designed to gauge perceptions about the effects of the waiver
demonstration. The absence of baseline/pretest data in this design makes it more challenging to
identify alternative explanations for observed changes, such as external factors, maturation
effects, and selection bias. These limitations will be carefully considered as the research team
develops interview questions and subsequent analytic approaches. The comprehensive contexts
surrounding the waiver change will be considered when collecting and describing the
experiences of stakeholders, as well as when explaining the impact of the demonstration. The
research team will develop a detailed qualitative analytic approach in conjunction with a data
collection plan.

Propensity Score Matching

When it is possible to directly compare the health outcomes of beneficiaries, we will use
propensity score matching to match beneficiaries from Illinois to a pool of comparable
beneficiaries in either of the two comparison states. Because we will match at the level of
individual beneficiaries, not states, we can match beneficiaries from Illinois to those from either
Wisconsin or lowa. This will both expand the overall pool of beneficiaries to match with and
control for discrepancies between the comparison states and Illinois. For example, any
differences that may arise from the preexisting differences between Illinois and Wisconsin can
be controlled for via the addition of matched lowan beneficiaries.

Propensity score matching for claims data will involve creating a subset of beneficiaries
by selecting first an exposed beneficiary (i.e., an lllinois Medicaid beneficiary) and matching
with an unexposed beneficiary (from Wisconsin or lowa) with identical or similar levels of a list
of covariates, to be selected at the time of analysis (Seeger et al., 2005). The subset will,
therefore, control for the selected covariates, and one of the above analytic methods (ITS, DID,
or pre/post-testing) will be applied to the subset to assess the impact of this demonstration.

The evaluation plan will include a comprehensive sensitivity analysis to examine the
stability of our findings under various scenarios and ensure methodological robustness. We will
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explore the effects of modifying the selection of covariates, utilizing alternative matching
algorithms (e.g., nearest neighbor, kernel, caliper matching), and adjusting the handling of
unmatched cases. This approach allows us to evaluate the sensitivity of our results to these
methodological choices, ensuring that assumptions and matching strategies do not affect our
conclusions. Thus, our sensitivity analysis will provide a deeper understanding of the reliability
and generalizability of our findings.

The use of propensity score matching (PSM) comes with the risk of reducing
generalizability due to incomplete matching (Seeger et al., 2005). While PSM will be applied
selectively to metrics as the need arises, matching will likely be incomplete, given the numeric
and demographic discrepancies between the states used in the analysis. As a result, it will be
impossible to disprove that the unmatched population exhibits a treatment effect not present in
the matched population. Therefore, each use of PSM and the selection of matching variables will
be carefully weighed against the loss of generalizability. Furthermore, PSM functions best with a
limited number of covariates: it has difficulty handling large volumes of covariates. The research
team will thus be careful about covariate selection (Seeger et al., 2005). Some potential
covariates include race/ethnicity, gender, and age as straightforward demographic controls.

Thematic Analysis for Qualitative Data

The primary method of qualitative data analysis will be thematic analysis, an approach
that identifies, analyzes, and reports patterns within the interview data. The process begins with a
thorough reading of the interview transcripts, allowing the research team to immerse themselves
in the data and gain a comprehensive understanding of the participants’ narratives. Next,
meaningful segments of text are labeled with initial codes, capturing specific concepts related to
administrative burdens, continuity of care, and the impacts of Medicaid policies.

The research team then examines these codes and groups them into broader categories that
reflect key themes within the data. For example, themes might include topics such as “barriers to
MCO enrollment,” “challenges with administrative procedures,” and “continuity of care
improvements.” The contents of each category are then condensed to distill their essence,
creating a narrative that reflects participants’ views and experiences. Finally, these summaries
are synthesized into a cohesive interpretation, highlighting patterns, variations, and broader
implications of the data in relation to the study’s objectives. The research team will use the
NVivo software package to manage and analyze the qualitative data.

5) Data Sources
(1) Minois Medicaid Data

* Medicaid Enrollment Data
The data will contain information regarding the program eligibility and enrollment status
of people who applied for Medicaid, including MCO enrollment start and end dates, as well as
enrollees’ socio-demographic characteristics (e.g., gender, race/ethnicity, income). This data,
covering three years prior to the demonstration and five years post-demonstration, will be
provided by the Illinois Department of Healthcare and Family Services.
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* Medicaid Claims Data

Medicaid claims data will include the records from both fee-for-service (FFS) providers
and MCOs. The research team will focus particularly on data containing a record of the actual
healthcare services provided and the associated financial transactions. This administrative claims
data contains information on items such as (1) date and location of service, (2) type and cost of
service, (3) procedures performed, (4) extent of service (e.g., days in hospital), (5) beneficiary
demographics such as age, gender, and location of residence, and (6) program information for
the beneficiary, such as type and dates of coverage or information needed for billing and mailing
purposes. The Illinois Department of Healthcare and Family Services will provide this data for
almost three years before the demonstration and five years post-demonstration. Illinois Medicaid
claims data will be obtained via direct access to the State of Illinois Department of Healthcare
and Family Services Electronic Data Warehouse (EDW), which contains all Medicaid claims
submitted to the state and is updated as claims are made.

* Administrative Records Data

Administrative record data includes data sources for measuring backlogs. The Illinois
Department of Human Services (IDHS) and the Illinois Department of Healthcare and Family
Services (HFS) collaborate to report findings from the data quarterly. Given that the state of
Illinois is mandated to determine Medicaid eligibility within 45 days, the data used to measure
backlog results include total applications on hand by number of days on hand, the number of
applications pending for more than 45 days, and the number of pending applications by basis for
determining income eligibility.

(2) Comparison State Data

* Transformed Medicaid Statistical Information System (T-MSIS) Analytic Files (TAF)
The data will include all claim records submitted by providers in lowa and Wisconsin,
with the exception of long-term care claims, as those are not pertinent to analysis of the waiver.
The data will cover almost three years prior to the demonstration and the five years following the
demonstration. Also, the data will contain enrollment data, allowing for the continuity of
coverage rates in lowa and Wisconsin to be measured and compared to the continuity of
coverage rates in Illinois.

Accessing this data will require several steps. First, the research team will obtain
approval for a participant-consent-exemption from the University of Illinois’ Institutional
Review Board (IRB) as required for the use of protected health information (PHI) archival data.
Next, the research team will include this IRB approval in at least two applications for the T-
MSIS files sent to CMS’s vendor of Medicaid data: the Research Data Assistance Center
(ResDAC). These applications will include the request for the re-use of lowa data, which the
team has already purchased for another 1115 evaluation as a comparison state, and an application
for the purchase and use of Wisconsin’s Medicaid data for the first time by the evaluation team.
Once ResDAC’s administrative reviewer, technical advisor, and executive advisor approve these
applications (a process that may take several months), the team’s funder— the Office of
Medicaid Innovation (OMI)— will approve an invoice already included in the approved project
budget. Finally, the approved and funded data request will be sent to CMS for processing,
following which the data will be shipped in a secure physical format to the research team’s data
storage partners at the National Center for Super Computing Applications, who have already
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received permission to store Medicaid and Medicare data via an approved Data Management
Plan Self-Attestation Questionnaire (DMP-SAQ) through ResDAC.

(3) Stakeholder Interviews

Interviews will be conducted to evaluate the impact of the demonstration on continuity of
care and administrative simplification. These interviews will engage key stakeholders, including
Illinois Medicaid administrators and healthcare providers, particularly those working in hospitals
in Hlinois.

The interviews will focus on two primary themes. The first of these is continuity of
coverage in the absence of HPE program. This will include examining timely enrollment in
Medicaid and the churns between Fee-For-Services (FFS) and managed care. The second theme
is the administrative workload before and after the demonstration. Questions will address time
and expenses related to reenrolling beneficiaries who submit late redetermination paperwork to
managed care, and the administrative efficiencies gained through waiving the HPE program.

We anticipate conducting interviews with approximately 25 stakeholders, including Illinois
Medicaid staff members and providers, within two to three years after the demonstration
implementation. The format of these sessions, whether individual interviews or focus groups,
will be determined based on feasibility considerations.

(4) Data Sources Considered and Excluded

To provide the most thorough analysis, the research team assessed the utility of the
following data sources for a comparison of Illinois Medicaid recipients’ health outcomes and
quality of care with those of other states. However, the two assessed datasets and the possibility
of a survey presented significant limitations to the proposed analysis, leading to their exclusion
from the final analysis.

* Behavioral Risk Factor Surveillance System (BRFSS)

The BRFSS is an annual national survey jointly administered by the Centers for Disease
Control and Prevention and state health departments. The data include information on health
status and health risk behaviors and allows for comparisons of health outcomes in Illinois with
outcomes in other states. From 2015 to 2019, the Illinois BRFSS fielded 37,000 surveys and
polled a different set of counties each year, which may make it challenging to identify Medicaid-
specific subgroups within Illinois. Using raw data obtained from the CDC, the research team
determined that Illinois has fewer than 500 respondents to BRFSS per year, as do the comparison
states. Additionally, BRFSS does not ask respondents if they are enrolled in Medicaid, but only
whether Medicaid is their primary insurance. This means that the BRFSS population is not
appropriate for an evaluation of all Medicaid beneficiaries in Illinois, as this population is not
limited to those who primarily use Medicaid. Given the limitations of the sample size and the
fact that the survey population did not fit the evaluation’s scope, BRFSS was excluded as a
secondary dataset for the evaluation.

* Medical Expenditure Panel Survey (MEPS)

MEPS is a national data source measuring how Americans use and pay for medical care,
health insurance, and out-of-pocket spending, including family-level and individual-level
information on health status, medical events, health insurance coverage, and satisfaction with
care. The survey had five waves of interviews over a two-year period. MEPS also includes a
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survey of medical care providers that supplements the household survey related to medical
events and costs. Like BRFSS data, MEPS has limitations regarding sample size, with only
27,322 individuals sampled nationwide in 2021. Furthermore, the MEPS dataset accessed by the
research team did not assign respondents to states, meaning that while the entire sample
population has used Medicaid benefits, the location of the beneficiaries is unknown. Due to this
limitation, MEPS was ruled out as a secondary data source, as the entire evaluation hinges on
having state-specific data. While the research team will continue to investigate state-specific
MEPS data sources, the shortcomings pertaining to sample size likely preclude the use of MEPS
data regardless of location availability.

e Beneficiary Survey
The research team discussed, at length, the feasibility of conducting a survey of Medicaid

beneficiaries in Illinois alongside the stakeholder interviews to increase the evaluation’s overall
context. However, because the survey would collect sensitive PHI, it was determined that the
logistics of contracting with an outside service (such as Mechanical Turk or Qualtrics) to
disseminate the survey would introduce many issues related to privacy, data security, and data
sharing agreements between the contractors and the research team. Dissemination via the
research team was also considered; however, G*Power analysis revealed that the research team
would need to collect approximately 400 responses to be representative of the Illinois Medicaid
beneficiary population. While the distribution of a mail survey was considered because the
Illinois Electronic Data Warehouse contains beneficiary addresses, the team expected low
response rates for various reasons, including the fact that no incentive would be offered.
Dissemination via phone was then considered, but this survey method would consume a large
portion of the research team’s time without mitigating the concerns about a poor response rate
and introducing further data security concerns. Thus, the research team concluded that the
analytic benefits of gathering data via a survey would be outweighed by the costs.

Furthermore, there is already a large cadre of appropriate measures (the Core Set of
Health Care Quality Measures) included in the plan, meaning that the information related to
healthcare quality and satisfaction captured by the member survey has been already collected by
other means. This further increases the justification for not conducting a member survey given
the logistical challenges it poses.

D. Methodological Limitations

The proposed evaluation has limitations. The qualitative interviews are limited in several
ways, the foremost due to the cross-sectional, retrospective nature of the interviews. Because the
waiver has already gone into effect, the research team plans to conduct one-time interviews. As a
result, the quality of the data collected may suffer due to the passage of time if respondents
struggle to remember the quality of care prior to the waiver. This uncertainty may suppress the
observed or reported treatment effect. The research team also intends to conduct the interviews
only within Illinois, which means the data collected cannot be set against a comparison state,
somewhat dampening the power of the interview data.

Other limitations pertain to the quantitative aspects of the evaluation. In a natural
experiment setting, it is difficult to know with certainty which factors of experiments lead to
change. It is also unclear how much the experiment resembles the event in real life, which raises
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questions about the external validity of the findings. However, the inclusion of a comparison
group will largely address the limitations inherent to any time-series analysis.

There may be factors that we cannot control that affect Medicaid coverage and continuity
of care. Such factors would include the local implementation of Medicaid policies and
caseworkers’ practices, which can affect care coordination and the monitoring of client
redetermination paperwork. Records from the pretest period may not be as comprehensive as we
wish, and data lags may arise that impact our ability to access the most recent Illinois Medicaid
data. Moreover, the observational period spans the COVID-19 PHE, an issue we discuss in more
detail in the next section.

Any inequivalence between the waiver state and comparison state/group (e.g., selection
bias) prevents us from making valid causal inferences about the waiver administration and the
outcome variable. Furthermore, while the team has mitigated the shortcomings of the comparison
states by choosing two separate states through objective mathematical measures, there is no
perfect comparison state. However, ITS is a robust approach even without a control series,
meaning the results will still be strong. Finally, the research team has made allowances for the
use of propensity score matching to compare outcomes at the individual level should state-level
comparisons be insufficient; the limitations of propensity score matching have been
acknowledged in the methods section, and the research team will select the most powerful
analysis for each metric to reduce limitations and increase generalizability to the fullest extent.

Although we anticipate using the pretest/posttest method as little as possible, if at all, its
use will introduce a limitation. This method uses just one data point pre- and post-intervention,
ultimately limiting the conclusions that can be drawn from such a small sample. This approach
also excludes time as a factor from the analysis, meaning that it cannot account for underlying
trends.

The Section 1115 demonstration waived the requirement for implementing the HPE
program in Illinois. However, prior to this waiver, the HPE program had not been introduced in
the state. Evaluating an initiative that was never put into practice in Illinois is challenging,
particularly with a quantitative approach. To address this limitation, we will conduct qualitative
interviews with stakeholders to gain their perspectives and insights on the efficacy of waiving
HPE.

Methodological Considerations Relating to the COVID-19 Pandemic

The COVID-19 pandemic in the United States began in approximately March 2020,
whereas the demonstration of this waiver began in January 2021. The highest spike of the
COVID-19 hospitalization rate in Illinois was in January 2022, followed by November 2020
(CDC, 2024). lllinois also had higher vulnerability than most states, with 34% of the population
residing in a densely populated, high-vulnerability area, which correlated with a higher risk of
infection and adverse health outcomes (Surgo Ventures, 2020). Social distancing and stay-at-
home orders took effect statewide on March 21, 2020. Simultaneously, federal section 1135
waivers granted the Secretary of the Department of Health and Human Services the flexibility
to temporarily modify Medicaid, and this modification played a significant role in shaping
the pandemic response. In many ways, the COVID-19 pandemic has likely impacted this
waiver evaluation, particularly during the initial two years of the waiver and the immediate pre-
waiver period, because of the high hospitalization rate and subsequent policy changes.
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Furthermore, during the pandemic and the years following, Illinois Medicaid witnessed
significant fluctuations in enrollment numbers, and we expect such variations to continue.
Extensive job losses and economic instability during the pandemic caused a substantial surge in
Medicaid enrollments in 2020. According to a preliminary dataset released in September 2020 by
the U.S. Bureau of Labor Statistics and the Illinois Department of Employment Security, all 14
of Illinois’s metropolitan areas experienced a decrease in the number of nonfarm jobs over the
year. Until the public health emergency concluded in May 2023, under Families First
Coronavirus Response Act (FFCRA) Maintenance of Eligibility (MOE) requirements, existing
Medicaid enrollees had automatic continuous coverage. The state anticipates data will reveal
significant coverage losses and disruptions due to the resumption of the redetermination process.
Findings with respect to the continuity of coverage, measured by the number of enrollees in
continuous years, will be interpreted in light of this expectation. The section below explains the
methodological considerations that will enable that interpretation.

Strategies to Consider

The initiation of the waiver demonstration in January 2021 coincided with the continued
impact of the COVID-19 pandemic and PHE. Consequently, the pandemic heavily influenced
period preceding the demonstration (March 2020 to December 2020, referred to in Figure 4.2 as
the Pre-waiver Period 2). The two years following the waiver demonstration were also under the
influence of the PHE until Illinois resumed resource tests in May 2023. Additionally, flexibilities
authorized under the Disaster State Plan Amendment, effective until May 2024, included
policies likely to affect the continuity of coverage, such as (a) presumptive eligibility for
Modified Adjusted Gross Income (MAGI) adults and (b) frequent presumptive eligibility for
children, pregnant women, and adults, and (c) self-attestation of income, incurred medical
expenses, residency, disability status, insured status, and immigration or citizenship status when
electronic verification was not available.

Depending on the magnitude of pandemic-induced changes, isolating the effects of the
pandemic from those of the waiver demonstration may pose a challenge. We plan to employ
some adjustments in our proposed analytic strategies to address this, determining if COVID-19-
related effects differ across states so as to disentangle the impacts of COVID-19 from the effects
of the demonstration.

Using a comparison state that experienced similar external influences related to the
pandemic but did not receive the specific intervention being implemented provides a strategy for
disentangling COVID-19’s impact on outcome measures from the waiver’s effect on those
outcomes. Additionally, we aim to enhance comparability by utilizing propensity score matching
to match the state’s beneficiaries with the comparison groups. This approach contributes to the
robustness of difference-in-differences and comparative interrupted time series designs.

To ensure our metrics are suitable for a difference-in-difference analytic approach, we
will secure about two years of pre-COVID data spanning from January 2018 to February 2020.
These data will capture the average difference in outcomes between the demonstration state and
the comparison states before the pandemic. Consequently, the analysis will evaluate the waiver’s
impact based on both pre-COVID data (January 2018 — February 2020) and post-waiver data
(May 2023 — December 2025), excluding periods affected by the pandemic and PHE (March
2020 to April 2023). Additionally, another model will incorporate fixed effects for each
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segmented phase (Figure 4.2) and their interactions with the treatment indicator variable. This
inclusion will explain how the waiver effect varies over time. Observing consistency in the
waiver effect across different segmented phase will enhance the robustness of the analysis.

We also propose using a comparative interrupted time series model to discern the impact
of COVID-19 and PHE continuous enrollment. Typically, this model analyzes data collected
over a period during which an intervention might induce significant change. However, the
ongoing disruption from March 2020 to April 2023 makes it impractical to exclude specific time
frames from the analysis. Therefore, we propose assessing the impacts of COVID-19 and PHE
continuous enrollment by using dummy variables for pre-waiver (2) and post-waiver (1) periods,
as shown in Figure 4.2. This method provides a nuanced understanding of how these external
factors, alongside the waiver’s impact, affect outcomes. Separate dummy variables will be
included to evaluate the distinct impact of each external factor while examining the waiver’s

impact.

E. Timeline

Task

Projected Dates

Evaluation Contractor Data Processing

Determine required variables, the timeline of variables (monthly, quarterly), and the

dates needed for the proposed evaluation. August 2023
. . . . September 2023 —
Request and receive access to Illinois Medicaid Enroliment and Claims Data. February 2024
Evaluation contractor receives data and examines it for accuracy and feasibility. March 2024
Evaluation contractor processes data — cleaning and merging received data files. '?5;'; gggi
Quialitative Interview Data Collection
. . . . February 2024-
Develop interview protocol, consent forms and recruiting materials July 2024
. o . . July 2024-
Submit qualitative interview materials for IRB study approval August 2024
T . . T August 2024-
Conduct qualitative interviews for eventual inclusion in final report. December 2025
Initial Data Analysis and Interim Report Writing
o . . June 2024 —
Conceptualization and variable construction. July 2024
. - August 2024 —
Descriptive statistics for Goals #1, #2, #3, #4. September 2024
Bivariate analyses & pretest/posttest for Goals #1, #2, #3, #4. ég?ou;;rz%; 4
L . S October 2024 —
Draft interim evaluation report and develop interim report update to CMS. November 2024
Interim Evaluation Report Due December 2024
Accessing Comparison State Data
Investigate state datasets and waiver status to determine a suitable comparison of July 2023 —
state datasets. September 2023
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Determine required variables, number of cases, timeline, dates, and other required

information to include in the request. September 2023
Develop a security plan for data transfer and data sharing between the University of
Illinois and the comparison state’s data custodian. December 2023
Submit a request and process payment to access 2018 to the most current February 2024
comparison state data. y
Estimated date of receipt for comparison state dataset. February 2025
Additional data requests for subsequent year(s) of the dataset. February 2025
Processes data — cleaning and merging received state datasets. D'\gggr:r?bi(r)%gz_S
Evaluation Analysis
Interrupted time series (ITS) analysis for Goals #3 and #4. Jagﬂz;yz%%%G B
Code and conduct thematic analysis of qualitative data. Jagﬂ?gz%%? B
Propensity score matching (PSM) and/or logistic regression and/or Difference-in- March 2026 —
differences (DID) approach for Goals #1, #3, and #4. June 2026
Summarize analysis findings for the demonstration evaluation. Dg&!ﬁ]ﬁg?ga%
Compile Analysis Summaries and Develop Final Summative Evaluation Report Jan'\l/ﬁ;yzzoozzg .
Summative Evaluation Report Due June 2027
F. Evaluation Budget FY 2022 2027
Task 2022 2023 2024 2025 2026 2027
actual | actual | estimate | estimate | estimate | estimate
Management, Consulting, Reporting, 35,046 33,021 | 34,232 | 35,258 36,316
Supervising
Data Management, Cleaning, and 21,193 43,741 | 116,506 | 120,001 | 123,601
Analysis
Qualitative Interviews and Analysis 15,162 | 15,616 16,084
Graduate Assistants 15,908 | 43,092 79,815 60,646 | 62,466 64,340
Fringe Benefits (46.38%,10.35%GRA) | 1,395 | 27,071 38,881 77,758 | 80,091 82,493
T-MSIS Data for lowa and Wisconsin 96,500 76,000
NCSA Billable Data hours 15,107 15,107 15,107
Misc. Services and Telecom (see 1,084 6,478 10,056 10,056 10,056
details in narrative)
Lease Charge (prorated per FTE) 2,144 10,386 | 17,598 | 17,598 17,598
Supplies (computers and monitors) 3,400 5,594 5,594 5,594
ICR 21.7% of MTDC 3,755 | 24,499 46,812 | 108,296 | 74,689 76,729
Total | 21,058 | 154,129 | 359,034 | 460,955 | 436,476 | 523,918

Additional information regarding the cost of comparison State Data for lowa and Wisconsin, in
addition to the amount budgeted above. All data will be purchased at one time.

41




lowa and Wisconsin (Cohort: 2,984,145) Years Fee I:;er Data- Total
ear
T-MSIS Analytic Files (TAF)*:
DE (Demographic and Eligibility) 2018-2025 | $ 4,000 | $ 28,000
IP (Inpatient Hospital) 2018-2025 | $ 4,000 | $ 28,000
RX (Prescription Drug) 2018-2025 | $ 5,000 | $ 35,000
OT (Other Services) 2018-2025 | $ 5,000 | $ 35,000
LT (Long Term Care) 2018-2025 | $ 5500 |$ 44,000
T-MSIS Bridge File 2020 $ - | $ -
Finder File Fee - $ - | $ 2,500
TOTAL $172,500*

*Excluding taxes, fees, shipping, etc.
The budget request from FY 2025 through 2027 is $1,509,348. There is a 3% increase from year to year
to accommodate cost-of-living and inflation adjustments over time.

Evaluation Budget Narrative
The primary cost for this project is the staff time required to design the evaluation plan, analyze
the outcome data, and prepare a report. Additional expenses, as applicable, are listed below as
well.

Project Management, Consultant, Supervision and Reporting

Chi-Fang Wu is a Professor in the School of Social Work at the University of Illinois Urbana-
Champaign. As the Project Investigator (PI), Dr. Wu will oversee all aspects of the project,
including quality control, fiscal spending, hiring and training of research assistants, leading
project team meetings, managing data collection and analysis, and writing evaluation designs and
reports. Dr. Wu’s leadership will ensure that project administration, analysis, and reporting
requirements are met for the Illinois Department of Healthcare and Family Services and the
Centers for Medicare and Medicaid. Budget request: 22% salary.

Douglas Smith is the Director of the Center for Prevention Research and Development (CPRD)
and a Professor in the School of Social Work at the University of Illinois Urbana-Champaign. He
will serve as a consultant for this project. He will provide consultation on the development of the
project’s data collection and analytic methodologies to ensure the development and
implementation of a robust evaluation plan. He will also review the evaluation design and
reports. Budget request: 5% salary.

Crystal Reinhart is a Senior Research Scientist at CPRD and the Center’s liaison for
compliance with the Health Insurance Portability and Accountability Act (HIPAA). As a Project
Manager for PO19, she will supervise CPRD staff, including task management, prioritization,
timelines, and HIPAA compliance. She will also oversee the data management for this project on
the Nightingale cluster at the National Center for Supercomputing Applications (NCSA). Finally,
she will be responsible for developing and editing reports for the Illinois Department of
Healthcare and Family Services and the Centers for Medicare and Medicaid. Budget request:
15% salary.
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Data Management, Cleaning, and Analysis

Shahana Begum is a Senior Research Data Coordinator and serves as the CPRD senior
statistician. In her capacity as a Statistical Analysis Leader, she will play a pivotal role in
mentoring and coaching the project’s Research Data Specialists as they conduct complex
analyses of the project. Through effective leadership and a comprehensive understanding of
analytical methodologies, she will enhance the team’s performance and actively contribute to the
overall success of the evaluation project. Budget request: 10% salary.

Aidan Berg is a Research Data Specialist at CPRD. As a Research Data Specialist for the
project, he will perform various tasks related to the statistical analysis of the 1115 waiver.
Responsibilities will include data importation, cleaning, transformation, analysis, and
visualization. He will run analyses on the cleaned data using advanced statistical techniques
(e.g., comparative interrupted time series analysis, difference-in-differences analysis, pretest-
post-testing, and propensity score analysis) and more routine techniques such as t-tests,
descriptive analysis, or crosstabulation. Furthermore, he may be required to write the results of
the analysis and draw conclusions from them, writing in both a technical and accessible nature to
ensure the readability of the overall evaluation. Mr. Berg’s appointment to this evaluation began
at .50 FTE and will be shifting to 1.0 FTE in 2025. Budget request: 100% salary.

Janaka Kosgolla, is an Assistant Research Scientist at the University of Illinois Urbana-
Champaign who will lead the quantitative data extraction and analysis within the EDW and
NCSA clusters. He will be responsible for developing SQL codes for all the planned quantitative
measurements to be executed on the EDW and NCSA cluster databases. He will adopt existing
methods and technical specifications and develop new ones to write SQL programs to extract the
correct information from the Medicaid data stored in both databases. In addition, he will develop
base codes required to run propensity score matching and any other analysis procedure we need
to execute in the Linux/Unix environment of the EDW and NCSA cluster. He will develop and
test an R base code that performs propensity score matching on the NCSA cluster. Dr. Kosgolla
began work on this project as an RA but will transition into full-time employment with CPRD in
2025, leading to an increase in the data analysis and cleaning budget across 2025-2027. Budget
request: 75% salary.

Graduate Assistants and Qualitative Interviewer — This budget item supports the two
Research Assistants (50% FTE) (beginning in 2023), and one Qualitative Interviewer (25% FTE)
(beginning in July 2024) to complete supporting tasks, including but not limited to assisting with
data analyses, collecting qualitative data, cleaning data for project staff to fulfill data, conducting
literature reviews, and writing report requests on the evaluation project. The qualitative
interviewer will be required to schedule interviews (including recruiting interviewees), conduct
interviews, and collaborate with the research team to code the collected qualitative data before it
is analyzed. Budget request: two 50% RA (from 2023) and one 25% RA (from July 2024).

Fringe Benefits are in accordance with the Negotiated Fringe Cost Rate Agreement with the
Office of Naval Research. For this proposal, the Fringe Benefit Rate is calculated at 46.38% for
all full-time staff (retirement 11.98%; health, life, dental 32.20%; workers’ compensation 0.01%;
termination 0.74%; and Medicare 1.45%). The fringe benefit rate is updated annually and
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approved by the Federal government near the beginning of each fiscal year. Changes in fringe
benefit rates are assessed immediately when they become effective.

Comparison State Data: This budget item supports the important states' Medicaid data, such as
lowa and Wisconsin, for project staff to fulfill data and report requests on the evaluation project.
Without comparison state data, robust analysis of the 1115 waiver’s impact is not possible, since
the only possible comparison will be to Illinois’ past performance on the chosen metrics, which
introduces confounding variables. Adding comparison states is an efficient way to improve the
reliability of the analysis proposed by this plan, while also addressing concerns related to data
quality, and the effects of the COVID-19 pandemic and PHE, since the comparison states may be
used to determine if disruptions in trends can be attributed to the PHE. Furthermore, use of a
comparison series is highly recommended by CMS to evaluate 1115 waiver impact.

NCSA Billable Hours include time spent uploading, securing, and managing CPRD’s database
on Nightingale, a HIPAA-compliant supercomputing cluster at the National Center for
Supercomputing Applications. NCSA also provides limited consulting services regarding
software and data management.

Materials/Supplies — The materials and supply costs include, but are not limited to, the purchase
of computer equipment, including computers, monitors, docking stations, speakers, cameras,
headsets, and other accessories.

Data Processing Services will be provided through CPRD’s pool service account, which will be
used for data entry, data cleaning, scanning and processing, data preparation and shipping, online
survey development, and report creation. Data Processing Services uses Qualtrics and Teleform
for survey creation. Data Processing Services also conducts test case development, quality
assurance, and regression testing for online web applications. For the PO19 Evaluation project,
Data Processing Services staff will assist with report generation, proofing annual reviews, and
survey development. They will conduct test case development and quality assurance for the
planned enhancements to the Prevention Hub application. The established data processing
service rate is $47.79 per hour. The data processing expense is calculated by taking the
established rate per hour multiplied by the number of hours required to meet the project
deliverables.

Lease, Facilities/Administration and Other Miscellaneous

Copying will be performed on CPRD-owned copiers, which are charged to projects by the page.
Black and white copies are $0.03 per copy and color copies are $0.07 per copy. CPRD creates
copies of materials from each provider being reviewed during the annual review process so that
project team members can easily read, assess, review, and write the results in a report.

Annual Desktop Support (Technology Services) for CPRD is independent of the University of
Illinois campus. Its Technology Services Client Support Group (TS) provides desktop support
for an annual fee including standardized charges, server support, and flexible charges calculated
by the established rate multiplied by the number of full-time employees (FTES) assigned to the
project team.
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CPRD’s Files 2 Server Support is housed at Administrative Information Technology Services
(AITS), a central campus unit located within the University of Illinois. AITS will host the file
server infrastructure (including, but not limited to, file server, file server maintenance, backup
systems, security groups) for all grants. The annual fee is determined by AITS and charged to
each grant.

Server and Storage (Technology Services) will be provided by the TS Field Consulting Team,
which is located within the University of Illinois. This team will host the infrastructure
(including, but not limited to, servers, server maintenance, backup systems, software, security
groups) for grants that require custom web applications and/or SQL databases. The annual fee is
determined by TS and charged for each custom application(s) and/or database hosting in FY24.

Field Consulting Services (Technology Services) will be provided by the Technology Services
Field Consulting Team, which will provide dedicated hours to support and maintain the
infrastructure (including, but not limited to, servers, server maintenance, backup systems,
software, security groups, and DBA support) for grants that require custom web applications
and/or SQL databases. The hours for this effort will be determined by TS and charged to each
grant for each custom application(s) and/or database hosting in FY24.

Computer software costs will include the purchase of software, including but not limited to
software for project staff to fulfill data and report requests on the evaluation project.

Other Costs will include but are not limited to the costs incurred by hiring staff for the
evaluation, such as background checks.

Occupancy Charges will be paid to CPRD, which is located off the University of Illinois
campus, where it leases its space. The lease rate includes office space and infrastructure and
maintenance to support an 8,000-square-foot building. All grants and projects are charged for
space. The occupancy charge is calculated by the number of FTEs assigned to the project
multiplied by the established rate of $480.83 (the mean cost per FTE from each quarter of the
prior year) multiplied by 12 months.

Facilities and Administration costs will be calculated under the University of Illinois Urbana-
Champaign’s federally negotiated indirect cost rate agreement with the Office of Naval
Research. In accordance with the provisions of the Grant Accountability and Transparency Act, a
federally negotiated indirect cost rate will be used for all proposal submissions. In line with the
methodology provided to the University by the Governor’s Office of Management and Budget’s
Grant Accountability and Transparency Unit, the rate reduction methodology will use the annual
University-audited financial statements to calculate rate reductions against its federally
negotiated indirect cost rates. The reductions account for all State of Illinois appropriations
received and payments on behalf of the University. For the purposes of this proposal only, F&A
is assessed at 21.70% MTDC.
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X ILLINOIS

SCHOOL OF SOCIAL WORK

1010 W. Nevada Drive, MC-082
Urbana, IL 61801-3813

July 22, 2022
To Whom It May Concern:

This letter describes my status as an Independent Evaluator for the Illinois 1115 Continuity of
Care & Administrative Simplification demonstration. | am a Professor and Ph.D. Program
Director of the School of Social Work at the University of Illinois Urbana-Champaign (UIUC),
where I have been involved in developing the evaluation plan in collaboration with UIUC’s
Center for Prevention Research and Development (CPRD). Our team will perform this
evaluation under contract with the Office of Medicaid Innovation (OMI) and the Illinois
Department of Healthcare and Family Services (HFS). HFS has asked OMI to secure an
Independent Evaluator to support the Department’s Continuity of Care (CoC) 1115.

This project’s aims are fourfold: to increase access to health care coverage, to provide quality
care, to improve health outcomes of Medicaid beneficiaries, and to reduce administrative
burdens through care coordination and continuity of care initiatives. | have the expertise, skills,
and leadership experience necessary to work collaboratively with the CPRD team to achieve the
project aims. | am a qualified independent evaluator with over 20 years of experience
researching poverty and the impact of public benefit programs on low-income families. My
academic research is multifaceted, and spans topics related to poverty, social welfare policy, the
impact of welfare reform on low-income families, access to public benefits and support services
for low-income families, and program evaluation. My research has advanced efforts to identify
the dynamics and effects of welfare reform and to understand whether and how public and
private assistance helps low-income families meet their basic needs. Using sophisticated and
innovative statistical methods, my work has produced new, meaningful insights into how
individual policies (e.g., welfare sanctions) and programs (e.g., Medicaid), as well as multiple
program participation, contribute to family well-being. Broadly, my research examines the
effectiveness and accessibility of social safety net programs, including the types and
combinations of benefits that best reduce material hardships and enhance the well-being of low-
income families. | have extensive experience using advanced methods to analyze complex,
longitudinal, state administrative data and national, population-based data, including adjusting
for selection bias.

Beyond the advanced analytic competencies required to accomplish this evaluation, | also bring a
granular knowledge of specific dynamics and effects of welfare reform among vulnerable
populations, such as low-income single mothers and unemployed and underemployed heads of
households. For example, | have developed a conceptual approach to categorizing long-term
employment and earnings trajectories among welfare recipients and low-income families. This
not only provides a portable approach for scholars with adjacent concerns, it has also enhanced
my knowledge of the measurement issues pertinent to this project.
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Throughout the years serving as principal investigator or co-investigator on several university-
and state-funded grants, | have established a successful record of study administration and
project management by setting and completing achievable project goals, detailed work plans, and
timelines.

| have worked collaboratively with OMI and HFS on the development of the evaluation plan. Dr.
Douglas Smith, Director of CPRD, also consulted on the evaluation design efforts. Dr. Smith is
currently working with the UIUC National Center for Supercomputing Applications to establish
a technical environment to perform all necessary data analysis for HFS in his work on the

the Behavioral Health Transformation 1115 and SUPPORT Planning Grant. The infrastructure
and processes he established will facilitate my completion of the CoC 1115 evaluation. The
collective experience of our evaluation team (please see description of team members below) and
CPRD staff will ensure a fair and impartial evaluation free of any conflicts of interest. This
impartiality will be reflected in the evaluation report prepared for this project.

Our evaluation team asserts that we have no interests, direct or indirect, that would conflict in
any manner or degree with the performance of our services for this project. In the performance of
this evaluation, no person with any known conflict of interest will be employed. The collective
experience of our evaluation team will ensure a fair and impartial evaluation free of any conflicts
of interest.

Sincerely,

Chi-Fang Wu, Ph.D.
Professor and Ph.D. Program Director
School of Social Work
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University of lllinois at Urbana-Champaign (UIUC)-Personnel

Chi-Fang Wu, Ph.D. (Evaluator) is a Professor and Ph.D. Program Director of the School of
Social Work at the University of Illinois Urbana-Champaign. Throughout her academic career,
she has studied the impact of social policy on low-income families and the accessibility of public
benefit programs and support services. She has led several projects examining the types and
combinations of public benefits and private assistance received by low-income families with
children. Her research also examines families who are most in need of government assistance
(Chen, Wu, & Zheng, 2022), and whether and how public benefits help these recipients meet
their basic needs and reduce their material hardship (Wu, Eamon, & Wang, 2014; Wu et al.,
under review). Her observation of broad patterns in benefit participation, which indicates that
benefit-eligible families face barriers to participation, motivates her research (Wu et al., 2022).

Dr. Wu’s research has also generated new insights into the dynamics and measurement of
unemployment and underemployment in the U.S. She developed a new conceptual approach that
enables her to (a) categorize measures of unemployment and underemployment and (b) analyze
longitudinal national population-based data in order to measure levels and factors associated with
unemployment and underemployment. The resulting findings conclude that underemployment,
but not unemployment, was associated with lower levels of self-rated health among single
mothers (Wu et al., 2014), which may be explained by inequity in health care access.

Dr. Wu’s more recent research addresses the ways in which receiving specific public
benefits buffers the negative effects of under- or unemployment on family well-being (Wu,
Eamon, & Wang, 2017; Wu et al., 2022). Her findings indicated that when employment
problems increased during the Great Recession and created material hardship, receipt of public
benefits also rose nationwide (Eamon & Wu, 2013). She also found that while single mothers’
likelihood of experiencing unmet medical needs increased during and after the Great Recession,
health care coverage drastically reduced the risk of unmet medical needs for underemployed
single mothers and moderately for unemployed single mothers (Wu et al., 2017). These results
highlight how public benefits (particularly Medicaid) can mitigate the negative effects of
underemployment and unemployment on low-income single-mother families, corroborating the
growing body of evidence supporting the expansion of health insurance programs.

Dr. Wu has authored and co-authored nearly 40 articles published or accepted in peer-
reviewed journals, including prominent journals in the social work field. She has also served as
the principal investigator on multiple grants. Her research has contributed valuable new
information on and approaches to studying how individual policies (e.g., sanctions) and
programs (e.g., Medicaid) and multiple program participation contribute to family well-being.
The Ilinois 1115 Continuity of Care & Administrative Simplification demonstration will
continue this trajectory. Dr. Wu will allocate 0.22 effort to this project throughout the project
term.

Douglas C. Smith, Ph.D. (Consultant) is a Professor of Social Work and Director of the Center
for Prevention Research & Development (CPRD) at UIUC. He has prior direct practice
experience (a) working in residential substance use disorder (SUD) treatment and (b) providing
case management services in state-funded facilities serving individuals from low-income
backgrounds. His research focuses on SUD treatment outcomes among adolescents and emerging
adults (ages 18-29 years). Dr. Smith has previously received funding to complete SUD treatment
evaluations from the National Institutes of Health, the Substance Abuse and Mental Health
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Administration, and the U.S. Department of Justice. His nearly 70 peer-reviewed publications
largely focus on substance use disorder treatment outcomes. Dr. Smith is leading the Behavioral
Health Transformation 1115 Demonstration Waiver Evaluation for HFS. He will complete the
evaluation of HFS’s Section 1003 SUPPORT Planning Grant. Dr. Smith will allocate 0.05 effort
to this project throughout the project term.

Crystal Reinhart, Ph.D. (Project Manager) is a Senior Research Scientist at the CPRD. She
received her Ph.D. in Community Psychology from Wichita State University in 2010. She is
currently a project manager for the Behavioral Health Transformation 1115 Demonstration
Waiver Evaluation and is working on the Illinois Youth Survey project. The data resulting from
the latter has contributed to several peer-reviewed publications and collaborations with
researchers statewide and enhanced understandings of substance use, perceptions of substance
use, and a variety of other health and safety issues among middle and high school students. Dr.
Reinhart will allocate 0.15 effort to this project throughout the project term.

Shahana Begum (Statistical Analysis Leader) is a Statistical Analysis Leader at the CPRD.
She works with teams that conduct project evaluations, such as targeting community-based
substance abuse prevention programs and improving the effectiveness of principals and middle
school teachers to accelerate middle school reform. She has worked alongside Dr. Reinhart on
the Illinois Youth Survey. Ms. Begum will allocate 0.10 effort to this project throughout the
project term.

Aidan Berg, MPH (Research Data Specialist/Project Coordinator) is an epidemiologist at
CPRD. He works mostly on Medicaid Policy Evaluations, including the Illinois Behavioral
Health Transformation Waiver, investigating the effects of the 1115 Waiver on the Medicaid
population in Illinois diagnosed with SUD using a variety of time-series analytic techniques. He
has also worked alongside Dr. Reinhart on SUD stigma research. Mr. Berg will allocate 1.0
effort to this project.

Assistant Research Scientist (TBA). CPRD will hire one full-time Ph.D.-level analyst to work
on the project. They will allocate 0.75 effort to this project.

Jeehae Kang and Soohyun Yoon are Ph.D. students supervised by Dr. Wu. Both will serve as

Research Assistants (RAS), assisting with literature reviews, data cleaning, analyses, and report
writing. They will allocate 0.50 effort to this project.
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