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Lisa Lee

Commissioner, Department for Medicaid Services
Cabinet for Health and Family Services

275 East Main Street, 6 West A

Frankfort, KY 40601

Dear Commissioner Lee:

The Centers for Medicare & Medicaid Services (CMS) completed its review of the Evaluation
Design, which is required by the Special Terms and Conditions (STCs), specifically, STC #104
“Evaluation Design Approval and Updates” of Kentucky’s section 1115 demonstration,
“TEAMKY” (Project Nos: 11-W-00306/4 and 21-W-00067/4), effective through December 31,
2029. CMS has determined that the Evaluation Design, which was submitted on June 10, 2025
and January 22, 2026, meets the requirements set forth in the STCs and our evaluation design
guidance, and therefore approves the state’s Evaluation Design.

CMS has added the approved Evaluation Design to the demonstration’s STCs as Attachment F.
A copy of the STCs, which includes the new attachment, is enclosed with this letter. In
accordance with 42 CFR 431.424, the approved Evaluation Design may now be posted to the
state’s Medicaid website within 30 days. CMS will also post the approved Evaluation Design as
a standalone document, separate from the STCs, on Medicaid.gov.

Please note that an Interim Evaluation Report, consistent with the approved Evaluation Design,
is due to CMS one year prior to the expiration of the demonstration, or at the time of the
extension application, if the state chooses to extend the demonstration. Likewise, a Summative
Evaluation Report, consistent with this approved design, is due to CMS within 18 months of the
end of the demonstration period. In accordance with 42 CFR 431.428 and the STCs, we look
forward to receiving updates on evaluation activities in the demonstration monitoring reports.
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We appreciate our continued partnership with Kentucky TEAMKY section 1115 demonstration. If
you have any questions, please contact your CMS demonstration team.

Sincerely,

DANIELLE 580 eoiYs
DALY -S Ay
Danielle Daly

Director
Division of Demonstration Monitoring and Evaluation

cc: Christine Davidson, State Monitoring Lead, CMS Medicaid and CHIP Operations Group



CENTERS FOR MEDICARE & MEDICAID SERVICES
EXPENDITURE AUTHORITY

NUMBERS: 11-W-00306/4

21-W-00067/4
TITLE: TEAMKY Section 1115 Demonstration
AWARDEE: Kentucky Cabinet for Health and Family Services

Under the authority of section 1115(a)(2) of the Social Security Act (the Act), expenditures made
by the Commonwealth of Kentucky for the services described below, which are not otherwise
included as expenditures under section 1903 of the Act, must be regarded as matchable
expenditures under the state’s Title XIX plan, unless otherwise specified, provided however that
these expenditures are further limited by the special terms and conditions (STCs) for the
TEAMKY (formerly KY Helping to Engage and Achieve Long Term Health (HEALTH)) section
1115 demonstration. Expenditures associated with the TEAMKY section 1115 demonstration are
approved from January 1, 2025 through December 31, 2029.

As described further in the Centers for Medicare & Medicaid Services’ (CMS) approval letter, the
Secretary of Health and Human Services has determined that the TEAMKY Section 1115
demonstration, including the granting of the waiver and expenditure authorities described below,
is likely to assist in promoting the objectives of title XIX of the Social Security Act.

The following expenditure authorities shall enable Kentucky to implement the TEAMKY
demonstration:

1. Residential and Inpatient Treatment for Individuals with Substance Use Disorder
(SUD). Expenditures for Medicaid state plan services furnished to otherwise eligible
individuals who are primarily receiving treatment and withdrawal management services for
SUD who are short-term residents in facilities that meet the definition of an institution for
mental disease (IMD), as describe in section XIV of the STCs.

2. Residential and Inpatient Treatment for Individuals with Serious Mental Illness
(SMI). Expenditures for Medicaid state plan services furnished to otherwise eligible
individuals who are primarily receiving treatment for serious mental illness (SMI) who are
short-term residents in facilities that meet the definition of an IMD, and who meet the
eligibility criteria described in section XV of the STCs.

3. Recovery Residence Support Services (RRSS). Expenditures for RRSS for up to 90 days,
for individuals diagnosed with a SUD and meet the eligibility criteria, as described in
section XIV of the STCs.

4. Health-Related Social Needs (HRSN) Services. Expenditures for allowable HRSN

services not otherwise covered that are furnished to individuals who meet the qualifying
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criteria as described in Section VII of the STCs. This expenditure authority is contingent
upon compliance with Section VII of the STCs, as well as all other applicable STCs.

5. HRSN Services Infrastructure. Expenditures for allowable HRSN administrative and
infrastructure costs not otherwise covered under section 1903 of the Act, as described in
section VII of the STCs.

6. Pre-Release Services. Expenditures for pre-release services, as described in section VIII of
the STCs, furnished to individuals who meet qualifying criteria in STC 42 for up to 60 days
immediately prior to the expected date of release from a correctional facility that is
participating in the reentry demonstration initiative under this demonstration.

7. Pre-Release Administrative Costs. Expenditures for allowable administrative costs,
supports, transitional non-service expenditures, infrastructure and interventions, as
described in STC 51. These expenditures may not be recognized as medical assistance
under section 1905(a) and may not otherwise qualify for federal matching funds under
section 1903, to the extent such activities are authorized as part of the Reentry
Demonstration Initiative.

Title XIX Requirements Not Applicable to the Medicaid Expenditure Authority for Pre-
Release Services:

Amount, Duration, and Scope of Services and Comparability Section 1902(a)(10)(B)

To enable the state to provide only a limited set of pre-release services, as specified in these STCs,
to qualifying individuals that is different than the services available to all other individuals outside
of correctional facility settings in the same eligibility groups authorized under the state plan or
demonstration authority.

Freedom of Choice Section 1902(a)(23)(A)

To enable the state to require qualifying individuals to receive pre-release services, as authorized
under this demonstration, through only certain providers.

Comparability; Amount, Duration and Scope; Section 1902(a)(10)(b)
Provision of Medical Assistance and Section 1902(a)(17)

To the extent necessary to allow the state to offer HRSN services and to vary the amount, duration,

and scope of HRSN services covered for a subset of beneficiaries, depending on beneficiary needs
as determined by the application of qualifying criteria, as specified in Section VII of the STCs.

Title XXI Expenditure Authority:
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Under the authority of section 1115(a)(2) of the Act as incorporated into Title XXI by section
2107(e)(2)(A), state expenditures described below, shall, for the period of this demonstration,
through December 31, 2029, and to the extent of the state’s available allotment under section 2104
of the Act, be regarded as matchable expenditures under the state’s Title XXI plan. All
requirements of Title XXI will be applicable to such expenditures for demonstration populations.

Expenditures for Pre-Release Services. Expenditures for pre-release services, as described in
these STCs, provided to qualifying Children’s Health Insurance Program (CHIP) individuals who
are or would be eligible for CHIP if not for their incarceration status, for up to 60 days
immediately prior to the expected date of release from a correctional facility that is participating in
the Reentry Demonstration Initiative.
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CENTERS FOR MEDICARE & MEDICAID SERVICES
WAIVER AUTHORITY

NUMBERS: 11-W-00306/4
21-W-00067/4

TITLE: TEAMKY Section 1115 Demonstration

AWARDEE: Kentucky Cabinet for Health and Family Services

Title XIX Waiver Authority

Under the authority of Section 1115(a)(1) of the Social Security Act (“the Act”), the following
waivers are granted to enable Kentucky (referred to herein as the state or the State) to operate the
TEAMKY (formerly KY HEALTH) Demonstration. These waivers are effective January 1, 2025
through December 31, 2029 and are limited to the extent necessary to achieve the objectives
below. These waivers may only be implemented consistent with the approved Special Terms and
Conditions (STCs) as set forth in the accompanying document.

Under the authority of section 1115(a)(1) of the Social Security Act (the Act), the following
waivers of state plan requirements contained in section 1902 of the Act are granted for the
TEAMKY section 1115 demonstration, subject to these STCs.

1. Provision of Medical Assistance Section 1902(a)(8)
and 1902(a)(10)

To the extent necessary to permit Kentucky to limit the provision of medical assistance (and
treatment as eligible) for individuals described in the eligibility group under section
1902(a)(10)(A)(i1)(XX) of the Act and the state plan to only former foster care youth who are
under 26 years of age, who turned 18 on or before December 31, 2022, were in foster care
under the responsibility of another state or tribe on the date of attaining 18 years of age (or
such higher age as the state has elected), and who were enrolled in Medicaid on that date.

2. Coverage of Certain Screening, Diagnostic, and Targeted Case Management Services for
Eligible Juveniles in the 30 Days Prior to Release Section 1902(a)(84)(D)

To enable the state not to provide coverage of the screening, diagnostic, and targeted case
management services identified in section 1902(a)(84)(D) of the Act for eligible juveniles
described in section 1902(nn)(2) of the Act as a state plan benefit in the 30 days prior to the
release of such eligible juveniles from a public institution, to the extent and for the period that
the state instead provides such coverage to such eligible juveniles under the approved
expenditure authorities under this demonstration. The state will provide coverage to eligible
juveniles described in section 1902(nn)(2) in alignment with section 1902(a)(84)(D) of the
Act at a level equal to or greater than would be required under the state plan.
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Title XXI Waiver Authority

All requirements of the CHIP program expressed in law, regulation and policy statement, not
expressly waived or identified as not applicable in accompanying expenditure authorities and/or
these STCs, shall apply to the demonstration project through December 31, 2029. In addition,
these waivers may only be implemented consistent with the approved STCs.

Under the authority of section 1115(a)(1) of the Act, the following waiver of state plan
requirements contained in section 2102 of the Act are granted for the TEAMKY section 1115
demonstration, subject to these STCs.

1. Coverage of Certain Screening, Diagnostic, Referral, and Case Management Services for
Targeted Low-Income Children in the 30 Days Prior to Release Section 2102(d)(2)

To enable the state not to provide coverage of the screening, diagnostic, referral, and case
management services identified in section 2102(d)(2) of the Act for a targeted low-income
child as a state plan benefit in the 30 days prior to the release of such targeted low-income
child from a public institution, to the extent and for the period that the state instead provides
such coverage to such targeted low-income children under the approved expenditure
authorities under this demonstration. The state will provide coverage to targeted low-income
children in alignment with section 2102(d)(2) of the Act at a level equal to or greater than
would be required under the state plan.

TEAMKY Demonstration
Approval Period: January 1, 2025 through December 31, 2029 50f 188



CENTERS FOR MEDICARE & MEDICAID SERVICES
SPECIAL TERMS AND CONDITIONS

NUMBERS: 11-W-00306/4
21-W-00067/4
TITLE: TEAMKY 1115 Demonstration
AWARDEE: Kentucky Cabinet for Health and Family Services

I PREFACE

The following are the Special Terms and Conditions (STCs) for the “TEAMKY” (formerly KY
Helping to Engage and Achieve Long Term Health (KY HEALTH)) section 1115(a) Medicaid and
CHIP demonstration (hereinafter “demonstration”) to enable Kentucky (referred to herein as the
state) to operate this demonstration. The Centers for Medicare & Medicaid Services (CMS) has
granted the state waivers of requirements under sections 1902(a) and section 2107 of the Social
Security Act (the Act), and expenditure authorities authorizing federal matching of demonstration
costs that are not otherwise matchable, and which are separately enumerated. These STCs set forth
in detail the nature, character, and extent of federal involvement in the demonstration, and the
state’s obligations to CMS related to this demonstration. The TEAMKY demonstration will be
statewide and is approved from January 1, 2025 through December 31, 2029.

The STCs have been arranged into the following subject areas:

L Preface

II. Program Description and Objectives
I1I. General Program Requirements

IV.  Eligibility and Enrollment

A% Benefits

VII.  Health-Related Social Needs

VIII. Reentry Demonstration Initiative

IX.  Delivery System

IX.  Monitoring and Reporting Requirements

X. General Financial Requirements

XI.  Budget Neutrality

XII.  CHIP Monitoring Allotment Neutrality

XIIV. Evaluation of the Demonstration

XIV. Opioid Use Disorder (OUD)/Substance Use Disorder (SUD) Program and Benefits
XV. Serious Mental Illness (SMI) Program and Benefits
XVI. Schedule of Deliverables for the Demonstration Period

Additional attachments have been included to provide supplementary information and guidance for
specific STCs.
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Attachment A: Developing the Evaluation Design

Attachment B: Preparing the Evaluation Report

Attachment C: SUD/SMI Implementation Plan

Attachment D: SUD/SMI Monitoring Protocol

Attachment E: SUD/SMI Health Information Technology (Health IT)
Attachment F: Evaluation Design

Attachment G: Reentry Demonstration Initiative Implementation Plan
Attachment H: Reentry Demonstration Initiative Reinvestment Plan
Attachment I: Monitoring Protocol

Attachment J: RRSS Service Description

Attachment K: Protocol for Assessment of Beneficiary Eligibility and Needs, and Provider
Qualification for HRSN Services

Attachment L: Interim Evaluation Report

Attachment M: Summative Evaluation Report

Attachment N: HRSN Service Matrix

Attachment O: HRSN Infrastructure Protocol

Attachment P: HRSN Implementation Plan

II. PROGRAM DESCRIPTION AND OBJECTIVES

The TEAMKY (formerly KY HEALTH) section 1115 demonstration is authorized under section
1115 of the Social Security Act (the Act), and is funded through titles XIX and XXI of the Act.
The demonstration began on January 12, 2018, and includes a substance use disorder (SUD)
treatment program available to all Kentucky Medicaid beneficiaries. Additionally, the
demonstration enables the state to provide Medicaid coverage to former foster care youth (FFCY)
under age 26, who turned 18 on or before December 31, 2022, who were in foster care under the
responsibility of another state or tribe when they turned 18 (or such higher age as the state has
elected for termination of federal foster care assistance under title IV-E of the Social Security Act),
and were enrolled in Medicaid at that time, and are now applying for Medicaid.

In July 2024, CMS approved the reentry demonstration initiative, which provides expenditure
authority for limited coverage for certain services furnished to certain incarcerated individuals for
up to 60 days immediately prior to the individual’s expected date of release.

In December 2024, the TEAMKY demonstration was extended to continue the SUD treatment
program, coverage for FFCY, and the reentry demonstration initiative. The extension approval also
amended the demonstration to provide medically necessary short-term inpatient treatment services
within settings that qualify as institutions for mental diseases (IMDs) for Medicaid eligible adults
with serious mental illness (SMI), and authority for an HRSN initiative to provide a recuperative
care pilot program. Lastly, the demonstration extension provided expenditure authority for
Kentucky to provide RRSS under the SUD program, which are non-clinical activities necessary to
support beneficiaries recovering with SUD.
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I11.

GENERAL PROGRAM REQUIREMENTS

Compliance with Federal Non-Discrimination Statues. 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).

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 written policy, 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.

Changes in Medicaid and CHIP Law, Regulation, and Policy. The state must, within
the timeframes specified in federal law, regulation, or written policy, come into compliance
with any changes in federal law, regulation, or policy affecting the Medicaid and/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 of an operational nature
without requiring the state to submit an amendment to the demonstration under STC 7.
CMS will notify the state thirty (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.

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) 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.

TEAMKY Demonstration
Approval Period: January 1, 2025 through December 31, 2029 8 of 188



S. State Plan Amendments. The state will not be required to submit title XIX or XXI state
plan amendments (SPAs) for changes affecting any populations made eligible solely
through the demonstration. If a population eligible through the Medicaid or CHIP state plan
is 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
CMS 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, 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 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 reports
required in the approved STCs and other deliverables in a timely fashion according to the
deadlines specified herein. 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;
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d. An up-to-date CHIP allotment worksheet, if necessary ; and,

e. The state must identify how it will modify its evaluation design to incorporate the
amendment provisions.

8. Extension of the Demonstration. States that intend to request an extension of the
demonstration must submit an application to CMS at least 12 months in advance from the
Governor of the state in accordance with the requirements of 42 CFR 431.412(c). States
that do not intend to request an extension of the demonstration beyond the period
authorized in these STCs must submit a 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 thirty (30) day public comment period. In
addition, the state must conduct tribal consultation in accordance with STC 12, if
applicable. Once the thirty (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 transition and 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 administrative reviews 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
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10.

11.

12.

required under 42 CFR 435.916(d)(1), consistent with 42 CFR 435.911. 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 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 431.230.

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). FFP will 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 waivers
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 must 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
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13.

14.

15.

IVv.

16.

17.

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 Health
Organization consultation requirements at section 1902(a)(73) of the Act, 42 CFR
431.408(b), State 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 for state expenditures under
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, MCOs, 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 46.101(d)(5).

ELIGIBILITY AND ENROLLMENT

Eligibility Groups Affected by the Demonstration. There is no change to Medicaid state
plan eligibility. All affected groups derive their eligibility through the Medicaid state plan.
Standards and methodologies for eligibility remain set forth under the state plan and are
subject to all applicable Medicaid laws and regulations.

Former Foster Care Youth. Beneficiaries made eligible under the demonstration are
former foster care youth who are under 26 years of age, who turned 18 on or before
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18.

VI

19.

20.

December 31, 2022, who were in foster care under the responsibility of another state or
tribe on the date of attaining 18 years of age (or such higher age as the state has elected),
who were enrolled in Medicaid at the time of aging out, are now applying for Medicaid in
Kentucky, and are not otherwise eligible for Medicaid.

BENEFITS

Former Foster Care Youth Benefits. Out-of-state former foster care youth will receive
the same Medicaid State Plan benefits and may be subject to the same cost-sharing
requirements effectuated by the state for the mandatory title IV-E foster care youth
eligibility category enacted by the Adoption Assistance and Child Welfare Act of 1980
(Pub. L. 96-272).

HEALTH-RELATED SOCIAL NEEDS

Health Related Social Needs (HRSN) Service. The state may claim FFP for expenditures
for certain qualifying HRSN services identified in STC 20 and Attachment K, subject to the
restrictions described below. Expenditures are limited to expenditures for items and
services not otherwise covered under Title XIX, but consistent with Medicaid
demonstration objectives that enable the state to continue to increase the efficiency and
quality of care. All HRSN interventions must be evidence-based and medically appropriate
for the population of focus based on clinical and social risk factors. The state is required to
align clinical and health-related social risk criteria across services and with other relevant,
non-Medicaid social support agencies, to the extent possible and appropriate. The HRSN
services may not supplant any other available funding sources such as housing or nutrition
supports available to the beneficiary through other local, state, or federal programs. The
HRSN services will be the choice of the beneficiary; a beneficiary can opt out of HRSN
services anytime; and the HRSN services do not absolve the state or its managed care
plans, as applicable, of their responsibilities to make payment for other covered services.
Under no circumstances will the state be permitted to condition Medicaid coverage, or
coverage of any benefit or service, on a beneficiary’s receipt of HRSN services. The state
must submit additional details on covered services as outlined in STC 28 (Service
Delivery) and Attachment K.

Allowable HRSN Service. The state may cover the following HRSN services:
a. Housing interventions, including:

a) Episodic housing interventions with clinical services with room and board,
limited to a clinically appropriate amount of time, including:

1) Short-term pre-procedure housing, where a provider has determined
that preparatory steps are required for an upcoming procedure or
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treatment and integrated, clinically oriented recuperative or
rehabilitative services and supports are provided.

2) Short-term post-transition housing (e.g., post-hospitalization), where
integrated, clinically oriented rehabilitative services and supports are
provided, but ongoing monitoring of the individual's condition by
clinicians is not required.

21. HRSN Intervention Duration and Frequency.
a. Housing interventions with room and board.

i.  Housing interventions that are classified as episodic interventions, as described in
in STC 20.a., with clinical services with room and board may be covered for a
qualifying beneficiary, as medically appropriate, up to a combined 6 months per
rolling year. For purposes of this demonstration, rolling year is defined as a
continuous 12-month period with the start date beginning when the beneficiary
begins receiving the service.

ii.  For the 6-month cap, coverage will be permitted in one or more spans or episodes,
as long as the total duration remains under the cap for the rolling year or
demonstration period. CMS will also apply a total combined cap of 6 months of
all types of HRSN housing interventions with room and board (including episodic
interventions and room and board-only supports), per beneficiary, in any 12-
month period.

22. Excluded HRSN Service. Excluded items services, and activities that are not covered as
HRSN services include, but are not limited to:

a. Construction (bricks and mortar) except as needed for approved medically necessary
home modifications;

b. Capital investments;

c. Room and board, outside of specifically enumerated care or housing transitions or
beyond 6 months, except as described in STC 20;

d. Research grants or expenditures not related to monitoring and evaluation;

e. Services furnished to beneficiaries for which payment is not available under the inmate
payment exclusion in the matter following the last numbered paragraph of section
1905(a) of the Act except those HRSN-related case management services provided as

part of an approved reentry demonstration initiative;

f. Services provided to individuals who are not lawfully present in the United States;
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g. Expenditures that supplant services and activities funded by other state and federal
governmental entities;

h. General workforce activities, not specifically linked to Medicaid or Medicaid
beneficiaries; and

1. Any other projects or activities not specifically approved by CMS as qualifying for
demonstration coverage as a HRSN item or services under this demonstration.

i.  For all HRSN housing interventions with room and board, the following setting
exclusions apply: Congregate sleeping space, facilities that have been temporarily
converted to shelters (e.g., gymnasiums or convention centers), facilities where
sleeping spaces are not available to residents 24 hours a day, and facilities without
private sleeping space.

23. HRSN Infrastructure.

a. The state may claim FFP for expenditures for infrastructure investments to support the
development and implementation of the HRSN service, subject to STC 21. This FFP
will be available for the following activities:

i.  Technology — e.g., electronic referral systems, shared data platforms, electronic
health record (EHR) modifications or integrations, screening tool and/or case
management systems, licensing, databases/data warchouses, data analytics and
reporting, data protections and privacy, accounting and billing systems.

ii.  Development of business or operational practices — e.g., developing policies,
procedures and workflows, training and technical assistance, and administrative
activities to support or expand HRSN operations.

iii.  Workforce development — e.g., recruiting and hiring, salary and fringe benefits for
staff, necessary certifications, cultural competency training, trauma-informed
training, developing and training staff on new policies, procedures, and training
materials.

iv.  Outreach, education, and interested parties convening — e.g., design and
production of outreach and education materials, translation, obtaining community
input, investments in interested parties convening and community engagement
activities.

b. The state may claim FFP in HRSN infrastructure expenditures for no more than the
annual amounts outlined in Table 1. In the event that the state does not claim the full
amount of FFP for a given demonstration year, the unspent amounts will roll over to
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one or more demonstration years not to exceed this demonstration period and the state
may claim the remaining amount in a subsequent demonstration year.

Table 1. Annual Limits in Total Computable Expenditures for HRSN
Infrastructure

DY 9 DY 10 DY 11 DY 12 DY 13 DY 14 TOTAL

Total
Computable | $ 2,000,000 | $ 184,575 | $ 184,575 | § 184,575 | $184,575 $0 $2,738,299
Expenditures

c. Infrastructure expenditures will receive the FFP match for applicable administrative
costs for the expenditure.

d. This infrastructure funding is separate and distinct from payments for delivery of
HRSN services. The state must ensure that HRSN infrastructure expenditures described
in STC 23 are not included in HRSN service payments (including capitation payments,
as applicable) and that there is no duplication of payments to entities providing or
administering HRSN service benefits.

e. The state may not claim any FFP in HRSN infrastructure expenditures until Attachment
O: HRSN Infrastructure Protocol is approved, as described in STC 27. Once approved,
the state can claim FFP in HRSN infrastructure expenditures retrospectively to the
beginning of when the demonstration expenditure authority for HRSN infrastructure
was approved.

f. To the extent the state requests any additional infrastructure funding, or changes to its
scope as described within this STC, it must submit an amendment to the demonstration
for CMS’s consideration.

24.  Covered Populations. Expenditures for HRSN services may be made for the targeted
populations specified in Attachment K, consistent with this STC. To qualify to receive
coverage for HRSN services, individuals must be Medicaid (or Medicaid demonstration)-
eligible and have a documented medical/clinical need for the services and the services must
be determined medically/clinically appropriate, as described STC 19, to address the
documented need. Medical appropriateness must be based on clinical and health-related
social risk factors. This determination must be documented in the beneficiary’s care plan or
medical record. Additional detail, including the clinical and other health related-social
needs criteria, is outlined in Attachment K. Attachment N, the HRSN Service Matrix,
describes the full list of clinical and social risk factors the state anticipates incorporating
into Attachment K over the course of the demonstration at the time of the demonstration
approval of the expenditure authority for HRSN services. While Attachment K reflects the
full list of clinical and social risk factors the state is authorized to implement, the state is
not required to implement all of the clinical and social risk factors outlined in Attachment
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N. Additionally, the state can later include additional clinical and social risk factors in
compliance with STC 25 and 26.

25. Protocol for Assessment of Beneficiary Eligibility and Needs, and Provider
Qualifications for HRSN Services. The state must submit, for CMS approval, a Protocol
for Assessment of Beneficiary Eligibility and Needs, Infrastructure Planning, and Provider
Qualifications to CMS no later than 90 days after approval of the HRSN expenditure
authority. The protocol must include, as appropriate, a list of the HRSN services and
service descriptions, the criteria for defining a medically appropriate population of focus
for each service, the process by which those criteria will be applied including care plan
requirements and/or other documented processes, and provider qualification criteria for
each service. Any changes to the initial scope of clinical and social risk factors reflected in
Attachment N must be effectuated through the process indicated in STC 26. The state must
resubmit a revised protocol if required by CMS feedback on the initial submission. The
state may not claim FFP for HRSN services until CMS approves the initial protocol. Once
the initial protocol is approved, the state can claim FFP in expenditures for HRSN services
retrospectively to the date of approval of the expenditure authority for HRSN services. The
approved protocol will be appended to the STCs as Attachment K.

If the state adds new HRSN services beyond those specified in STC 20 through a
demonstration amendment, the state must also submit revisions to the Protocol to CMS no
later than 90 days after the approval of the amendment to the demonstration. The Protocol
revisions must include a list of the new services and service descriptions provided through
all delivery systems applicable, the criteria for defining a medically appropriate population
of focus for each new service, the process by which those criteria will be applied including
service plan requirements and/or other documented processes, and provider qualification
criteria for each new service. This revised protocol must comply with applicable STCs.

Specifically, the protocol must include the following information:

a. A list of the covered HRSN services (not to exceed those allowed under STC 20), with
associated service descriptions and service-specific provider qualification requirements.

b. A description of the process for identifying beneficiaries with health-related social
needs, including outlining beneficiary qualifications, implementation settings,
screening tool selection, and rescreening approach and frequency, as applicable.

c. A description of the process by which clinical criteria will be applied, including a
description of the documented process wherein a provider, using their professional
judgment, may determine the service to be medically appropriate.

i.  Plan to identify medical appropriateness based on clinical and social risk factors.

ii.  Plan to publicly maintain these clinical and social risk criteria to ensure
transparency for beneficiaries and other interested parties.
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d. A description of the process for developing care plans based on assessment of need.

i.  Plan to initiate care plans and closed-loop referrals to social services and
community providers based on the outcomes of screening.

ii.  Description of how the state will ensure that HRSN screening and service
delivery are provided to beneficiaries in ways that are culturally responsive and/or
trauma informed, as appropriate.

26. Updates to the Protocol for Assessment of Beneficiary Eligibility and Needs and
Provider Qualifications for HRSN Services.

a. The state may choose to cover a subset of the HRSN services and/or beneficiary
qualifying criteria specified in Attachments K and N. Certain changes to the state’s
service offerings and eligibility criteria, within what CMS has approved in Attachment
K and N, do not require additional CMS approval. The state must follow the following
process to notify CMS of any such HRSN service or qualifying criteria change.

1. The state must follow the same beneficiary notification procedures as apply in the
case of changes to coverage and/or beneficiary service qualification criteria for state
plan services, including with respect to beneficiaries who currently qualify for
and/or are receiving services who may receive a lesser amount, duration, or scope
of coverage as a result of the changes.

ii. The state must provide public notice.

iii.  The state must submit a letter to CMS no less than 30 days prior to implementation
describing the changes, which will be incorporated in the demonstration’s
administrative record.

b. In addition to the requirements in a. above, if the state seeks to implement additional
clinical and social risk factors than what were included in approved Attachment N, the
state must follow the process below to update the protocol:

i.  The state must provide a budget neutrality analysis demonstrating the state’s
expected cost for the additional population(s). The state may only add additional
clinical and social risk factors through the protocol process described in this STC if
CMS determines the criteria are allowable and doing so would not require an
increase to the amount of the state’s HRSN expenditure authority in Table 10.

ii.  The state must receive CMS approval for the updated protocol prior to
implementation of changes under this STC 26.b.

iii.  The state is limited to submitting to CMS one update to its protocol per
demonstration year as part of this process outlined in this STC. 26.
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27.  HRSN Infrastructure Protocol. The state must submit, for CMS approval, an HRSN
Infrastructure Protocol to CMS no later than 90 days after approval of the expenditure
authority for HRSN infrastructure expenditures. The protocol must include the state’s
proposed uses of HRSN infrastructure funds. The state must resubmit the revised protocol
as may be required by CMS feedback on the initial submission. The protocol may be
updated as details are changed or added. The state may not claim FFP for HRSN
infrastructure expenditures until CMS approves the protocol. Once the protocol is
approved, the state can claim FFP in HRSN infrastructure expenditures retrospectively to
the date of approval of the expenditure authority for HRSN infrastructure. The approved
protocol will be appended to the STCs as Attachment O: HRSN Infrastructure Protocol. If
the state adds new HRSN services through a demonstration amendment, the state must
submit revisions to the Protocol to CMS no later than 90 days after approval, if required
based on changes to expenditures for HRSN infrastructure to support the newly added
HRSN services. The revisions must include a list of proposed uses of HRSN infrastructure
funds, if different than previously submitted.

Specifically, the protocol(s) must include the following information: Proposed uses of
HRSN infrastructure expenditures, including the type of entities to receive funding, the
intended purpose of the funding, the projected expenditure amounts, and an implementation
timeline.

28. Service Delivery. HRSN services will be provided in the managed care delivery system,
and through FFS, and will be delivered by HRSN service providers. Terms applicable to all
HRSN Services:

a. FFS. HRSN services will be paid on a FFS basis when those HRSN services are
provided to beneficiaries through the Medicaid FFS.

1. Inaccordance with STC 29, CMS expects the state to have appropriate claims
data associated with each HRSN service. This is necessary to ensure appropriate
fiscal oversight for HRSN services as well as monitoring and evaluation. This is
also critical to ensure appropriate documentation for claims payment. Therefore,
CMS requires that, for HRSN services delivered in a FFS delivery system, the
state must clearly document the name and definition of each HRSN service as
well as the coding used on claims data. For example, the state must note specific
Healthcare Common Procedure Coding System (HCPCS) or Current Procedural
Terminology codes that identify each HRSN service. CMS will also consider this
documentation necessary for approval of any rate methodologies per STC 36. The
state must monitor and provide narrative updates through its Quarterly and
Annual Monitoring Reports on the delivery of HRSN services through FFS.

b. Managed Care. When HRSN services are provided to beneficiaries enrolled in
Medicaid managed care, the following terms will apply:
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1. HRSN services can be provided by managed care plans and paid on a non-risk
basis and must be appropriately included in contracts. This can be accomplished
by either a separate non-risk contract with a prepaid inpatient health plan (PIHP)
or a prepaid ambulatory health plan (PAHP) (see the definition of “non-risk
contract” at 42 CFR § 438.2) or as an amendment to a state’s existing risk-based
managed care plan contract to include a non-risk payment. The state must take
measures to ensure there is no duplication of payments for either the delivery of
such service or the administrative costs of delivering such services.

ii.  For a non-risk contract or a non-risk payment, the managed care plan is not at
financial risk for changes in utilization or for costs incurred under the contract or
payment that do not exceed the upper payment limits specified in 42 CFR
447.362 and may be reimbursed by the state at the end of the contract period on
the basis of the incurred costs, subject to the specified limits. For the purposes of
this demonstration, fee-for-service as defined in 42 CFR 447.362 is the fee-for-
service authorized in this demonstration for HRSN services paid on a fee-for-
service basis by the state. The managed care plan contracts must clearly
document the process and methodology for non-risk payments.

iii.  When the state includes non-risk payments in a risk-based contract, the state must
ensure all non-risk payments are separate and apart from risk-based payments and
clearly define what services/populations are covered under non-risk payments
versus included in risk-based capitation rates. All of the costs of delivering
services under a non-risk payment must be excluded from the development of the
risk-based capitation rates for the risk-based contracts. Specifically, the costs of
delivery the services as well as any costs of administering the non-risk payment
must be excluded from the development of the risk-based capitation rates.

iv.  Prior written CMS approval pursuant to STC 29 is required before the state moves
to incorporate the HRSN services into the risk-based capitation rates in Medicaid
managed care. When the state incorporates the HRSN services into the risk-based
capitation rates in Medicaid managed care, the state must comply with all
applicable federal requirements, including but not limited to 42 CFR 438.4, 438.5,
438.6, and 438.7, and may no longer utilize non-risk payments for the services
included in risk-based capitation rates.

v.  Any applicable HRSN services that are delivered by managed care plans in a risk
arrangement, must be included in the risk-based managed care contracts and rate
certifications submitted to CMS for review and approval in accordance with 42
CFR 438.3(a) and 438.7(a).

vi.  The state must monitor and provide narrative updates through its Quarterly and
Annual Monitoring Reports on the inclusion of HRSN services in managed care
programs.
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vii.  All expenditures for HRSN services delivered under non-risk contracts must be
excluded from MLR reporting. When HRSN services (i.e., HRSN services
defined in STC 20 for the covered populations defined in STC 24 are included in
capitation rates paid to managed care plans under risk-based contracts, and only
then, should HRSN services be reported in the medical loss ratio (MLR) reporting
as incurred claims.

viii.  The state must develop an MLR monitoring and oversight process specific to
HRSN services. This process must be submitted to CMS, for review and approval,
no later than 6 months prior to the implementation of HRSN services in risk-
based managed care contracts and capitation rates. The state should submit this
process to CMS at DMCPMLR @cms.hhs.gov. This process must specify how
HRSN services will be identified for inclusion in capitation rate setting and in the
MLR numerator. The state’s plan must indicate how expenditures for HRSN
administrative costs and infrastructure will be identified and reported in the MLR
as non-claims costs.

c. CMS expects the state to have appropriate encounter data associated with each HRSN
service. This is necessary to ensure appropriate fiscal oversight for HRSN services as
well as monitoring and evaluation. This is also critical to ensure appropriate base data
for Medicaid managed care rate development purposes as well as appropriate
documentation for claims payment in managed care. Therefore, CMS requires that for
HRSN services provided in a managed care delivery system, the state must include the
name and definition of each HRSN service as well as the coding to be used on claims
and encounter data in the managed care plan contracts. For example, the state must
note specific Healthcare Common Procedure Coding System (HCPCS) or Current
Procedural Terminology costs that identify each HRSN service. CMS will also
consider this documentation necessary for approval of any rate methodologies per STC
36.

29. Requirements for Services Prior to Being Delivered in Risk-Based Managed Care.
The state’s plan to incorporate HRSN into risk-based managed care contracts must be
submitted to CMS, for review and approval, no later than 6 months prior to the
implementation of HRSN services in risk-based managed care contracts and capitation
rates. At least 6 months prior to moving HRSN services approved under these STCs into
risk-based Medicaid managed care contracts, the state must submit to CMS, for review and
written prior approval, documentation that details the following information:

a. Each HRSN service defined in STC 20 and each covered population that will receive
each HRSN service defined in STC 24 where the state is seeking CMS written approval
to deliver services to populations through one or more risk-based managed care
program(s). The applicable managed care program(s) for each service and population
should also be specified.
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b. If the HRSN service will be offered in all regions under each risk-based managed care
program or if the offerings will be limited geographically.

c. The first rating period the state is seeking to start offering the HRSN service(s) through
risk-based managed care. If the HRSN services will be delivered through risk-based
managed care on a rolling basis, provide the timeline for each service and/or
population.

d. The state’s timeline to complete a readiness review pursuant to 438.66(d).
Implementation may only begin when each managed care plan has been determined by
the state to meet certain readiness and network requirements, including providing any
documentation specified by CMS.

e. A transition of care plan that provides continuity of care for beneficiaries transitioning
from another delivery system (e.g. FFS) or non-risk contracts into risk-based contracts.

f. A description of base data that the state and its actuary plan to use for capitation rate
setting process to develop both the benefit and non-benefit costs, including the types of
data used (FFS claims data, managed care encounter data, managed care plan financial
data, etc.), and the data source(s) that will be used for capitation rate development.
Consistent with Medicaid managed care rate development requirements under 42 CFR
438, CMS requires at least 3 years of encounter data or similar data (e.g. cost reports,
claims data) for the HRSN services defined in STC 20 for the covered populations
defined in STC 24 that will be incorporated into risk-based managed care. CMS will
consider exceptions to the requirement for 3 years of base data for periods impacted by
COVID-19.

g. The methodology the state’s actuary will use in the capitation rate setting process. This
includes, but is not limited to, any trend factors and adjustments to the data the state
and its actuary will apply to the base data in the capitation rate setting process. The
methodology should also include information on the approach the actuary will take to
incorporating the HRSN service(s) into capitation rate development (for example, if the
actuary will create an add-on that will be applied to some or all existing rates cells,
creating a separate rate cell, or some other method) and any changes to or new risk
adjustments or acuity adjustments applied due to the inclusion of the HRSN services
defined in STC 20 for the covered populations defined in STC 24.

h. If the state is planning to delegate risk for the delivery of HRSN services to clinical
providers, community organizations, and/or subcontractors for specific HRSN services,
the capitation rate setting plan should include a description of these proposed delegated
arrangements and/or sub-capitated payment arrangements that the state intends to use in
the delivery of any HRSN services defined in STC 20 for covered populations defined
in STC 24.
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1. Identification of any in-lieu of services (ILOS) the state currently offers through its
managed care programs and if there will be changes to those ILOS as a result of the
state moving these HRSN service(s) into risk-based managed care contracts.

J.  Because of the uncertainty associated with HRSN services and in alignment with past
guidance about situations with high levels of uncertainty, CMS is requiring the state to
implement a 2-sided risk mitigation strategy (such as a 2-sided risk corridor) to provide
protection for state and federal governments, as well as managed care plans. The HRSN
capitation rate setting plan should provide a description of the risk mitigation
mechanism(s) that will be used in the transition of HRSN services to risk-based
managed care. As part of plan to incorporate HRSN into risk-based managed care, the
state will also need to develop an MLR monitoring and oversight process specific to
HRSN services. This process must specify how HRSN services will be identified for
inclusion in the MLR numerator. The state’s plan must indicate how expenditures for
HRSN administrative costs and infrastructure, as applicable, will be identified and
reported by managed care plans as non-claims costs.

k. All state directed payments the state plans to implement for any HRSN services defined
in STC 20 for the covered populations defined in STC 24 that will be provided under
risk-based contracts must comply with all applicable federal requirements, including
but not limited to 438.6(c). The state should submit this information to establish
compliance for any state-directed payments for HRSN services to CMS at
statedirectedpayment@cms.hhs.gov.

30. Contracted Providers. Managed care plan contracts must provide, applicable to all HRSN
services:

a. Managed care plans will contract with providers to deliver the elected HRSN services
authorized under the demonstration and included in the managed care contract.

b. Managed care plans must establish a network of providers and ensure the HRSN
service providers have sufficient experience and training in the provision of the HRSN
services being offered. HRSN service providers do not need to be licensed, however,
staff offering services through HRSN service providers must be licensed when
applicable (i.e., when the staff member is performing activities for which a licensure
requirement applies in the state).

c. The managed care plan and contracted providers will use rates set by the state for the
provision of applicable HRSN services, consistent with state guidance for these
services, and in compliance with all related federal requirements. Any state direction of
managed care plan expenditures under risk-based contract(s) and risk-based payments

would be considered a state directed payment subject to the requirements in 42 CFR
438.6(c).
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31.

32.

33.

34.

35.

Provider Network Capacity. Managed care plans must ensure the HRSN services
authorized under the demonstration are provided to qualifying beneficiaries in a timely
manner and shall develop policies and procedures outlining the managed care plan’s
approach to managing provider shortages or other barriers to timely provision of the HRSN
services, in accordance with the managed care plan contracts and other state
Medicaid/operating agency guidance.

Compliance with Federal Requirements. The state shall ensure HRSN services are
delivered in accordance with all applicable federal statutes and regulations.

Person Centered Service Plan. The state shall ensure there is a person-centered service
plan for each beneficiary receiving HRSN services that is person-centered, identifies the
beneficiary’s needs and individualized strategies and interventions for meeting those needs,
and developed in consultation with the beneficiary and the beneficiary’s chosen support
network, as appropriate. The service plan is reviewed and revised at least every 12 months,
when the beneficiary’s circumstances or needs change significantly, or at the beneficiary’s
request.

Conflict of Interest. The state shall ensure appropriate protections against conflicts of
interest in HRSN service planning and delivery, including by ensuring that appropriate
separation of service planning and service provision functions is incorporated into the
state’s conflict of interest policies.

CMS Approval of Managed Care Contracts. As part of the state’s submission of
associated Medicaid managed care plan contracts to implement HRSN service through
managed care, the state must include contract requirements including, but not limited to :

a. Beneficiary and plan protections, including but not limited to:

i.  HRSN services must not be used to reduce, discourage, or jeopardize
beneficiaries’ access to covered services.

ii.  Beneficiaries always retain their right to receive covered service on the same
terms as would apply if HRSN services were not an option.

iii.  Beneficiaries who are offered or utilized an HRSN service retain all rights and
protections afforded under 42 CFR 438.

iv.  Managed care plans are not permitted to deny a beneficiary a covered service on
the basis that the beneficiary is currently receiving HRSN services, has requested
those services, has previously qualified for or received those services, or currently
qualifies or may qualify in the future for those services.

v.  Managed care plans are prohibited from requiring a beneficiary to receive HRSN
services.
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b. Managed care plans must timely submit data when requested by the state or CMS,
including, but not limited to:

i.  Data to evaluate the utilization and effectiveness of the HRSN services.

ii.  Any data necessary to monitor health outcomes and quality of care metrics at the
individual and aggregate level through encounter data and supplemental reporting
on health outcomes and equity of care. When possible, metrics must be stratified
by age, sex (including sexual orientation and gender identity), race, ethnicity,
disability status, and language spoken to inform health quality improvement
efforts, which may thereby mitigate health disparities.

iii.  Any data necessary to monitor appeals and grievances for beneficiaries.

iv.  Documentation to ensure appropriate clinical support for the medical
appropriateness of HRSN services.

v.  Any data determined necessary by the state or CMS to monitor and oversee the
HRSN initiatives.

c. All data and related documentation necessary to monitor and evaluate the HRSN
services initiatives, including cost assessment, to include but not limited to:

i.  The managed care plans must submit timely and accurate encounter data to the
state for beneficiaries eligible for HRSN services. When possible, this encounter
data must include data necessary for the state to stratify analyses by age, sex
(including sexual orientation and gender identity), race, ethnicity, disability status
and preferred language to inform health quality improvement efforts and
subsequent efforts to mitigate health disparities undertaken by the state.

ii.  Any additional information requested by CMS, the state, or another legally
authorized oversight body to aid in ongoing evaluation of HRSN services
initiative or any independent assessment or analysis conducted by the state, CMS,
or a legally authorized independent entity.

iii.  The state must monitor and provide narrative updates through its Quarterly and
Annual Monitoring Reports its progress in building and sustaining its partnership
with existing housing agencies and nutrition agencies to utilize their expertise and
existing housing and nutrition resources to avoid duplication of efforts.

iv.  Any additional information determined reasonable, appropriate and necessary by
CMS.
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36. HRSN Rate Methodologies. For FFS payment methodologies and/or rates, the state must
comply with the payment rate-setting requirements in 42 CFR Part 447, as though a state
plan amendment were required, to establish any payment rate and/or methodology for
HRSN services as approved under demonstration expenditure authority 4. The state must
conduct state-level public notice under 42 CFR 447.205 prior to the implementation of the
applicable FFS payment rates or methodologies for HRSN and maintain documentation of
these FFP payment rates or methodologies on its website described in 42 CFR 447.203.
The state may receive FFP for HRSN service expenditures authorized under this
demonstration upon implementation of the FFS payment rates and/or methodologies for
which it has conducted prior public notice and may begin claiming for this FFP (for dates
of service no earlier than the effective date of approval for the relevant expenditure
authority) no earlier than the date of submission of the payment rates and/or methodology
to CMS for approval. However, any FFS payments to providers or claims for FFP prior to
CMS approval of the payment rate or methodology must be reconciled to the ultimately
approved FFS payment rate and/or methodology within one year of CMS’s approval. All
requirements for timely filing of claims for FFP continue to apply.

For managed care payments and rates (including capitation rates, non-risk payments, and
state directed payments), the state must comply with all federal requirements, including
those in 42 CFR Part 438 and these STCs. As applicable, the state must also notify CMS at
least 60 days prior to intended implementation if it intends to direct its managed care plans
on how to pay for HRSN services (i.e., state directed payments).

All rates/payment methodologies for HRSN services, for both FFS and managed care
delivery systems, must be submitted to CMS for review and approval, including but not
limited to fee-for-service payments as well as managed care capitation rates, any state
directed payments that require prior written approval, and non-risk payments, as outlined in
the STCs. For all payment methodologies and/or rates, for both FFS and managed care
delivery systems, in addition to submitting the payment rates and/or methodology, the state
must also submit all supporting documentation requested by CMS, including but not
limited to how the rates and/or methodology were developed, state responses to any public
comments on the rates and/or methodology (when applicable), and information about
Medicaid non-federal share financing.

37. Maintenance of Effort (MOE). The state must maintain a baseline level of state funding
for ongoing social services related to housing transition supports for the duration of the
demonstration, not including one time or non-recurring funding. Within 90 days of
demonstration approval, the state will submit a plan to CMS as part of the HRSN
Implementation Plan required by STC 39 that specifies how the state will determine
baseline spending on these services throughout the state. The annual MOE will be reported
and monitored as part of the Annual Monitoring Report described in STC 58, with any
justifications, including declines in available state resources, necessary to describe the
findings, if the level of state funding is less than the comparable amount of the pre-
demonstration baseline.
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38.

39.

C.

Partnership with State and Local Entities. To ensure that expenditures for HRSN
services under this demonstration do not supplant any other available funding sources
available to the beneficiary through other local, state, or federal programs, the state must
have in place partnerships with other state and local entities (e.g., HUD Continuum of Care
Program, local housing authorities) to assist beneficiaries in obtaining non-Medicaid
funded housing supports, if available, upon the conclusion of temporary demonstration
payment for such supports, in alignment with beneficiary needs identified in the
beneficiary’s care plan, as appropriate. The state will submit a plan to CMS as part of the
HRSN Implementation Plan that outlines how it will put into place the necessary
arrangements with other state and local entities and also work with those entities to assist
beneficiaries in obtaining available non-Medicaid funded housing and/or nutrition supports
upon conclusion of temporary Medicaid payment as stated above. The plan must provide a
timeline for the activities outlined. As part of the Monitoring Reports described in STC 58,
the state will provide the status of the state’s fulfillment of its plan and progress relative to
the timeline, and whether and to what extent the non-Medicaid funded supports are being
accessed by beneficiaries as planned. Once the state’s plan is fully implemented, the state
may conclude its status updates in the Monitoring Reports.

HRSN Implementation Plan.

The state is required to submit a HRSN Implementation Plan that will elaborate upon and
further specify requirements for the provision of HRSN services and will be expected to
provide additional details not captured in the STCs regarding implementation of
demonstration policies that are outlined in the STCs. The state must submit the MOE
information required by STC 37 no later than 90 calendar days after approval of
demonstration expenditure authority for HRSN services. All other Implementation Plan
requirements outlined in this STC must be submitted no later than 9 months after the
approval of demonstration expenditure authority for HRSN services. The Implementation
Plan shall be submitted to CMS but does not require CMS approval. CMS will ensure it is
complete and contains sufficient detail for purposes of on-going monitoring. The state may
update the implementation plan as initiatives are changed or added, with notification to
CMS. The Implementation Plan will be appended as Attachment P.

At a minimum, the Implementation Plan must provide a description of the state’s strategic
approach to implementing the policy, including timelines for meeting critical
implementation stages or milestones, as applicable, to support successful implementation.
The Implementation Plan does not need to repeat any information submitted to CMS under
the Protocol for Assessment of Beneficiary Eligibility and Needs, and Provider
Qualifications for HRSN services; however, as applicable, the information provided in the
two deliverables must be aligned and consistent.

The Implementation Plan must include information on, but not limited to, the following:

i. A plan for establishing and/or improving data sharing and partnerships with an
array of health system and social services stakeholders interested parties to the
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VII.

40.

11.

1il.

1v.

Vi.

Vii.

extent those entities are vital to provide needed administrative and HRSN-related
data on screenings, referrals, and provision of services, which are critical for
understanding program implementation and conducting demonstration monitoring
and evaluation.

Information about key partnerships related to HRSN service delivery, including
plans for capacity building for community partners and for soliciting and
incorporating input from impacted groups (e.g., community partners, health care
delivery system partners, and beneficiaries);

Plans for changes to IT infrastructure that will support HRSN-related data
exchange, including development and implementation of data systems necessary
to support program implementation, monitoring, and evaluation. These existing or
new data systems should, at a minimum, collect data on beneficiary
characteristics, qualification and consent to receive HRSN services, screening,
referrals, and service provision;

A plan for tracking and improving the share of Medicaid demonstration
beneficiaries in the state who are eligible and enrolled in SNAP, the Special
Supplemental Nutrition Program for Women, Infants and Children (WIC),
Temporary Assistance for Needy Families (TANF), and/or federal, state, and
local housing and/or other nutrition assistance programs, relative to the number of
total eligible demonstration beneficiaries in the state (including those who are
eligible but unenrolled);

An implementation timeline and considerations for demonstration evaluation that
may be impacted by the timeline (e.g., in the case of a phased rollout of HRSN
services), to facilitate robust evaluation designs;

Information as required per STC 37 (MOE); and

Information as required per STC 38 (Partnerships with State and Local Entities).

REENTRY DEMONSTRATION INITIATIVE

Overview of Pre-Release Services and Program Objectives. This component of the
demonstration will provide coverage for pre-release services up to 60 days immediately
prior to the expected date of release to certain individuals as specified in STC 42 who are
inmates residing in state prisons or youth correctional facilities (hereinafter “correctional
facilities™). To qualify for services covered under this demonstration, individuals residing
in correctional facilities must be eligible for Medicaid or CHIP (or be eligible for CHIP if
not for their incarceration status) as determined pursuant to an application filed before or
during incarceration, and must have an expected release date no later than 60 days as
further specified in the STCs below.
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41.  The objective of this component of the demonstration is to facilitate individuals’ access to
certain healthcare services and case management, provided by Medicaid and CHIP
participating providers, while individuals are incarcerated and allow them to establish
relationships with community-based providers from whom they can receive services upon
reentry to their communities. This bridge to coverage begins within a short time prior to
release and is expected to promote continuity of coverage and care and improve health
outcomes for justice-involved individuals. The Reentry Demonstration Initiative provides
short-term Medicaid and CHIP enrollment assistance and pre-release coverage for certain
services to facilitate successful care transitions, as well as improve the identification and
treatment of certain chronic and other serious conditions to reduce acute care utilization in
the period soon after release, and test whether it improves uptake and continuity of
medication-assisted treatment (MAT) and other SUD and behavioral health treatments, as
appropriate for the individual.

During the demonstration, the state seeks to achieve the following goals:

a. Increase coverage, continuity of care, and appropriate service uptake through
assessment of eligibility and availability of coverage for benefits in correctional facility
settings prior to release;

b. Improve access to services prior to release and improve transitions and continuity of
care into the community upon release and during reentry;

c. Improve coordination and communication between correctional systems, Medicaid and
CHIP systems, managed care plans (as applicable), and community-based providers;

d. Increase additional investments in health care and related services, aimed at improving
the quality of care for individuals in correctional facility settings, and in the community
to maximize successful reentry post-release;

e. Improve connections between correctional facility settings and community services
upon release to address physical and behavioral health needs, and health-related social
needs;

f.  Reduce all-cause deaths in the near-term post-release;

g. Reduce the number of emergency department visits, behavioral health crisis services,
and inpatient hospitalizations among recently incarcerated Medicaid and CHIP
individuals through increased receipt of preventive and routine physical and behavioral
health care;

h. Provide interventions for certain behavioral health conditions, including use of
stabilizing medications like long-acting injectable antipsychotics and medications for
addiction treatment for SUDs where appropriate, with the goal of reducing overdose
and overdose-related death in the near-term post-release.
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42.  Qualifying Criteria for Pre-Release Services. To qualify to receive services under this
component of the demonstration, an individual must meet the following qualifying criteria:

a. Meet the definition of an inmate of a public institution, as specified in 42 CFR
435.1010, and be incarcerated in a correctional facility specified in STC 40;

b. Have been determined eligible for Medicaid or CHIP or be otherwise eligible for CHIP
if not for their incarceration status;

c. Have an expected release date within 60 days.

43. Scope of Pre-Release Services. The pre-release services authorized under the Reentry
Demonstration Initiative include the following services to be detailed in the implementation
Plan required under STC 49.

a) The covered pre-release services are:

i.  Case management to assess and address physical and behavioral health needs, and
health-related social needs;

ii.  MAT for all types of SUDs as clinically appropriate, including coverage for
medications in combination with counseling/behavioral therapies; and

iii. A 30-day supply of all prescription medications and over-the-counter drugs (as
clinically appropriate), provided to the individual immediately upon release from
the correctional facility, consistent with approved Medicaid or CHIP state plan
coverage authority and policy.

b) The expenditure authority for pre-release services through this initiative constitutes a
limited exception to the federal claiming prohibition for medical assistance furnished to
inmates of a public institution at clause (A) following section 1905(a) of the Act
(“inmate exclusion rule”). Similarly, for CHIP, the expenditure authority for pre-
release services constitutes a limited exception to the general exclusion of children who
are inmates of a public institution from the definition of a targeted low-income child
under section 2110(b)(2)(A) of the Act (“child exclusion rule”). Benefits and services
for inmates of a public institution that are not approved in the Reentry Demonstration
Initiative as described in these STCs and accompanying protocols, and not otherwise
covered under the inpatient exception to the inmate exclusion rule or an exception in
section 2110(b)(7) of the Act to the child exclusion rule, effective January 1, 2025,
remain subject to the inmate exclusion rule or the child exclusion rule, as applicable.
Accordingly, other benefits and services covered under the Kentucky Medicaid or
CHIP State Plan(s), as relevant, that are not included in the above-described pre-release
services (e.g., EPSDT treatment services) benefit for qualifying Medicaid or CHIP
individuals are not available to qualifying individuals through the reentry
demonstration initiative.
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44.  Participating Correctional Facilities. The pre-release services will be provided at
correctional facilities or outside of the correctional facilities, with appropriate
transportation and security oversight provided by the correctional facility, subject to the
Kentucky Cabinet for Health and Family Services’ approval of a facility’s readiness,
according to the implementation timeline described in STC 48/49. States must be mindful
of and ensure the policies, procedures, and processes developed to support implementation
of these provisions do not effectuate a delay of an individual’s release or lead to increased
involvement in the juvenile and adult justice systems. Correctional facilities that are also
institutions for mental diseases (IMDs) are not allowed to participate in the reentry
demonstration initiative.

45. Participating Providers.

a) Licensed, registered, certified, or otherwise appropriately credentialed or recognized
practitioners under Kentucky’s scope of practice statutes shall provide services within
their individual scope of practice and, as applicable, receive supervision required under
their scope of practice laws and must be enrolled as Medicaid or CHIP providers.

b) Participating providers eligible to deliver services under the reentry demonstration
initiative may be either community-based or correctional facility-based providers.

c) All participating providers and provider staff, including correctional providers, shall
have necessary experience and receive appropriate training, as applicable to a given
correctional facility, prior to furnishing demonstration-covered pre-release services
under the reentry demonstration initiative.

d) Participating providers of reentry case management services may be community-based
or correctional providers who have expertise working with justice-involved individuals.

46. Suspension of Coverage. Upon entry of a Medicaid or CHIP enrolled individual into a
correctional facility, the Kentucky Cabinet for Health and Family Services must not
terminate and generally shall suspend their Medicaid coverage or CHIP eligibility.

a) If an individual is not enrolled in Medicaid or CHIP when entering a correctional
facility, the state must ensure that such an individual receives assistance with
completing an application for Medicaid or CHIP and with submitting an application,
unless the individual declines such assistance or wants to decline enrollment.

47. Interaction with Mandatory State Plan Benefits for Eligible Juveniles and Targeted
Low-Income Children. To the extent Kentucky’s reentry demonstration includes coverage
otherwise required to be provided under section 1902(a)(84)(D) and section 2102(d)(2) of
the Act, and because this coverage is included in the base expenditures used to determine
the budget neutrality or allotment neutrality expenditure limit, the state will claim for these
expenditures and related transitional non-service expenditures under this demonstration as
well as include this coverage in the monitoring and evaluation of this demonstration.
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48. Reentry Demonstration Initiative Implementation Timeline. Delivery of pre-release
services under this demonstration will be implemented as described below. All
participating correctional facilities must demonstrate readiness, as specified below, prior to
participating in this initiative (FFP will not be available in expenditures for services
furnished to qualifying individuals who are inmates in a facility before the facility meets
the below readiness criteria for participation in this initiative). The Kentucky Cabinet for
Health and Family Services will determine that each applicable facility is ready to
participate in the reentry demonstration initiative under this demonstration based on a
facility-submitted assessment (and appropriate supporting documentation) of the facility’s
readiness to implement:

a) Pre-release Medicaid and CHIP application and enrollment processes for individuals
who are not enrolled in Medicaid or CHIP prior to incarceration and who do not
otherwise become enrolled during incarceration;

b) The screening process to determine an individual’s qualification for pre-release
services, per the eligibility requirements described in STC 42;

c) The provision or facilitation of pre-release services for a period of up to 60 days
immediately prior to the expected date of release, including the facility’s ability to
support the delivery of services furnished by providers in the community that are
delivered via telehealth, as applicable.

d) Coordination amongst partners with a role in furnishing health care services to
individuals who qualify for pre-release services, including, but not limited to, physical
and behavioral health community-based providers, social service departments, and
managed care plans.

e) Appropriate reentry planning, pre-release case management, and assistance with care
transitions to the community, including connecting individuals to physical and
behavioral health providers and their managed care plan (as applicable), and making
referrals to case management and community supports providers that take place
throughout the 60-day pre-release period, and providing individuals with covered
outpatient prescribed medications and over-the-counter drugs (a minimum 30-day
supply as clinically appropriate) upon release, consistent with approved Medicaid or
CHIP state plan coverage authority and policy;

f) Operational approaches related to implementing certain Medicaid and CHIP
requirements, including but not limited to applications, suspensions, notices, fair
hearings, reasonable promptness for coverage of services, and any other requirements
specific to receipt of pre-release services by qualifying individuals under the reentry
demonstration initiative;

g) A data exchange process to support the care coordination and transition activities
described in (d), (e), and (f) of this subsection subject to compliance with applicable
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49.

50.

federal, state, and local laws governing confidentiality, privacy, and security of the
information that would be disclosed among parties;

h) Reporting of data requested by the Kentucky Cabinet for Health and Family Services to
support program monitoring, evaluation, and oversight; and

1) A staffing and project management approach for supporting all aspects of the facility’s
participation in the reentry demonstration initiative, including information on
qualifications of the providers with whom the correctional facilities will partner for the
provision of pre-release services.

Reentry Demonstration Initiative Implementation Plan. The state is required to submit
a Reentry Demonstration Initiative Implementation Plan in alignment with the expectations
outlined in the State Medicaid Director Letter (#23-003 Opportunities to Test Transition-
Related Strategies to Support Community Reentry and Improve Care Transitions for
Individuals who are Incarcerated). As such, the implementation plan will identify for each
milestone, as well as each associated action, what the state anticipates to be the key
implementation challenges and the state’s specific plans to address these challenges. This
will include any plans to phase in demonstration components over the lifecycle of the
demonstration.

The state must submit the draft Implementation Plan to CMS no later than 120 calendar
days after approval of the reentry demonstration initiative. The state must submit any
required clarifications or revisions to its draft Implementation Plan no later than 60
calendar days after receipt of CMS feedback. Once approved, the finalized Implementation
Plan will be incorporated into the STCs as Attachment G titled “Reentry Demonstration
Initiative Implementation Plan,” and may be revised only with CMS approval.

CMS will provide the state with a template to support development of the Implementation
Plan..

Reentry Demonstration Initiative Reinvestment Plan. To the extent that the reentry
demonstration initiative covers services that are the responsibility of and were previously
provided or paid by the correctional facility with custody of qualifying individuals, the
state must reinvest all new federal dollars, equivalent to the amount of FFP projected to be
expended for such services, as further defined in the Reentry Demonstration Initiative
Reinvestment Plan (Attachment H). The Reinvestment Plan will define the amount of
reinvestment required over the term of the demonstration, based on an assessment of the
amount of projected expenditures for which reinvestment is required pursuant to this STC.
FFP projected to be expended for new services covered under the reentry demonstration
initiative, defined as services not previously provided or paid by the correctional facility
with custody of qualifying individuals prior to the facility’s implementation of the reentry
demonstration initiative (including services that are expanded, augmented, or enhanced to
meet the requirements of the reentry demonstration initiative, with respect to the relevant
increase in expenditures, as described in Attachment H the Reentry Demonstration
Initiative Reinvestment Plan), is not required to be reinvested pursuant to this STC.
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a) Reinvestments in the form of non-federal expenditures totaling the amount of new
federal dollars, as described above, must be made over the course of the demonstration
period. Allowable reinvestments include, but are not limited to:

i.  The state share of funding associated with new services covered under the reentry
demonstration initiative, as specified in this STC;

ii.  Improved access to behavioral and physical community-based health care services
and capacity focused on meeting the health care needs and addressing the needs
of individuals who are incarcerated (including those who are soon-to-be released),
those who have recently been released, and those who may be at higher risk of
criminal justice involvement, particularly due to untreated behavioral health
conditions;

iii.  Improved access to or quality of carceral health care services, including by
covering new, enhanced, or expanded pre-release services authorized via the
reentry demonstration initiative opportunity;

iv.  Improved health information technology (IT) and data sharing subject to
compliance with applicable federal, state, and local laws governing
confidentiality, privacy, and security of the information that would be disclosed
among parties;

v. Increased community-based provider capacity that is particularly attuned to the
specific needs of, and able to serve, justice-involved individuals or individuals at
risk of justice involvement;

vi.  Expanded or enhanced community-based services and supports, including
services and supports to meet the needs of the justice-involved population; and

vii.  Any other investments that aim to support reentry, smooth transitions into the
community, divert individuals from incarceration or re-incarceration, or better the
health of the justice-involved population, including investments that are aimed at
interventions occurring both prior to and following release from incarceration into
the community.

b) The reinvestment plan will describe whether privately-owned or -operated carceral
facilities would receive any of the reinvested funds and, if so, the safeguards the state
proposes to ensure that such funds are used for the intended purpose and do not have
the effect of increasing profit or operating margins for privately-owned or -operated
carceral facilities.

c) Within six months of approval, the state will submit a Reentry Demonstration Initiative
Reinvestment Plan (Attachment H) for CMS approval that memorializes the state’s
reinvestment approach. The Reinvestment Plan will also identify the types of expected
reinvestments that will be made over the demonstration period. Actual reinvestments
will be reported to CMS in Attachment H titled “Reentry Demonstration Initiative
Reinvestment Plan.”
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51. Reentry Demonstration Initiative Planning and Implementation.

a. The Reentry Demonstration Initiative Planning and Implementation Program will
provide expenditure authority to fund supports needed for Medicaid and CHIP pre-
release application and suspension/unsuspension planning and purchase of certified
electronic health record (EHR) technology to support Medicaid and CHIP pre-release
applications In addition, reentry demonstration initiative planning and implementation
funds will provide funding over the course of the demonstration to support planning
and IT investments that will enable implementation of the reentry demonstration
initiative services covered in a period for up to 60 days immediately prior to the
expected date of release, and for care coordination to support reentry. These
investments will support collaboration and planning among the Kentucky Cabinet for
Health and Family Services and Qualified Applicants listed in STC 51(d) below. The
specific use of this funding will be proposed by the qualified applicant submitting the
application, as the extent of approved funding will be determined according to the
needs of the entity. Allowable expenditures are limited to only those that support
Medicaid-related expenditures and/or demonstration-related expenditures (and not other
activities or staff in the correctional facility) and must be properly cost-allocated to
Medicaid and CHIP. These allowable expenditures may include the following:

1. Technology and IT Services. Expenditures for the purchase of technology for
Qualified Applicants which are to be used for assisting the reentry demonstration
initiative population with Medicaid and CHIP application and enrollment for
demonstration coverage (e.g., for inmates who would be eligible for CHIP but for
their incarceration status and coordinating pre-release and post-release services
for enrollees). This includes the development of electronic interfaces for Qualified
Applicants listed in STC 30(d). to communicate with Medicaid and CHIP IT
systems to support Medicaid and CHIP enrollment and suspension/unsuspension
and modifications. This also includes support to modify and enhance existing IT
systems to create and improve data exchange and linkages with Qualified
Applicants listed in STC 30(d), in order to support the provision of pre-release
services delivered in the period up to 60 days immediately prior to the expected
date of release and reentry planning.

ii.  Hiring of Staff and Training. Expenditures for Qualified Applicants listed in
STC 51(d). to recruit, hire, onboard, and train additional and newly assigned staff
to assist with the coordination of Medicaid and CHIP enrollment and
suspension/unsuspension, as well as the provision of pre-release services in a
period for up to 60 days immediately prior to the expected date of release and for
care coordination to support reentry for justice-involved individuals. Qualified
Applicants may also require training for staff focused on working effectively and
appropriately with justice-involved individuals.

iii.  Adoption of Certified Electronic Health Record Technology. Expenditures for
providers’ purchase or necessary upgrades of certified electronic health record
(EHR) technology and training for the staff that will use the EHR.
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iv.  Purchase of Billing Systems. Expenditures for the purchase of billing systems
for Qualified Applicants.

v.  Development of Protocols and Procedures. Expenditures to support the
specification of steps to be taken in preparation for and execution of the Medicaid
and CHIP enrollment process, suspension/unsuspension process for eligible
individuals, and provision of care coordination and reentry planning for a period
for up to 60 days immediately prior to the expected date of release for individuals
qualifying for reentry demonstration initiative services.

vi.  Additional Activities to Promote Collaboration. Expenditures for additional
activities that will advance collaboration among Kentucky’s Qualified Applicants
in STC 30(d). This may include conferences and meetings convened with the
agencies, organizations, and other stakeholders involved in the initiative.

vii.  Planning. Expenditures for planning to focus on developing processes and
information sharing protocols to: (1) identifying individuals who are potentially
eligible for Medicaid and CHIP; (2) assisting with the completion of a Medicaid
or CHIP application; (3) submitting the Medicaid or CHIP application to the
county social services department or coordinating suspension/unsuspension; (4)
screening for eligibility for pre-release services and reentry planning in a period
for up to 60 days immediately prior to the expected date of release; (5) delivering
necessary services to eligible individuals in a period for up to 60 days
immediately prior to the expected date of release and care coordination to support
reentry; and (6) establishing on-going oversight and monitoring process upon
implementation.

viii.  Other activities to support a milieu appropriate for provision of pre-release
services. Expenditures to provide a milieu appropriate for pre-release services in
a period for up to 60 days immediately prior to the expected date of release,
including accommodations for private space such as movable screen walls, desks,
and chairs, to conduct assessments and interviews within correctional institutions,
and support for installation of audio-visual equipment or other technology to
support provision of pre-release services delivered via telehealth in a period for
up to 60 days immediately prior to the expected date of release and care
coordination to support reentry. Expenditures may not include building,
construction, or refurbishment of correctional facilities.

b. The state may claim FFP in Reentry Demonstration Initiative Planning and
Implementation Program expenditures for no more than the annual amounts outlined in
Table 1. In the event that the state does not claim the full amount of FFP for a given
demonstration year as defined in STC 89, the unspent amounts will roll over to one or
more demonstration years not to exceed this demonstration period and the state may
claim the remaining amount in a subsequent demonstration year.
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Table 2. Annual Limits of Total Computable Expenditures for Reentry
Demonstration Initiative Planning and Implementation Program

DY 9 DY10 DY11 DY12 DY13 DY14

Total Computable
Expenditures $2,328,750 | $1,293,750 | $258,750 | $258,750 | $258,750 | $0

c. Reentry Demonstration Initiative Planning and Implementation funding will receive the
applicable administrative match for the expenditure.

d. Qualified Applicants for the Reentry Demonstration Initiative Planning and
Implementation Program will include the state Medicaid/CHIP Agency, correctional
facilities, other state agencies supporting carceral health, Probation Offices, and other
entities as relevant to the needs of justice-involved individuals, including health care
providers, as approved by the state Medicaid/CHIP agency.

VIII. DELIVERY SYSTEM

52.  Overview. TEAMKY will utilize FFS, and the current statewide mandatory managed care
delivery system for all covered populations under the authority of the Kentucky Managed
Care Organization Program 1915(b) waiver.

IX.  MONITORING AND REPORTING REQUIREMENTS

53. Deferral for Failure to Submit Timely Demonstration Deliverables. CMS may issue
deferrals 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 singularly 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 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) 30 calendar days after the deliverable(s) were 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) 30 calendar days after CMS has notified the state
in writing that the deliverable was not accepted for being inconsistent with the
requirements of this agreement and the information needed to bring the deliverable(s) 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).
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b. 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, the steps the state has taken to address such issue(s), and the state's
anticipated date of submission. Should CMS agree in writing to the state’s request, a
corresponding extension of the deferral process described below can be provided. CMS
may agree to a corrective action plan as an interim step before applying the deferral, if
the state proposes a corrective action plan in the state’s written extension request.

c. If CMS agrees to an interim corrective process in accordance with subsection (b)
above, 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) that meet the terms
of this agreement, CMS may proceed with the issuance of a deferral against the next
Quarterly Statement of Expenditures reported in (MBES/CBES) following a written
deferral notification to the state.

d. Ifthe CMS deferral process has been initiated for state non-compliance with the terms
of this agreement for submitting deliverable(s), and the state submits the overdue
deliverable(s), and such deliverable(s) are accepted by CMS as meeting the standards
outlined 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.

54. Deferral of Federal Financial Participation (FFP) from IMD claiming for Insufficient
Progress Toward Milestones. Up to $5,000,000 in FFP for services in IMDs may be
deferred if the state is not making adequate progress on meeting the milestones and goals as
evidenced by reporting on the milestones in the Implementation Plan and the required
performance measures in the Monitoring Protocol agreed upon by the state and CMS. Once
CMS determines the state has not made adequate progress, up to $5,000,000 will be
deferred in the next calendar quarter and each calendar quarter thereafter until CMS has
determined sufficient progress has been made.

5S. Submission of Post-Approval Deliverables. The state must submit deliverables as
stipulated by CMS and within the timeframes outlined within these STCs, unless CMS and
the state mutually agree to another timeline.

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

a. Revise the reporting templates and submission processes to accommodate timely
compliance with the requirements of the new systems;
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57.

b. Ensure all section 1115 demonstration, Transformed Medicaid Statistical Information
System (T-MSIS), and other data elements that have been agreed to for reporting and
analytics are provided by the state; and

c. Submit deliverables to the appropriate system as directed by CMS.

Monitoring Protocol. The state must submit to CMS a Monitoring Protocol no later than
150 calendar days after the approval of the demonstration. The state must submit a revised
Monitoring Protocol within 60 calendar days after receipt of CMS’s comments. Once
approved, the Monitoring Protocol will be incorporated in the STCs as Attachment 1.

At a minimum, the Monitoring Protocol must affirm the state’s commitment to conduct
Quarterly and Annual Monitoring Reports in accordance with CMS’s guidance and
technical assistance and using CMS-provided reporting templates, as applicable and
relevant for different policies. Any proposed deviations from CMS’s guidance should be
documented in the Monitoring Protocol. The Monitoring Protocol must describe the
quantitative and qualitative elements on which the state will report through Quarterly and
Annual Monitoring Reports. For the overall demonstration as well as specific policies
where CMS provides states with a suite of quantitative monitoring metrics (e.g., those
described under the performance metrics section in STC 58.b. the state is required to
calculate and report such metrics leveraging the technical specifications provided by CMS,
as applicable. The Monitoring Protocol must specify the methods of data collection and
timeframes for reporting on the demonstration’s progress as part of the Quarterly and
Annual Monitoring Reports. In alignment with CMS guidance, the Monitoring Protocol
must additionally specify the state’s plans and timeline on reporting metrics data stratified
by key demographic subpopulations of interest (e.g., by sex, age, race/ethnicity, primary
language, disability status, sexual orientation and gender identity, and geography) and
demonstration component.

The Monitoring Protocol requires specifying a selection of quality of care and health
outcomes metrics and population stratifications based on CMS’s upcoming guidance on the
Disparities Sensitive Measure Set, and outlining the corresponding data sources and
reporting timelines, as applicable to the demonstration initiatives and populations. If
needed, the state may submit an amendment to the Monitoring Protocol within 150 days
after the receipt of the final Disparities Sensitive Measure Set from CMS. This set of
measures consists of metrics known to be important for addressing disparities in
Medicaid/CHIP (e.g. the National Quality Forum (NQF) “disparities-sensitive” measures)
and prioritizes key outcome measures and their clinical and non-clinical (i.e. social)
drivers. The Monitoring Protocol must also outline the state’s planned approaches and
parameters to track implementation progress and performance relative to the goals and
milestones including relevant transitional, non-service expenditures investments, as
captured in these STCs, or other applicable implementation and operations protocols.

In addition, the state must describe in the Monitoring Protocol methods and the timeline to
collect and analyze relevant non-Medicaid administrative data to help calculate applicable
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monitoring metrics. These sources may include but are not limited to data related to
carceral status, Medicaid eligibility, and the health care needs of individuals who are
incarcerated and returning to the community. Across data sources, the state must make
efforts to consult with relevant non-Medicaid agencies to collect and use data in ways that
support analyses of data on demonstration beneficiaries and subgroups of beneficiaries, in
accordance with all applicable requirements concerning privacy and the protection of
personal information.

For the qualitative elements (e.g., operational updates as described in STC 58.a), CMS will
provide the state with guidance on narrative and descriptive information which will
supplement the quantitative metrics on key aspects of the demonstration policies. The
quantitative and qualitative elements will comprise the state’s Quarterly and Annual
Monitoring Reports.

58.  Monitoring Reports. The state must submit three Quarterly Monitoring Reports and one
Annual Report each demonstration year (DY). The fourth-quarter information that would
ordinarily be provided in a separate Quarterly Monitoring Report should be reported as
distinct information within the Annual Monitoring 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 (including the fourth-quarter
information) is due no later than ninety (90) calendar days following the end of the DY.
The state must submit a revised monitoring report within 60 calendar days after receipt of
CMS’s comments, if any. 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
Quarterly and Annual Monitoring Reports must follow the framework to be provided by
CMS, which is subject to change as monitoring systems are developed/evolve, and will be
provided in a structured manner that supports federal tracking and analysis.

a. Operational Updates. Per 42 CFR 431.428, the Monitoring Reports must document any
policy or administrative difficulties in operating the demonstration. The reports must
provide sufficient information to document key operational and other challenges,
underlying causes of challenges, and how challenges are being addressed. The
discussion should also include any issues or complaints identified by individuals;
lawsuits or legal actions; unusual or unanticipated trends; legislative updates; and
descriptions of any public forums held. In addition, monitoring reports should describe
key achievements, as well as the conditions and efforts to which these successes can be
attributed. Monitoring reports 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 demonstration’s monitoring activities through quantitative
data and narrative information must support tracking the state’s progress toward
meeting the applicable program-specific goals and milestones—including relative to
their projected timelines—of the demonstration’s program and policy implementation
and infrastructure investments and transitional non-service expenditures, as applicable.
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Additionally, per 42 CFR 431.428, the Monitoring Reports must document the impact
of the demonstration in providing insurance coverage to individuals and the uninsured
population, as well as on individuals’ outcomes as well as outcomes of care, quality and
cost of care, and access to care. This should also include the results of beneficiary
satisfaction or experience of care surveys, if conducted, as well as grievances, and
appeals. Specifically, the state must undertake standardized reporting on categories of
metrics including, but not limited to: beneficiary participation in demonstration
components, primary and specialist provider participation, utilization of services,
quality of care, and health outcomes. The reporting of metrics focused on quality of
care and health outcomes must be aligned with the demonstration’s policies’ and
objectives’ populations. Such reporting must also be stratified by key demographic
subpopulations of interest (e.g., by sex, age, race/ethnicity, primary language, disability
status, sexual orientation and gender identity, and geography), and by demonstration
components, to the extent feasible. Subpopulation reporting will support identifying
any existing shortcomings or disparities in quality of care and health outcomes and help
track whether the demonstration’s initiatives help improve outcomes for the state’s
Medicaid population, including the narrowing of any identified disparities.

c. The state’s selection and reporting of quality of care and health outcome metrics
outlined above must also accommodate the Reentry Demonstration Initiative. In
addition, the state is required to report on metrics aligned with tracking progress with
implementation and toward meeting the milestones of the Reentry Demonstration
Initiative. CMS expects such metrics to include, but not be limited to: administration of
screenings to identify individuals who qualify for pre-release services, utilization of
applicable pre-release and post-release services as defined in STC 43, provision of
health or social service referral pre-release, participants who received case management
pre-release and were enrolled in case management post-release, and take-up of data
system enhancements among participating correctional facility settings. In addition, the
state is expected to monitor the number of individuals served and types of services
rendered under the demonstration. Also, in alignment with the state’s Reentry Initiative
Implementation Plan, the state must also provide in its Monitoring Reports narrative
details outlining its progress with implementing the initiative, including any challenges
encountered and how the state has addressed them or plans to address them. This
information must also capture the transitional, nonservice expenditures, including
enhancements in the data infrastructure and information technology.

d. For the HRSN component, in addition to reporting on the metrics described above, the
state must track beneficiary participation, screening, receipt of referrals and social
services over time under the HRSN program component, as well as adoption of
information technology infrastructure to support data sharing between the state or
partner entities administering the administration of the demonstration and social
services organizations..

e. Common SUD metrics include, but are not limited to, those that measure alignment
with assessment of need and qualification for SUD treatment services and the
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demonstration’s six milestones as outlined in the State Medicaid Director Letter
(SMDL) dated November 1, 2017 (SMDL #17- 003).!

f. Common SMI metrics include, but are not limited to, screening of beneficiaries
admitted to psychiatric hospitals or residential treatment facilities, mental health
services utilization (inpatient and outpatient), and average length of stay in IMDs and
the demonstration’s four milestones as outlines in the SMDL dated November 13, 2018
(SMDL #18—011).2

g. Metrics for the RRSS component should include, but not be limited to rates of program
enrollment among the SUD population, as well as measures pertaining to skills training,
coaching, and overall case management furnished by the program.

h. In addition, and pertaining to all components under the extension, the state must include
the results of member satisfaction surveys, if conducted, and grievances and appeals.
The required monitoring and performance metrics must be included in writing in the
Monitoring Reports and must follow the framework provided by CMS to support
federal tracking and analysis.

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

J- 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.

k. SUD and SMI Health IT. The state will include a summary of progress made in
regard to SUD and SMI Health IT requirements outlined in Attachment E and STC
118(d).

' SMDL #17-003, Strategies to Address the Opioid Epidemic. Available at: https://www medicaid.gov/federal-policy-
guidance/downloads/smd17003.pdf

2 SMDL #18—011, Opportunities to Design Innovative Service Delivery Systems for Adults with a Serious Mental
Illness or Children with a Serious Emotional Disturbance. Available at: https://www.medicaid.gov/federal-policy-
guidance/downloads/smd18011.pdf
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59. Reentry Demonstration Initiative Mid-Point Assessment. The state must contract with
an independent entity to conduct a mid-point assessment of the Reentry Demonstration
Initiative and complete a Reentry Demonstration Initiative Mid-Point Assessment.

The Mid-Point Assessment must integrate all applicable implementation and performance
data from the first 2.5 years of implementation of the Reentry Demonstration Initiative.
The report must be submitted to CMS by the end of the third year of the demonstration. In
the event that the Reentry Demonstration Initiative is implemented at a timeline within the
demonstration approval period, the state and CMS will agree to an alternative timeline for
submission of the Mid-Point Assessment. The state must submit a revised Mid-Point
Assessment within 60 calendar days after receipt of CMS’s comments, if any. If requested,
the state must brief CMS on the report.

The state must require the independent assessor to provide a draft of the Mid-Point
Assessment to the state that includes the methodologies used for examining progress and
assessing risk, the limitations of the methodologies used, the findings on demonstration
progress and performance, including identifying any risks of not meeting milestones and
other operational vulnerabilities, and recommendations for overcoming those challenges
and vulnerabilities. In the design, planning, and execution of the Mid-Point Assessment,
the state must require that the independent assessor consult with key stakeholders
including, but not limited to: provider participation in the state’s Reentry Demonstration
Initiative, eligible individuals, and other key partners in correctional facility and
community settings.

For milestones and measure targets at medium to high risk of not being achieved, the state
and CMS will collaborate to determine whether modifications to the Reentry
Demonstration Initiative Implementation Plan and the Monitoring Protocol are necessary
for ameliorating these risks, with any modifications subject to CMS approval. Elements of
the Mid-Point Assessment must include, but not be limited to:

a. An examination of progress toward meeting each milestone and timeframe approved in
the Reentry Demonstration Initiative Implementation Plan and toward meeting the
targets for performance metrics as approved in the Monitoring Protocol;

b. A determination of factors that affected achievement on the milestones and progress
toward performance metrics targets to date;

c. A determination of factors likely to affect future performance in meeting milestones
and targets not yet met and information about the risk of possibly missing those
milestones and performance targets; and

d. For milestones or targets at medium to high risk of not being met, recommendations for
adjustments in the state’s Reentry Demonstration Initiative Implementation Plan or to
pertinent factors that the state can influence that will support improvement.
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CMS will provide additional guidance for developing the state’s Reentry Initiative Mid-
Point Assessment.

60. SUD and SMI Mid-Point Assessment. For the SUD and SMI components, the state must
contract with an independent entity to conduct an independent Mid-Point Assessment. This
timeline will allow for the Mid-Point Assessment Report to capture approximately the first
two-and-a-half years of demonstration program data, accounting for data run-out and data
completeness. In addition, if applicable, the state should use the prior approval period
experiences as context and conduct the Mid-Point Assessment in light of the data from any
such prior approval period(s). In the design, planning and conduct of the Mid- Point
Assessment, the state must require that the independent assessor consult with key
stakeholders including, but not limited to: representatives of MCOs, health care providers
(including treatment providers), beneficiaries, community groups, and other key partners.

a. The state must require that the assessor provide a Mid-Point Assessment Report to
the state that includes the methodologies used for examining progress and assessing
risk, the limitations of the methodologies, its determinations and any
recommendations. The state must provide a copy of the report to CMS no later than
60 calendar days after December 12, 2027. If requested, the state must brief CMS
on the report. The state must submit a revised Mid-Point Assessment Report within
60 calendar days after receipt of CMS’s comments, if any.

b. For milestones and measure targets at medium to high risk of not being achieved,
the state must submit to CMS modifications to the relevant Implementation Plan
and Monitoring Protocol for ameliorating these risks. Modifications to the
Implementation, Financing Plan, and Monitoring Protocol are subject to CMS
approval.

c. Elements of the Mid-Point Assessment must include:

1. An examination of progress toward meeting each milestone and timeframe
approved in the Implementation Plans and toward meeting the targets for
performance measures as approved in the Monitoring Protocol;

ii. A determination of factors that affected achievement on the milestones and
performance measure gap closure percentage points to date;

1ii. A determination of selected factors likely to affect future performance in meeting
milestones and targets not yet met and information about the risk of possibly
missing those milestones and performance targets;

iv.  For milestones or targets at medium to high risk of not being met,
recommendations for adjustments in the state’s Implementation Plan, or to
pertinent factors that the state can influence that will support improvement; and
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v.  An assessment of whether the state is on track to meet the budget neutrality
requirements in these STCs.

61.  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 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 and sustained directional change inconsistent with the
state’s demonstration goals, and the state has not implemented corrective action. CMS
further has the ability to suspend implementation of the demonstration should corrective
actions not effectively resolve these concerns in a timely manner.

62.  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. In consultation with CMS, and per guidance from CMS, the state will include an
evaluation of the demonstration (or demonstration components) that are to phase out or
expire without extension along with the Close-Out Report. Depending on the timeline
of the phase-out during the demonstration approval period, in agreement with CMS, the
evaluation requirement may be satisfied through the Interim and/or Summative
Evaluation Reports stipulated in STCs 106 and 107, respectively.

c. The state will present to and participate in a discussion with CMS on the Close-Out
report.

d. The state must take into consideration CMS’s comments for incorporation into the final
Close Out Report.

e. A revised Close Out Report is due to CMS no later than thirty (30) calendar days after
receipt of CMS’s comments.

f. A delay in submitting the draft or final version of the Close Out Report may subject the
state to penalties described in STC 53.

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

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

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.

64.  Post Award Forum. Pursuant to 42 CFR 431.420(c), within six 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 30 calendar 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 Medicaid
website. The state must also post the most recent Annual Monitoring Report on its
Medicaid website with the public forum announcement. Pursuant to 42 CFR 431.420(c),
the state must include a summary of the public comments in the Annual Monitoring Report
associated with the year in which the forum was held.

X. GENERAL FINANCIAL REQUIREMENTS

65.  Allowable Expenditures. This demonstration project is approved for authorized
demonstration expenditures applicable to services rendered and for costs incurred 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.

66.  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 under this Medicaid section 1115 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 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 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.
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67. Sources of Non-Federal Share. As a condition of demonstration approval, the state
certifies that its funds that make up the non-federal share are obtained from permissible
state and/or local funds that, unless permitted by law, are not other federal funds. The state
further certifies that federal funds provided under this section 1115 demonstration must not
be used as the non-federal share required under 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 implementing regulations. CMS reserves the right to
deny FFP in expenditures for which it determines that the sources of non-federal share are
impermissible.

a. Ifrequested, the state must submit for CMS review and approval documentation of any
sources of non-federal share that would be used to support payments under the
demonstration.

b. If CMS determines that any funding sources are not consistent with applicable federal
statutes or 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.

68. State Certification of Funding Conditions. As a condition of demonstration approval, the
state certifies that the following conditions for non-federal share financing of
demonstration expenditures have been met.

a. Ifunits of state or local government, including health care providers that are units of
state or local government, supply any funds used as non-federal share for expenditures
under the demonstration, the state must certify that state or local monies have been
expended as the non-federal share of funds under the demonstration in accordance with
section 1903(w) of the Act and applicable implementing regulations.

b. To the extent the state utilizes certified public expenditures (CPE) as the funding
mechanism for the non-federal share of expenditures under the demonstration, the state
must obtain CMS approval for a cost reimbursement methodology. This methodology
must include a detailed explanation of the process, including any necessary cost
reporting protocols, by which the state identifies those costs eligible for purposes of
certifying public expenditures. The certifying unit of government that incurs costs
authorized under the demonstration must certify to the state the amount of public funds
allowable under 42 CFR 433.51 it has expended. The federal financial participation
paid to match CPEs may not be used as the non-federal share to obtain additional
federal funds, except as authorized by federal law, consistent with 42 CFR 433.51(c).
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C.

The state may use intergovernmental transfers (IGT) to the extent that the transferred
funds are public funds within the meaning of 42 CFR 433.51 and are transferred by
units of government within the state. Any transfers from units of government to support
the non-federal share of expenditures under the demonstration must be made in an
amount not to exceed the non-federal share of the expenditures under the
demonstration.

Under all circumstances, health care providers must retain 100 percent of their
payments for or in connection with furnishing covered services to beneficiaries.
Moreover, no pre-arranged agreements (contractual, voluntary, or otherwise) may exist
between health care providers and state and/or local governments, or third parties to
return and/or redirect to the state any portion of the Medicaid payments in a manner
inconsistent with the requirements in section 1903(w) of the Act and its implementing
regulations. 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.

The State Medicaid Director or his/her designee certifies that all state and/or local funds
used as the state’s share of the allowable expenditures reported on the CMS-64 for this
demonstration were in accordance with all applicable federal requirements and did not
lead to the duplication of any other federal funds.

69.  Financial Integrity for Managed Care 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 438.6(b)(2), 438.6(c), 438.6(d), 438.60, and 438.74.
70.  Requirements for Health Care-Related Taxes and Provider Donations. As a condition
of demonstration approval, the state attests to the following, as applicable:
a. Except as provided in paragraph (c) of this STC, all health care-related taxes as defined
by Section 1903(w)(3)(A) of the Act and 42 CFR 433.55 are broad-based as defined by
Section 1903(w)(3)(B) of the Act and 42 CFR 433.68(c).
b. Except as provided in paragraph (c) of this STC, all health care-related taxes are
uniform as defined by Section 1903(w)(3)(C) of the Act and 42 CFR 433.68(d).
c. 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 Act and 42 CFR 433.72.
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The tax does not contain a hold harmless arrangement as described by Section
1903(w)(4) of the Act and 42 CFR 433.68(f).

e. 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 433.66, and 42 CFR 433.54.
71. State Monitoring Federal Share. If any payments under the demonstration are funded in

whole or in part by a locality tax, then the state must provide a report to CMS regarding
payments under the demonstration no later than 60 days after demonstration approval. This
deliverable is subject to the deferral as described in STC 53. This report must include:

a.

A detailed description of and a copy of (as applicable) any agreement, written or
otherwise agreed upon, regarding any arrangement among the providers including those
with counties, the state, or other entities relating to each locality tax or payments
received that are funded by the locality tax;

Number of providers in each locality of the taxing entities for each locality tax;

Whether or not all providers in the locality will be paying the assessment for each
locality tax;

The assessment rate that the providers will be paying for each locality tax;

Whether any providers that pay the assessment will not be receiving payments funded
by the assessment;

Number of providers that receive at least the total assessment back in the form of
Medicaid payments for each locality tax;

The monitoring plan for the taxing arrangement to ensure that the tax complies with
section 1903(w)(4) of the Act and 42 CFR 433.68(f); and

Information on whether the state will be reporting the assessment on the CMS form
64.11A as required under section 1903(w) of the Act.

72. Extent of Federal Financial Participation (FFP) 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 following demonstration expenditures,
subject to the budget neutrality expenditure limits described in the STCs in section XI:

a. Administrative costs, including those associated with the administration of the
demonstration.
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b. Net expenditures and prior period adjustments of the Medicaid program that are paid in
accordance with the approved 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 or CMS
payment adjustments.

73. 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.

74.  Medicaid Expenditure Groups. Medicaid Expenditure Groups (MEG) 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 #3: Master MEG Chart

. WOwW
MEG Which B.N Per Wow WW Brief Description
Test Applies? Capita Aggregate

All expenditures for services
provided to an individual
SUD Hypo 1 X X while they are a patient in an
IMD for SUD treatment,
described in Section XIV.
All expenditures for RRSS
RRSS Hypo 2 X X services, described in

Section XIV.

All managed care
expenditures for services
provided to an individual

while they are a patient in an
IMD for SMI treatment
described in of Section XV.
All FFS expenditures for
services provided to an
individual while they are a
patient in an IMD for SMI
treatment described in of
Section XV
Expenditures for targeted
services that are otherwise

SMI MCO Hypo 3 X X

SMI FFS Hypo 3 X X

Reentry Hypo 4 X X
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Table #3: Master MEG Chart

MEG

Which BN
Test Applies?

WOwW
Per
Capita

WOW
Aggregate

WW

Brief Description

covered under Medicaid
provided to qualifying
beneficiaries for up to 60
days immediately prior to
release from participating
facilities.

Reentry Non-
Service

Hypo 4

Expenditures for allowable
planning and non-services
for the reentry demonstration
initiative.

HRSN

SHAC

Expenditures for HRSN
services described in Section
VII.

HRSN
Infrastructure

SHAC

Expenditures for planning

and supporting the HRSN

initiative, as described in
Section VII.

ADM

N/A

All additional administrative
costs that are directly
attributable to the
demonstration and not
described elsewhere and are
not subject to budget
neutrality.

75. Reporting Expenditures and Member Months. The state must report all demonstration
expenditures claimed under the authority of title XIX 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--00306/4).
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), or line 7. For any
cost settlement not attributable to this demonstration, the adjustments should be
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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 demonstration year 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 report pharmacy rebates on form CMS-64.9 BASE, and not allocate them
to any form 64.9 or 64.9P WAIVER.

d. 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 in the STCs in section XI, administrative
costs are not counted in the budget neutrality tests; however, these costs are subject to
monitoring by CMS.

e. Member Months. As part of the Quarterly and Annual Monitoring Reports described
in section IX, 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 per person, for a total of four
eligible member months. The state must submit a statement accompanying the annual
report certifying the accuracy of this information.

f. 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
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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.
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Table 4: MEG Detail for Expenditure and Member Month Reportin

How
MEG CMS-64.9 | g pend. | MaP | RePort | wipg MEG
7 Detailed . or 64.10 Member
(Waiver . . Exclusions . Are or Start End
Name) Description Line(s) To Assigned | ADM Months Date Date
Use to DY (Y/N)
Report all
medical
assistan
eX}s)Selfditucrees Follow
for services Csﬁrédgzdg Date of
SUD provided to an Catogory S;Veife MAP Y 10/5/18 | 12/31/29
individual .
. of Service
while they are a .
L Definitions
patient 1n an
IMD for SUD
treatment.
Report all Follow
medical standard
assistance CMS 64.9 | Date of
RRSS expenditures Category service MAP Y 1/1/25 12/31/29
for RRSS of Service
services. Definitions
Report all
medical
assistance
expenditures Follow
for services standard
provided to an CMS 64.9 | Date of
SMI MCO individual Category service MAP Y 1/1/25 12/31/29
while they are a of Service
patient in an Definitions
IMD for SMI
treatment under
managed care.
Report all
medical
assistance
expenditures Follow
for services standard
provided to an CMS 64.9 | Date of
SMI FFS individual Category service MAP Y 1/1/25 12/31/29
while they are a of Service
patient in an Definitions
IMD for SMI
treatment under
FFS
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Report all
expenditures
for reentry
services that
are otherwise
covered under Follow
Medicaid standard
rovided to CMS 64.9
Reentry | Ci Based | DCOf | yap 7224 | 12/31/29
Services . service
beneficiaries Category
for up to 60 of Service
days Definitions
immediately
prior to release
from
participating
facilities.
Report all
expenditures Follow
for allowable CMS 64.9
Reentry lanni d B Date of
Non- planning an ase ae ot - ADM 72124 | 12/31/29
. non-services Category payment
Services .
for the reentry of Service
demonstration Definition
initiative.
Follow
Report all standard
expenditures CMS 64.9 | Date of
HRSN for IRSN Category service MAP 1/1/25 12/31/29
Services of Service
Definitions
Report all Follow
. standard
HRSN expenditures CMS 649 | Date of
Infrastruct for HRSN ) ADM 1/1/25 12/31/29
ure infrastructure Categqry payment
of Service
Definitions
Report all
additional
administrative
costs that are Follow
directly standard
ADM attributable to CMS 64.10 | Date of ADM 10/5/18 12/31/29
the Category | payment
demonstration of Service
and are not Definitions
described
elsewhere and
are not subject
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to budget
neutrality

76. Demonstration Years. Demonstration Years (DY) for this demonstration are defined in

the table below.
Table 5: Demonstration Years
Demonstration Year 9 January 1, 2025 to September 30, 2025 9 months
Demonstration Year 10 October 1, 2025 to September 30, 2026 12 months
Demonstration Year 11 October 1, 2026 to September 30, 2027 12 months
Demonstration Year 12 October 1, 2027 to September 30, 2028 12 months
Demonstration Year 13 October 1, 2028 to September 30, 2029 12 months
Demonstration Year 14 October 1, 2029 to December 31, 2029 3 months

77.  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
the demonstration’s actual expenditures to the budget neutrality expenditure limits
described in STC XI. CMS will provide technical assistance, upon request.>

78.  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.

3 Per 42 CFR 431.420(a)(2), 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 states agree to use the tool as a condition of
demonstration approval.
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79.

80.

Future Adjustments to Budget Neutrality. CMS reserves the right to adjust the budget
neutrality expenditure limit:

a.

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

Budget Neutrality Mid-Course Correction Adjustment Request. No more than once per
demonstration year, the state may request that CMS make an adjustment to its budget
neutrality agreement based on changes to the state’s Medicaid expenditures that are
unrelated to the demonstration and/or outside the state’s control, and/or that result from a
new expenditure that is not a new demonstration-covered service or population and that is
likely to further strengthen access to care.

Contents of Request and Process. In its request, the state must provide a description
of the expenditure changes that led to the request, together with applicable expenditure
data demonstrating that due to these expenditures, the state’s actual costs have
exceeded the budget neutrality cost limits established at demonstration approval. The
state must also submit the budget neutrality update described in STC 80c. If approved,
an adjustment could be applied retrospectively to when the state began incurring the
relevant expenditures, if appropriate. Within 120 days of acknowledging receipt of the
request, CMS will determine whether the state needs to submit an amendment pursuant
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to STC 7. CMS will evaluate each request based on its merit and will approve requests
when the state establishes that an adjustment to its budget neutrality agreement is
necessary due to changes to the state’s Medicaid expenditures that are unrelated to the
demonstration and/or outside of the state’s control, and/or that result from a new
expenditure that is not a new demonstration-covered service or population and that is
likely to further strengthen access to care.

b. Types of Allowable Changes. Adjustments will be made only for actual costs as
reported in expenditure data. CMS will not approve mid-demonstration adjustments for
anticipated factors not yet reflected in such expenditure data. Examples of the types of
mid-course adjustments that CMS might approve include the following:

1l

1il.

1v.

Vi.

vil.

Provider rate increases that are anticipated to further strengthen access to care;

CMS or State technical errors in the original budget neutrality formulation applied
retrospectively, including, but not limited to the following: mathematical errors,
such as not aging data correctly; or unintended omission of certain applicable
costs of services for individual MEGs;

Changes in federal statute or regulations, not directly associated with Medicaid,
which impact expenditures;

State legislated or regulatory change to Medicaid that significantly affects the
costs of medical assistance;

When not already accounted for under Emergency Medicaid 1115
demonstrations, cost impacts from public health emergencies;

High-cost innovative medical treatments that states are required to cover; or,

Corrections to coverage/service estimates where there is no prior state experience
(e.g., SUD) or small populations where expenditures may vary widely.

c. Budget Neutrality Update. The state must submit an updated budget neutrality
analysis with its adjustment request, which includes the following elements:

ii.

Projected without waiver and with waiver expenditures, estimated member months,
and annual limits for each DY through the end of the approval period; and

Description of the rationale for the mid-course correction, including an explanation
of why the request is based on changes to the state’s Medicaid expenditures that are
unrelated to the demonstration and/or outside the state’s control, and/or is due to a
new expenditure that is not a new demonstration-covered service or population and
that is likely to further strengthen access to care.
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XI.

81.

82.

83.

84.

8s.

MONITORING BUDGET NEUTRALITY FOR THE DEMONSTRATION

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 consists of
Hypothetical Budget Neutrality Tests, as 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 as described in Table 3, Master MEG Chart and Table 4, MEG Detail for
Expenditure and Member Month Reporting. 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 enrollment
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 DY's 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, including the “Supplemental HRSN Aggregate Ceiling.” 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), or
when a WOW spending baseline for certain WW expenditures is difficult to estimate due to
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86.

variable and volatile cost data resulting in anomalous trend rates, CMS considers these
expenditures to be “hypothetical,” such that the expenditures are treated as if the state could
have received FFP for them absent the demonstration. 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 expenditures on those
services. When evaluating budget neutrality, however, 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 separate, independent Hypothetical Budget Neutrality 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 Hypothetical Budget Neutrality Test’s expenditure limit,
the state agrees (as a condition of CMS approval) to offset that excess spending through
savings elsewhere in the demonstration or to refund the FFP to CMS.

Hypothetical Budget Neutrality Test 1: SUD. 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 1 are counted as WW expenditures under the Main Budget Neutrality Test.

Table 6: Hypothetical Budget Neutrality Test 1

MEG

WOW

PC or
Agg

Only,
WWwW
Only, or
Both

djey pudL],

DY 9

DY 10

DY 11

DY 12

DY 13

DY 14

SUD

PC

Both

6.2%

$1,136.09

$1,197.49

$1,271.73

$1,350.58

$1,434.32

$1,489.27

87.

Hypothetical Budget Neutrality Test 2: RRSS. The table below identifies the MEGs that

are used for Hypothetical Budget Neutrality Test 2. 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
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expenditure limit. Any expenditures in excess of the limit from Hypothetical Budget
Neutrality Test 2 are counted as WW expenditures under the Main Budget Neutrality Test.

Table 7: Hypothetical Budget Neutrality Test 2

WOwW -
PC | Only, g
MEG or WWwW = DY 9 DY 10 DY 11 DY 12 DY 13 DY 14
Agg | Only, or g
Both e
RRSS PC Both 5.0% | $18.18 $18.97 $19.92 $20.92 $21.97 $22.65
88. Hypothetical Budget Neutrality Test 3: SMI. The table below identifies the MEGs that

are used for Hypothetical Budget Neutrality Test 3. 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 3 are counted as WW expenditures under the Main Budget Neutrality Test.

Table 8: Hypothetical Budget Neutrality Test 3

WOW
Only, =
PCor | WW S
MEG Onl = DY 9 DY 10 DY 11 DY 12 DY 13 DY 14
Agg nly, =
or Both &
(¢
SMI MCO PC Both | 4.8% | $1,497.67 | $1,560.39 | $1,635.29 | $1,713.78 | $1,796.04 | $1,849.45
SMI FFS PC Both 4.8% | $21,842.91 | $22,757.61 | $23,849.98 | $24,994.78 | $26,194.53 | $26,973.44
89.  Hypothetical Budget Neutrality Test 4: Reentry. The table below identifies the MEGs
that are used for Hypothetical Budget Neutrality Test 4. 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
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neutrality expenditure limit. Any expenditures in excess of the limit from Hypothetical
Budget Neutrality Test 4 are counted as WW expenditures under the Main Budget
Neutrality Test.

Table 9: Hypothetical Budget Neutrality Test 4

MEG

WOW
PC Only,
or WW
Agg | Only, or
Both

d)eY pudL],

Reentry
Services

PC Both 5.6% | $1,591.32 | $1,669.03 | $1,762.50 | $1,861.20 | $1,965.43 | $2,033.52

Reentry
Non-
Services

PC Both N/A | $2,328,750 | $1,293,750 | $258,750 | $258,750 | $258,750 $0

90.

Supplemental HRSN Aggregate Ceiling (SHAC) Hypothetical Budget Neutrality for
Evidence-Based HRSN Initiatives. When expenditure authority is provided for specified
HRSN initiatives in the demonstration (in this approval, as specified in section VII), CMS
considers these expenditures to be “supplemental HRSN aggregate ceiling (SHAC)”
expenditures; that is, the expenditures are eligible to receive FFP up to a specific aggregate
spending cap per demonstration year, based on the state’s expected expenditures. States
can also receive FFP for capacity-building, infrastructure, and operational costs for the
HRSN initiatives; this FFP is limited by a sub-cap of the aggregate spending cap and is
determined by CMS based on the amount the state expects to spend. Like all hypothetical
expenditures, SHAC expenditures do not need to be offset by savings, and cannot produce
savings; however, unspent expenditure authority allocated for HRSN infrastructure in a
given demonstration year can be applied to HRSN services in the same demonstration year.
Any unspent HRSN services expenditure authority may not be used to fund HRSN
infrastructure. To allow for SHAC expenditures and to prevent them from resulting in
savings that would apply to the rest of the demonstration, CMS currently applies a separate,
independent SHAC Budget Neutrality Test, which subjects SHAC expenditures to pre-
determined aggregate limits to which the state and CMS agree, and that CMS approves, as
a part of this demonstration approval. If actual HRSN initiative spending is less than the
SHAC Budget Neutrality Test’s expenditure limit for a given demonstration year, the
difference is not considered demonstration savings. Unspent HRSN expenditure authority
under the cap for each demonstration year can be carried, shifted, or transferred across
future demonstration years. However, unspent HRSN expenditure authority cannot roll
over to the next demonstration approval period. If the state’s SHAC spending exceeds the
SHAC Budget Neutrality Test’s expenditure limit, the state agrees (as a condition of CMS
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91.

approval) to refund any FFP in excess of the cap to CMS. Demonstration savings from the
Main Budget Neutrality Test cannot be used to offset excess spending for the SHAC.

SHAC Budget Neutrality Test: HRSN. The table below identifies the MEGs that are used
for the SHAC Budget Neutrality Test. 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 SHAC 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 the SHAC Budget Neutrality Test cannot be offset
by savings under the Main Budget Neutrality Test or the Hypothetical Budget Neutrality

Tests.

Table 10: SHAC Budget Neutrality Test

MEG

PC or
Agg

WOW
Only,
WWwW

Only, or
Both

DY 9

DY 10

DY 11

DY 12

DY 13

DY 14

HRSN

Agg

Both

$6,326,698

$8,999,263

$9,539,219

$10,111,572

$10,718,266

$2,832,559

HRSN
Infrastructure

Agg

Both

$2,000,000

$184,575

$184,575

$184,575

$184,575

$0

92.

93.

Former Foster Care Youth (FFCY) Budget Neutrality. CMS has determined that the

FFCY demonstration population is budget neutral based on CMS’ assessment that the

waiver authorities granted for this demonstration population are unlikely to result in any

increase in federal Medicaid expenditures, and that no expenditure authorities are
associated with this demonstration population. The state will not be allowed to obtain
budget neutrality “savings” from this demonstration population. The demonstration

population will not include a budget neutrality expenditure limit. The state must report

quarterly claims and report expenditures on the CMS-64 base form(s) for Medicaid State
Plan populations in accordance with section 2500 of the State Medicaid Manual.

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
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94.

9s.

XII.

96.

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 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
demonstration period, which extends from 1/1/2025 to 12/31/2029. The Main Budget
Neutrality Test for this demonstration period may incorporate carry-forward savings, that
is, net savings from up to 10 years of the immediately prior demonstration approval
period(s) (1/1/2025 to 12/31/2029). If at the end of the demonstration approval period the
Main Budget Neutrality Test or a SHAC Budget Neutrality Test has been exceeded, the
excess federal funds will be returned to CMS. If the Demonstration is terminated prior to
the end of the budget neutrality agreement, the budget neutrality test shall be based on the
time elapsed through the termination date.

Corrective Action Plan. 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 11: Budget Neutrality Test Corrective Action Plan Calculation
DY 9 Cumulative budget 2.0%
neutrality limit plus:
DY 9 through DY 10 Cumulative budget 1.5%
neutrality limit plus:
DY 9 through DY 11 Cumulative budget 1.0%
neutrality limit plus:
DY 9 through DY 12 Cumulative budget 0.5%
neutrality limit plus:
DY 9 through DY 13 Cumulative budget 0%
neutrality limit plus:
DY 9 through DY 14 Cumulative budget 0%
neutrality limit plus:

CHIP MONITORING ALLOTMENT NEUTRALITY

Reporting Expenditures Subject to the Title XXI Allotment Neutrality Agreement.
The following describes the reporting of expenditures subject to the allotment neutrality
agreement for this demonstration:

a) Tracking Expenditures. In order to track expenditures under this demonstration, the
state must report demonstration expenditures through the Medicaid and State
Children’s Health Insurance Program Budget and Expenditure System (MBES/CBES),
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97.

98.

b)

d)

following routine CMS-21 reporting instructions outlined in section 2115 of the State
Medicaid Manual.

Use of Waiver Forms. Title XXI demonstration expenditures will be reported on the
following separate forms designated for CHIP (i.e., Forms CMS-21 Waiver and/or
CMS-21P Waiver), identified by the demonstration project number assigned by CMS
(including project number extension, which indicates the demonstration year in which
services were rendered or for which capitation payments were made). The state must
submit separate CMS-21 waiver forms for each title XXI demonstration population.

Premiums. Any premium contributions collected under the demonstration shall be
reported to CMS on the CMS-21 Waiver form (specifically lines 1A through 1D as
applicable) for each title XXI demonstration population that is subject to premiums, in
order to assure that the demonstration is properly credited with the premium
collections.

Claiming Period. All claims for expenditures related to the demonstration (including
any cost settlements) must be made within two years after the calendar quarter in which
the state made the expenditures. Furthermore, all claims for services during the
demonstration period (including cost settlements) must be made within two years after
the conclusion or termination of the demonstration. During the latter two-year period,
the state must continue to identify separately, on the Form CMS-21 Waiver, net
expenditures related to dates of service during the operation of the demonstration.

Standard CHIP Funding Process. The standard CHIP funding process will be used
during the demonstration. The state will continue to estimate matchable CHIP expenditures
on the quarterly Forms CMS-21B for CHIP. On these forms estimating expenditures for the
title XXI funded demonstration populations, the state shall separately identify estimates of
expenditures for each applicable title XXI demonstration population.

a)

CMS will make federal funds available based upon the state’s estimate, as approved by
CMS. Within 30 days after the end of each quarter, the state must report demonstration
expenditures through Form CMS-21W and/or CMS-21P Waiver for the CHIP
population. Expenditures reported on the waiver forms must be identified by the
demonstration project number assigned by CMS (including project number extension,
which indicates the demonstration year in which services were rendered or for which
capitation payments were made). CMS will reconcile expenditures reported on the
CMS-21W/CMS-21P Waiver form with federal funding previously made available to
the state, and include the reconciling adjustment in the finalization of the grant award to
the state.

Title XXI Administrative Costs. All administrative costs (i.e., costs associated with the
title XXI state plan and the title XXI funded demonstration populations identified in these
STCs) are subject to the title XXI 10 percent administrative cap described in section
2105(c)(2)(A) of the Act.
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100.

XIII.

101.

102.

Limit on Title XXI Funding. The state will be subject to a limit on the amount of federal
title XXI funding that the state may receive on eligible CHIP state plan populations and the
CHIP demonstration populations described in STC XX during the demonstration period.
Federal title XXI funds for the state’s CHIP program (i.e., the approved title XXI state plan
and the demonstration populations identified in these STCs) are restricted to the state’s
available allotment and reallocated funds. Title XXI funds (i.e., the allotment or reallocated
funds) must first be used to fully fund costs associated with CHIP state plan populations.
Demonstration expenditures are limited to remaining funds.

Exhaustion of Title XXI Funds for CHIP Population. If the state exhausts the available
title XXI federal funds in a federal fiscal year during the period of the demonstration, the
state must continue to provide coverage to the approved title XXI separate state plan
population.

EVALUATION OF THE DEMONSTRATION

Cooperation with Federal Evaluators and Learning Collaborative. 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, a that
they must make such data available for the federal evaluation as is required under 42 CFR
431.420(f) to support federal evaluation. This may also include the state’s participation —
including representation from the state’s contractors, independent evaluators, and
organizations associated with the demonstration operations, as applicable — in a federal
learning collaborative aimed at cross state technical assistance, and identification of lessons
learned and best practices for demonstration measurement, data development,
implementation, monitoring and 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 54.

Independent Evaluator. The state must use 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 independent party must sign an
agreement to conduct the demonstration evaluation in an independent manner in
accordance with the CMS-approved 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.
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103. Draft Evaluation Design. The state must submit, for CMS comment and approval, a draft
Evaluation Design, no later than one hundred eighty (180) calendar days after approval of
the demonstration.

The draft Evaluation Design must be developed in accordance with the following CMS
guidance (including but not limited to):

a. Attachment A (Developing the Evaluation Design) of these STCs, and

b. Any applicable CMS evaluation guidance and technical assistance specific to the
demonstration’s policy components.

c. The draft Evaluation Design must also be developed in alignment with CMS guidance
on applying robust evaluation approaches, such as quasi-experimental methods like
difference-in-differences and interrupted time series, as well as establishing valid
comparison groups and assuring causal inferences in demonstration evaluations. In
addition to these requirements, if determined appropriate for the communities impacted
by the demonstration, the state is encouraged to consider implementation approaches
involving randomized control trials and staged rollout (for example, across geographic
areas, by service setting, or by beneficiary characteristic), as these implementation
strategies help create strong comparison groups and facilitate robust evaluation. The
state is strongly encouraged to use the expertise of the independent party in the
development of the draft Evaluation Design. The draft Evaluation Design also must
include a timeline for key evaluation activities, including the deliverables outlined in
STCs 107 and 108.

d. For any amendment to the demonstration, the state will be required to update the
approved Evaluation Design to accommodate the amendment component. The amended
Evaluation Design must be submitted to CMS for review no later than 180 calendar
days after CMS’s approval of the demonstration amendment. Depending on the scope
and timing of the amendment, in consultation with CMS, the state may provide the
details on necessary modifications to the approved Evaluation Design via the
monitoring reports. The amended Evaluation Design must also be reflected in the
state’s Interim (as applicable) and Summative Evaluation Reports, described below.

104. Evaluation Design Approval and Updates. The state must submit to CMS a revised draft
Evaluation Design within 60 calendar days after receipt of CMS’s comments, if any. Upon
CMS approval of the draft Evaluation Design, the document 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 Medicaid website within 30 calendar days of CMS
approval. The state must implement the Evaluation Design and submit a description of its
evaluation progress in each of the Quarterly and Annual Monitoring Reports. 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;
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otherwise, in consultation with CMS, the state may include updates to the Evaluation
Design in monitoring reports.

a. Evaluation Questions and Hypotheses. Consistent with Attachments A and B
(Developing the Evaluation Design and Preparing the Interim and Summative
Evaluation Reports) of these STCs, the evaluation deliverables must include a
discussion of the evaluation questions and hypotheses that the state intends to test. In
alignment with applicable CMS evaluation guidance and technical assistance, the
evaluation must outline and address well-crafted hypotheses and research questions for
all key demonstration policy components that support understanding the
demonstration’s impact and its effectiveness in achieving the goals. The hypothesis
testing should include, where possible, assessment of both process and outcome
measures. The evaluation must study outcomes, such as likelihood of enrollment and
enrollment continuity, and various measures of access, utilization, and health outcomes,
as appropriate and in alignment with applicable CMS evaluation guidance and technical
assistance, for the demonstration policy components. Proposed measures should be
selected from nationally-recognized sources and national measures sets, where possible.
Measures sets could include CMS’s Core Set of Children’s Health Care Quality
Measures for Medicaid and CHIP (Child Core Set) and the Core Set of Adult Health
Care Quality Measures for Medicaid (Adult Core Set), collectively referred to as the
CMS Child and Adult Core Measure Sets for Medicaid and CHIP; Consumer
Assessment of Health Care Providers and Systems (CAHPS); the Behavioral Risk
Factor Surveillance System (BRFSS) survey; and/or measures endorsed by NQF.

CMS underscores the importance of the state undertaking a well-designed beneficiary
survey and/or interviews to assess, for instance, beneficiary individual understanding of
and experience with and experience the various demonstration policy components,
including but not limited to, beneficiary experiences with access to and quality of care.
In addition, the state is strongly encouraged to evaluate the implementation of the
demonstration components in order to better understand whether implementation of
certain key demonstration policies happened as envisioned during the demonstration
design process and whether specific factors acted as facilitators of—or barriers to—
successful implementation. Implementation research questions can also focus on
beneficiary and provider experience with the demonstration. The implementation
evaluation can inform the state’s crafting and selection of testable hypotheses and
research questions for the demonstration’s outcome and impact evaluations and provide
context for interpreting the findings.

b. Evaluation of the Reentry Demonstration Initiative must be designed to examine
whether the initiative expands Medicaid coverage through increased enrollment of
eligible individuals, and efficient high-quality pre-release services that promote
continuity of care into the community post-release. In addition, in alignment with the
goals of the Reentry Demonstration Initiative in the state, the evaluation hypotheses
must focus on, but not be limited to: cross-system communication and coordination;
connections between correctional and community services; access to and quality of care
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in correctional and community settings; preventive and routine physical and behavioral
health care utilization; non-emergent emergency department visits and inpatient
hospitalizations; and all-cause deaths.

The state must also provide a comprehensive analysis of the distribution of services
rendered by type of service over the duration of up to 60-days coverage period before
the individual’s expected date of release—to the extent feasible—and discuss in the
evaluation any relationship identified between the provision and timing of particular
services with salient post-release outcomes, including utilization of acute care services
for chronic and other serious conditions, overdose, and overdose- and suicide-related
and all-cause deaths in the period soon after release. In addition, the state is expected to
assess the extent to which this coverage timeline facilitated providing more coordinated,
efficient, and effective reentry planning; enabled pre-release management and
stabilization of clinical, physical, and behavioral health conditions; and helped mitigate
any potential operational challenges the state might have otherwise encountered in a
more compressed timeline for coverage of pre-release services.

The demonstration’s evaluation efforts will be expected to include the experiences of
correctional and community providers, including challenges encountered, as they
develop relationships and coordinate to facilitate transition of individuals into the
community. Finally, the state must conduct a comprehensive cost analysis to support
developing estimates of implementing the Reentry Demonstration Initiative, including
covering associated services.

c. Evaluation hypotheses for the HRSN initiatives in the demonstration must focus on
assessing the effectiveness of the HRSN services in mitigating identified needs of
beneficiaries. Such assessment is expected to use applicable demonstration monitoring
and other data on the prevalence and severity of beneficiaries’ HRSNs and the
provision of and beneficiary utilization of HRSN services. Furthermore, the HRSN
evaluation must include an analysis of how the initiatives (e.g., short-term pre-
procedure, and/or post-hospitalization housing (recuperative care) with room and
board) affect utilization of preventive and routine care, utilization of and costs
associated with potentially avoidable, high-acuity health care, and beneficiary physical
and mental health outcomes. In alignment with the demonstration’s objectives to
improve outcomes for the state’s overall beneficiary populations eligible for the HRSN
initiatives, the state must also include research questions and hypotheses focused on
understanding the impact of HRSN initiatives on advancing health quality, including
through the reduction of health disparities, for example, by assessing the effects of the
initiatives in reducing disparities in health care access, quality of care, or health
outcomes at the individual, population, and/or community level.

The evaluation must also assess the effectiveness of the infrastructure investments
authorized through the demonstration to support the development and implementation of
the HRSN initiatives. The state must also examine whether and how local investments in
housing, nutrition and any other type of allowable HRSN services change over time in
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concert with new Medicaid funding toward those services. In addition, in light of how
demonstration HRSN expenditures are being treated for purposes of budget neutrality,
the evaluation of the HRSN initiatives must include a cost analysis to support
developing comprehensive and accurate cost estimates of providing such services. It is
also required to include a robust assessment of potential improvements in the quality
and effectiveness of downstream services that can be provided under the state plan
authority, and associated cost implications.

In addition, in accordance with the approved Evaluation Design, the state must
coordinate with its managed care plans to secure necessary data—for a representative
beneficiary population eligible for the HRSN services—to conduct a robust evaluation
of the effectiveness of the HRSN services in mitigating identified needs of beneficiaries.
Such an assessment will require setting up a data infrastructure and/or data sharing
arrangement to collect data on beneficiary screening and rescreening and prevalence and
severity of beneficiaries” HRSNs, among others. If the data system is not operational to
capture necessary data for a quantitative evaluation by the time the state’s evaluation
activities must be conducted, the state must provide applicable qualitative assessment to
this effect leveraging suitable primary data collections efforts (e.g., beneficiary surveys).

d. Evaluation hypotheses for the SUD component of the demonstration must support an
assessment of the demonstration’s success in achieving the core goals of the program
through addressing, among other outcomes, initiation and compliance with treatment,
utilization of health services in appropriate care settings, and reductions in key
outcomes such as deaths due to overdose.

e. Hypotheses for the SMI component must map to the SMI goals of the demonstration
including reducing utilization and lengths of stay in EDs, reducing preventable
readmissions to acute care hospitals and residential settings, improving the availability
of crisis stabilization services, improving access to community-based services, and
improving care coordination.

f. Hypotheses for the RRSS program must align with the goals of the program to support
SUD beneficiaries achieve independence in the community. Toward this end, the
hypotheses should address whether the skills and coaching provided through the
program result in greater community integration and better treatment outcomes for
participants than would have occurred in the counterfactual scenario, i.e., no RRSS
program.

g. Finally, the state must accommodate data collection and analyses stratified by key
subpopulations of interest (e.g., by sex, age, race/ethnicity, English language
proficiency, primary language, disability status, and geography). Such stratified data
analyses will provide a fuller understanding of existing disparities in access to and
quality of care and health outcomes and help inform how the demonstration’s various
policies might support reducing such disparities.
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105. Evaluation Budget. A budget for the evaluation 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 evaluation 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 design is not sufficiently developed, or if the estimates appear to be
excessive.

106. Interim Evaluation Report. The state must submit an Interim Evaluation Report 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 extension of the demonstration, the Interim Evaluation Report should be posted to the
state’s Medicaid website with the application for public comment.

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

b. For demonstration authority of any components within the demonstration that expire
prior to the overall demonstration’s expiration date, and depending on the timeline of
expiration/phase-out, the Interim Evaluation Report must include an evaluation of the
authority, to be collaboratively determined by CMS and the state.

c. Ifthe state is seeking to extend the demonstration, the draft Interim Evaluation Report
is due when the application for the extension is submitted, or one year prior to the end
of the demonstration, whichever is sooner. If the state made changes to the
demonstration in its application for extension, the research questions and hypotheses,
and a description of how the design was adapted should be included. If the state is not
requesting an extension for a demonstration, an 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.

d. The state must submit the revised Interim Evaluation Report 60 calendar days after
receiving CMS’s comments on the draft Interim Evaluation Report, if any,

e. Once approved by CMS, the state must post the document to the state’s Medicaid
website within 30 calendar days.

f. The Interim Evaluation Report must comply with Attachment L (Preparing the Interim
and Summative Evaluation Report) of these STCs.

107. Summative Evaluation Report. The state must submit to CMS a draft Summative
Evaluation Report for the demonstration’s current approval period within 18 months of the
end of the approval period represented by these STCs. The draft Summative Evaluation
Report must be developed in accordance with Attachment M (Preparing the Interim and
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109.

110.

111.

XIV.

Summative Evaluation Reports) of these STCs, and in alignment with the approved
Evaluation Design.

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

b. Once approved by CMS, the state must post the final Summative Evaluation Report to
the state’s Medicaid website within 30 calendar days.

Corrective Action Plan Related to Evaluation Data. 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. These discussions may also occur as part of an extension process when
associated with the state’s Interim Evaluation Report or as part of the review of the
Summative Evaluation Report. A 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 54. CMS further has 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., Implementation Plan,
Monitoring Protocol, Monitoring Reports, Mid-Point Assessment, Close-Out Report,
approved Evaluation Design, Interim Evaluation Report, and Summative Evaluation
Report) on the state’s Medicaid website within 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 over which the state has control. 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 30 calendar days to review and comment on publications before they
are released. CMS may choose to decline to comment 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.

OPIOID USE DISORDER (OUD)/SUBSTANCE USE DISORDER (SUD)
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112. SUD Program Benefits. Effective upon CMS’s approval of the SUD Implementation Plan,
in Attachment C, the demonstration benefit package for Medicaid beneficiaries will include
SUD treatment services, including services provided in residential and inpatient treatment
settings that qualify as an IMD, which are not otherwise matchable expenditures under
section 1903 of the Act. The state will be eligible to receive FFP for Medicaid beneficiaries
who are short-term residents in IMDs under the terms of this demonstration for coverage of
medical assistance, including OUD/SUD services, that would otherwise be matchable if the
beneficiary were not residing in an IMD once CMS approves the state’s Implementation
Plan. CMS approved the SUD Implementation Plan on July 10, 2018. The state will aim
for a statewide average length of stay of 30 days or less in residential treatment settings, to
be monitored pursuant to the Monitoring Protocol as outlined in STC 57, to ensure short-
term residential stays.

Under this demonstration beneficiaries will have access to high quality, evidence-based
OUD/SUD treatment services across a comprehensive continuum of care, ranging from
residential and inpatient treatment to ongoing chronic care for these conditions in cost-

effective community-based settings.

113. Recovery Residence Support Services. RRSS are non-clinical activities necessary to
support beneficiaries recovering with SUD, which support their independence in the
community through skills training and coaching. RRSS removes barriers to recovery of
SUD and support continued engagement in the SUD recovery process.

a. RRSS Eligibility: Individuals eligible for RRSS must be individuals who are ages 18
or older, enrolled in Medicaid either through a Medicaid state plan eligibility group or
through the FFCY demonstration population. Individuals must also meet the following
eligibility criteria:

i.  Be participating in a Behavioral Health Conditional Dismissal Program (BHCDP)
or have received pre-release services under the Reentry demonstration initiative;

ii.  Reside in an approved Recovery Residence;

1ii.  Meet American Society of Addiction Medicine (ASAM) Level of Care 2.7 or
less, and

iv.  Be experiencing homelessness, unemployment, or have a history of criminal
justice involvement.

b. RRSS Services: Beneficiaries may receive RRSS for up to 90 days per rolling year.
Activities and services included in RRSS are outlined in the RRSS Service Description
Attachment J. Components of the RRSS Service Description include a list of the
services covered under the RRSS program, and the associated service descriptions.
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115.

XV.

116.

c. RRSS Providers: Providers participating in the RRSS program must be a certified
National Association of Recovery Residences (NARR) Level 2 or 3 recovery residence
in accordance with the Kentucky Recovery Housing Network (KRHN) standards.
Providers must be contracted with a Kentucky Medicaid MCO. In addition, Kentucky
will require that RRSS be provided by:

1. Certified peer support specialists in accordance with 908 Kentucky
Administrative Regulations (KAR) 2:220, with lived substance use experience
and trained in recovery capital;

ii.  Registered alcohol and drug peer support specialist in accordance with Kentucky
Revised Statutes 309.080(12), with lived substance use experience and training in
recovery capital, and may include;

iii.  Targeted Case Managers certified in accordance with 908 KAR 2:260, with
working experience in substance use disorder and training in recovery capital.

d. Unallowable Expenditures Under the RRSS Expenditure Authority: The state may
not claim or receive FFP under the RRSS expenditure authority for room and board
costs for RRSS providers.

SUD Evaluation. The SUD Evaluation will be subject to the same requirements as the
overall demonstration evaluation, as described in Sections IX (Monitoring and Reporting
Requirements) and XIII (Evaluation of the Demonstration) of these STCs.

Unallowable Expenditures Under the SUD Expenditure Authority. In addition to the
other unallowable costs and caveats already outlined in these STCs, the state may not
receive FFP under any expenditure authority approved under this demonstration for any of
the following:

a. Room and board costs for residential treatment service providers unless they qualify as
inpatient facilities under section 1905(a) of the Act.

SERIOUS MENTAL ILLNESS (SMI) PROGRAM AND BENEFITS

SMI Program Benefits. Under this demonstration, beneficiaries will have access to, the
full range of otherwise covered Medicaid services, including SMI treatment services. These
SMI services will range in intensity from short-term acute care in inpatient settings for
SMI, to ongoing chronic care for such conditions in cost-effective community-based
settings. The state will work to improve care coordination and care for co-occurring
physical and behavioral health conditions. The state must achieve a statewide average
length of stay of no more than 30 days for beneficiaries receiving treatment in an IMD
treatment setting through this demonstration’s SMI Program, to be monitored pursuant to
the SMI Monitoring Protocol as outlined in STC 57.
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117. SMI Program Eligibility. Beneficiaries eligible to receive benefits under the SMI
Program are 21 to 64 years of age, receiving a full Medicaid state plan benefit package,
either through a Medicaid state plan eligibility group or the demonstration, with income up
to 213 percent of the FPL. The state will not impose an income limit for state plan eligible
former foster care children, demonstration eligible FFCY, and individuals determined aged,
blind, or disabled. Individuals that receive limited Medicaid benefits or who are receiving
long-term care services and supports (LTSS) are not eligible for the SMI program.

118. SMI Implementation Plan.

a. The state must submit the SMI Implementation Plan within 90 calendar days after
approval of the demonstration extension for CMS review and comment. If applicable,
the state must submit a revised SMI Implementation Plan within 60 calendar days after
receipt of CMS’s comments. The state may not claim FFP for services provided to
beneficiaries residing in IMDs primarily to receive treatment for SMI under
expenditure authority until CMS has approved the SMI Implementation Plan and the
SMI financing plan described in STC 118(e). After approval of the required
Implementation Plan and Financing Plan, FFP will be available prospectively, but not
retrospectively.

b. Once approved, the SMI Implementation Plan will be incorporated into the STCs as
Attachment C, and once incorporated, may be altered only with CMS approval. Failure
to submit an SMI Implementation Plan, within 90 calendar days after approval of the
demonstration, will be considered a material failure to comply with the terms of the
demonstration project as described in 42 CFR 431.420(d) and, as such, would be
grounds for termination or suspension of the SMI program under this demonstration.
Failure to progress in meeting the milestone goals agreed upon by the state and CMS
will result in a funding deferral as described in STC 53.

c. At aminimum, the SMI Implementation Plan must describe the strategic approach,
including timetables and programmatic content where applicable, for meeting the
following milestones which reflect the key goals and objectives for the program:

1. Ensuring Quality of Care in Psychiatric Hospitals and Residential Settings:

1. Hospitals that meet the definition of an IMD in which beneficiaries
receiving demonstration services under the SMI program are
residing must be licensed or approved as meeting standards for
licensing established by the agency of the state or locality
responsible for licensing hospitals prior to the state claiming FFP for
services provided to beneficiaries residing in a hospital that meets
the definition of an IMD. In addition, hospitals must be in
compliance with the conditions of participation set forth in 42 CFR
Part 482 and either: a) be certified by the state agency as being in
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compliance with those conditions through a state agency survey, or
b) have deemed status to participate in Medicare as a hospital
through accreditation by a national accrediting organization whose
psychiatric hospital accreditation program or acute hospital
accreditation program has been approved by CMS

2. Residential treatment providers that meet the definition of an IMD in
which beneficiaries receiving demonstration services under the SMI
program are residing must be licensed, or otherwise authorized, by
the state to primarily provide treatment for mental illnesses. They
must also be accredited by a nationally recognized accreditation
entity prior to the state claiming FFP for services provided to
beneficiaries residing in a residential facility that meets the definition
of an IMD

3. Establishment of an oversight and auditing process that includes
unannounced visits for ensuring participating hospitals and
residential treatment settings in which beneficiaries receiving
coverage pursuant to the demonstration are residing meet applicable
state licensure or certification requirements as well as a national
accrediting entity’s accreditation requirements

4. Use of a utilization review entity (for example, a managed care
organization or administrative service organization) to ensure
beneficiaries have access to the appropriate levels and types of care
and to provide oversight to ensure lengths of stay are limited to what
is medically necessary and only those who have a clinical need to
receive treatment in psychiatric hospitals and residential treatment
settings are receiving treatment in those facilities

5. Establishment of a process for ensuring that participating psychiatric
hospitals and residential treatment settings meet applicable federal
program integrity requirements, and establishment of a state process
to conduct risk-based screening of all newly enrolling providers, as
well as revalidation of existing providers (specifically, under existing
regulations, the state must screen all newly enrolling providers and
reevaluate existing providers pursuant to the rules in 42 CFR Part
455 Subparts B and E, ensure providers have entered into Medicaid
provider agreements pursuant to 42 CFR 431.107, and establish
rigorous program integrity protocols to safeguard against fraudulent
billing and other compliance issues)

6. Implementation of a state requirement that participating psychiatric
hospitals and residential treatment settings screen beneficiaries for
co-morbid physical health conditions and SUDs and demonstrate the
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capacity to address co-morbid physical health conditions during
short-term stays in residential or inpatient treatment settings (e.g.,
with on-site staff, telemedicine, and/or partnerships with local
physical health providers).

ii.  Improving Care Coordination and Transitions to Community-Based Care:

1. Implementation of a process to ensure that psychiatric hospitals and
residential treatment facilities provide intensive pre-discharge, care
coordination services to help beneficiaries transition out of those
settings into appropriate community-based outpatient services,
including requirements that facilitate participation of community-
based providers in transition efforts (e.g., by allowing beneficiaries
to receive initial services from a community-based provider while
the beneficiary is still residing in these settings and/or by engaging
peer support specialists to help beneficiaries make connections with
available community-based providers and, where applicable, make
plans for employment)

2. Implementation of a process to assess the housing situation of a
beneficiary transitioning to the community from psychiatric hospitals
and residential treatment settings and to connect beneficiaries who
have been experiencing or are likely to experience homelessness or
who would be returning to unsuitable or unstable housing with
community providers that coordinate housing services, where
available;

3. Implementation of a requirement that psychiatric hospitals and
residential treatment settings that are discharging beneficiaries who
have received coverage pursuant to this demonstration have
protocols in place to ensure contact is made by the treatment setting
with each discharged beneficiary and the community-based provider
to which the beneficiary was referred within 72 hours of discharge to
help ensure follow-up care is accessed by individuals after leaving
those facilities by contacting the individuals directly and, as
appropriate, by contacting the community-based provider the person
was were referred to;

4. Implementation of strategies to prevent or decrease the length of stay
in emergency departments among beneficiaries with SMI (e.g.,
through the use of peer support specialists and psychiatric
consultants in EDs to help with discharge and referral to treatment
providers);
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5. Implementation of strategies to develop and enhance interoperability
and data sharing between physical, SUD, and mental health
providers, with the goal of enhancing coordination so that disparate
providers may better share clinical information to improve health
outcomes for beneficiaries with SMI.

iii.  Increasing Access to Continuum of Care Including Crisis Stabilization
Services:

1. Establishment of a process to annually assess the availability of
mental health services throughout the state, particularly crisis
stabilization services, and updates on steps taken to increase
availability (the state must provide updates on how it has increased
the availability of mental health services in every Annual Monitoring
Report)

2. Commitment to implementation of the SMI financing plan described
in STC 118(e). The state must maintain a level of state and local
funding for outpatient community-based mental health services for
Medicaid beneficiaries for the duration of the SMI program under
the demonstration that is no less than the amount of funding
provided at the beginning of the SMI program under the
demonstration. The annual MOE will be reported and monitored as
part of the Annual Monitoring Report described in STC X;

3. Implementation of strategies to improve the state’s capacity to track
the availability of inpatient and crisis stabilization beds to help
connect individuals in need with that level of care as soon as
possible;

4. Implementation of a requirement that providers, plans, and
utilization review entities use an evidence-based, publicly available
patient assessment tool, preferably endorsed by a mental health
provider association [e.g., Level of Care Utilization System
(LOCUS) or the Child and Adolescent Service Intensity Instrument
(CASII)] to determine appropriate level of care and length of stay.

iv.  Earlier Identification and Engagement in Treatment and Increased
Integration:

1. Implementation of strategies for identifying and engaging
individuals, particularly adolescents and young adults, with SMI in
treatment sooner, including through supported employment and
supported education programs;
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2. Increasing integration of behavioral health care in non-specialty care
settings, including schools and primary care practices, to improve
identification of SMI conditions sooner and improve awareness of
and linkages to specialty treatment providers;

3. Establishment of specialized settings and services, including crisis
stabilization services, focused on the needs of young people
experiencing SMI.

d. SMI Health Information Technology (Health IT) Plan. The Health IT plan is intended
to apply only to those State Health IT functionalities impacting beneficiaries within this
demonstration and providers directly funded by this demonstration. The state will
provide CMS with an assurance that it has a sufficient health IT infrastructure
“ecosystem” at every appropriate level (i.e., state, delivery system, health plan/MCO
and individual provider) to achieve the goals of the demonstration. If the state is unable
to provide such an assurance, it will submit to CMS a Health IT Plan, to be included as
a section of the applicable Implementation Plan (see STC 118(c)), to develop the
infrastructure/capabilities of the state’s health IT infrastructure.

1.

11.

111

1v.

TEAMKY Demonstration

The Health IT Plan will detail the necessary Health IT capabilities in place
to support beneficiary health outcomes to address the SMI goals of the
demonstration. The plan(s) will also be used to identify areas of health IT
ecosystem improvement. The Protocol must include implementation
milestones and projected dates for achieving them (see Attachment D) and
must be aligned with the state’s broader State Medicaid Health IT Plan
(SMHP) and, if applicable, the state’s Behavioral Health (BH) IT Health
Plan.

The state will include in its Monitoring Protocol (see STC 57¢) an approach
to monitoring its SMI Health IT Plan which will include performance
metrics to be approved in advance by CMS.

The state will monitor progress, each DY, on the implementation of its SMI
Health IT Plan in relationship to its milestones and timelines—and report on
its progress to CMS within its Annual Monitoring Report (see STC 58).

As applicable, the state should advance the standards identified in the
‘Interoperability Standards Advisory—Best Available Standards and
Implementation Specifications’ (ISA) in developing and implementing the
state’s SMI Health IT policies and in all related applicable State
procurements (e.g., including managed care contracts) that are associated
with this demonstration.

Where there are opportunities at the state- and provider-level (up to and
including usage in managed care organization (MCO) or Accountable Care
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Organization (ACO) participation agreements) to leverage federal funds
associated with a standard referenced in 45 CFR 170 Subpart B “Standards
and Implementation Specifications for HIT”. If there is no relevant standard
in 45 CFR 170 Subpart B, the state should review the Office of the National
Coordinator for Health Information Technology’s Interoperability Standards
Advisory (https://www.healthit.gov/isa/) to locate other industry standards
in the interest of efficient implementation of the state plan.

vi.  Components of the Health IT Plan include:

1. The SMI Health IT Plan will, as applicable, describe the state’s
capabilities to leverage a master patient index (or master data
management service, etc.) in support of SMI care delivery. The state
will also indicate current efforts or plans to develop and/or utilize
current patient index capability that supports the programmatic
objectives of the demonstration.

2. The Health IT Plan will describe the state’s current and future
capabilities to support providers implementing or expanding Health
IT functionality in the following areas: (1) Referrals, (2) Electronic
care plans and medical records, (3) Consent, (4) Interoperability, (5)
Telehealth, (6) Alerting/analytics, and (7) Identity management.

3. In developing the Health IT Plan, states should use the following
resources.

e States may use federal resources available on Health IT.Gov
(https://www.healthit.gov/topic/behavioral-health) including
but not limited to “Behavioral Health and Physical Health
Integration” and “Section 34: Opioid Epidemic and Health
IT” (https://www.healthit.gov/playbook/health-information-
exchange/).

e States may also use the CMS 1115 Health IT resources
available on “Medicaid Program Alignment with State
Systems to Advance HIT, HIE and Interoperability” at
https://www.medicaid.gov/medicaid/data-and-
systems/hie/index.html. States should review the “1115
Health IT Toolkit” for health IT considerations in conducting
an assessment and developing their Health IT Plans.

e States may request from CMS technical assistance to conduct
an assessment and develop plans to ensure they have the
specific health IT infrastructure with regards to electronic
care plan sharing, care coordination, and behavioral health-
physical health integration, to meet the goals of the
demonstration.
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e. SMI Financing Plan. As part of the SMI Implementation plan referred to in STC
118(d), the state must submit, within 90 calendar days after approval of the
demonstration, a financing plan for approval by CMS. Once approved, the Financing
Plan will be incorporated into the STCs as part of the Implementation Plan in
Attachment C and, once incorporated, may only be altered with CMS approval. Failure
to submit an SMI Financing Plan within 90 days of approval of the demonstration will
be considered a material failure to comply with the terms of the demonstration project
as described in 42 CFR 431.420(d) and, as such, would be grounds for termination or
suspension of the SMI program under this demonstration. Components of the financing
plan must include:

i. A plan to increase the availability of non-hospital, non-residential crisis
stabilization services, including but not limited to the following: services
made available through crisis call centers, mobile crisis units, coordinated
community response services that includes law enforcement and other first
responders, and observation/assessment centers; and

ii. A plan to increase availability of ongoing community-based services such as
intensive outpatient services, assertive community treatment, and services
delivered in integrated care settings.

119. Maintenance of Effort. The state must maintain a level of state and local funding for
outpatient community-based mental health services for Medicaid beneficiaries for the
duration of the SMI program under the demonstration that is no less than the amount of
funding provided at the beginning of the SMI program under the demonstration. The
annual MOE will be reported and monitored as part of the Annual Monitoring Report
described in STC 58.

120. Availability of FFP for the SMI Services Under Expenditure Authority #1. Federal
Financial Participation is only available for services provided to beneficiaries who are
residing in an IMD when the beneficiary is a short-term resident in the IMD primarily to
receive treatment for mental illness. The state may claim FFP for services furnished to
beneficiaries during IMD stays of up to 60 days, as long as the state shows at its Mid-Point
Assessment that it is meeting the requirement of a 30-day average length of stay (ALOS)
for beneficiaries residing in an IMD who are receiving covered services under the
demonstration. Demonstration services furnished to beneficiaries whose stays in IMDs
exceed 60 days are not eligible for FFP under this demonstration. If the state cannot show
that it is meeting the 30 day or less ALOS requirement within one standard deviation at the
Mid-Point Assessment, the state may only claim FFP for services furnished to beneficiaries
during IMD stays of up to 45 days until such time that the state can demonstrate that it is
meeting the 30 day or less ALOS requirement. The state will ensure that medically
necessary services are provided to beneficiaries that have stays in excess of 60 days or 45
days, as relevant.
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121. Unallowable Expenditures Under the SMI Expenditure Authority. In addition to the
other unallowable costs and caveats already outlined in these STCs, the state may not
receive FFP under any expenditure authority approved under this demonstration for any of
the following:

a) Room and board costs for residential treatment service providers unless they qualify as
inpatient facilities under section 1905(a) of the Act.

b) Costs for services furnished to beneficiaries who are residents in a nursing facility as
defined in section 1919 of the Act that qualifies as an IMD.

c) Costs for services furnished to beneficiaries who are involuntarily residing in a
psychiatric hospital or residential treatment facility by operation of criminal law.

d) Costs for services provided to beneficiaries under age 21 residing in an IMD unless the
IMD meets the requirements for the “inpatient psychiatric services for individuals
under age 21" benefit under 42 CFR 440.160, 441 Subpart D, and 483 Subpart G.

XVI. SCHEDULE OF DELIVERABLES FOR THE DEMONSTRATION PERIOD
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Date Deliverable STC
State acceptance of demonstration
30 calendgr days after Waivers, STCs, and Expenditure Approval letter
demonstration approval o
Authorities
90 calendar days after SUD/SMI Implementation Plan STC 118
demonstration approval (including Health IT Plan)
60 calendar days after Revised SUD/SMI Implementation Plan STC 118
receipt of CMS comments (including Health IT Plan)
150 calendar days after o
. Monitoring Protocol STC 57
demonstration approval
60 calendar days after . .
receipt of CMS comments Revised Monitoring Protocol STC 57
180 calendgr days after Draft Evaluation Design STC 103
demonstration approval
60 days after receipt of Revised Evaluation Design STC 103
CMS comments
No later than 60 calendar
days after December 12, Reentry Mid-Point Assessment STC 59
2027
No later than 60 calendar . :
days after December 12, SUD and SMISED Mid-Point STC 60
Assessments
2027
60. calendar days after Revised Reentry Mid-Point Assessment STC 59
receipt of CMS comments
60 calendar days after Revised SUD and SMI/SED Mid-Point
s STC 60
receipt of CMS comments Assessment
December 3L, 20.28’ o Draft Interim Evaluation Report STC 106
with renewal application
60 calendar days after . . .
receipt of CMS comments Revised Interim Evaluation Report STC 106
Within 18 months after . .
December 31, 2029 Draft Summative Evaluation Report STC 107
60. calendar days after Revised Summative Evaluation Report STC 107
receipt of CMS comments
Monthly Monitoring Calls STC 63
Quarterly monitoring Quarterly Monitoring Reports, including
reports due 60 calendar implementation updates STC S8
days after end of each
quarter, except 4™ quarter. Quarterly Expenditure Reports STC 58
Annual Deliverables -
Due 90 calendar days after Annual Monitoring Reports STC 58
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.

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:
General Background Information;
Evaluation Questions and Hypotheses;
Methodology;

Methodological Limitations;

Attachments.

moawy»

Submission Timelines

There is a specified timeline for the state’s submission of Evaluation Design and Reports. (The
graphic below depicts an example of this timeline). 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 30 days of CMS approval, as per 42 CFR
431.424(e). CMS will also publish a copy to the Medicaid.gov website.
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Summative
Evaluation for
Jam. 1 2017 -

Interim
Demo Evaluation Dec. Dec. 31, 2021
Approwved Jan. 31, 2020 (data Due June 30,
i, 2017 from DY 1-2.5) 2023

Evaluation Renewal Jamn. 1,
Design 2022

April 30, 2017

Required Core Components of All Evaluation Designs
The Evaluation Design sets the stage for the Interim and Summative Evaluation Reports. It is
important 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:

1y

2)

3)

4)

5)

The issue/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).

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 whether
the draft Evaluation Design applies to 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; the primary reason or reasons
for the change; and how the Evaluation Design was altered or augmented to address
these changes.

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

3) Identify the state’s hypotheses about the outcomes of the demonstration:
i. Discuss how the evaluation questions align with the hypotheses and the goals of the
demonstration;
il. Address how the research questions / hypotheses of this demonstration promote the
objectives of Titles XIX and/or XXI.

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, to include 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.

3) 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:
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a. The measures contain assessments of both process and outcomes to evaluate the
effects of the demonstration during the period of approval.

b. Qualitative analysis methods may be used, and must be described in detail.

a. Benchmarking and comparisons to national and state standards, should be used,
where appropriate.

b. 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).

c. 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).

f.  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 qualitative measures to adequately assess the effectiveness of the
demonstration. This section should:

a. Identify 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. A discussion 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.

7) 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
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Outcome measures

Research used to address the Sample or population
Question research question subgroups to be compared Data Sources Analytic Methods
Hypothesis 1
Research -Measure 1 -Sample e.g. All attributed -Medicaid fee-for- -Interrupted time
question 1a -Measure 2 Medicaid beneficiaries service and encounter | series

-Measure 3 -Beneficiaries with diabetes | claims records

diagnosis

Research -Measure 1 -sample, e.g., PPS patients | -Patient survey Descriptive
question 1b -Measure 2 who meet survey selection statistics

-Measure 3 requirements (used services

-Measure 4 within the last 6 months)
Hypothesis 2
Research -Measure 1 -Sample, e.g., PPS -Key informants Qualitative
question 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.

E. 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:

When the demonstration is considered successful without issues or concerns that would
require more regular reporting, such as:
Operating smoothly without administrative changes; and

a.

b.
C.
d

No or minimal appeals and grievances; and

No state issues with CMS 64 reporting or budget neutrality; and
No Corrective Action Plans (CAP) for the demonstration.

F. 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 a

“No Conflict of Interest” statement signed by the independent evaluator.
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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 qualitative 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 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.
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 Evaluation Report

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 improved 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 questions, 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

Title XIX of 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.

The format for the Interim and Summative Evaluation reports is as follows:
Executive Summary;

General Background Information;

Evaluation Questions and Hypotheses;

Methodology;

SCawp
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Methodological Limitations;

Results;

Conclusions;

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

Attachment(s).

—mmomm

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). 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 -

Interimm O 23 2021
Demo Evaluation Dec. ec. S&.
Approwved Jan. 31, 2020 (data Due June 30,
1,2017 from DY 1-2.5) 2023
4 4 4 4 4
| r ' -I L y L y
L L - - oy
Evaluation Renewal Jan. 1,
Design 2022

April 30, 2017

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 Report 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.

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

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 if the
evaluation is for an amendment, extension, renewal, or expansion of, the demonstration;

4) 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.

5) Describe the population groups impacted by the demonstration.

C. 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.

2) 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.

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 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:
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1) Evaluation Design—W:ill 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 to 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.

Conclusions - In this section, the state will present the conclusions about the evaluation results.
1) In general, 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 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.

I. 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:
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1) What lessons were learned as a result of the demonstration?
2) What would you recommend to other states which may be interested in implementing a

similar approach?

J. Attachment
1) Evaluation Design: Provide the CMS-approved Evaluation Design.
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Attachment C: SUD/SMI Implementation Protocol
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Attachment D: SUD/SMI Monitoring Protocol
[To be incorporated after CMS approval.]
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ATTACHMENT E: SUD/SMI Health Information Technology (Health IT)

Health Information Technology (“Health I'T”). The state will provide CMS with an assurance
that it has a sufficient health IT infrastructure/“ecosystem’ at every appropriate level (i.e. state,
delivery system, health plan/MCO and individual provider) to achieve the goals of the
demonstration—or it will submit to CMS a plan to develop the infrastructure/capabilities. This
“SUD Health IT Plan,” or assurance, will be included as a section of the state’s “Implementation
Plan” (see STC 79) to be approved by CMS. The SUD Health IT Plan will detail the necessary
health IT capabilities in place to support beneficiary health outcomes to address the SUD goals of
the demonstration. The plan will also be used to identify areas of SUD health IT ecosystem
improvement.

a. The SUD Health IT section of the Implementation plan will include implementation
milestones and dates for achieving them (see Attachment C).

b. The SUD Health IT Plan must be aligned with the state’s broader State Medicaid Health IT
Plan (SMHP) and, if applicable, the State’s Behavioral Health (BH) and/or BH “Health IT”
Plan.

c. The SUD Health IT Plan will describe the state’s goals, each DY, to enhance the state’s
prescription drug monitoring program’s (PDMP)* ability to engage in interstate data sharing
among other state-based PDMPs in order to better track patient-specific prescription data—
and support regional law enforcement in cases of controlled substance diversion.’

d. The SUD Health IT Plan will address how the state’s PDMP will enhance ease of use for
prescribers and other state and federal stakeholders.® This will also include plans to include
PDMP interoperability with a statewide, regional or local Health Information Exchange.
Additionally, the SUD Health IT Plan will describe ways in which the state will support
clinicians in consulting the PDMP prior to prescribing a controlled substance—and
reviewing the patients’ history of controlled substance prescriptions—prior to the issuance
of a Controlled Substance Schedule II (CSII) opioid prescription.

e. The SUD Health IT Plan will, as applicable, describe the state’s capabilities to leverage a
master patient index (or master data management service, etc.) in support of SUD care
delivery. Additionally, the SUD Health IT Plan must describe current and future
capabilities regarding PDMP queries—and the state’s ability to properly match patients
receiving opioid prescriptions with patients in the PDMP. The state will also indicate
current efforts or plans to develop and/or utilize current patient index capability that
supports the programmatic objectives of the demonstration.

f. The SUD Health IT Plan will describe how the activities described in (a) through (e) above
will: a) support broader state and federal efforts to diminish the likelihood of long-term
opioid use directly correlated to clinician prescribing patterns; and b) ensure Medicaid does

4 Prescription drug monitoring programs (PDMP) are electronic databases that track controlled substance prescriptions
in states. PDMPs can provide health authorities timely information about prescribing and patient behaviors that
contribute to the epidemic and facilitate a nimble and targeted response.

& Ibid.
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not inappropriately pay for opioids and that states implement effective controls to minimize
the risk.’

g. In developing the Health IT Plan, states shall use the following resources.

1. States may use resources at Health IT.Gov (https://www.healthit.gov/playbook/opioid-
epidemic-and-health-it/) in “Section 4: Opioid Epidemic and Health IT.”

2. States may also use the CMS 1115 Health IT resources available on “Medicaid
Program Alignment with State Systems to Advance HIT, HIE and Interoperability” at
https://www.medicaid.gov/medicaid/data-and-systems/hie/index.html. States should
review the “1115 Health IT Toolkit” for health IT considerations in conducting an
assessment and developing their Health IT Plans.

3. States may request from CMS technical assistance to conduct an assessment and
develop plans to ensure they have the specific health IT infrastructure with regards to
PDMP plans and, more generally, to meet the goals of the demonstration

h. The state will include in its Monitoring Plan (see STC 80) an approach to monitoring its
SUD Health IT Plan which will include performance metrics provided by CMS or State
defined metrics to be approved in advance by CMS.

1. The state will monitor progress, each DY, on the implementation of its SUD Health IT Plan
in relationship to its milestones and timelines—and report on its progress to CMS in in an
addendum to its Annual Reports (see STC 36).

j. As applicable, the state should advance the standards identified in the ‘Interoperability
Standards Advisory—Best Available Standards and Implementation Specifications’ (ISA) in
developing and implementing the state’s SUD Health IT policies and in all related
applicable State procurements (e.g., including managed care contracts) that are associated
with this demonstration.

1. Where there are opportunities at the state- and provider-level (up to and including usage
in MCO or ACO participation agreements) to leverage federal funds associated with a
standard referenced in 45 CFR 170 Subpart B, the state should use the federally-
recognized standards, barring no other compelling state interest.

2. Where there are opportunities at the state- and provider-level to leverage federal funds
associated with a standard not already referenced in 45 CFR 170 but included in the
ISA, the state should use the federally-recognized ISA standards, barring no other
compelling State interest.

7 Shah, Anuj, Corey Hayes and Bradley Martin. Characteristics of Initial Prescription Episodes and Likelihood of
Long-Term Opioid Use — United States, 2006-2015. MMWR Morb Mortal Wkly Rep 2017;66.
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TEAMKY Section 1115 Demonstration Evaluation Design

Section 1

General Background Information

The TEAMKY Demonstration (Project Numbers 11-W-00306/4 and 21-W-00067/4) was
approved by the Centers for Medicare & Medicaid Services (CMS) for a five-year extension
on December 12, 2024, effective January 1, 2025 through December 31, 2029. Through the
extension, the Commonwealth of Kentucky (Commonwealth) has authority to continue
providing a limited set of pre-release service for individuals incarcerated in participating
facilities 60 days prior to release (hereinafter also referred to as “reentry”); coverage for
short-term stays in institutions for mental diseases (IMDs) for individuals with substance use
disorders (SUDs); and coverage for former foster care youth (FFCY) who are under 26 years
old, were in foster care under the responsibility of another state or tribe on the day they turn
18 years old (or a higher age as elected by the state), and who were enrolled in Medicaid on
that day. The extension approval also included new authority for the Commonwealth to
provide coverage for short-term stays in IMDs for individuals with a serious mental iliness
(SMI), short-term pre-procedure or post-transition episodic housing for eligible individuals to
address health-related social needs (HRSNs) through a recuperative care program, and
short-term recovery residence support services (RRSS) for eligible individuals.

To meet CMS’ Special Terms and Conditions (STCs), the Commonwealth’s Division of
Medicaid Services (DMS) must contract with an independent third party to evaluate the
Demonstration. DMS contracted with Mercer Government Human Services Consulting
(Mercer), part of Mercer Health & Benefits LLC, to develop the Evaluation Design for the
Demonstration. The Mercer team includes Mercer and its subcontractors, TriWest Group and
HealthTech Solutions.

This document provides an overview of the planned Evaluation Design for assessing the
effects of the new Demonstration component (SMI, HRSN/recuperative care pilot, and
RRSS) and follows CMS’ recommended structure and guidance for evaluation designs.

Demonstration History

The Commonwealth has leveraged section 1115 demonstrations in the past to address
serious healthcare needs for its beneficiaries. The TEAMKY (formerly KYHealth)
Demonstration was initially approved on January 12, 2018. The original comprehensive
Demonstration included expenditure authority allowing the Commonwealth to provide
services to otherwise eligible members with a SUD who are short-term residents in an IMD
and includes coverage of FFCY who were in foster care in another state. On June 16, 2020,
the Commonwealth received approval to remove a community engagement component of
the waiver that was never implemented. In November 2020, the Commonwealth submitted
an application to provide substance use treatment for eligible incarcerated members; this
amendment was withdrawn, and the approved reentry Demonstration amendment was
submitted in its stead to be consistent with State Medicaid Directors Letter #23-003." On
December 12, 2024,2 CMS approved the TEAMKY Demonstration for a further five-year

" CMS. “Opportunities to Test Transition-Related Strategies to Support Community Reentry and Improve Care Transitions for Individuals who are
Incarcerated.” April 17, 2023. https://www.medicaid.gov/federal-policy-guidance/downloads/smd23003.pdf

2 CMS. STC. December 12, 2024. https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ky-teamky-dmnstn-appvl-12122024.pdf
Mercer 2
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extension. The approval included approval of additional components, including expenditure
authority to provide (1) services to members with an SMI who are short-term residents in an
IMD, (2) recuperative care services to adult beneficiaries who are homeless or at risk of
homelessness, and (3) RRSS for individuals with an SUD for up to 90 days post-release from
incarceration or engaged in the Behavioral Health Conditional Dismissal Program (BHCDP).

SMI

The Commonwealth has made strides in addressing the needs of individuals with SMI, but
gaps remain. In 2021, the House Concurrent Resolution 73 proposed and formed a Severe
Mental lliness Task Force, which ultimately provided recommendations and directions to the
Cabinet for Health and Family Services (CHFS) and DMS around providing services to
individuals with SMI. In 2022, Senate Joint Resolution 72 (SJR72)#* directed CHFS to apply
for a Medicaid waiver for individuals with SMI to provide for:

1. Supported housing, which may include staffed residences, group homes, family care
homes, specialized personal care homes, or personal care homes.

2. Medical respite care.
3. Supported employment.

Data from 2021 shows that approximately 746,000 individuals had a mental health condition
and 113,000 adults had an SMI in the Commonwealth.5 ¢ Data from the National Survey on
Drug Use and Health (NSDUH) for the years 2021-2022 indicate that the Commonwealth
was ranked fourth among all 50 states and the District of Columbia in terms of the
percentage of individuals experiencing an SMI in the previous year.” More recent data from
the 2023 Household Pulse Survey found that the share of adults reporting symptoms of
anxiety and/or depressive disorder was greater in the Commonwealth (37.4%) compared to
the general US population (32.3%).8 Individuals with SMI are disproportionately represented
among those experiencing homelessness and the incarcerated population.® 01" Mental
health treatment is often interrupted during incarceration. '> The severity of SMI is also
correlated with reduced employment rates and income levels.'* Mental health conditions are
undertreated in the US; in the Commonwealth, the majority of the population lives in a

3 House Concurrent Resolution. 2021. https://apps.legislature.ky.gov/record/21rs/hcr7.html. Accessed May 5, 2025

4 SJR72. 2022. hitps://apps.legislature.ky.gov/record/22rs/sjr72.html. Accessed May 5, 2025

5 Ibid

:ANati':)réal2A0I2Iiance on Mental lliness. “Mental Health in Kentucky.” https://www.nami.org/wp-content/uploads/2023/07/KentuckyStateFactSheet.pdf. Accessed
arch 8, 5

7 Substance Abuse and Mental Health Services Administration. “2021-2022 NSDUH: Model-Based Estimated Prevalence for States.”
https://www.samhsa.gov/data/report/2021-2022-nsduh-state-prevalence-estimates. Accessed March 8, 2025.

8 Kaiser Family Foundation. “Mental Health in Kentucky.” https://www kff.org/statedata/mental-health-and-substance-use-state-fact-sheets/kentucky/.
Accessed March 8, 2025.

9 Parker H, Silver S. “Public Education and Research, Research Summary: Homelessness and Serious Mental lliness.” Treatment Advocacy Center.
November 2024. https://www.tac.org/wp-content/uploads/2016/09/TAC_ORPA_ResearchSummary_Homelessness.pdf

' Public Citizen. “Individuals With Serious Mental llinesses in County Jails: A Survey of Jail Staff's Perspectives.” 2016. https://www.citizen.org/wp-
content/uploads/citizens-united-20110113.pdf

" Ibid

2 National Alliance on Mental lliness. “Mental Health Treatment While Incarcerated: Where We Stand.” https://www.nami.org/advocacy/policy-
priorities/improving-health/mental-health-treatment-while-incarcerated/. Accessed May 6, 2025.

'3 Luciano A, Meara E. “Employment status of people with mental iliness: national survey data from 2009 and 2010.” Psychiatric Services. Volume 65 Issue
10 (2014), pp. 1,201-1,209.
https://pmc.ncbi.nim.nih.gov/articles/PMC4182106/#:~:text=Employment%20rates %20decreased%20with%20increasing, mental%20illness %20p%3C0.001).
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community that has inadequate access to mental health services, '* and only about
one-quarter of the need for mental healthcare professionals are met. ®

The Commonwealth has a number of state programs that address SMI. In 2020, the
Commonwealth was selected to participate in the Certified Community Behavioral Health
Clinic (CCBHC) Demonstration; CCBHCs provide comprehensive behavioral health (BH)
care to individuals. The Department for Behavioral Health and Developmental Intellectual
Disabilities distributes Substance Abuse and Mental Health Services Administration
(SAMHSA) grant funds to support Community Mental Health Centers, which provide services
such as early intervention for psychosis, institutionalization diversion programs, and case
management and outreach programs for individuals with SMI who are also homeless. The
Commonwealth operates mobile crisis intervention services that began through a grant in
2022. The Commonwealth applied for a section 1915(i) waiver to provide services to
individuals with an SMI; the waiver is expected to be implemented on July 1, 2025.

HRSNs — Recuperative Care Pilot

In 2024, over 770,000 individuals were estimated to experience homelessness on any given
night based on Point-in-Time (PIT) counts (about 23 of every 10,000 people in the US). 16
Similar estimates in the Commonwealth, from the “K-Count,” in 2024 reveal that over 5,000
Kentuckians experienced homelessness, which is about 12 out of every 10,000 people in the
Commonwealth.'” Although the Commonwealth fares better than the national rate of
individuals experiencing homelessness, there are still gaps that need to be addressed.

Homelessness and housing instability are linked to healthcare outcomes, and interventions
that support housing were associated with improved adult health outcomes. '® Unsheltered
homelessness (i.e., living on the streets) is associated higher rates of SMI and SUD, as well
as unmet healthcare needs..'® Furthermore, unsheltered homelessness increases the risk of
chronic homelessness, which can exacerbate SMI and SUD.® Individuals experiencing
homelessness are at an increased risk for communicable diseases such as hepatitis,
tuberculosis, and HIV.2° Homelessness can also exacerbate chronic health conditions such
as high blood pressure, diabetes, and asthma.?' In the Commonwealth, 2024 PIT estimates
reveal that among 5,231 individuals who were homeless, 18.3% had an SMI, 16.8% had a
chronic SUD, and 1.2% had HIV/AIDs.?? A collaborative study between DMS and the
Kentucky Housing Corporation found that among 65,843 homeless individuals who were
matched to data from the Medicaid Management Information System (MMIS), only 13%
utilized services to treat SMI and 11% utilized services to treat an SMI/SUD co-occurring

4 National Alliance on Mental lliness. “Mental Health in Kentucky.” https://www.nami.org/wp-content/uploads/2023/07/KentuckyStateFactSheet.pdf. Accessed
May 8, 2025.

15 Kaiser Family Foundation. “Mental Health in Kentucky.” https://www.kff.org/statedata/mental-health-and-substance-use-state-fact-sheets/kentucky/.
Accessed May 8, 2025.

6 U.S. Department of Housing and Urban Development, Office of Community Planning and Development. “The 2024 Annual Homelessness Assessment
Report (AHAR) to Congress,” December 2024. https://www.huduser.gov/portal/sites/default/files/pdf/2024-AHAR-Part-1.pdf

7 Kentucky Housing Corporation. “2024 K-Count Results.” https://www.kyhousing.org/Data-Library/Pages/K-Count-Results.aspx. Accessed May 8, 2025

8 Chen KL, Miake-Lye IM, Begashaw MM, et al. “Association of Promoting Housing Affordability and Stability With Improved Health Outcomes: A Systematic
Review.” JAMA Netw Open. Volume 5 Issue 11 (2022). https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2798095.

% Richards J, Kuhn R. “Unsheltered Homelessness and Health: A Literature Review.” AJPM Focus. Volume 2 Issue 1 (2022).
https://pubmed.ncbi.nlm.nih.gov/37789936/.

20 Centers for Disease Control. “About Homelessness and Health.” https://www.cdc.gov/homelessness-and-health/about/index.html. Accessed May 8, 2025.

2! National Health Care for the Homeless Council. “Homelessness & Health: What's the Connection?” February 2019. https://nhchc.org/wp-
content/uploads/2019/08/homelessness-and-health.pdf.

22.S. Department of Housing and Urban Development. “HUD 2024 Continuum of Care Homeless Assistance Programs Homeless Populations and
Subpopulations: Kentucky.” December 9, 2024. https://files.hudexchange.info/reports/published/CoC_PopSub_State_KY_2024.pdf.
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disorder. Meanwhile, 45% had at least one emergency department (ED) visit, with an
average of six visits per year per beneficiary, over five years.??

The Commonwealth has attempted to address the healthcare needs of homeless individuals.
For example, the Projects for Assistance in Transitioning from Homelessness Program
provides services to those who are experiencing or at risk of homeless and have an SMl or a
co-occurring SUD. ?* The Homeless Prevention Project offers discharge planning for those
leaving state-operated or state-supervised institutions to help re-integrate individuals into
their communities and offers linkages to community resources. 2> Additionally, the
Commonwealth currently has five recuperative care service providers that provide acute care
support for homeless individuals. It is a medical respite program that can prevent future ED
use and hospital readmissions. 26

RRSS

Since 1970, there has been steady growth in the prison and jail population in the
Commonwealth.?” The Commonwealth chose to pursue a pre-release services
Demonstration to address the physical health and BH needs of its population. In 2022,
19,744 and 22,292 individuals were incarcerated in prisons and jails, respectively, in the
Commonwealth, resulting in an incarceration rate of 437 per 100,000 people. %

Incarcerated individuals have high rates of BH conditions (SUD and SMI). Estimates put the
prevalence of mental health conditions as high as 16% or 17% of incarcerated individuals in
state prisons and jails, compared to 5.5% of adults in the general population. 2° 53% of
incarcerated individuals in state prisons and 68% of individuals in jails have an SUD,
compared to 16.5% of individuals aged 12 years and older in the general population. In 2023,
48.5 million (16.7%) Americans, aged 12 years and older, had an SUD within the past

year. 303! Estimates suggest that one-third to two-thirds of incarcerated individuals have
co-occurring mental health disorders and SUDs. Individuals with a history of incarceration
have higher rates of asthma, high blood pressure, cancer, arthritis, tuberculosis, HIV, and
hepatitis than the general public. 3?

The Commonwealth has a long history of addressing incarceration and its associated health
needs through legislative and policy actions. Bills passed in 2011 (House Bill 463) and 2015
(Senate Bill 192) emphasized treatment over incarceration through the creation of a drug
treatment court program and the Alternative Sentencing Worker Program and expanding

2 CHFS, DMS. “SMI and Recuperative Care Application.” May 31, 2023. https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ky-
health-smi-recuperative-amndmnt-05312023.pdf

24.S. Department of Health and Human Services, Office of Inspector General. “Projects for Assistance in Transition from Homelessness Program.”
https://oig.hhs.gov/reports-and-publications/workplan/summary/wp-summary-
0000371.asp#:~:text=The%20PATH%20program%20supports%20the,imminent%20risk%200f%20becoming%20homeless. Accessed May 8, 2025.

25 CHFS. “Housing and Homeless Program.” https://dbhdidtest.ky.gov/mh/housing-resources. Accessed May 8, 2025.

2 Spencer, Andrew. “Medical Respite Care: Evidence Roundup.” September 24, 2024. Center for Health Care Strategies.
https://bettercareplaybook.org/_blog/2024/23/medical-respite-care-evidence-roundup

27 Vera. “Incarceration Trends: Kentucky.” October 16, 2024. https://trends.vera.org/state/KY.
28 National Institute of Corrections. “Kentucky 2022.” https://nicic.gov/resources/nic-library/state-statistics/2022/kentucky-2022. September 20, 2024.

29 SAMHSA. “Guidelines for Successful Transition of People with Mental or Substance Use Disorders from Jail and Prison: Implementation Guide.” 2023.
https://library.samhsa.gov/sites/default/files/sma16-4998.pdf.

30 SAMHSA. “Highlights for the 2023 National Survey on Drug Use and Health.” May 2, 2024.
https://www.samhsa.gov/data/sites/default/files/NSDUH%202023%20Annual%20Release/2023-nsduh-main-highlights.pdf.

3! American Addiction Centers. “Alcohol and Drug Abuse Statistics (Facts About Addiction).” March 26, 2025. https://americanaddictioncenters.org/rehab-
guide/addiction-statistics-demographics.

%2 Office of Disease Prevention and Health Promotion. “Incarceration.” https://odphp.health.gov/healthypeople/priority-areas/social-determinants-
health/literature-summaries/incarceration. Accessed December 13, 2024.
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access to treatment. Senate Bill 90, passed in 2022, created the BHCDP. The BHCDP is a
pilot program designed to provide eligible individuals with a BH disorder and qualifying
low-level charges a treatment alternative to receive BH treatment and recovery support in
lieu of incarceration. 33 Participants can receive various services, including outpatient and
inpatient treatment, medications, case management, educational and job training, and
recovery supports. If they complete the treatment plan set by a BH provider, their criminal
charges will be dismissed.3* The BHCDP program operates in 17 counties as of 2024,
serving 535 participants in 2024. 3% Among the successful 112 successful participants
referred to BHCDP between 2023 to 2024, only six individuals were arrested and only one
individual was sentenced to incarceration within six months after successful completion. The
Commonwealth initially piloted the RRSS program, overseen by the Administrative Services
Organization (ASO), through the BHCDP supported by a $1 million in philanthropy funds. 3637
ASO worked with programs to provide information about the opportunity and program
requirements, and to provide technical assistance on the application and onboarding
process. As of September 2024, no programs have fully completed the RRSS onboarding
process.* On December 12, 2024, the Commonwealth received approval from CMS to
reimburse RRSS through the TEAMKY Demonstration, with the goal of expanding these
services.

Demonstration Overview

On December 12, 2024, the TEAMKY Demonstration was approved for January 1, 2025
through December 31, 2029. The evaluation described in this design document will include
both an implementation assessment and outcome evaluation of the SMI, HRSN, and RRSS
components over the entire period: January 1, 2025 through December 31, 2029. Details for
each evaluation period are included in the Methodology section of this design.

Demonstration Goals

The Demonstration’s overarching goal is to improve health and well-being for Medicaid
members in the Commonwealth, achieved by increasing access to services, improving
continuity of care, and connecting members to community resources. Below, the goals for
each component are outlined.

SMi

* Goal 1: Reduce utilization and lengths of stay in EDs among Medicaid beneficiaries.

* Goal 2: Reduce preventable readmissions to acute care hospitals and residential
settings.

33 Patrick M. “Pilot program expanded to divert some low-level offenders away from jail and into treatment.” Kentucky Health News. November 10, 2024.
https://kyhealthnews.net/2024/11/10/pilot-program-to-divert-some-offenders-away-from-jail-and-to-treatment-expanded/

3 Eastern Kentucky Concentrated Employment Program, Inc. “Barrier Relief Supportive Service Guide Behavioral Health Conditional Dismissal Program.”
https://www.kentuckyproviders.org/wp-content/uploads/2024/04/BHCDP-Barrier-Relief-Supportive-Service-Guide.pdf. Accessed May 4, 2025.

35 Commonwealth of Kentucky Court of Justice, Administrative Office of the Courts, Pretrial Services. “2024 Annual Report: Senate Bill 90: Behavioral Health
Conditional Dismissal Program.” November 10, 2024. https://www.chfs.ky.gov/agencies/dbhdid/Documents/BHCDP%202024%20Annual%20Report.pdf.

36 Commonwealth of Kentucky. “Medicaid Section 1115 Substance Use Disorder Demonstration Monitoring Report Template.” April 2024 to June 2024.
https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ky-sud-part-b-narrative-apr-jun-2024.pdf. Accessed May 8, 2025

37 Commonwealth of Kentucky. “Medicaid Section 1115 Substance Use Disorder Demonstration Monitoring Report Template.” July 2024 to September 2024.
https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ky-sud-part-b-narrative-jul-sept-2024.pdf. Accessed May 8, 2025.
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Goal 3: Improve availability of crisis stabilization services, including services made
available through call centers and mobile crisis teams and intensive outpatient services,
as well as services provided during acute short-term stays in residential crisis
stabilization programs, psychiatric hospitals, and residential treatment settings.

Goal 4: Improve access to community-based services to address the chronic mental
healthcare needs of beneficiaries with SMI, including through increased integration of
primary and BH care.

Goal 5: Improve care coordination, especially continuity of care in the community
following episodes of acute care in hospitals and residential treatment facilities.

Goal 6: Maintain or decrease cost of care.

HRSNs/Recuperative Care Pilot

Goal 1: Reduce utilization of avoidable high-acuity healthcare services through improved
access to other continuum of care services.

Goal 2: Reduce health disparities by improving beneficiary physical and BH outcomes.

Goal 3: Reduce health disparities by improving access to community-based services to
address HRSNs.

Goal 4: Ensure long-term fiscal sustainability of recuperative care services.

Goal 5: Maintain or decrease cost of care.

RRSS

Goal 1: Improve access to and utilization of services by increasing coverage, continuity
of coverage, and appropriate service uptake for eligible adults.

Goal 2: Improve coordination, communication, and connections between correctional
systems, Medicaid systems and processes, managed care plans, and community-based
service providers delivering RRSS and other services to maximize successful community
integration.

Goal 3: Reduce the number of avoidable ED visits and inpatient hospitalizations and
reduce all cause deaths.

Goal 4: Improve quality of care for Medicaid beneficiaries in post-release reentry
community services.

Goal 5: Maintain or decrease cost of care.

Demonstration Activities

The Demonstration allows the Commonwealth to provide a series of new services for eligible
individuals. The Commonwealth is authorized to provide:

Mercer

Short-term stays in IMDs for beneficiaries ages 21 years to 64 years with an SMI (SMI).
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» Short-term post-transition housing (HRSN).

* Up to 90 days of RRSS for individuals with an SUD who have left incarceration or are
participating in lieu of incarceration (RRSS).

The Commonwealth will achieve the above goals and provide the services noted above by
following the initiatives and actions outlined in the Commonwealth’s implementation plans,
STCs, and other documents.

SMI

* Maintain and establish requirements related to standards of care, licensure, accreditation,
oversight, and coordination of care.

» Standardize policies and procedures, including follow-up post-discharge.
» Conduct social assessments to determine housing needs.

+ Continue to address co-morbid conditions, including through integrating behavioral and
physical health.

* Enhance services for all beneficiaries, including early identification and engagement for
youth.

HRSNs/Recuperative Care Pilot

* Increase the number of service providers.
» Develop policies and processes to refer individuals to the program and ensure eligibility.
* Follow national standards in service delivery.

e Connect beneficiaries to additional services to address HRSN.

RRSS

* Require that providers align with national requirements and standards and require
minimum training requirements for staff.

» Facilitate managed care organizations’ (MCO) contracts with community-based providers
for services.

» Utilize person-centered recovery tools.

* Provide services that support community integration and address health conditions and
HRSNSs.

Impacted Population Groups

The Demonstration is open to eligible Medicaid beneficiaries, though each component has
specific eligibility criteria.

For the SMI program, eligible individuals are those aged 21 years to 64 years with an SMI,
with incomes up to 213% of the federal poverty level (FPL) who receive a full Medicaid state
plan benefit package. The income limits do not apply to FFCY and those deemed aged,
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blind, or disabled. Individuals receiving limited benefit packages or long-term services and
supports are not eligible for the SMI program. The Commonwealth will use both a
fee-for-service and managed care delivery system for the SMI program.

For the recuperative care pilot, eligible members are those in the mandatory, optional, or
expansion populations aged 18 years or older with incomes up to 213% of the FPL.
Beneficiaries must also meet clinical and social risk factors. Eligible individuals must be
experiencing homelessness or be at risk of homelessness, as defined by 24 CFR 91.5
(except for the annual income requirement described in 24 CFR 91.5(1)(i)), face a heighted
risk of hospitalization and readmission, and have specific aftercare needs. Additionally,
individuals must have a primary medical diagnosis that requires post-acute care and
preparation for planned medical procedures or episodic treatment, be independently mobile,
and be capable of performing activities of daily living. Five recuperative care providers
operate across the Commonwealth. Recuperative care providers will be encouraged to
contract with MCOs under the Demonstration, and beneficiaries will receive services via
either the managed care or fee-for-service delivery system.

For RRSS, individuals are eligible to participate if they are Medicaid beneficiaries aged 18
years and over with an SUD who (1) have been released from incarceration (and have
received pre-release services), or (2) participated in BHCDP. RRSS services will be provided
through the Commonwealth’s managed care delivery system, as community-based RRSS
providers will contract with MCOs under the Demonstration, and via the fee-for-service
delivery system.
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Section 2

Evaluation Questions and
Hypotheses

The previous section outlined the Demonstration’s goals and activities. The logic models
below show how the activities from the Implementation Plan will advance the key aims of the
Demonstration components, improve health outcomes, increase access to and utilization of
services, reduce all-cause deaths, and reduce unnecessary care.

Mercer 10
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Logic Models
Figure 1: SMI Logic Model

Moderating Factors

« Efficacy of assessment tools, screening instruments, and treatments available.

Key Activities + KHIE reporting adoption by providers for data sharing.

+ Maintain and establish requirements « Efficacy of utilization revie\_/vs process. 3

ST TR 6 R | SRna, + Access to care and potential geographic disparities 7 7 7

accreditation, oversight, and coordination « Regional differences in coordination between hospitals and community-based housing providers.

of care.

« Perform utilization reviews to ensure

beneficiaries access appropriate levels of

care and assess patients to identify Short-Term Outcomes ¥ l, v
co-morbid conditions. « Increased screening and identification of + Increased access to services and utilization « Decreased ED visits, unplanned
» Facilite care coordination and smooth co-morbid physical health conditions and of SMI/SED treatment readmissions, and ALOS.
transitions to community-based care by L »SUDs. »* Improved quality of care for SMI/SED »!* Improved health outcomes.
evaluating individals’ social and health « Increased rate of outpatient follow-up care treatment. « Improved/maintained cost of care.
needs and conducting follow-up care post- post-discharge. « Improved care coordination.

discharge.

+ Enhance access to the continuum of care 4 -+ L

by improving tracking systems and
establishing a statewide requirement for

behavioral health providers to use
standardized evidence-based tools.

+ Strengthen crisis stabilization, inpatient
and residential services, and community-
based care.

- Extent of Medicaid members' mental health and physical health needs.
» MCO contract changes.
« Efforts to enhance School-Based Behavioral Health Services.
- Additional state programs and initiatives, such as the 1915(i) State Plan Amendment, CCBHC expansion, SAMHSA block grants, 988 Suicide

. . . Prevention Services, Early Childhood Mental Health Consultation program, High-Fidelity Wraparound Services, Trauma-Informed Care and Screening
+ Enhance early identification and o P S . o . . ;

S . Initiatives, Family First Initiative, Mobile Response and Stablization Services, and other policy components of the 1115 demonstration.

engagement efforts for individuals at risk of

SMI/SED . i
Confounding/Contextual Variables

Notes: ALOS = average length of stay; CCBHC = Certified Community Behavioral Health Clinic; ED = emergency department; KHIE = Kentucky Health Information Exchange; MCO =
managed care organization; SAMHSA = Substance Abuse and Mental Health Services Administration; SED = serious emotional disturbance; SMI = serious mental illness; SUD =
substance use disorder
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Figure 2: HRSN Logic Model

Moderating Factors

« Efficacy of eligibility assessment and referral processes
+ KHIE reporting adoption by providers for data sharing.
= Efficacy of network development of recuperative care providers.

« Build a network of recuperative care
providers to provide shori-term pre-procedure
and post-transition housing.

« Provide essential services as set forth by

the National Institute for Medical Respite
Care.
+ Conduct eligibility assessments and Short-Term Outcomes A Intermediate Outcomes JA Long-Term Outcomes J
implement processes to provide referrals to : — .
the program . \ncre_za_sed linkages (such as referrals) of . Inc_reased access to and utilization _of » Improved physical and mental health
 Link beneficiaries to support services to beneficiares tc_)_support services. services (\nc\udmg HRSN, preventative care, outcomes. _ _ o
* Increased utilization of the closed-loop and behavioral and physical healthcare). + Decreased inpatient admissions,

improve medical, behavioral, and social
outcomes and provide closed-loop referrals
for SDOH in collaboration with KYnect.

referral system in collaboration with KYnect. - Improved beneficiaries' experience and readmissions, and utilization of avoidable
quality of care. emergency care.

« Implamant robust process for gathering « Improved connection to community-based » Improved/maintained cost of care.

member medical records and ensure secure services, such as housing and transportation.
data exchange through the KHIE. LS & [
- Use GARE tool in decision-making.

v

v

v

- Extent of Medicaid members' underlying needs.

+ Other policy components of the 1115 demonstration, such as SUD, SMI, and reentry policy components.

+» Additional state programs and initiatives, such as the 1915(i) waiver efforts for supportive housing, supported employment, and other community support
services to assist with HRSN.

Confounding/Contextual Variables

Notes: GARE = Government Alliance on Racial Equity; HRSN = health related social needs; KHIE = Kentucky Health Information Exchange; SDOH = social determinants of health; SMI =
serious mental illness; SUD = substance use disorder
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Figure 3: RRSS Logic Model

Key Activities

+ RRSS providers should align with the
appropriate ASAM criteria and NARR-level
requirements and provide services in
certified NARR Level 2 or 3 recovery
residences.

« Participants of BHCDP will receive RRSS
through community-based providers
contracting with a Commonwealth Medicaid
MCO.

« Develop a person-centered Recovery
Management Plan, including leveraging the
Recovery Capital Assessment Plan, to
support recovery.

« Provide services intended to address
community integration, recovery, health
conditions, and HRSNs.

+ Require minimum training requirements
for recovery residence staff.

» Require RRSS providers to monitor and
report data on participating individuals.

Moderating Factors

» Extent and efficacy of ASAM and NARR adoption.

« KHIE reporting adoption by providers for data sharing.
« Efficacy of RRSS providers.

- Access to care and potential geographic disparities.

Short-Term Outcomes A Intermediate Outcomes 18 Long-Term Outcomes [

« Increased utilization of RRSS. « Increased access to and utilization of + Improved physical and mental health
« Increased referrals to housing and preventative care services. outcomes.
employment services. + Increased utilization of behavioral health + Decreased inpatient admissions,
— ».services, including MAT. » readmissions, and utilization of avoidable
+» Improved beneficiaries' experience and emergency care.
quality of care. « Improved/maintained cost of care.

« Improved community integration.

r Iy »

» Extent of Medicaid members' underlying needs.
+ Other policy components of the 1115 demonstration, such as SUD, SMI, and reentry policy components.
+ Additional state initiatives, such as PDMPs, Rocket Dockets, CAA efforts, and certificates of employability to inmates who complete reentry programs.

Confounding/Contextual Variables

Notes: ASAM = American Society of Addiction Medication; BHCDP = Behavioral Health Conditional Dismissal Program; CAA = Consolidated Appropriations Act of 2023; HRSN = health
related social needs; KHIE = Kentucky Health Information Exchange; MAT = medication assisted treatment; MCO = managed care organization; NARR = National Alliance for Recovery
Residences; PDMP = Prescription Drug Monitoring Program; RRSS = Recovery Residence Support Services; SMI = serious mental illness; SUD = substance use disorder
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Hypotheses and Research Questions

The research questions (RQs) below align with the aims and goals of each Demonstration
component. RQs will be used to test each hypothesis (H), and quantitative and/or qualitative
measures will be used to answer each RQ. Refer to Section 3 for more detail and a complete
list of RQs, Hs, and measures. Table 1 outlines key RQs and Hs for each component.

Table 1: Research Questions and Hypotheses

Research Question Hypothesis

RQ1: Will the H1.1: The Demonstration will improve access to and increase
Demonstration increase utilization of community-based and appropriate SMI treatment
access to services among services to address the needs of beneficiaries with SMI.
Medicaid beneficiaries with H1.2: The Demonstration will improve utilization of crisis
SMI? stabilization services.
H1.3: The Demonstration will improve care coordination for
beneficiaries with SMI.

RQ2: Will the H2.1: The Demonstration will reduce the ALOS in IMDs and

Demonstration reduce ED the proportion of beneficiaries with SMI treated in an IMD.

visits, preventable H2.2: The Demonstration will reduce ED visits among

readmission, and average  peneficiaries with SMI.

length of stay (ALOS)? H2.3: The Demonstration will reduce unplanned readmissions
among beneficiaries with SMI.

RQ3: Will the H3.1: The Demonstration will improve utilization of preventative

Demonstration improve healthcare services.

health outcomes? H3.2: The Demonstration will improve integration of behavioral

and physical healthcare.

H3.3: The Demonstration will improve physical and mental
health outcomes.

RQ4: Will the H4.1: The Demonstration will maintain or decrease the cost of
Demonstration maintain or care.
decrease the cost of care?

HRSNs/Recuperative Care Pilot

RQ1: Will the H1.1: The Commonwealth will take actions to address unmet
Demonstration address HRSN needs.

unmet HRSN needs in the H1.2: The Demonstration will increase the utilization of HRSN
eligible Medicaid services and reduce unmet HRSNs.

beneficiary population?

RQ2: Will the H2.1: The Demonstration will improve the utilization of
Demonstration improve appropriate, community-based healthcare services (BH,
utilization of appropriate, physical health outpatient, medication assisted treatment
community-based [MAT)).

healthcare services
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Research Question Hypothesis

(i.e., preventative, BH, H2.2: The Demonstration will decrease ED utilization, inpatient
outpatient physical admissions, and readmissions.

healthcare)? H2.3: The Demonstration will improve health outcomes.

H2.4: The Demonstration will improve beneficiary experience
with care and quality of service.

RQ3: Will the H3.1: The Commonwealth will take actions to improve
Demonstration improve beneficiaries’ connections to community-based services.
beneficiaries’ connection to  H3.2: Beneficiaries will experience improved connections to

community-based services community-based services.
for HRSN?

RQ4: Will the H4.1: The Demonstration will maintain or decrease the cost of
Demonstration maintain or care.
decrease the cost of care?

RQ1: Will the H1.1: The Commonwealth will take actions to increase the
Demonstration support utilization of RRSS.

beneficiaries’ recovery H1.2: The Demonstration will increase the uptake of RRSS
journey? services.

RQ2: Will the H2.1: The Demonstration will improve the utilization of
Demonstration improve appropriate, community-based healthcare services.

healthcare outcomes? H2.2: The Demonstration will decrease ED utilization, inpatient

admissions, and readmissions for SUD.
H2.3: The Demonstration will improve healthcare outcomes.

RQ3: Will the H3.1: The Demonstration will increase the number of
Demonstration improve beneficiaries with stable housing and employment.
beneficiaries’ integration  H3.2: The Demonstration will improve beneficiaries’ readiness
into the community? for recovery.

H3.3: The Demonstration will support community integration.

RQ4: Will the H4.1: The Demonstration will improve beneficiary experience
Demonstration improve and quality of care.

beneficiary experience and

quality of care?

RQ5: Will the H5.1: The Demonstration will maintain or decrease the cost of
Demonstration maintain or care.
decrease the cost of care?

Additionally, related to the HRSN program (recuperative care) costs, Mercer will qualitatively
assess: (1) the effectiveness of infrastructure investments that were authorized through the
HRSN authority, (2) whether and how local investments in housing services change over
time in concert with the HRSN program, and (3) potential improvements in the quality and
effectiveness of downstream services that can be provided under the state plan and
associated cost implications.
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Section 3

Methodology

Evaluation Design

The evaluation of the SMI, HRSN, and RRSS components will utilize a mixed-methods
approach with three main goals:

1. Describe the progress made on specific Demonstration activities
(process/implementation evaluation).

2. Demonstrate change/accomplishments in each of the policy component’s milestones or
goals.

3. Demonstrate progress in meeting the overall goals of each policy component.

Mercer will utilize a combination of qualitative and quantitative methods to evaluate the
Demonstration. Quantitative methods will include a mix of descriptive statistics,
pre-/post-tests, and the use of comparison groups when methodologically feasible. Where
data is available, interrupted time series (ITS) or difference-in-differences (DID) analyses will
support an assessment of the Demonstration’s impacts. Specifically, ITS analyses will be
leveraged when adequate pre-treatment data and post-treatment data are available, and no
appropriate comparison group can be constructed to represent the likely counterfactual
absent the treatment. For example, an ITS analyses of the SMI component would examine
outcome trends pre-implementation and post-implementation of the SMI program, requiring
sufficient pre-implementation and post-implementation data. DID analyses will be leveraged
when pre-treatment and post-treatment data are available, and an appropriate comparison
group can be constructed to represent the counterfactual, absent the treatment. Additionally,
when data is available, Mercer will use statistical tests, such as t-tests, chi-square tests,
ANOVA, and Wilcoxon-Mann-Whitney tests, as appropriate to compare differences between
subpopulations. Subpopulations of interest include age, sex, race/ethnicity, pregnancy
status, veteran status, rural/urban, and criminal justice involvement. The ability to conduct
subpopulation analyses is contingent on data availability, and, in some instances, Mercer
may leverage qualitative methods to assess subpopulations.

Qualitative methods will include a series of interviews and/or focus groups with key
informants at different timepoints in the Demonstration: mid- to late 2027 and early to
mid-2030. The timing of the qualitative data collection will support Mercer in understanding
the barriers and facilitators to implementation and the role of the Commonwealth’s actions in
implementing the Demonstration. Key informants will potentially include:

« State officials/agency staff (i.e., DMS, Department of Corrections, and representatives
from BHCDP).

*  MCO representatives.

» Beneficiaries or beneficiary representatives (such as advocacy groups or the Beneficiary
Advisory Council [BAC]).
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* Providers for RRSS, recuperative care, and SMI.

Thematic analysis (TA) and content analysis will be used to draw conclusions from data
collected for qualitative review. TA is a method for identifying, analyzing, and interpreting
patterns of meaning within qualitative data. Since key informant interview and focus group
data includes individual opinions and subjective perspectives, TA allows for comparisons
across different stakeholders and stakeholder groups and uses systematic procedures for
generating text coding and themes. 3°

Medicaid beneficiaries will include members of important subpopulation groups, such as
pregnant or parenting beneficiaries, veterans, rural/urban, and those with criminal justice
involvement. This stratification supports Mercer in understanding whether groups
experienced Demonstration activities differently based on differing levels of need.

Target and Comparison Populations

The target populations for this evaluation vary depending on the policy component assessed
(e.g., SMI, HRSN, and RRSS). In general, for each component, the target population is
Medicaid and/or Children’s Health Insurance Program members who were eligible for that
component. See Table 2 for additional details on the target population and potential
comparison groups for each policy component. For analyses requiring both pre- and
post-treatment data, Mercer will leverage the implementation date for each policy (see
Table 3 below). Should the implementation date for any specific policy differ from the
originally planned date, Mercer will revise analyses to reflect the actual implementation date.

Table 2: Target and Comparison Group by Policy Component

Policy Component
SMI

HRSN —
Recuperative Care

RRSS

Target Population

Individuals with SMI who are
eligible for SMI services under
the Demonstration; data from
post-demonstration
implementation period.

Individuals who are eligible for
HRSN services under the
demonstration and receive
HRSN services.

Individuals who are eligible for
RRSS and receive RRSS
services.

Potential Comparison Population

Individuals with SMI who are eligible
for SMI services under the
Demonstration; data from
pre-demonstration implementation
period.

Individuals who are eligible for HRSN
services under the Demonstration
and did not receive HRSN services.

Individuals who are eligible for RRSS
but do not receive RRSS services
due to lack of availability in
geographic region.

Table 3: Planned Implementation Dates by Policy Component

Planned Implementation Date

January 15, 2026

Policy Component
SMI

% Clarke V, Braun V. “Thematic analysis.” The Journal of Positive Psychology, Volume 12 Issue 3 (2017), pp. 297-298
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Policy Component Planned Implementation Date

HRSN — Recuperative Care Pilot April 1, 2026
RRSS April 1, 2026

Evaluation Period

As part of the five-year extension of the TEAMKY Demonstration, on December 12, 2024,
CMS also approved the SMI, HRSN, and RRSS programs. The Demonstration is approved
from January 1, 2025 through December 31, 2029. The Evaluation Design described in this
document includes both an implementation evaluation and an outcome evaluation that will
together encompass the entire Demonstration period. Evaluation periods are defined below,
but are subject to change if the implementation dates are adjusted, and any modifications to
the evaluation period dates will be documented in the corresponding reports.

Midpoint Assessment

The SMI Midpoint Assessment, due 60 days after the third year of the program’s approval
(due February 10, 2028), will discuss early findings from the implementation evaluation
period for the SMI component. The primary goal will be to assess the Commonwealth’s
progress in achieving the milestones of the project and conducting activities with fidelity to
the original implementation plan. The outcome evaluation data presented in the midpoint
assessment will include a descriptive analysis of available measures.

*  Midpoint Implementation Evaluation Period: January 1, 2025 to June 30, 2027
*  Midpoint Outcome Evaluation Period (descriptive only):

— Pre-Demonstration Period: January 1, 2023 to December 31, 2024

— Post-Demonstration Period: January 1, 2025 to June 30, 2027

Interim Evaluation Report

The Interim Evaluation Report will discuss implementation successes and challenges of the
Demonstration, particularly in the context of the Commonwealth’s ability to provide services
with fidelity to the original implementation plan (implementation evaluation) and early
indications of the effects of Demonstration activities (outcome evaluation). The Interim
Evaluation Report will be submitted with a renewal application or by December 31, 2028.

* Interim Implementation Evaluation Period: January 1, 2025 to December 31, 2027
* Interim Outcome Evaluation Period:

— Pre-Demonstration Period: January 1, 2023 to December 31, 2024

— Post-Demonstration Period: January 1, 2025 to December 31, 2027

Summative Evaluation Report

The Summative Evaluation Report, due 18 months after the approval period ends (due
June 30, 2031), will focus primarily on the outcomes for people participating in the
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Demonstration and costs to the Commonwealth. It will include the degree to which
implementation challenges and successes may have impacted results and summarize key
Commonwealth learnings.

+ Summative Implementation Evaluation Period: January 1, 2025 to December 31, 2029
— Interim Outcome Evaluation Period:
*  Pre-Demonstration Period: January 1, 2023 to December 31, 2024
* Post-Demonstration Period: January 1, 2025 to December 31, 2029

Evaluation Measures and Data Sources

Mercer chose evaluation measures that provide the most reliable data on which to determine
the impact of the Demonstration on the outcomes of interest. Measures are described in
detail in Table 4 and are grouped by demonstration component, RQ, and Hs. The table
includes the measure steward, if applicable, potential data source(s), and proposed
analytical method(s). Mercer is working with the Commonwealth and its state partners to
assess data availability to inform the final measures, analytical methods, and other
specifications. Mercer intends to utilize several data sources, as detailed below. Mercer and
the Commonwealth believe these data sources contain all necessary data elements to
construct measures, but acknowledge potential challenges with data quality, completeness,
and the ability to link with Medicaid claims and encounter data. Mercer will work closely with
the Commonwealth and its state partners to gather the data sources detailed below and
perform the evaluation as proposed in this Evaluation Design. If any data-related challenges
arise during the evaluation process, Mercer will explore alternative approaches to address
them. Any such deviations from the original plan will be thoroughly documented in the Interim
and Summative Evaluation Reports, as appropriate.

Mercer will also conduct TA on qualitative data collected through key informant interviews
and/or focus groups. Qualitative analysis will be used to understand the barriers and
facilitators to implementation of the Demonstration, as well as to provide context to the
quantitative findings. Mercer will interview a diverse set of key informants to capture the
broadest range of experiences possible.

Medicaid Claims and Encounter Data

Mercer will work with the Commonwealth to access data from its claims databases
containing managed care claims and encounters between January 1, 2023 (the start of the
pre-demonstration period) through December 31, 2029. The majority of the Commonwealth’s
Medicaid beneficiaries receive their benefits through an MCO, which reports encounters and
claims to the Commonwealth’s MMIS. Medicaid claims data provides data related to service
utilization, along with associated cost. Encounter data provides detailed records of services
provided to Medicaid beneficiaries regardless of whether the service is reimbursed.

Annual Availability Assessments

As part of the Commonwealth’s SMI Implementation Plan, the Commonwealth is required to
describe processes for annually assessing the availability of mental health services
throughout the Commonwealth. Mercer will utilize the Commonwealth’s Annual Monitoring
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Reports related to availability of mental health providers. This data will be assessed between
January 1, 2025 to December 31, 2029.

Annual and Quarterly Monitoring Reports

The Commonwealth is required to submit Annual and Quarterly Monitoring Reports to CMS
related to the Demonstration. These reports contain performance measures reporting, along
with narrative updates related to the Demonstration’s implementation, successes, and
challenges. Mercer will review Annual and Quarterly Reports covering the period from
January 1, 2025 to December 31, 2029 and leverage quantitative data reported in these
reports to assess the outcomes of this demonstration.

Homeless Management Information System

The Commonwealth maintains a Homeless Management Information System (HMIS) that
collects data on homelessness. Individuals tracked in the HMIS database fit the US
Department of Health and Human Services’ definition of homelessness: “an individual who
lacks housing ... [or] a stable housing situation to which they can return.” HMIS data can
potentially be matched with data from the MMIS to track individuals eligible for recuperative
care services (HRSN services). Mercer is working with the Commonwealth to identify the
extent to which this data source is appropriate for the evaluation.

Vital Statistics

Commonwealth-level vital statistics data captures deaths along with an attributable cause.

Kentucky Department for Behavioral Health, Development and
Intellectual Disabilities

The Department for Behavioral Health, Developmental and Intellectual Disabilities (DBHDID)
collects data from Community Mental Health Clinics which includes information on
community-based mobile crisis intervention services and other crisis intervention services.
DBHDID also was the payer for IMD stays of greater than 15 days prior to the
implementation of the SMI Demonstration.

Key Informant Interviews/Focus Groups

Mercer will collect data through interviews and focus groups with beneficiaries, providers,
and other key stakeholders. Focus groups and/or interviews will also assist with beneficiary
survey development.

Beneficiary Surveys

Mercer will develop beneficiary surveys to cover topics related to self-reported outcomes for
physical health, mental health, housing status, and employment. Questions will be tailored
based on the Demonstration’s components in which the individual participated. Furthermore,
Mercer will structure the survey in a manner that, when suitable, incorporates existing survey
items that accurately represent beneficiary experiences and health outcomes.
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Table 4: Evaluation Measures

Hypothesis

Measure

Measure
Steward

SMI/Serious Emotional Disturbance (SED)

Numerator

Denominator

Potential Data
Sources

Potential

Analytical Method

RQ1: Will the Demonstration increase access to services among Medicaid beneficiaries with SMI? (Goals 3, 4, 5)

H1.1: The
Demonstration
will improve
access to and
increase
utilization of
community-
based and
appropriate SMI
treatment
services to
address the
needs of
beneficiaries
with SMI.

Mercer

Number of

Medicaid-enrolled SMI
treatment providers

Mental Health

Services Utilization —

Any Service

Mental Health

Services Utilization —

Outpatient

Mental Health

Services Utilization —

Telehealth

Mental Health

Services Utilization —

Inpatient

The Commonwealth

will take actions to

improve the utilization

of appropriate

N/A

SMI Metric
#18

SMI Metric
#15

SMI Metric
#17

SMI Metric
#13

N/A

Medicaid-enrolled
SMI treatment
providers

Beneficiaries who
utilize any mental
health service

Beneficiaries who

utilize an outpatient

mental health
service

Beneficiaries who
utilize any mental
health service
provided via
telehealth

Beneficiaries who
utilize inpatient
mental health
services

N/A

N/A

Beneficiaries with
SMI

Beneficiaries with
SMI

Beneficiaries with
SMI

Beneficiaries with
SMI

N/A

Availability
Assessment

Claims/
encounter data
Eligibility
system
Claims/
encounter data
Eligibility
system
Claims/
encounter data
Eligibility
system

Claims/
encounter data
Eligibility
system

Descriptive trends
over time

ITS

Descriptive trends
over time

ITS

Descriptive trends
over time

ITS

Descriptive trends
over time

ITS

Descriptive trends
over time

ITS

Group interview TA

with
Commonwealth
staff
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Hypothesis

Measure

Measure
Steward

Numerator

Denominator

Potential Data
Sources

Potential
Analytical Method

H1.2: The
Demonstration
will improve
utilization of
crisis
stabilization
services.

H1.3: The
Demonstration
will improve
care
coordination for
beneficiaries
with SMI.

healthcare services.

Mental Health
Services — Intensive
Outpatient
Program/Partial
Hospitalization

Awareness of
available crisis
stabilization services

Adults with SMI
receiving crisis
response services

Follow-Up After ED
Visit for Mental Illness

SMI Metric
#14

N/A

N/A

National
Committee
for Quality
Assurance
(NCQA)
National
Quality
Forum

40 CHFS. “Basic Statistical Reports.” https://dbhdid.ky.gov/cmhc/datareports.

Mercer

Beneficiaries who
utilize intensive
outpatient and/or
partial
hospitalization
services

N/A

Number of adults
served by call
centers, 24/7
mobile crisis team,
and/or crisis
stabilization
programs

Beneficiaries who
received follow-up
within 7 days or 30
days of an ED
visits for mental
illness

Beneficiaries with
SMI

N/A

N/A

Beneficiaries with
SMI

Claims/
encounter data
Eligibility
system

Interviews
and/or focus
groups with
beneficiaries
and providers

Claims/
encounter data
DBHDID/
Community
Mental Health
Center Data 4?

SAMSHA data

Claims/
encounter data
Eligibility
system

Descriptive trends
over time

ITS

TA

Descriptive trends
over time

ITS

Descriptive trends
over time

ITS
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Hypothesis Measure Measure |Numerator Denominator Potential Data |Potential
Steward Sources Analytical Method
(NQF)
#3489
Follow-Up Care for CMS Beneficiaries with  Beneficiaries aged Claims/ Descriptive trends
Adult Medicaid NQF #3313 an outpatient 18 years and older encounter data over time
Beneficiaries Who Are encounter within 4  who were newly Eligibility ITS
Newly Prescribed an weeks of the fill prescribed an system
Antipsychotic date of the antipsychotic
Medication antipsychotic medication
medication
Screening for CMS Beneficiaries aged Beneficiaries aged Claims/ Descriptive trends
Depression and NQF 18 years and older 18 years and older encounter data over time
Follow-Up Plan: Ages #0418/ who were screened with an outpatient  Eligibility ITS
18 Years and Older 0418e for depression and visit system
SMI Metric had follow-up if the
#24 screening was
positive
Screening for CMS Beneficiaries aged Beneficiaries aged Claims/ Descriptive trends
Depression and NQF 12 years to 17 12 years to 17 encounter data over time
Follow-up Plan: Ages #0418/ years who were years and older Eligibility ITS
12 Years to 17 Years 0418e screened for with an outpatient  system
SMI Metric depression and visit
#25 had follow-up if the
screening was
positive
Beneficiary experience N/A N/A N/A Interviews TA
with care coordination and/or focus Descriptive

groups with statistics
beneficiaries Multivariable

and providers regression*
Beneficiary Chi-square test/
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Hvpothesis Measure Measure Numerator Denominator Potential Data |Potential
yp Steward Sources Analytical Method
survey ANOVA/t-test/
Wilcoxon-Mann-
Whitney test/

Kruskal Wallis test*

RQ2: Will the Demonstration reduce ED visits, preventable readmissions, and ALOS? (Goals 1, 2)

H2.1: The Beneficiaries with SMI Metric Beneficiaries who Beneficiaries with  Claims/ Descriptive trends
Demonstration SMI/SED treated in an #20 received inpatient/ SMI encounter data over time
will reduce the  IMD for mental health residential Eligibility
ALOS in IMDs treatment in an system
and the IMD
E;?qpeofgligrr‘i eosf ALOS in IMDs SMI Metric Count of total days Number of stays by Claims/ Descriptive trends
: #19a in IMDs beneficiaries with  encounter data over time
with SMI treated - N
in an IMD. SMl in an IMD Eligibility
system
H2.2: The Mental Health SMI Metric Beneficiaries who  Beneficiaries with  Claims/ Descriptive trends
Demonstration  Services Utilization — #16 utilized emergency SMI encounter data over time
will reduce ED ED services for mental Eligibility ITS
visits among health system
beneficiaries
with SMI.
H2.3: The 30-Day All-Cause SMI Metric 30-day Admissions to Claims/ Descriptive trends
Demonstration  Unplanned #4 readmissions inpatient encounter data over time
will reduce Readmission psychiatric facilities Eligibility ITS
unplanned Following Psychiatric system
readmissions Hospitalization in an
among Inpatient Psychiatric
beneficiaries Facility
with SMI.

RQ3: Will the Demonstration improve health outcomes? (Goal 4)
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Hypothesis

Measure

Measure
Steward

Numerator

Denominator

Potential Data
Sources

Potential
Analytical Method

H3.1: The
Demonstration
will improve
utilization of
preventative
healthcare
services.

H3.2: The
Demonstration
will improve
integration of
behavioral and
physical
healthcare.

H3.3: The
Demonstration
will improve
physical and
mental health
outcomes.

Mercer

Access to
Preventative/
Ambulatory Health
Services for Medicaid

Beneficiaries With SMI

Diabetes Care for
People with SMI:
Hemoglobin A1c
(HbA1c) Poor Control
(>9.0%)

Metabolic Monitoring
for Children and
Adolescents on
Antipsychotics

Suicide or Overdose
Death Within 7 Days
and 30 Days of
Discharge from an
Inpatient Facility or

Residential Treatment

for Mental Health
among Beneficiaries
with SMI or SED

NCQA

NCQA

NQF #2607

NCQA
NQF #2800

SMI Metric
#12

Count and rate suicide N/A

attempts among
members with SMI

Beneficiaries who
utilized
preventative/
ambulatory health
services

Beneficiaries with
HbA1c in poor
control

Number of children
who received
metabolic
monitoring (blood
glucose,
cholesterol testing)

Number of suicide
or overdose deaths
(within 7 days and
30 days)

Number of suicide
attempts

Beneficiaries with

Beneficiaries aged
18 years to 75
years with SMI

Beneficiaries aged
1 year to 17 years
with two or more
antipsychotic
prescriptions

Beneficiaries with
SMI or SED
discharged from an
inpatient facility or
residential stay

Beneficiaries with

Claims/
encounter data

Eligibility
system

Claims/
encounter data

Eligibility
system

Claims/
encounter data

Eligibility
system

Claims/
encounter data
Eligibility
system

Vital statistics

Claims/
encounter data

Eligibility

Descriptive trends
over time

ITS

Descriptive trends
over time

ITS

Descriptive trends
over time

ITS

Descriptive trends
over time

ITS

Descriptive trends
over time

ITS
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Hypothesis

Measure

Measure
Steward

Numerator

Denominator

Potential Data
Sources

Potential

Analytical Method

diagnoses

Beneficiary self-report N/A

on improved health
(physical and mental
health)

N/A

RQ4: Will the Demonstration maintain or decrease the cost of care?

N/A

system

Interviews
and/or focus
groups with
beneficiaries

TA

H4.1: The
Demonstration
will maintain or
decrease the
cost of care.

Mercer

Per member per
month cost for
members who

received SMI services

Total Costs
Associated with
Treatment for Mental
Health in an IMD
Among Beneficiaries
with SMI

Per Capita Costs
Associated with
Treatment for Mental
Health in an IMD
Among Beneficiaries
with SMI

Total Costs
Associated with
Mental Health
Services Among
Beneficiaries with
SMI/SED — Not
Inpatient or

N/A

SMI Metric
#39

SMI Metric
#40

SMI Metric
#32

Total cost of SMI
services

Total Medicaid
costs for inpatient
or residential
treatment for
mental health
within IMDs

Total Medicaid
costs for inpatient
or residential
treatment for
mental health
within IMDs

Total Medicaid
costs for
non-inpatient or
residential mental
health services
among
beneficiaries with

Months of Medicaid
eligibility for
members with SMI

N/A

Unduplicated count
of Medicaid
beneficiaries with
SMI who have an
IMD stay

N/A

Claims/
encounter data
Eligibility
system
Claims/
encounter data
Eligibility
system

Claims/
encounter data
Eligibility
system

Claims/
encounter data
Eligibility
system

Descriptive trends
over time

Descriptive trends
over time

Descriptive trends
over time

Descriptive trends
over time
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Hypothesis Measure Measure |Numerator Denominator Potential Data |Potential
Steward Sources Analytical Method
Residential an SMI
Per Capita Costs SMI Metric Total Medicaid Unduplicated count Claims/ Descriptive trends
Associated with #34 costs for of Medicaid encounter data over time
Mental Health non-inpatient or beneficiaries with  Eligibility
Services Among residential mental SMI who utilized system
Beneficiaries with SMI health services non-inpatient or
— Not Inpatient or among residential mental
Residential beneficiaries with  health services
an SMI
Total Costs SMI Metric Total Medicaid N/A Claims/ Descriptive trends
Associated with #33 costs for mental encounter data over time
Mental Health health services in Eligibility
Services Among inpatient or system
Beneficiaries with SMI residential settings
— Inpatient or during the
Residential measurement
period
Per Capita Costs SMI Metric Total Medicaid Unduplicated count Claims/ Descriptive trends
Associated with #35 costs for mental of Medicaid encounter data over time
Mental Health health services in  beneficiaries with Eligibility
Services Among inpatient or SMI who utilized system
Beneficiaries with SMI residential settings inpatient or
— Inpatient or during the residential mental
Residential measurement health services
period

HRSNs/Recuperative Care Pilot

RQ1: Will the Demonstration address unmet HRSN needs in the eligible Medicaid beneficiary population?

H1.1: The What actions did the  N/A N/A N/A Group TA
Commonwealth Commonwealth take interviews
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Measure

Hypothesis

Measure
Steward

Numerator Denominator

Potential Data |Potential
Sources Analytical Method

will take actions to support HRSN

to address implementation?

unmet HRSN  How did infrastructure

needs. funding support HRSN
implementation?

What actions did the  N/A
Commonwealth take
to increase the
utilization of the HRSN
program?

What were the barriers
and facilitators to
implementing and
operating the HRSN
program?

In what ways did local
funding for housing
initiatives change as a
result of Medicaid
funding?

H1.2: The Count of referrals for  N/A
Demonstration HRSN short-term

will increase the housing

utilization of

HRSN services

and reduce

unmet HRSNs.

Mercer

N/A N/A

Beneficiaries N/A
referred to HRSN
short-term housing
services

and/or focus
groups with
Commonwealth
staff,
workgroups,
and providers

Group TA
interviews

and/or focus

groups with
Commonwealth
staff,

workgroups,

and providers

Kentucky Descriptive trends
Health over time
Information

Exchange

(KHIE)

Provider data

MCO prior

authorization

data
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Hypothesis Measure Measure |Numerator Denominator Potential Data |Potential
Steward Sources Analytical Method
Count and rate of N/A Beneficiaries who  Beneficiaries who  KHIE Descriptive trends
beneficiaries referred meet medical have at leastone  Provider data over time
for HRSN short-term necessity criteria  referral to MCO prior
housing who meet short-term housing 5 thorization
medical necessity services data
Count and rate of N/A Beneficiaries who  Beneficiaries who  KHIE Descriptive trends
beneficiaries who received HRSN meet medical Claims/ over time
receive HRSN short-term housing necessity criteria encounter data
short-term housing criteria
services

RQ2: Will the Demonstration improve utilization of appropriate, community-based healthcare services (i.e., preventative, BH,

outpatient physical healthcare)?

H2.1: The Access to Adjusted Number of unique  Number of unique Claims/ Descriptive trends
Demonstration preventative/ SMI Metric beneficiaries beneficiaries who  encounter data over time
will improve the ambulatory health #26 (de-duplicated were eligible for Eligibility data ~ DID*
utilization of services total) who had an  HRSN services HMIS ITS*
appropriate, ambulatory or ANOVA/t-test/
community- preventative care Wilcoxon-Mann-
based visit after repeipt of Whitney test/
healthcare HRSN services Kruskal Wallis test*
services (BH,
physical health, Outpatient BH visits N/A Beneficiaries who  Beneficiaries Claims/ Descriptive trends
outpatient, utilize outpatient eligible for HRSN  encounter data over time
MAT). BH services after  services Eligibility data  DID*
receipt of HRSN HMIS ITS*
services ANOVA/t-test/
Wilcoxon-Mann-
Whitney test/

Kruskal Wallis test*
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Hypothesis

Measure

Measure
Steward

Numerator

Denominator

Potential Data
Sources

Potential
Analytical Method

H2.2: The
Demonstration
will decrease
ED utilization,
inpatient
admissions, and
readmissions.

Mercer

Outpatient physical
therapy, speech
therapy, or
occupational therapy
services

Beneficiaries who
received medication
self-management
education and training

ED utilization

Inpatient admissions

N/A

N/A

Adjusted
SUD Metric
#23

Adjusted
SUD Metric
#24

Beneficiaries with a
claim for outpatient
physical therapy,
speech therapy, or
occupational
therapy after
receipt of HRSN
services

Beneficiaries with a
claim for
medication
self-management
education and
training after
receipt of HRSN
services

Beneficiaries who
utilized the ED
after receipt of
HRSN services

Beneficiaries who
were admitted to
an inpatient stay
after receipt of
HRSN services

Beneficiaries
eligible for HRSN
services

Beneficiaries
eligible for HRSN
services

Beneficiaries
eligible for HRSN
services

Beneficiaries
eligible for HRSN
services

Claims/
encounter data
Eligibility data
HMIS

Claims/
encounter data
Eligibility data
HMIS

Claims/
encounter data

Eligibility data
HMIS

Claims/
encounter data

Eligibility data
HMIS

Descriptive trends
over time

DID*
ITS*

ANOVA/t-test/
Wilcoxon-Mann-
Whitney test/
Kruskal Wallis test*

Descriptive trends
over time

DID*
ITS*

ANOVA/t-test/
Wilcoxon-Mann-
Whitney test/
Kruskal Wallis test*

Descriptive trends
over time

DID*
ITS*

ANOVA/t-test/
Wilcoxon-Mann-
Whitney test/
Kruskal Wallis test*

Descriptive trends
over time

DID*
ITS*
ANOVA/t-test/
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Measure Measure Numerator Denominator Potential Data |Potential
Steward Sources Analytical Method

Hypothesis

Wilcoxon-Mann-
Whitney test/
Kruskal Wallis test*

Readmissions Adjusted Beneficiaries who  Beneficiaries Claims/ Descriptive trends
SUD Metric were readmitted to eligible for HRSN  encounter data over time
#25 an inpatient stay ~ services Eligibility data  DID*
after receipt of HMIS ITS*
HRSN services ANOVA/t-test/
Wilcoxon-Mann-
Whitney test/
Kruskal Wallis test*
H2.3: The Beneficiary self-report N/A N/A N/A Interviews TA
Demonstration  on improved health and/or focus Descriptive
will improve (physical and mental groups with statistics
health health) beneficiaries  \yitivariable
outcomes. Beneficiary regression*
sy Chi-square test/
ANOVA/t-test/
Wilcoxon-Mann-
Whitney test/
Kruskal Wallis test*
H2.4: The Beneficiary self-report N/A N/A N/A Interviews TA
Demonstration on experience with and/or focus Descriptive
will improve HRSN short-term groups with statistics
beneficiary housing beneficiaries  \ytivariable
experience with Beneficiary regression*
care and quality survey Chi-square test/
of service.

ANOVA/t-test/
Wilcoxon-Mann-
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Potential Data |Potential
Sources Analytical Method

Whitney test/
Kruskal Wallis test*

Measure Numerator Denominator

Steward

Measure

Hypothesis

Grievances filed by Beneficiaries who MCO data
beneficiaries received HRSN Commonwealth
related to HRSN short-term housing grievance data
short-term housing services

Descriptive
statistics

Number of grievances N/A
filed by beneficiaries
related to HRSN

short-term housing

RQ3: Will the Demonstration improve beneficiaries’ connection to community-based services for HRSN?

H3.1: The Beneficiaries enrolled N/A Beneficiaries Beneficiaries KHIE Descriptive trends
Commonwealth in Supplemental enrolled in SNAP, eligible for HRSN  Claims/ over time
will take actions Nutrition Assistance TANF, and/or services encounter data DID*
to improve Program (SNAP), federal, Eligibility data  ITS*
beneficiaries’  Temporary Assistance Commonwealth, HMIS ANOVA/t-test/
connections to  for Needy Families and local housing Wilcoxon-Mann-
community- (TANF), and/or and/or nutrition Whitney test/
based services. federal, assistance ] e e
Commonwealth, and programs
local housing and/or
other nutrition
assistance programs
Referrals for future N/A Beneficiaries Beneficiaries who  Kynect Descriptive trends
housing supports referred to future  received HRSN Resources over time
while receiving HRSN housing supports  services Claims/ DID*
short-term hOUSing encounter data ITS*
Eligibility data ~ ANOVA/t-test/
Wilcoxon-Mann-
Whitney test/
t-test/Kruskal Wallis
test*
H3.2: Beneficiary self-report N/A N/A N/A Interviews TA

Mercer
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Hvpothesis Measure Measure |Numerator Denominator Potential Data |Potential
yp Steward Sources Analytical Method
Beneficiaries on housing and/or focus Descriptive
will experience groups with statistics
improved beneficiaries Multivariable
connectigns to Beneficiary regression*
community- survey Chi-square test/
based services. ANOVA/t-test/
Wilcoxon-Mann-
Whitney test/
Kruskal Wallis test*
Provider report on N/A N/A N/A Focus group TA
housing experience of with providers
beneficiaries
RQ4: Will the Demonstration maintain or decrease the cost of care?
H4.1: The Per member per N/A Total cost for Total months of Claims/ Descriptive trends
Demonstration month cost for members who eligibility for encounter data over time
will maintain or members who received HRSN members who Eligibility data
decrease the received HRSN services received HRSN
cost of care. services services

RQ1: Will the Demonstration support beneficiaries’ recovery journey?

H1.1: The What actions did the  N/A N/A N/A Group TA
Commonwealth Commonwealth take interviews
will take actions to increase the and/or focus
to increase the utilization of RRSS? groups with
utilization of Commonwealth
RRSS. staff,

workgroups,

and providers
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Hypothesis Measure Measure |Numerator Denominator Potential Data |Potential
Steward Sources Analytical Method
What were the barriers N/A N/A N/A Group TA
and facilitators to interviews
implementing and and/or focus
operating the RRSS groups with
program? Commonwealth
staff,
workgroups,
and providers
H1.2: The Count and rate of N/A Beneficiaries who  Beneficiaries Claims/ Descriptive trends
Demonstration RRSS utilization utilized RRSS eligible for RRSS  encounter data over time
will increase the services Eligibility data ~ ANOVA/t-test/
uptake of RRSS Wilcoxon-Mann-
services. Whitney test/

Kruskal Wallis test*

RQ2: Will the Demonstration improve healthcare outcomes?

H2.1: The Count and rate of N/A Beneficiaries who  Beneficiaries who  Claims/ Descriptive trends
Demonstration  outpatient BH services utilized outpatient  utilized RRSS encounter data over time
will improve the services for BH Eligibility data ~ ANOVA/t-test/
utilization of Wilcoxon-Mann-
approprigte, Whitney test/
community- Kruskal Wallis test*
based . . . . .
healthcare Access to Adjusted Number of unigue  Number of unique Claims/ Descriptive trends
services. preventative/ SMI Metric beneficiaries beneficiaries who  encounter data over time
ambulatory health #26 (de-duplicated utilized RRSS Eligibility data ~ ANOVA/t-test/
services total) who had an Wilcoxon-Mann-
ambulator;y or Whitney test/
preventative care Kruskal Wallis test*
visit
Count and rate of MAT N/A Beneficiaries with  Number of unique  Claims/ Descriptive trends
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Hypothesis

Measure

Measure
Steward

Numerator

Denominator

Potential Data
Sources

Potential
Analytical Method

H2.2: The
Demonstration
will decrease
ED utilization,
inpatient
admissions, and
readmissions
for SUD.

H2.3: The
Demonstration
will improve
healthcare
outcomes.

Mercer

ED utilization for SUD Adjusted

per 1,000 Medicaid
Beneficiaries

Inpatient admissions
for SUD per 1,000

SUD Metric
#23

Adjusted
SUD Metric

Medicaid Beneficiaries #24

Readmissions for SUD Adjusted

SUD Metric
#25

Beneficiary self-report N/A

on improved health
(physical and mental
health)

at least one claim
for MAT

Number of ED
visits for SUD

Number of
inpatient stays for
SuUD

Number of 30-day
readmissions

N/A

beneficiaries who
utilized RRSS

Number of unique
beneficiaries who
utilized RRSS

Number of unique
beneficiaries who
utilized RRSS

Number of index
hospital stays
among
beneficiaries who
utilized RRSS

N/A

encounter data
Eligibility data

Claims/
encounter data

Eligibility data

Claims/
encounter data

Eligibility data

Claims/
encounter data

Eligibility data

Interviews
and/or focus
groups with
beneficiaries
Beneficiary
survey

over time
ANOVA/t-test/
Wilcoxon-Mann-
Whitney test/
Kruskal Wallis test*

Descriptive trends
over time
ANOVA/t-test/
Wilcoxon-Mann-
Whitney test/
Kruskal Wallis test*

Descriptive trends
over time
ANOVA/t-test/
Wilcoxon-Mann-
Whitney test/
Kruskal Wallis test*

Descriptive trends
over time
ANOVA/t-test/
Wilcoxon-Mann-
Whitney test/
Kruskal Wallis test*

TA

Descriptive
statistics

Multivariable
regression*

Chi-square test/
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Hypothesis

Measure

Opioid overdose rate
and count

Measure
Steward

N/A

Numerator Denominator

Number of unique
beneficiaries who
utilized RRSS

Number of opioid
overdoses

Potential Data |Potential

Sources

RRSS provider
collected data

Claims/
encounter data

Eligibility data
Vital statistics

Analytical Method

ANOVA/t-test/
Wilcoxon-Mann-
Whitney test/
Kruskal Wallis test*

Descriptive trends
over time
ANOVA/t-test/
Wilcoxon-Mann-
Whitney test/
Kruskal Wallis test*

RQ3: Will the Demonstration improve beneficiaries’ integration into the community?

H3.1: The
Demonstration
will increase the
number of
beneficiaries
with stable
housing and
employment.

Mercer

Beneficiary self-report N/A

on their experiences
with finding housing
and/or employment
post-RRSS
participation

Provider actions to
address HRSN and
connect beneficiaries
to HRSN services

Count of referrals to
housing and
employment
community-based

N/A

N/A

N/A N/A

N/A N/A

Individuals referred Number of unique
to CBOs beneficiaries who
addressing housing utilized RRSS
and employment

Interviews
and/or focus
groups with
beneficiaries
Beneficiary
survey

RRSS provider-
collected data

Focus groups
with providers

KHIE

Kynect
Resources

Claims/

TA

Descriptive
statistics
Multivariable
regression*
Chi-square test/
ANOVA/t-test/
Wilcoxon-Mann-
Whitney test/
Kruskal Wallis test*

TA

Descriptive trends
over time
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Hypothesis

Measure

Measure
Steward

Numerator

Denominator

Potential Data
Sources

Potential
Analytical Method

H3.2: The
Demonstration
will improve
beneficiaries’
readiness for
recovery.

H3.3: The
Demonstration
will support
community
integration.

organizations (CBOs)

Beneficiary self-report N/A

on ability/readiness to

engage in recovery
programming

Beneficiary self-report N/A

on feeling prepared to

integrate into the
community/feeling
integrated into the
community

N/A

N/A

N/A

N/A

RQ4: Will the Demonstration improve beneficiary experience and quality of care?

encounter data
Eligibility data

Interviews
and/or focus
groups with
beneficiaries
Beneficiary
survey

RRSS provider-
collected data

Interviews
and/or focus
groups with
beneficiaries
Beneficiary
survey

RRSS provider-
collected data

TA

Descriptive
statistics
Multivariable
regression*
Chi-square test/
ANOVA/t-test/
Wilcoxon-Mann-
Whitney test/
Kruskal Wallis test*

TA

Descriptive
statistics
Multivariable
regression®
Chi-square test/
ANOVA/t-test/
Wilcoxon-Mann-
Whitney test/
Kruskal Wallis test*

H4.1: The
Demonstration
will improve
beneficiary

What actions did the
Commonwealth take

to improve beneficiary
experience and quality

experience and of care?

quality of care.

Mercer

N/A

N/A

N/A

Group
interviews
and/or focus
groups with
beneficiaries,
Commonwealth

TA

Descriptive
statistics

Multivariable
regression*

Chi-square test/
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Hvpothesis Measure Measure Numerator Denominator Potential Data |Potential
yp Steward Sources Analytical Method
staff, and ANOVA/t-test/
providers Wilcoxon-Mann-
Beneﬁciary Whltney test/
survey Kruskal Wallis test*
Beneficiary self-report N/A N/A N/A Interviews TA
on experience with and/or focus Descriptive
RRSS program groups with statistics
beneficiaries Multivariable
Beneficiary regression*
sy Chi-square test/

RRSS provider- ANOVA/t-test/

collected data  \Wilcoxon-Mann-
Whitney test/
Kruskal Wallis test*

RQ5: Will the Demonstration maintain or decrease the cost of care?

H5.1: The Per member per N/A Total cost Total months of Claims/encount Descriptive trends
Demonstration month cost eligibility for er data over time

will maintain or members who Eligibility data

decrease the utilized RRSS

cost of care.

Note(s): An asterisk (*) in the “Potential Analytical Methods” column indicates that the analyses are only possible if adequate data are
available. For the HRSN/Recuperative Care Pilot program, analyses such as DID, ITS, and ANOVA/t-test/Wilcoxon-Mann-Whitney
test/Kruskal Walllis test are feasible only if adequate pre-Demonstration data are available of individuals who are eligible for HRSN
services based on the program requirements and/or adequate data is available on individuals who are eligible for recuperative care
services but did not receive them due to the lack of availability in their area. For RRSS program, analyses such as multivariable
regression and chi-square test/ANOVA/t-test/Wilcoxon-Mann-Whitney test/Kruskal Wallis test are only feasible if adequate data is
available on individuals who are eligible for RRSS but did not receive RRSS services. For RQs leveraging beneficiary surveys,
analyses are contingent on the ability to field beneficiary surveys successfully such that response rates are sufficient to support
analyses.
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Analytical Methods

As noted above in Table 4, Mercer will use a combination of quantitative and qualitative
analytical methods to evaluate the Demonstration. Absent the ability to randomize treatment,
this evaluation will leverage quasi-experimental methods such as ITS and DID, with the
caveat that feasibility of the aforementioned methods relies on data availability. Mercer will
stratify analyses to assess whether the relationship between the policy and outcome of
interest differs by different subpopulations of interest. Qualitative methods will include TA of
key informant interviews and focus groups and document review.

The sections below describe quasi-experimental methods Mercer will leverage to estimate
the impact of the Demonstration policies. Methodological limitations and considerations
related to these methods are discussed in detail in Section 4, “Methodological Limitations.”

DID

DID analyses can be utilized when a comparison group and pre-intervention data are
available. For instance, the RRSS program is not widely available in all areas of the
Commonwealth. In the ideal DID situation, the treatment group would be individuals in
counties with recuperative care providers and the control group would be individuals in
counties without a recuperative care provider, and in this case it is reasonable to assert that
those who do not have access to recuperative care serve as a valid counterfactual for the
treatment group. Mercer will attempt to link HMIS and claims/encounter/eligibility data to
identify individuals experiencing homelessness that did (treatment group) versus did not
have access to recuperative care services (control group) before or after their procedure.
DID analyses rely on a key assumption, the parallel trends assumption, which assumes that
absent the treatment (or policy intervention), the average outcomes for the treatment and
control groups would follow the same trajectory over time. This assumption allows us to
interpret the DID estimate as the causal impact of the treatment.

Yit = Po + P1Posty + BoTrt; + P3(Post, X Trty) + v X + ¢ (1)

Equation 1 above represents a DID model for assessing the impact of a treatment, like the
Commonwealth’s 1115 Demonstration programs, with Y;: representing the outcome measure
of interest for a given beneficiary i at time t. Trt; represents a binary indicator for whether the
individual received the treatment (or program benefit). Post; is a binary indicator equal to 1
after the program was implemented, and equal to 0 pre-implementation. Post; x Trtjis an
interaction term that captures the DID effect (difference in the outcome change over time
between the treatment and control groups). Xi: is a vector of control variables and ¢;;
represents unobservable factors that may affect the outcome.

To assess differences between subpopulations, analyses will either be stratified, or DID
regressions will be modified to accommodate testing differences in outcomes between
different subpopulation groups.
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Figure 4: Example of DID Graphical Representation
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Where an appropriate comparison group cannot be identified to accommodate a DID, ITS
analyses will be used if sufficient pre-treatment and post-treatment data are available.
Specific outcome measure(s) will be collected for multiple time periods both before and after
the start of the intervention. Segmented regression analysis will be used to statistically
measure the changes in level and slope in the post-intervention period (after the
Demonstration was initiated) compared to the pre-intervention period (before the
Demonstration). The ITS design uses historical data to forecast the counterfactual of the
evaluation (i.e., what would happen if the Demonstration did not occur). Mercer proposes
using basic time series linear modeling to forecast these counterfactual rates for three
years following the Demonstration implementation. The more historical data available, the
better these predictions will be, but in general, Mercer should have access to quarterly data
for three pre-implementation years and three post-implementation period years.*' Mercer will
use the implementation date as the start of the post-implementation period for any ITS
analysis. Planned implementation dates are noted above in Table 3, but may change as the
state continues to implement its programs. If dates change, Mercer will adjust the ITS
analyses to accommodate such a change.

Figure 5 below illustrates an ITS design that uses basic regression forecasting to establish
the counterfactual; this is represented by the grey line in the graphic. The counterfactual is
based on historical data (the blue line). It uses time series averaging (trend smoothing) and
linear regression to create a predicted trend line (shown below as the green line). The purple

4 Hategeka C, Ruton H, Karamouzian M, Lynd LD, Law MR. “Use of interrupted time series methods in the evaluation of health system quality improvement
interventions: a methodological systematic review.” BMJ global health, Volume 5 Issue 10 (2020).
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line in the graph is the (sample) actual observed data. Segmented regression analysis will be
used to statistically measure the changes in level and slope in the post-intervention period
compared to the predicted trend (see “effect” in the graph below).

Figure 5: Example of ITS Graphical Representation

Sample Interrupted Time Series:
Rates of Follow Up 30 days Post Mental Health Hospitalization

Demonstration
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Yit = Bo + p1Post, + B,Timey + B3(Post, X Time,) + yX;+ + €+ (2)

Equation 2 depicts an ITS regression where Y;; representing the outcome measure of
interest for a given beneficiary i at time t. Post; is a binary indicator that is equal to 1 for
observations after the policy implementation, and equal to O for observations pre-policy
implementation. Time; is a continuous variable for time and captures underlying trends in the
outcome over time. Post; x Time; is an interaction term that allows for differential time trends
between the pre- and post-policy implementation periods. Finally, X; is a vector of control
variables and ¢;; represents unobservable factors that may affect the outcome.

To assess differences between subpopulations, analyses will either be stratified, or ITS
regressions will be modified to accommodate testing differences in outcomes between
different subpopulation groups.

Additional Multivariable Regression Analyses

Additionally, when appropriate, Mercer will conduct multivariable regression analyses to
assess the associational relationship between the Demonstration and outcomes of interest
as well as stratified analyses by subpopulation to understand how differences in beneficiary
characteristics 42 such as age, sex, pregnancy status, contribute to the relationship between
the Demonstration and outcomes of interest.

The multivariable regression equation is depicted below:
Yie = Bo + PiTreatment; + yX; ¢ + &+ (3)

Borepresents the baseline observation and 31 represents the relationship between receipt of
reentry services and the outcome Y. Xj;is a vector of control variables and ¢;; represents
unobservable factors that may affect the outcome. The above regression can be adjusted
and stratified by subpopulations of interest, as noted above, to assess whether the

42 Grant SW, Hickey GL, Head SJ. “Statistical primer: multivariable regression considerations and pitfalls.” European Journal of Cardio-Thoracic Surgery,
Volume 55 Issue 2 (2019), pp. 179-185. https://academic.oup.com/ejcts/article/55/2/179/5265263.
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relationship between receiving reentry services through the Demonstration (i.e., the
treatment) varies by subpopulation categories.

Additional Details on Statistical Tests

Mercer will leverage statistical tests such as t-tests, ANOVA, chi-square test, and so on, to
assess whether differences between groups are statistically significant at the 95% level. The
choice of statistical test will depend on the nature of the outcome measure and the
dependent variable. The table below details how Mercer will select the appropriate statistical
test, using the HRSN/recuperative care policy as an example. The appropriate statistical
tests will also be utilized to assess differences in outcome measures by subpopulations of
interest via stratified analyses. To assess differences between subpopulations, analyses will
be stratified by the relevant subpopulation categories.

Table 5: Strategy for Selecting Statistical Test

Nature of |Nature of Statistical Example
Outcome Independent | Test

Measure Variable (IV)

Categorical Categorical Chi-square Relationship between “beneficiary self-report
test on housing” and “receipt of HRSN services
among those who were eligible for HRSN.”

Interval Categorical T-test (when Relationship between “rate of ED utilization”
(assumes IV has 2 and “receipt of HRSN services” (IV has 2
normal levels) levels: “Yes” or “No,” and assumes rate of ED
distribution) ANOVA (when Uutilization is normally distributed).
IV has 2+ Relationship between “rate of ED utilization”
levels) and “receipt of HRSN services” (IV has 3
levels: “Yes,” “No,” or “Missing,” and assumes
rate of ED utilization is normally distributed).
Interval Categorical  Wilcoxon- Relationship between “rate of ED utilization”
(does not Mann-Whitney and “receipt of HRSN services” (IV has 2
assume test (when IV levels: “Yes” or “No,” and does not assume rate
normal has 2 levels) of ED utilization is normally distributed).
distribution) Kruskal Wallis Relationship between “rate of ED utilization”

test (when IV and “receipt of HRSN services” (IV has 3

has 2+ levels) levels: “Yes,” “No,” or “Missing,” and does not
assume rate of ED utilization is normally
distributed).

Qualitative Analysis

Mercer will conduct qualitative data collection at two time points: mid- to late 2027 and early
to mid-2030. The first round of data collection will capture the early implementation activities
and actions that occurred early in the Demonstration’s implementation (i.e., “ramp up” period)
and the first year and one-half of service provision. The second round of qualitative data
collection will occur once the Demonstration has matured and will help illuminate how
processes have changed over time, as well as individuals’ perceptions on the barriers and
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facilitators to Demonstration success. Table 6 below provides additional detail on the
qualitative data collection efforts.

Table 6. Qualitative Data Collection

Respondent Type Data Collection Technique (number)

Providers Focus groups (3, one per demonstration component)
MCOs Group interviews (5, one per MCO)
State Representatives Group interview (1-3)
Beneficiaries Interviews (15 beneficiaries), or,
Focus groups (3-5), or,
Survey
BAC Group interview (1)

Mercer will schedule its qualitative data collection efforts so that beneficiary interviews, focus
groups, or surveys take place after other qualitative data collection activities are completed.
This approach enables Mercer to leverage insights from other demonstration participants,
such as providers, as to the best way to recruit beneficiaries and gain their insights. Mercer’s
preferred approach is to conduct focus groups or interviews with beneficiaries, as these
provide more in-depth information about their experiences. However, given the nature of the
demonstration and the services provided, some beneficiaries may be experiencing
homelessness, disconnection from social services, and/or other life circumstances that make
participation in a one-hour-long interview difficult. As a result, Mercer may need to leverage
beneficiary surveys as a lower-barrier method to capture beneficiaries’ experiences.
Additionally, Mercer plans to engage with the BAC to further inform the understanding of
beneficiary experiences.

Standardized interview guides will be developed based on the logic models and leverage
aspects of the “Consolidated Framework for Implementation Research.”3 If Mercer proceeds
to field a beneficiary survey, the survey questions will be based on the research questions
and logic models. Mercer will collaborate with the Commonwealth, MCOs, and providers to
identify any existing surveys that are fielded or used that could provide relevant questions or
data. Mercer will work closely with these stakeholders to identify the best way to field the
survey. For example, it may be preferable for case managers to share the survey link with
beneficiaries they work with during meetings to promote higher response rates, rather than
Mercer sending out a survey via email that may be seen as impersonal by the beneficiary.
Given the expected small number of beneficiaries for recuperative care and RRSS, the
survey will be shared with all beneficiaries as opposed to a random sample. Mercer will
develop the survey through an online web tool (i.e., Microsoft forms) that can be accessed by
beneficiaries via a mobile phone or computer.

Mercer will develop a code book based on the standardized interview guides to analyze the
interview transcripts. TA of qualitative data will allow Mercer to draw conclusions from a
diverse range of experiences and viewpoints. Mercer will work with the Commonwealth and
other partners to understand the best way to collect information on beneficiary experience,

4 Consolidated Framework for Implementation Research, Research Team, Center for Clinical Management Research. 2024. https://cfirguide.org/.

Mercer 43


https://cfirguide.org/

TEAMKY Section 1115 Demonstration Evaluation Design

be that through an interview, focus group, or survey. For any survey that is fielded, Mercer
will conduct descriptive statistics and other tests as appropriate on survey answers, as well
as conduct TA on open-text responses.

Mercer
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Section 4

Methodological Limitations

All analyses are subject to data availability and completeness. Some data sources may be
insufficient to complete the analyses as proposed or contain errors that will impact the ability
to perform the proposed analyses. Although Mercer will strive to use appropriate comparison
populations to conduct DID tests, other proposed analytical measures (such as ITS, t-tests,
or descriptive trends over time) preclude causal interpretation. DID analyses rely on the
parallel trends assumption, which states that the treatment group and control group would
have trended similarly in the outcome variables absent the Demonstration. To assess the
plausibility of this assumption, Mercer will visually examine trends for the outcomes of
interest between the treatment and control group. Additionally, since participation or receipt
of the Demonstration’s benefits may not always be determined by the location where their
medical services are received, it is possible that analysis results could be biased by
characteristics that influence a member to select treatment or control group assignment. If
data permits, Mercer will consider inclusion of control variables to DID models to account for
underlying differences between the treatment and control group.

ITS also requires a sufficient number of pre- and post-implementation data points. The
amount and accuracy of historical data pre-implementation could impact the ability to use ITS
to derive robust estimates. Furthermore, ITS analyses are not feasible in some instances,
such as for the RRSS Demonstration analyses, as pre-implementation data related to the
incarcerated population is unlikely to be available. A key assumption of ITS is that there are
no concurrent interventions or policy changes; Mercer will describe any confounding policy
changes when analyzing results.

When DID and ITS are not feasible, Mercer will perform descriptive analyses. Mercer will
utilize a one-group post-test-only design (also referred to as descriptive trends over time
analyses) that will track outcomes over time to assess trends post-implementation,
consistent with CMS’ recommendations in “Selecting the Best Comparison Group and
Evaluation Design: A Guidance Document for State Section 1115 Demonstration
Evaluations.”** Other approaches include pre-post comparisons and comparisons of means
between treatment and control groups. Although these findings preclude causal
interpretation, they still provide insight into the relationship between the policy and outcomes
of interest.

Given the complexity of Medicaid policy and public health, it is possible that there are other
external factors occurring at the same frame that impact the observed post-treatment
outcomes. For example, for RRSS findings, Mercer will also assess how the reentry policy
for individuals leaving incarceration and the SUD Demonstration (given the overlap in target
populations) may have also contributed to findings related to RRSS. Mercer will leverage
qualitative findings from interviews/focus groups and review new policies and programs to

4 Bradley K, Heeringa J, Pohl RV, Reschovsky JD, Samra M. “Selecting the Best Comparison Group and Evaluation Design: A Guidance Document for State
Section 1115 Demonstration Evaluations.” CMS. October 2020. https://www.medicaid.gov/medicaid/section-1115-demo/downloads/evaluation-
reports/comparison-grp-eval-dsgn.pdf.
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evaluate their potential connections to the models under consideration, and how they may
impact the interpretation of findings.

Although Mercer is confident that the data sources proposed above should contain all
required data elements needed to calculate the proposed measures, there is a possibility that
the data needed for some metrics will not be available or will require a high level of
cleaning/matching between sources to create a useable data set for analysis. Once the
appropriate data sources and data elements are identified, Mercer will work with the
Commonwealth as needed to acquire and integrate data sources; potential delays in
executing data access agreements or memorandums of understanding may cause barriers to
calculating measures in time for the Interim or Summative Evaluations. If any proposed
metrics are not feasible, Mercer will assess the data from the Commonwealth and its state
partners to determine whether an alternative measure is feasible and appropriate. If that is
the case, Mercer will document any changes and rationale in the Interim and/or Summative
Evaluation Reports, as applicable.

Although Mercer will use qualitative data collected from key informant interviews and focus
groups to understand policy and implementation changes that may impact the quantitative
findings, qualitative research methods have their own set of methodological limitations.
Qualitative research focuses on a specific group of individuals’ experiences with a policy or
policy change and therefore has limited generalizability. Qualitative data is also subject to
bias and reflects the individual informant’s perspective and experience of the program.
Mercer will attempt to limit the impact of this by collecting data from a variety of sources and
the use of standardized interview guides. Mercer will check for inter-rater reliability when
coding interviews. Surveys are limited in their usefulness by their response rate and
responses can be biased if questions are constructed poorly, encourage skip patterns,
and/or encourage non-answers. Mercer will work with the Commonwealth and partners to
determine whether a survey is the best method through which to collect beneficiary
experience. Mercer recognizes that some beneficiaries served by Demonstration
components may be difficult to recruit for any qualitative data collection or that programs may
be too small to produce the number of respondents needed for robust data analysis.
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Section 5

Attachments

As part of the STCs set forth by CMS, the Commonwealth is required to arrange with an
independent party to conduct an evaluation of the reentry Demonstration to ensure the
necessary data is collected at the level of detail needed to research the approved Hs.

Mercer was chosen as the independent evaluator through an Individual Project Request
process. Mercer will develop the Evaluation Design, calculate the results of the study,
evaluate the results for conclusions, and write the Interim and Summative Evaluation
Reports. Mercer has over 25 years of experience assisting state governments with the
design, implementation, and evaluation of publicly sponsored healthcare programs. Mercer
currently has over 25 states under contract and has worked with over 35 different states in
total. They have assisted states like Arizona, Connecticut, Missouri, and New Jersey in
performing independent evaluations of their Medicaid programs, many of which included
1115 Demonstration waiver evaluation experience. Given their extensive experience, the
Mercer team is well equipped to work effectively as the external evaluator for the
Demonstration project.

The table below includes contact information for the lead coordinators from Mercer for the
evaluation.

Table 6: Contact Information

Name Position Email Address

Nicole Comeaux Engagement Leader nicole.comeaux@mercer.com

Stacy Smith Project Manager stacy.smith@mercer.com

Faye Miller Contract Manager  faye.miller@mercer.com

Tonya Aultman-Bettridge, PhD Evaluator taultman-bettridge @triwestgroup.net
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Appendix A
Conflict of Interest

Mercer's Government specialty practice does not have any conflicts of interest, such as
providing services to any MSO or healthcare providers doing business in the Commonwealth
under the Commonwealth program or to providing direct services to individual recipients.
One of the byproducts of being a nationally operated group dedicated to the public sector is
the ability to identify and avoid potential conflicts of interest with our firm’s multitude of
clients. To accomplish this, market space lines have been agreed to by our senior
leadership. Mercer's Government group is the designated primary operating group in the
Medicaid space.

Before signing a contract to work in the Medicaid market, either at the state level or
otherwise, we require any Mercer entity to discuss the potential work with Mercer’s
Government group. If there is a potential conflict (i.e., work for a Medicaid health plan or
provider), the engagement is not accepted. If there is a potential for a perceived conflict of
interest, Mercer’'s Government group will ask our state client if they approve of this
engagement, and we develop appropriate safeguards such as keeping separate teams,
restricting access to files, and establishing process firewalls to avoid the perception of any
conflict of interest. If our client does not approve, the engagement will not be accepted.
Mercer has collectively turned down a multitude of potential assignments over the years to
avoid a conflict of interest.

Mercer is a technical assistance provider for the Commonwealth on a separate Medicaid
project. Given that Mercer is acting as both technical assistance provider and independent
evaluator for this project, Mercer has implemented measures to ensure there are no
perceived conflicts of interest and project teams do not overlap. The Mercer and TriWest
teams are functionally and physically separate from the technical assistance team, and the
contract does not include any performance incentives that would contribute to a perception of
conflicted interests between technical assistance services and the independence of the
evaluation process.

In regards to Mercer’s proposed subcontractors, all have assured Mercer there will be no
conflicts and that they will take any steps required by Mercer or DMS to mitigate any
perceived conflict of interest. To the extent that we need to implement a conflict mitigation
plan with any of our valued subcontractors, we will do so. Mercer, through our contract with
DMS, has ensured that it presently has no interest and will not acquire any interest, direct or
indirect, which would conflict in any manner or degree with the performance of its services.
Mercer has further ensured that in the performance of this contract, it will not knowingly
employ any person having such interest. Mercer additionally certified that no member of
Mercer’'s Board or any of its officers or directors has such an adverse interest.
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Appendix B
Evaluation Budget

Table B.1 presents the budget for the evaluation for the SMI, HRSN, and RRSS components of the TEAMKY Demonstration. Budget
estimates include hours for staff, development of data collection instruments, development of metrics and determination of data
sources, data cleaning and ingestion, data collection, analysis, and report writing.

Table B.1: Evaluation Budget

Category SFY 2025| SFY 2026| SFY 2027 SFY 2028 |SFY 2029 SFY 2030 SFY 2031 SFY 2032

Project Management $33,467  $39,290  $37,745  $33,828  $36,818  $36,818  $36,815  $36,815 $291,596
Evaluation Design $37,530  $20,000 X X X X X x  $57,530
Interim Evaluation X $20,549 $16,220 $14,536 $15,822 $17,150 X X $84,277
Report

Midpoint X X x  $75,000 $15,000 X X x  $90,000
Assessment

Summative X X X X X $44,587 $19,000 $63,587
Evaluation Report

Data $89,012 $168,846 $191,053 $171,222 $186,361 $191,053 $95,526 x $1,093,073

Table B.2: Hours by Evaluation Staff Role

Project Principal Senior Consultant Project and

Director Consultant Consultant Consultant| Administrative Support
SFY 2025 140 130 150 114 55 23 612
SFY 2026 215 200 226 172 80 75 968
SFY 2027 215 200 226 172 80 75 968
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Project Principal Senior Consultant Junior Project and

Director Consultant Consultant Consultant| Administrative Support
SFY 2028 215 200 226 172 80 75 968
SFY 2029 215 200 226 172 80 75 968
SFY 2030 215 200 226 172 80 75 968
SFY 2031 215 200 226 172 80 75 968
SFY 2032 215 200 226 172 80 75 968
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Appendix C

Potential Timeline and Major

Deliverables

The table below highlights key evaluation milestones and activities for the Demonstration and
the dates for completion. Dates are estimated based on a full approval date of

January 1, 2025.

Table C.1: Deliverables
Deliverable

STC Reference |Date

Submit Evaluation Design to CMS

Final Evaluation Design

SMI Midpoint Assessment Due

Draft Interim Evaluation Report

Final Interim Evaluation Report
Draft Summative Evaluation Report Due 18

Months Following End of the Demonstration

Final Summative Evaluation Report

Mercer

103
103

60

106
106

107

107

June 10, 2025

60 days after comments
received from CMS

60 days after
December 12, 2027

December 31, 2028

60 days after CMS
comments received

July 2031

60 days after CMS
comments received
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TEAMKY Section 1115 Reentry Demonstration Evaluation Design

Section 1
General Background Information

On July 2, 2024, the Commonwealth of Kentucky (Commonwealth) received approval from
the Centers for Medicare & Medicaid Services (CMS) to amend its Section 1115
Demonstration to include pre-release services. The TEAMKY Demonstration (Project
Numbers 11-W-00306/4 and 21-W-00067/4) is a comprehensive Demonstration that
includes multiple components, including substance use disorder (SUD) and former foster
care youth waivers. The pre-release services, or reentry, Demonstration (here after referred
to as the Demonstration) allows the Commonwealth to provide certain services to eligible
individuals who are incarcerated in Commonwealth prisons or youth correctional facilities.
The TEAMKY Demonstration was approved for a five-year extension on December 12, 2024.
To meet CMS’ Special Terms and Conditions (STCs), the Kentucky Division of Medicaid
Services (DMS) must contract with an independent third party to evaluate the
Demonstration. DMS contracted with Mercer Government Human Services Consulting
(Mercer), part of Mercer Health & Benefits LLC, to develop the Evaluation Design for the
reentry Demonstration. The Mercer team includes Mercer and its subcontractors, TriWest
Group and HealthTech Solutions.

This document provides an overview of the planned evaluation for assessing the effects of
the Demonstration and follows CMS’ recommended structure for evaluation designs.

Demonstration History

The Commonwealth has leveraged section 1115 demonstrations in the past to address
serious healthcare needs for its beneficiaries. The TEAMKY (formerly KYHealth)
Demonstration was initially approved on January 12, 2018. The comprehensive
Demonstration includes expenditure authority that allows the Commonwealth to provide
services to otherwise eligible members with an SUD who are short-term residents in an
Institution for Mental Diseases (IMD) and includes coverage of former foster care youth who
were in foster care in another state. On June 16, 2020, the Commonwealth received
approval to remove a community engagement component of the waiver that was never
implemented. In November 2020, the Commonwealth submitted an application to provide
substance use treatment for eligible incarcerated members; this amendment was withdrawn
and the approved reentry Demonstration amendment was submitted in its stead to be
consistent with State Medicaid Directors Letter #23-003.8 On December 12, 2024,° CMS
approved the TEAMKY Demonstration for a further five year extension. The approval
included approval of additional components, including providing the Commonwealth
expenditure authority to provide services to members with a serious mental illness (SMl)

8 CMS. “Opportunities to Test Transition-Related Strategies to Support Community Reentry and Improve Care
Transitions for Individuals who are Incarcerated.” April 17, 2023. https://www.medicaid.gov/federal-policy-
guidance/downloads/smd23003.pdf

 CMS. Special Terms and Conditions. December 12, 2024. https://www.medicaid.gov/medicaid/section-1115-

demonstrations/downloads/ky-teamky-dmnstn-appvl-12122024.pdf
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who are short-term residents in an IMD, provide recuperative care services to adult
beneficiaries who are homeless or at risk of homelessness, and provide recovery residence
support services for individuals with an SUD for up to 90 days post-release from
incarceration.

Since 1970, there has been steady growth in the prison and jail population in Kentucky.
The Commonwealth chose to pursue a pre-release services Demonstration to address the
physical and behavioral health needs of its population. In 2022, 19,744 and 22,292
individuals were incarcerated in prisons and jails in Kentucky, respectively, resulting in an
incarceration rate of 437 per 100,000 people.!?

Incarcerated individuals have high rates of mental health conditions and SUDs. Estimates put
the prevalence of mental health conditions as high as 16% or 17% of incarcerated individuals
in state prisons and jails, compared to 5.5% of adults in the general population.'? 53% of
incarcerated individuals in state prisons and 68% of individuals in jails have an SUD,
compared to 16.5% of individuals aged 12 years and older in the general population.
Estimates suggest that one-third to two-thirds of incarcerated individuals have co-occurring
mental health disorders and SUDs. Individuals with a history of incarceration have higher
rates of asthma, high blood pressure, cancer, arthritis, tuberculosis, HIV, and hepatitis than
the general public. '3 Juvenile incarceration is associated with poorer physical and mental
health outcomes than youth never incarcerated or incarcerated as an adult. 4

A significant portion of incarcerated individuals in the US are pregnant or parenting
individuals. In data from 2020 through 2021, 12% of children in Kentucky reported having
had a parent who was ever incarcerated. *> Parental incarceration has been found to be
associated with youth substance use '® and mental health conditions, such as depression,
among children. !’ Additionally, a higher proportion of veterans are criminal justice-involved
than the civilian population. Studies have found that a large percentage of veterans involved
in the justice system have mental health and substance use diagnoses. '8 Research has also

10 Vera. “Incarceration Trends: Kentucky.” October 16, 2024. hitps:/trends.vera.org/state/KY.

n National Institute Of Corrections. Kentucky. 2022. https://nicic.gov/resources/nic-library/state-statistics/2022/kentucky-2022

2 Ssubstance Abuse and Mental Health Services Administration (SAMHSA). “Best Practices for Successful
Reentry From Criminal Justice Settings for People Living With Mental Health Conditions and/or Substance Use
Disorders.” SAMHSA Publication No. PEP23-06-06-001. Rockville, MD: National Mental Health and Substance
Use POlICV Laboratory. SAMHSA, 202 3. https:/store.samhsa.gov/sites/default/files/pep23-06-06-001.pdf

13 Office of Disease Prevention and Health Promotion. “Incarceration.” Accessed December 13, 2024.

https://odphp.health.gov/healthypeople/priority-areas/social-determinants-health/literature-summaries/incarceration

14 Barnert, Elizabeth S. et al. “Child Incarceration and long-term adult health outcomes: a longitudinal study.”
Int J Prison Health. March 2018: 26-33.
https://pmc.ncbi.nlm.nih.gov/articles/PMC6527101/#:~:text=Additionally%2C%?20individuals%20incarcerated%20as%20children,older%20ages%200r%20never%20incarce
rated.

15 The Annie E. Casey Foundation. “Kids Count Data Center: Commonwealth of Kentucky.” May 2023.

https://datacenter.aecf.org/data/tables/9688-children-who-had-a-parent-who-was-ever-
incarcerated?loc=19&loct=2#detailed/2/19/false/2043,1769.1696.1648.1603/any/18927,18928

6 Davis, Laurel and Rebecca J Shlafer. Smith Coll Stud Soc Work. December 2016: 53-58.

https://pmc.ncbi.nlm.nih.gov/articles/PMC5695888/#:~:text=Both%20present%20and%20past%20parental %20incarceration%20was%20significantly%20associated%20wit
h.practice%20and%20research%20are%20discussed.

17 Martin, Eric. “Hidden Consequences: The Impact of Incarceration on Dependent Children. National Institute
of Justice.” March 1, 2017. https:/nij.oip.gov/topics/articles/hidden-consequences-impact-incarceration-dependent-children
18 Holliday, Stephanie Brokers et al. “Identifying Promising Prevention Strategies and Interventions to Support

Justice-Involved Veteran S.” Rand. June 1 2, 2023. https://www.rand.org/pubs/perspectives/PEA1363-8.html
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found that criminal justice involvement is associated with a higher suicide risk for veterans. *°
In 2016, veterans composed 8% of the state prison population in the US.?°

The Commonwealth has a long history of addressing incarceration and its associated health
needs through legislative and policy actions. Bills passed in 2011 (House Bill 463) and 2015
(Senate Bill 192) emphasized treatment over incarceration through the creation of a drug
treatment court program and the Alternative Sentencing Worker Program and expanding
access to treatment. Senate Bill 90, passed in 2022, created the Behavioral Health
Conditional Dismissal Program, in which individuals receive behavioral health treatment in
lieu of incarceration; successful completion results in a dismissal of charges. Senate Bill 162
and House Bill 3 passed in 2023 provide resources for youth who have mental illness. Since
2016, the Kentucky Department of Corrections (DOC) has provided incarcerated individuals
with counseling and Vivitrol®; inmates can currently access buprenorphine for opioid use
disorder (OUD) at six state prisons. DOC also operates the Supporting Others in Active
Recovery program, in which participants engage in an evidence-based program and reentry
programs.

The Criminal Justice Kentucky Treatment Outcome Study, conducted by the Center on Drug
and Alcohol Research at the University of Kentucky, researches the outcomes and
experiences of individuals who participated in SUD treatment while incarcerated in the
Commonwealth. Data from July 2020 through June 30, 2021, found that 88.9% of those who
engaged in the substance use treatment program were living in stable housing and 76.7%
were employed 12 months following release. 23.3% of individuals had received
medication-assisted treatment (MAT) for opioids or alcohol.?!

The Medicaid inmate exclusion policy prohibits Medicaid funds from being used for medical
services for inmates while incarcerated, except during an inpatient hospital admission.
Historically, states were allowed to terminate rather than suspend Medicaid enrollment for
incarcerated individuals. The Commonwealth has suspended rather than terminated
Medicaid enrollment for incarcerated individuals since 2020. The TEAMKY reentry
Demonstration provides the Commonwealth with the opportunity to build on its already
significant work supporting incarcerated and newly released individuals.

Demonstration Overview

On December 12, 2024, the TEAMKY Demonstration was approved for January 1, 2025
through December 31, 2029. The reentry Demonstration had been temporary approved for
July 2, 2024 through December 31, 2024. The evaluation described in this design document
will include both an implementation assessment and outcome evaluation of the
Demonstration over the entire period: July 2, 2024 through December 31, 2029. Details for
each evaluation period are included in the Methodology section of this design.

19 Corr, Allison. “Veterans Who Have Been Arrested or Incarcerated Are at Heightened Risk for Suicide.” Pew
Charitable Trusts. November 8, 2023. https://www.pewtrusts.org/en/research-and-analysis/articles/2023/11/08/veterans-who-have-been-arrested-or-
incarcerated-are-at-heightened-risk-for-suicide
20 Office for Access to Justice. “Fact Sheet: Access to Justice is Access for Veterans.” Department of Justice. May
31, 2024. https://www.justice.gov/atj/fact-sheet-access-justice-access-veterans

21 Tillson, Martha et al. CJKTOS: Criminal Justice Kentucky Treatment Outcome Study FY2021. February 2022.

Criminal Justice Kentucky Treatment Outcome Study
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Demonstration Goals

The Demonstration’s overarching goal is to improve health and well-being for Medicaid
members who are incarcerated. The Demonstration will achieve this goal by increasing
access and continuity of care for incarcerated individuals by improving connections and
collaboration between carceral settings, community-based organizations (CBOs) and
providers, and state agencies. The Commonwealth’s goals are:

1. Improve access to services by increasing coverage, continuity of coverage, and
appropriate service uptake for eligible incarcerated adults and placed youths.

2. Improve coordination, communication, and connections between correctional systems,
Medicaid systems and processes, managed care plans, and community-based service
providers delivering enhanced services to maximize successful reentry post-release.

3. Reduce the number of avoidable emergency department (ED) visits, inpatient
hospitalizations, and all-cause mortality.

4. Increase additional investments in healthcare and related services to improve quality of
care for Medicaid beneficiaries in carceral settings and post-release reentry community
services.

Demonstration Activities

The Demonstration allows the Commonwealth to provide a suite of pre-release services for
individuals who are incarcerated in state prisons or youth correctional facilities. The
Commonwealth is authorized to provide:

+ Case management to assess and address physical and behavioral health needs.

* MAT services for all types of SUD as clinically appropriate, with accompanying
counseling/behavioral therapies.

* A 30-day supply of all prescription medications that have been prescribed for the
individual at the time of release and over-the-counter drugs (as clinically appropriate),
provided to the individual immediately upon release from the correctional facility,
consistent with approved Medicaid and Children’s Health Insurance Plan (CHIP) State
Plan coverage authority and policy.

Case management will also facilitate continuity of care and ensure continuity of service in
the community post-release from incarceration. These services can be provided no earlier
than 60 days prior to release. Individuals qualify for pre-release services if they were found
eligible for Medicaid or CHIP prior to or during incarceration.

The Commonwealth will achieve the above goals and provide the services noted above by
following the initiatives and actions outlined in the Commonwealth’s implementation plan.
The Commonwealth’s actions include:

* Maintaining and expanding coverage policies

— Continue to suspend rather than terminate Medicaid coverage.
— Adopt presumptive eligibility for justice-involved individuals.

— Consider a modified suspension policy for those with shorter incarceration stays.

Mercer
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* Investing in improved information systems

— Implement automated functionality for Medicaid and CHIP applications.

— Integrated disparate information systems.

— Utilize an automated system to predict and send alerts about release dates.
* Training and educating staff and beneficiaries

— Train facility staff on Medicaid and CHIP eligibility and applications.

— Implement comprehensive training programs for case managers.

— Educate incarcerated beneficiaries about their Medicaid and CHIP eligibility and
enrollment information.

* Developing standardized protocols and procedures
+ Expanding cross-sector collaboration and communication
— Utilizing person-centered care plans to refer individuals to appropriate services.

— Develop mechanisms for information sharing between case managers and providers.

Impacted Population Groups

The Demonstration is open to individuals who are inmates in state prisons or youth
correctional facilities, were deemed Medicaid- or CHIP-eligible prior to or during
incarceration, and have a release date no later than 60 days after initiation of services. The
Commonwealth utilizes a managed care delivery system for Medicaid and CHIP. Eligible state
prisons and youth correctional facilities operate in specific counties in the Commonwealth.
Eligible prisons operate in Bell, Caldwell, Elliot, Fayette, Floyd, Lee, Lyon, Mercer, Morgan,
Muhlenberg, Shelby, and Oldham counties. The six youth correctional facilities operate in
Adair, Graves, Kenton, Morgan, Rowan, and Wayne counties.

Mercer
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Section 2

Evaluation Questions and Hypotheses

The previous section outlined the Demonstration’s goals and activities. The driver diagram
below shows how the goals and activities from the Implementation Plan will advance the key
aims of the Demonstration, improve health outcomes, reduce all-cause deaths, and reduce
overdoses. We additionally hypothesize that the Demonstration will reduce recidivism,
which will support the long-term achievement of the Demonstration’s aims.

Driver Diagram

Figure 1. Driver Diagram

Kentucky 1115 Reentry Waiver Driver Diagram
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Hypotheses and Research Questions

The research questions and hypotheses below align with the aims and goals of the
Demonstration. Research questions will be used to test each hypothesis, and quantitative
and/or qualitative measures will be used to answer each research question. Refer to
Section 3 for more detail and a complete list of research questions, hypotheses, and

measures.
+ Goal 1: Improve access to services by increasing coverage, continuity of coverage,
and appropriate service uptake for eligible incarcerated adults and placed youths.

— RQ 1.1: Does the Demonstration increase coverage?

* Hypothesis 1: The Demonstration will increase the number of individuals who
have Medicaid after release from incarceration.

— RQ 1.2: Does the Demonstration increase the uptake of appropriate services
pre-release?

Mercer
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* Hypothesis 1: The Demonstration will increase the uptake of appropriate services
pre-release.

RQ 1.3: Does the Demonstration improve continuity of coverage and care?

* Hypothesis 1: The Demonstration will increase the number of individuals who
access Medicaid services post release.

* Goal 2: Improve coordination, communication, and connections between
correctional systems, Medicaid systems and processes, managed care plans, and
community-based service providers delivering enhanced services to maximize
successful reentry post-release.

RQ 2.1: Did the Demonstration improve coordination and communication between
correctional systems, Medicaid, managed care plans, and community-based
providers?

* Hypothesis 1: The Demonstration will improve coordination and communication
across sectors.

RQ 2.2: Does the Demonstration improve access to health-related social needs
(HRSN) services?

* Hypothesis 1: The Demonstration will increase the number of individuals
connected to HRSN services.

RQ 2.3: Does the Demonstration improve transitions of care?

* Hypothesis 1: The Demonstration will improve transitions of care.

* Goal 3: Reduce the number of avoidable ED visits, inpatient hospitalizations, and
all-cause mortality.

Mercer

RQ 3.1: Does the Demonstration improve healthcare outcomes?

* Hypothesis 1: The Demonstration will improve healthcare outcomes.

RQ 3.2: Does the Demonstration reduce ED visits and inpatient hospitalizations?

* Hypothesis 1: The Demonstration will reduce ED visits.

* Hypothesis 2: The Demonstration will decrease preventable inpatient admissions.
* Hypothesis 3: The Demonstration will decrease the 30-day readmission rate.

RQ 3.3: Does the Demonstration decrease the number of overdoses?

* Hypothesis 1: The Demonstration will decrease the number of overdoses.

* Hypothesis 2: The Demonstration will decrease the number of OUD overdoses.

RQ 3.4: Does the Demonstration reduce all-cause deaths in the near-term
post-release?

* Hypothesis 1: The Demonstration will decrease all-cause deaths in the first six
months following release.
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* Hypothesis 1: The Demonstration will decrease overdose deaths in the first six
months following release.

— RQ 3.5: Does the Demonstration decrease the recidivism rate?
* Hypothesis 1: The Demonstration will decrease the recidivism rate.

* Goal 4: Increase additional investments in healthcare and related services to
improve quality of care for Medicaid beneficiaries in carceral settings and
post-release reentry community services.

— RQ 4.1: Did the Demonstration increase additional investments in healthcare and
related services through the reinvestment plan?

* Hypothesis 1: The Demonstration will increase investment in additional healthcare
and related services through the reinvestment plan.

— RQ 4.2: How does the Demonstration impact costs?

* Hypothesis 1: The Demonstration will maintain or reduce per member per month
(PMPM) costs for members who received pre-release services.

Mercer
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Section 3
Methodology

Evaluation Design

The evaluation of the Demonstration will use a mixed-methods design that combines both
an implementation (process) and outcome evaluation to:
» Describe the progress made on specific Demonstration activities.

» Demonstrate change/accomplishments in each of the Demonstration drivers.
» Demonstrate progress on each of the Demonstration’s goals.

Mercer will utilize a mixture of qualitative and quantitative methods to evaluate the
Demonstration. Quantitative methods will include a mix of descriptive statistics,
pre-/post-tests, and the use of comparison groups when methodologically feasible. When
possible, Mercer will use interrupted time series (ITS) analysis to support an assessment on
the degree to which Demonstration activities impacted changes over time. Mercer will
conduct t-tests, ANOVA tests and/or multivariable regression to compare differences
between subpopulations to understand potential disparate impacts of the Demonstration.
Qualitative methods will include a series of interviews and focus groups with key informants
at different timepoints in the Demonstration: close to the go-live date of October 1, 2025,
mid- to late 2027, and early to mid-2030. The timing of the qualitative data collection will
support Mercer in understanding the barriers and facilitators to implementation and the role
of the Commonwealth’s actions in implementing the Demonstration. Key informants will be
key partners, potentially including:

« State officials/agency staff (DMS, DOC, Department of Juvenile Justice [DJJ])

+ Case managers and/or managed care organization (MCO) representatives

*  Workgroups and advisory committees (Advisory and Community Collaboration for
Reentry Services [ACRES], Behavioral Health Technical Advisory Committee [TAC], and
Persons Returning to Society from Incarceration TAC)

* Beneficiaries (with a specific effort to recruit parenting individuals and veterans)
*  Community providers and CBOs

Thematic analysis (TA) and content analysis will be used to draw conclusions from data
collected for qualitative review. TA is a method for identifying, analyzing, and interpreting
patterns of meaning within qualitative data. Since key informant interview and focus group
data includes individual opinions and subjective perspectives, TA allows for comparisons
across different stakeholders and stakeholder groups and uses systematic procedures for
generating text coding and themes. 22

Medicaid beneficiaries will include members of important subpopulation groups, such as
veterans and pregnant and/or parenting beneficiaries. This stratification supports Mercer in

22 Clarke, V., & Braun, V. “Thematic analysis.” (2017). The Journal of Positive Psychology, 12(3), 297-298
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understanding whether groups experienced Demonstration activities differently based on
differing levels of need.

Mercer will stratify metrics, when methodologically feasible and based on data availability,
by age, gender/sex, risk level/acuity level, race/ethnicity, geography, pregnancy status, and
veteran status. Research shows an association between incarceration and suicide for
veterans, as well as an association between poor outcomes and parental incarceration for
children. Mercer does not hypothesize that the Demonstration will have an intentional
impact on different subpopulations, as the Demonstration is not targeting activities to
specific groups. However, subpopulations interact with the medical community and justice
systems in differing ways, which may have an unintentional impact on the uptake and
continuation of services. Therefore, stratifying data by these subpopulations could highlight
areas for future Demonstration activities or other state actions.

To assess the extent to which the 60-days pre-release coverage timeline facilitated improved
outcomes beyond that of a more time-limited 30 days of pre-release coverage, Mercer will
additionally stratify analyses, when feasible and appropriate, by pre-release service level
(i.e., those beneficiaries who received services between 31 days to 60 days pre-release
period and those who only received services up to 30-days prior to release). This
stratification will help identify differences in outcomes based on service provision timing.
Additionally, Mercer will include “days of pre-release service provision,” counted as the days
between the first claim for pre-release services to release date, as a control variable in the
analyses to assess whether a longer period of pre-release service provision contributed to
improved outcomes.

Mercer is working with the Commonwealth to identify the data elements available to
properly define all subpopulations and control variables. Mercer is investigating using the
presence of pre-incarceration Medicaid or CHIP coverage as a control variable in the
Demonstration. Mercer is still working with the Commonwealth to determine the best
geographical unit to include in the Demonstration evaluation. Individuals released from
incarceration may first reside in a half-way home or other post-release housing before
eventually moving to other areas of the Commonwealth. This makes efforts to understand
impacts by geography difficult, as beneficiaries may interact with multiple different
community care systems during the life of the Demonstration. In places where Mercer is
unable to identify the proper data element or data is unavailable to conduct quantitative
analysis, Mercer will leverage qualitative data collection to investigate perceived disparities
in outcomes and barriers and facilitators to service delivery and cross-sector collaboration
and coordination.

Target and Comparison Populations

The target population of the evaluation is Medicaid and CHIP members who are eligible for
the Demonstration. As noted above, the Demonstration is open to individuals who are
inmates in state prisons or youth correctional facilities, were deemed Medicaid- or
CHIP-eligible prior to or during incarceration, and have a release date no later than 60 days
after initiation of services.

Mercer
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In Kentucky, inmates in DOC custody are generally held in a state operated correctional
facility. Due to capacity constraints at state operated prisons, DOC also partners with
county/local jails to house DOC inmates. Since reentry services through this 1115 authority
are only available at state prisons and youth correctional facilities, some DOC inmates
despite their eligibility for reentry services, may not receive them because they are housed
in facilities where reentry services are not available. Demonstration services are also
voluntary, and incarcerated individuals can refuse to participate in pre-release services.
Mercer investigated the use of two potential comparison populations: 1) DOC inmates
housed in county/local jails where 1115 reentry services are not available and 2) DOC
inmates of state run prisons who refuse pre-release services.

Mercer identified some potential challenges that may limit our ability to utilize the
aforementioned comparison groups. The ability to use a comparison population is based on
the ability to: 1) identify the population and 2) have data for the comparison population for
all measures. While Kentucky Medicaid data can determine the time period someone is
incarcerated, it alone cannot distinguish between a person incarcerated in a state operated
prison versus a county/local jail. To identify the location of incarceration, Medicaid data
would need to be matched to DOC data. Kentucky is in the process of including DOC and DJJ
data in the Kentucky Health Information Exchange (KHIE) and Mercer is working with the
Commonwealth to understand if it will be possible to use DOC and Medicaid data to identify
the target and comparison population in the historical data. Some other limitations of these
comparison groups include small sample sizes and selection bias; Mercer will discuss the
implications of these limitations in the Interim and Summative Evaluation Reports.

Mercer may also make comparisons between the subpopulations described above, in order
to better understand potential unintended differential impacts of the Demonstration on
certain groups. These comparisons may also help the Commonwealth to better understand
whether modifications of outreach, referral, or service delivery strategies are needed to
reduce disparities among some subpopulations.

Evaluation Period

The Demonstration is approved for January 1, 2025 through December 31, 2029. The
Evaluation Design described in this document includes both an implementation evaluation
and an outcome evaluation that will together encompass the entire Demonstration period,
as well as the temporary extension period of July 2, 2024 through December 31, 2024. The
full evaluation period is July 2, 2024 through December 31, 2029. Evaluation periods are
defined below.

Midpoint Assessment

The Midpoint Assessment will discuss early findings from the implementation evaluation
period. The primary goal will be to assess progress in achieving the milestones of the project
and conducting activities with fidelity to the original implementation plan. The outcome
evaluation data presented in the midpoint assessment will include a descriptive analysis of
available measures.

*  Midpoint Implementation Evaluation Period: July 2, 2024 through January 2027

Mercer



TEAMKY Section 1115 Reentry Demonstration Evaluation Design

* Midpoint Outcome Evaluation Period (descriptive only):
— Pre-Demonstration Period: January 1, 2024 to September 30, 2025
— Post-Demonstration Period: October 31, 2025 to January 31, 2027

Interim Evaluation Report

The Interim Evaluation Report will discuss implementation successes and challenges of the
waiver, particularly in the context of the Commonwealth’s ability to provide services with
fidelity to the original implementation plan (implementation evaluation) and early
indications of the effects of Demonstration activities (outcome evaluation). The interim
evaluation report will be submitted with a renewal application or by December 31, 2028.

* Interim Implementation Evaluation Period: July 2, 2024 through July 2027

* Interim Outcome Evaluation Period:
— Pre-Demonstration Period: January 2024 to September 2025
— Post-Demonstration Period: October 2025 to July 31, 2027

Summative Evaluation Report

The Summative Evaluation Report will focus primarily on the outcomes for people
participating in the Demonstration and costs to the Commonwealth. It will include the
degree to which implementation challenges and successes may have impacted results and
summarize key Commonwealth learnings.

+ Summative Implementation Evaluation Period: July 2, 2024 through December 31, 2029

— Interim Outcome Evaluation Period:
* Pre-Demonstration Period: January 1, 2024 to September 30, 2025
* Post-Demonstration Period: October 1, 2025 to December 31, 2029

Evaluation Measures and Data Sources

Mercer chose the measures for the evaluation that provide the most reliable data on which
to determine the impact of the evaluation on the outcomes of interest, namely improved
health outcomes and reduced deaths. Mercer is using both process measures and outcome
measures in its evaluation. When possible, evaluation metrics have been chosen from
nationally recognized measure stewards and from the Commonwealth’s submitted reentry
Monitoring Protocol. In some instances, Mercer will need to deviate from approved
technical specifications for established quality measures in order to capture the
Demonstration population. For example, Mercer may use a larger age range for some
measures and will restrict the inclusion criteria to those beneficiaries in the Demonstration
population (i.e., incarcerated people who were eligible for and/or accessed pre-release
services).

Table 1 below lists the proposed research questions, hypotheses, and measures for the
Demonstration evaluation, organized by goal. The table includes the measure steward, if

Mercer
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applicable, and all potential data source(s) and proposed analytical method(s). Mercer is
working with the Commonwealth and other relevant parties to determine data availability to
inform the final measures, analytical methods, and other specifications. Mercer will
potentially use data from Medicaid claims and encounters for the Commonwealth, DOC
(Kentucky Offender Management System [KOMS]) or DJJ systems (Juvenile Kentucky
Offender Management System [JKOMS]), the KHIE, Vital Statistics, case manager notes, and
data from kynect resources. kynect resources is a platform through which individuals can
find community organizations to address needs such as housing and transportation.
Community organizations can manage referrals and collaborate with other organizations
through the platform. 23 Mercer is working with the Commonwealth and other partners to
determine the data sources needed for all measures proposed below.

Mercer will also conduct TA on qualitative data collected through key informant interviews
and focus groups. Qualitative analysis will be used to understand the barriers and facilitators
to implementation of the Demonstration, as well as to provide context to the quantitative
findings. Mercer will interview a diverse set of key informants to capture the broadest range
of experiences possible.

23 The Commonwealth of Kentucky. “Kynect resources. Community Partners. Frequency Asked Questions.”

Accessed December 19, 2024. https://www.chfs.ky.gov/agencies/dms/kynect/krFAQCommunityPartners.pdf
Mercer
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Table 1. Evaluation Measures

Measure Numerator Denominator Potential Data Potential Analytical

Measure(s) Steward Sources Method

Goal 1: Improve access to services by increasing coverage, continuity of coverage, and appropriate service uptake for eligible

incarcerated adults and placed youths.

RQ 1.1: Does the Demonstration increase coverage?

Hypothesis 1: The Demonstration will increase the number of individuals who have Medicaid after release from incarceration.

Individuals eligible for pre- n/a Count of individuals eligible n/a Claims/encounter data Descriptive trends over time

release services for pre-release services (i.e., iy asias (one-group post-test-only

incarcerated in eligible design)
facilities, eligible for Medicaid KOMS and JKOMS L .
except for incarceration Multivariable regression
status) ANOVA/t-test
Individuals newly enrolled in n/a Number of individuals Number of individuals not ~ Claims/encounter data Descriptive trends over time
Medicaid following release enrolled in Medicaid at enrolled in Medicaid at time (one-group post-test-only

release who were not enrolled of incarceration Eligibility systems design)
in Medicaid at time of Multivariabl .
e TEEE ultivariable regression

ANOVA/t-test

RQ 1.2: Does the Demonstration increase the uptake of appropriate services pre-release?

Hypothesis 1: The Demonstration will increase the uptake of appropriate services pre-release.

Individuals receiving reentry n/a Number of individuals who Number of individuals Claims/encounter data Descriptive trends over time
services prior to release from received any pre-release eligible for pre-release Eliqibility dat (on(_e-group post-test-only
. . service services gibility data design)
incarceration (and by type of KOMS and JKOMS
service) an Multivariable regression
ANOVA/t-test
Commonwealth actions to increase n/g n/a n/a Interviews and focus TA
uptake of Demonstration pre-release groups with Medicaid
services (implementation of policies beneficiaries, case
and procedures to identity and serve managers, Kentucky
eligible members, changes in ACRES/advisory groups,
and DMS/DOC/DJJ
representatives
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Measure(s)

technology and information
management/sharing)

Member and case manager

experience with pre-release services

RQ 1.3 Does the Dem

Measure
Steward

Numerator

tration improve continuity of coverage and care?

Denominator

Potential Data
Sources

Hypothesis 1: The Demonstration will increase the number of individuals who access Medicaid-services post-release.

Potential Analytical
Method

Percentage of individuals who n/a

accessed community-based/

essential services within 7
days post-release

Percentage of members who
continued to access

community-based providers within

30 days, 6 months, and 1 year
following release

Percentage of individuals who

complete post-release follow-up with

case manager

Percentage of members who
continued with MAT following
release

Mercer

n/a

n/a

CMS

Adjusted SUD
Metric #12

Number of released
individuals who access
essential services within
7 days post-release

Number of released
individuals who
accessed essential
services within 30 days,
6 months, and 1 year
post-release (3 rates)

Number of released
individuals who had at
least one post-release
follow-up with case
manager within 30 days
of release

Number of released
individuals who received
at least one MAT
service post-release

Number of individuals
eligible for pre-release
services and have been
released

Number of individuals who
were eligible for pre-release
who accessed essential
services within 7 days
post-release

Number of individuals who
were eligible for pre-release
services and have been
released

Number of individuals who
received MAT during their
60-day pre-release period
and have been released

Claims/encounter data
Eligibility data

KOMS and JKOMS
KHIE

Claims/encounter data
Eligibility data

KOMS and JKOMS
KHIE

Claims/encounter data
Eligibility data

KOMS and JKOMS
KHIE

Claims/encounter data
Eligibility data

KOMS and JKOMS
KHIE

Descriptive trends over time
(one-group post-test-only
design)

Multivariable regression

ITS (pending data availability)
ANOVA/t-test

Descriptive trends over time

(one-group post-test-only
design)

Multivariable regression
ITS (pending data availability)
ANOVA/t-test

Descriptive trends over time
(one-group post-test-only
design)

Multivariable regression
ITS (pending data availability)
ANOVA/t-test

Descriptive trends over time
(one-group post-test-only
design)

Multivariable regression
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Measure Numerator Denominator Potential Data Potential Analytical
Measure(s)
Steward Sources Method
ITS (pending data availability)
ANOVA/t-test
Percentage of members who CMS/HEDIS Number of released Number of individuals who  Claims/encounter data Descriptive trends over time
accessed preventative and routine Ay Tovf i were eligible for pre-release _ . . .. (one-group post-test-only
L individuals who received > €l ;
healthcare visits (i.e., annual Adjusted SUD t t tati services and have been Eligibility data design)
check-ups) following release Metric #32 at leas Qne preventalive o jeased KOMS and JKOMS I .
etric and routine healthcare Multivariable regression
visit post-release KHIE ITS (pending data availability)
ANOVA/t-test
Percentage of members who n/a Number of released Number of individuals who  Claims/encounter data Descriptive trends over time
accessed behavioral health services, . were eligible for pre-release _ . . .. (one-group post-test-only
. individuals who have at > €lig P ;
among those with a SUD or SMI, | t R | services, have been Eligibility data design)
following release easi one e. gwora released, and have an KOMS and JKOMS L .
healthcare visit SUD/SMI diagnosis Multivariable regression
post-release KHIE ITS (pending data availability)
ANOVA/t-test
Perceptions on the Demonstration’s n/a n/a n/a Interviews and focus TA
impact on access to healthcare groups with Medicaid
services beneficiaries, case
managers,
ACRES/advisory groups,
and DMS/DOC/DJJ
representatives

Goal 2: Improve coordination, communication, and connections between correctional systems, Medicaid systems and processes,
managed care plans, and community-based service providers delivering enhanced services to maximize successful reentry
post-release.

RQ 2.1: Did the Demonstration improve coordination and communication between correctional systems, Medicaid, managed care plans, and community-based
providers?

Hypothesis 1: The Demonstration will improve coordination and communication across sectors.

Changes to data and n/a n/a n/a Interviews and focus TA

information sharing processes eI LA ezt
beneficiaries,
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Measure Numerator Denominator Potential Data Potential Analytical
Measure(s)
Steward Sources Method
Commonwealth actions to develop CBOs/providers, MCOs,
and implement referral processes ACRES/advisory groups,
and information sharing and DMS/DOC/DJJ
representatives

Changes to cross-sector
communication and collaboration

Commonwealth efforts to support
cross-sector collaboration

(i.e., trainings, outreach plans,
establishment of ACRES, policy
standardization)

Implementation, expansion, and use

of health information
technology/health information
exchange to support collaboration

RQ 2.2: Does the Demonstration improve access to HRSN services?

Document review

Hypothesis 1: The Demonstration will increase the number of individuals connected to HRSN services.

CBO referrals

Number and percentage of
individuals in stable housing 6
months post-release

Number and percentage of
individuals connected to
employment 6 months post-release

Mercer

n/a

n/a

n/a

Count of individuals
referred to CBOs

Number of individuals in
stable housing

Number of individuals
employed

Individuals who were
eligible for pre-release
services and are now
released

Number of released
individuals eligible for
pre-release reentry
services.

Number of released
individuals eligible for

Claims/encounter data
Eligibility data

kynect resources

Claims/encounter data
Eligibility data

kynect resources

Claims/encounter data

Eligibility data

Descriptive trends over time
(one-group post-test-only
design)

Multivariable regression
ITS (pending data availability)
ANOVA/t-test

Descriptive trends over time
(one-group post-test-only
design)

Multivariable regression
ITS (pending data availability)
ANOVA/t-test

Descriptive trends over time
(one-group post-test-only
design)
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Measure Numerator Denominator Potential Data Potential Analytical

Measure(s) Steward Sources Method

pre-release reentry kynect resources Multivariable regression
services.

ITS (pending data availability)
ANOVA/t-test

RQ 2.3: Does the Demonstration improve transitions of care?

Hypothesis 1: The Demonstration will improve transitions of care.

Commonwealth actions to n/a n/a n/a Interviews and focus TA

create and implement groups with Medicaid
beneficiaries,

standgrd processes for care CBOs/providers, MCOs,

planning and service delivery ACRES/advisory groups,

Changes in technology and and DMS/DOC/DJJ
representatives

information management/sharing

Member experience with transitions DIREUTE! FEE

of care and continuity of care

Goal 3: Reduce the number of avoidable ED visits, inpatient hospitalizations, and all-cause mortality.

RQ 3.1: Does the Demonstration improve healthcare outcomes?

Hypothesis 1: The Demonstration will improve healthcare outcomes.

Glycemic Status Assessment CMS Adult Core  Number of individuals whose Number of individuals aged Claims/encounter data Descriptive trends over time
; : i Set (National most recent glycemic status 18 years—75 years with a N (one-group post-test-only
for Patients with Diabetes Committee for was < 8.0% dx of diabetes who were Eligibility data design)
g;:d'gnce zgf\',ti’égor pre-release Health records ITS (pending data availability)
[NCQA] #1820) KHIE Multivariable regression
ANOVA/t-test
Controlling Blood Pressure NCQA #167 Number of individuals whose Number of individuals Claims/encounter data Descriptive trends over time
:reugzti r:SCdelTrtir?éot%i pressure aged 18_ year§—75 _ Eligibility data ((jc;r;%ﬂ;oup post-test-only
measurement year was years with a diagnosis . I
<140/90 y of hypertension who Health records ITS (pending data availability)
were eligible for KHIE Multivariable regression

pre-release services
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Measure

Measure(s) Steward

National Quality

Continuity of
Forum #3175

Pharmacotherapy for OUD

CMS Adult Core
Set Measure —
(Health
Resources and
Services
Administration
#325)

HIV Viral Load Suppression

Beneficiary self-report on improved
health outcomes

RQ 3.2: Does the Demonstration reduce ED visits and inpatient hospitalizations?

Numerator

Number of individuals with at
least 180 days of continuous
pharmacotherapy with a
medication prescribed for
OUD without a gap of more
than seven days

Number of individuals who

had a HIV viral load less than

200 copies/ml at last test
during measurement year

Potential Data
Sources

Denominator

Number of individuals Claims/encounter data
ageﬁlf1_8+ years Wtith a  Eligibility data
qualifying encounter

during the KHIE
performance year, and
a diagnosis of OUD
and pharmacotherapy
for OUD during the
denominator
identification period
who were eligible for
pre-release services

Number of individuals 18+  Claims/encounter data

years with a diagnosis of

HIV who were eligible for ~ ENgibility data
pre-release services Health records
KHIE

Interviews and focus
groups with Medicaid
beneficiaries

Potential Analytical
Method

ANOVA/t-test

Descriptive trends over time
(one-group post-test-only
design)

ITS (pending data availability)

Multivariable regression

ANOVA/t-test

Descriptive trends over time
(one-group post-test-only
design)

ITS (pending data availability)

Multivariable regression

ANOVA/t-test
TA

Hypothesis 1: The Demonstration will decrease unnecessary ED visits.

ED visits CMS

Adjusted SUD
Metric #23

Mercer

Number of ED visits for SUD

Claims/encounter data
Eligibility data
KHIE

Number of released
individuals who were
eligible for pre-release
services

Descriptive trends over time
(one-group post-test-only
design)

ITS (pending data availability)
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Measure(s) Measure Numerator Denominator Potential Data Potential Analytical
Steward Sources Method
Multivariable regression
ANOVA/t-test

Hypothesis 2: The Demonstration will decrease preventable inpatient admissions.

Inpatient admissions CMS Number of inpatient Number of released Claims/encounter data Descriptive trends over time
discharges related to SUD individuals who were - (one-group post-test-only
Adjusted SUD eligible for pre-release Elireilis; esiz design)
Metric #24 SIS KHIE

ITS (pending data availability)
Multivariable regression
ANOVA/t-test

Hypothesis 3: The Demonstration will decrease the 30-day readmission rate.

30-day readmission rate CMS Count of 30-day readmissions Number of released Claims/encounter data Descriptive trends over time
individuals who were Eliqibility data (one-group post-test-only
Adjusted SUD eligible for pre-release gibriity design)
Metric #25 services KHIE

ITS (pending data availability)
Multivariable regression
ANOVA/t-test

RQ 3.3: Does the Demonstration decrease the number of overdoses?

Hypothesis 1: The Demonstration will decrease the number of overdoses.

Overdoses n/a Number of overdoses Number of released Claims/encounter data Descriptive trends over time
individuals who Eligibility data ((joens?'%OUp post-test-only
received pre-release KHIE d
services ITS (pending data availability)

Vital Statistics Multivariable regression

ANOVA/t-test

Hypothesis 2: The Demonstration will decrease the number of opioids overdoses.

Mercer
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Measure Numerator Denominator Potential Data Potential Analytical
Measure(s)
Steward Sources Method
Opioid overdoses n/a Number of opioid Number of released Claims/encounter data Descriptive trends over time
ver individuals who received N (one-group post-test-only
overdoses pre-release services Eligibility data design)

KHIE
Vital Statistics

ITS (pending data availability)
Multivariable regression
ANOVA/t-test

RQ 3.4: Does the Demonstration reduce all cause deaths in the near term post release?

Hypothesis 1: The Demonstration will decrease all cause deaths in the first 6 months following release.

All-cause deaths n/a Number of deaths within Number of released Claims/encounter data Descriptive trends over time
6 months post release individuals who r.eceived T (on(_e-group post-test-only
P pre-release services Eligibility data design)

Vital statistics ITS (pending data availability)

Multivariable regression
ANOVA/t-test

Hypothesis 2: The Demonstration will decrease overdose deaths in the first 6 months following release.

Overdose deaths CMS Number of overdose deaths ~ Number of released Claims/encounter data Descriptive trends over time
within 6 months post-release individuals who received Eliqibility dat (one-group post-test-only
Ad dSUD pre-release services 'gibility data design)
juste . _
MeJtric #27 e SRS ITS (pending data availability)

Multivariable regression
ANOVA/t-test

RQ 3.5: Does the Demonstration decrease the recidivism rate?
Hypothesis 1: The Demonstration will decrease the recidivism rate.

Mercer
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Measure Numerator Denominator Potential Data Potential Analytical
Measure(s)
Steward Sources Method
Recidivism rate Based on DOC’s Number of new felony Number of individuals DOC/DJJ data Descriptive trends over time
recidivism convictions or return to released from custody DOC | t (one-group post-test-only
definition 24 custody within 24 months of annuai repo design)
release Claims/encounter data ANOVA/t-test

Eligibility data

Goal 4: Increase additional investments in healthcare and related services to improve quality of care for Medicaid beneficiaries in
carceral settings and post-release reentry community services

RQ 4.1: Did the Demonstration increase additional investments in healthcare and related services through the reinvestment plan?

Hypothesis 1: The Demonstration will increase investment in additional healthcare and related services through the reinvestment plan.

Changes in investments n/a n/a n/a Interviews and focus TA
groups with CBOs, MCO,
Commonwealth efforts to improve ACRES, and
quality of care through investments DMS/DOC/DJJ
representatives

Document review

RQ 4.2: How does the Demonstration impact costs?

Hypothesis 1: The Demonstration will reduce or maintain PMPM costs for members who received pre-release services.

PMPM cost for members who n/a Total costs for people who Total member months for Claims/encounter data Descriptive trends over time
received pre-release services received pre-release services people who received (one-group post-test-only
pre-release services design)

ITS (pending data availability)
Multivariable regression
ANOVA/t-test

24 Kentucky Department of Corrections. 2023 Annual Report. September 18, 2024. https://corrections.ky.gov/public-
information/researchandstats/Documents/Annual%20Reports/2023%20D0C%20Annual%20Report%20-%20final%20(1).pdf

Mercer
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Analytical Methods

As noted above in Table 1, Mercer will use a combination of quantitative and qualitative
analytical methods to evaluate the Demonstration. Quantitative methods will include the
use of ITS, multivariable regression, and statistical tests such as t-tests, based on data
availability and methodological appropriateness. Qualitative methods will include TA of key
informant interviews and focus groups and document review.

ITS analysis will be used if sufficient historical data from incarcerated facilities or Medicaid is
available. As mentioned in the Target and Comparison Group section above, The
Commonwealth is in the process of integrating data from carceral facilities into KHIE. The
Commonwealth suspends, rather than terminates, Medicaid coverage when an individual is
incarcerated and transitions the individual to fee-for-service (FFS). Those who were not
Medicaid beneficiaries at the time of incarceration will be assessed for Medicaid eligibility;
individuals identified as likely eligible for Medicaid will have an application submitted by
DOC to initiate FFS benefits. Mercer will assess FFS Medicaid enrollment to determine
whether this data element can help identify individuals who were incarcerated and released
prior to the start of the reentry Demonstration to assess post-incarceration outcomes.
Mercer will also work with the Commonwealth to understand if it can use DOC or DJJ data to
identify those who are incarcerated in eligible facilities in order to construct comparison
populations.

Specific outcome measure(s) will be collected for multiple time periods both before and
after the start of the intervention. Segmented regression analysis will be used to statistically
measure the changes in level and slope in the post-intervention period (after the
Demonstration was implemented) compared to the pre-intervention period (before the
Demonstration was implemented). If used, the ITS design will be dependent on the
availability of historical data for specific outcome measures (see Section 4, “Methodology
Limitations,” for more information). The ITS design uses historical data to forecast the
counterfactual of the evaluation (i.e., what would happen if the Demonstration did not
occur). Mercer proposes using basic time series linear modeling to forecast these
counterfactual rates for three years following the Demonstration implementation. The more
historical data available, the better these predictions will be. Mercer will use

October 1, 2025 as the start of the post-implementation period for any ITS analysis.
October 1, 2025 is the Commonwealth’s anticipated “go-live” date when it will begin
providing pre-release services to incarcerated individuals. If the “go-live” date changes,
analyses will be adjusted to accommodate that change.

In ITS analyses, the t-test statistic will be reviewed to understand the significance of changes
across evaluation time periods: pre-Demonstration and the Demonstration period.

For this Demonstration, establishing the counterfactual is somewhat nuanced. The Driver
Diagram and evaluation hypotheses assume that Demonstration activities will have overall
positive impacts on outcome measures. The figure below illustrates an ITS design that uses
basic regression forecasting to establish the counterfactual. The counterfactual is based on
historical data (the blue line). It uses time series averaging (trend smoothing) and linear
regression to create a predicted trend line (shown below as the green line). The purple line

Mercer
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in the graph is the (sample) actual observed data. Segmented regression analysis will be
used to statistically measure the changes in level and slope in the post-intervention period
compared to the predicted trend (see “effect” in the graph below).
The ITS regression equation is depicted below.
Yit = Po + B1Time, + B,Treatment, + f3(Treatment, X Time,) + yX;, + &,
Where 8o represents the baseline observation, 81 is the change in the measure associated
with a time unit (quarter or year) increase (representing the underlying pre-intervention
trend), B2 is the level change following the treatment (Demonstration implementation), and
B3 is the slope change following the treatment (using the interaction between time and
treatment: TreatmentxTime;).?* X is a vector of control variables and &;; represents
unobservable factors that may affect the outcome.
This can be represented graphically as follows.
Figure 3: Example of ITS Graphical Representation

Sample Interrupted Time Series:

Rates of Follow Up 30 days Post Mental Health Hospitalization

Demonstration

65 /——'r
I Effect

2023 2024 2025 2026 2027 2028 2029
—e—Pre-Intervention  e=@==Trend ==@==Post-Intervention

Additionally, Mercer will conduct multivariable regression analyses to assess the
associational relationship between the Demonstration and outcomes of interest, as well as
stratified analyses by subpopulation to understand how differences in beneficiary
characteristics, 2® such as age, sex, and pregnancy status, contribute to the relationship
between the Demonstration and outcomes of interest.

The multivariable regression equation is depicted below:

Yie = Po + BiTreatment;, + yX;¢ + &+

Where B represents the baseline observation and 81 represents the relationship between
receipt of reentry services and the outcome Yi:. X;: is a vector of control variables and €;;
represents unobservable factors that may affect the outcome. The above regression can be
adjusted and stratified by subpopulations of interest, as noted above, to assess whether the
relationship between receiving reentry services through the Demonstration (Treatment)
varies by subpopulation categories.

25 Bernal JL, Cummins S, Gasparrini A. “Interrupted time series regression for the evaluation of public health
interventions: a tutorial.” (2017 Feb). International Journal of Epidemiology 46(1): 348—355.

26 https://academic.oup.com/ejcts/article/55/2/179/5265263
Mercer
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Mercer assessed the possibility of utilizing DID analyses. Due to data limitations, namely the
lack of pre-Demonstration data on the reentry population and the lack of an appropriate
comparison group that would facilitate quasi-experimental analyses to identify causal effects
of the reentry Demonstration. As such, DID analyses are most likely not feasible for this
evaluation.

Mercer will conduct qualitative data collection at three time points: late 2025 and early
2026, mid- to late 2027, and early to mid-2030. The first round of data collection will capture
the early implementation activities and actions that occurred early in the Demonstration’s
implementation (i.e., “ramp up” period). The second round of qualitative data collection will
capture the early period of service provision. The third round of qualitative data collection
will occur once the Demonstration has matured and will help illuminate how processes have
changed over time, as well as individual’s perceptions on the barriers and facilitators to
Demonstration success. Standardized interview guides will be developed based on the driver
diagram and leverage aspects of the “Consolidated Framework for Implementation
Research.” 2’ Mercer will develop a code book based on the standardized interview guides to
analyze the interview transcripts. TA of qualitative data will allow Mercer to draw
conclusions from a diverse range of experiences and viewpoints.

27 Center for Clinical Management Research. 2024, https://cfirguide.org/
Mercer
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Section 4
Methodological Limitations

All analyses are subject to data availability and completeness. Some data sources may be
insufficient to complete the analyses as proposed or contain errors that will impact the
analysis. Proposed analytical measures (such as ITS, t-tests, multivariable regression, or
descriptive time series) do not allow Mercer to draw causal inferences and directly attribute
changes to the Demonstration. ITS requires a sufficient number of pre- and
post-implementation data points. The amount and accuracy of historical data, especially for
those without pre-incarceration Medicaid or CHIP coverage, could impact the usability of
that method. Mercer will work closely with the Commonwealth to determine whether
pre-Demonstration DOC and DJJ data will be included in the KHIE. However, if
pre-Demonstration data is not included, Mercer will not be able to conduct analyses that
require pre-implementation data or a comparison group. In such case, Mercer will utilize a
one-group post-test-only design (also referred to as “descriptive trends over time” analyses)
that will track outcomes over time to assess trends post-implementation, consistent with
CMS recommendations in “Selecting the Best Comparison Group and Evaluation Design: A
Guidance Document for State Section 1115 Demonstration Evaluations.” 28

Furthermore, the target population and design of the Demonstration introduces its own
limitations into the evaluation. The population is relatively narrow, comprising only those
who are incarcerated in eligible facilities with a release date that is 60 days in the future.
Therefore, it is highly possible that the population of the total Demonstration and/or
subpopulations may be too small from which to draw meaningful conclusions. Mercer will
leverage qualitative analyses to supplement findings when quantitative analyses are
insufficiently powered to yield definitive conclusions. In instances when national data is
sufficiently available, such as overdose fatalities post-incarceration, Mercer will conduct
benchmarking analyses to evaluate the Commonwealth’s performance through the reentry
Demonstration in relation to the broader United States.

Additionally, members may get “exposed” to the intervention multiple times, as a result of
changes in release dates that may allow a person to be eligible for pre-release services more
than once or being incarcerated and released multiple times during the Demonstration
period. Mercer will address this through sensitivity tests either by including a control
variable that accounts for multiple exposures due to release date changes or by re-running
analyses that limit consideration to individuals leaving incarceration who did not have their
release date change.

As has been stated previously in the Evaluation Design, Mercer is continuing to work with
the Commonwealth to define all the proposed metrics and identify data sources. There is a
possibility that the data needed for some metrics will not be available or will require a high
level of cleaning/matching between sources to create a useable data set for analysis that
may not be feasible due to resource limitations. Additionally, the Commonwealth is working

28 https://www.medicaid.gov/medicaid/section-1115-demo/downloads/evaluation-reports/comparison-grp-

eval-dsgn.pdf
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to integrate disparate data sources, which may cause delays in data availability or other
issues which may impact the data’s usability. Once data sources are identified, Mercer will
work with the Commonwealth and subcontractors as needed to acquire and integrate data
sources. If any proposed metrics are not feasible, Mercer will assess the data from the
Commonwealth and its partners to determine whether an alternative measure is feasible
and appropriate. If that is the case, Mercer will document any changes and rationale in the
Interim and/or Summative Evaluation Reports, as applicable.

Although Mercer will use qualitative data collected from key informant interviews and focus
groups to understand policy and implementation changes that may impact the quantitative
findings, qualitative research methods have their own set of methodological limitations.
Qualitative research focuses on a specific group of individuals’ experiences with a policy or
policy change and therefore has limited generalizability. Qualitative data is also subject to
bias and reflects the individual informant’s perspective and experience of the program.
Mercer will attempt to limit the impact of this by collecting data from a variety of sources
and the use of standardized interview guides. Mercer will check for inter-rater reliability
when coding interviews.

Mercer
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Section 5
Attachments

As part of the STCs, as set forth by CMS, the Commonwealth is required to arrange with an
independent party to conduct an evaluation of the reentry Demonstration to ensure that the
necessary data is collected at the level of detail needed to research the approved
hypotheses.

Mercer was chosen as the independent evaluator through an Individual Project Request
process. Mercer will develop the Evaluation Design, calculate the results of the study,
evaluate the results for conclusions, and write the Interim and Summative Evaluation
Reports. Mercer has over 25 years of experience assisting state governments with the
design, implementation, and evaluation of publicly sponsored healthcare programs. Mercer
currently has over 25 states under contract and has worked with over 35 different states in
total. They have assisted states like Arizona, Connecticut, Missouri, and New Jersey in
performing independent evaluations of their Medicaid programs; many of which include
1115 Demonstration waiver evaluation experience. Given their extensive experience, the
Mercer team is well equipped to work effectively as the external evaluator for the
Demonstration project.

The table below includes contact information for the lead coordinators from Mercer for the
evaluation.

Name Position Email Address

Nicole Comeaux Engagement Leader nicole.comeaux@mercer.com

Stacy Smith Project Manager stacy.smith@mercer.com

Faye Miller Contract Manager  faye.miller@mercer.com

Tonya Aultman-Bettridge, PhD Evaluator taultman-bettridge@triwestgroup.net

Mercer
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Appendix A
Conflict of Interest

Mercer’s Government specialty practice does not have any conflicts of interest, such as
providing services to any MSO or healthcare providers doing business in the Commonwealth
under the Commonwealth program or providing direct services to individual recipients. One
of the byproducts of being a nationally operated group dedicated to the public sector is the
ability to identify and avoid potential conflicts of interest with our firm’s multitude of clients.
To accomplish this, market space lines have been agreed to by our senior leadership.
Mercer’s Government group is the designated primary operating group in the Medicaid
space.

Before signing a contract to work in the Medicaid market, either at the state level or
otherwise, we require any Mercer entity to discuss the potential work with Mercer’s
Government group. If there is a potential conflict (i.e., work for a Medicaid health plan or
provider), the engagement is not accepted. If there is a potential for a perceived conflict of
interest, Mercer’s Government group will ask our state client if they approve of this
engagement, and we develop appropriate safeguards such as keeping separate teams,
restricting access to files, and establish process firewalls to avoid the perception of any
conflict of interest. If our client does not approve, the engagement will not be accepted.
Mercer has collectively turned down a multitude of potential assignments over the years to
avoid a conflict of interest.

Mercer is a technical assistance provider for the Commonwealth on a separate Medicaid
project. Given that Mercer is acting as both technical assistance provider and independent
evaluator for this project, Mercer has implemented measures to ensure there are no
perceived conflicts of interest and project teams do not overlap. The Mercer and TriWest
teams are functionally and physically separate from the technical assistance team, and the
contract does not include any performance incentives that would contribute to a perception
of conflicted interests between technical assistance services and the independence of the
evaluation process.

In regards to Mercer’s proposed subcontractors, all have assured Mercer there will be no
conflicts and that they will take any steps required by Mercer or DMS to mitigate any
perceived conflict of interest. To the extent that we need to implement a conflict mitigation
plan with any of our valued subcontractors, we will do so. Mercer, through our contract with
DMS, has assured that it presently has no interest and will not acquire any interest, direct or
indirect, which would conflict in any manner or degree with the performance of its services.
Mercer has further assured that in the performance of this contract, it will not knowingly
employ any person having such interest. Mercer additionally certified that no member of
Mercer’s Board or any of its officers or directors has such an adverse interest.
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Appendix B
Evaluation Budget

Table B.1 below presents the budget for the evaluation for the TEAMKY reentry Demonstration. Budget estimates include hours for
staff, development of data collection instruments, development of metrics and determination of data sources, data cleaning and
ingestion, data collection, analysis, and report writing.

Table B.1 Evaluation Budget

State
Fiscal
Year 2025
(SFY25)
Project Management $61,187 $61,187 $61,187 $61,187 $61,187 $61,187 $61,187 $61,187 $489,500
Evaluation Design $68,625 X X X X X X X $68,625
Interim Evaluation X $26,294 $26,294 $26,294 $26,294 $19,000 X X $124,175
Report
Midpoint X X X $46,000 $10,000 X X X $56,000
Assessment
Summative X X X X X $42,800 $19,000 $61,800
Evaluation Report
Data $162,762 $294,094 $309,703 $309,703 $309,703 $309,703 x $1,695,671
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Table B.2 Hours by Evaluation Staff Role

Project Principal Senior Consultant Junior Project and
Director| Consultants Consultants Consultant| Administrative Support
SFY25 175 359 265 135 100 95 1,129
SFY26 375 359 255 245 110 95 1,439
SFY27 375 359 255 245 110 95 1,439
SFY28 375 359 255 245 110 95 1,439
SFY29 375 359 255 245 110 95 1,439
SFY30 375 359 255 245 110 95 1,439
SFY31 375 359 255 245 110 95 1,439
SFY32 100 180 125 135

mmm—mm
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Appendix C
Potential Timeline and Major

Deliverables

The table below highlights key evaluation milestones and activities for the Demonstration
and the dates for completion. Dates are estimated based on a full approval date of
January 1, 2025.

Table C.1 Deliverables

Deliverable STC Reference |Date

Submit Evaluation Design to CMS 68 December 29, 2024

Final Evaluation Design 69 60 days after comments
received from CMS

Midpoint Assessment Due 37 60 days after December
12, 2027

Draft Interim Evaluation Report 72 December 31, 2028

Final Interim Evaluation Report 72 60 days after CMS
comments received

Draft Summative Evaluation Report Due 18 73 July 2031

Months Following End of the Demonstration

Final Summative Evaluation Report 73 60 days after CMS
comments received

Mercer Health & Benefits LLC
Washington Square

1050 Connecticut Avenue, Suite 700
Washington, DC 20036
www.mercer-government.mercer.com
Services provided by Mercer Health & Benefits LLC.

Copyright © 2024 Mercer Health & Benefits LLC. All rights reserved.
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The UPenn Kentucky HEALTH Study Group, based at the University of Pennsylvania, is the
independent evaluator of the Kentucky Section 1115 Substance Use Disorder (SUD) Demonstration.

Principal Investigators: Kristen Underhill, Atheendar Venkataramani, Kevin Volpp.
Co-Investigators: Genevieve Kanter (SUD), Kristin Linn (Statistician)
Project Staff: Erica Dixon, Elizabeth Bair, William Ferrell
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A. GENERAL BACKGROUND INFORMATION
A.1.Purpose

Although the opioid crisis is national in scope, the Commonwealth of Kentucky has been
particularly acutely affected, ranking among the top 10 states in opioid-related overdose deaths [1].
Furthermore, about 40% of adults with opioid addiction are within the Medicaid-insured
population [2], and 80% of hospitalizations for neonatal abstinence syndrome in Kentucky are
reimbursed by Medicaid [3].

Kentucky Medicaid proposed a Substance Use Disorder (SUD) demonstration project as part of its
larger application for a Section 1115 demonstration project, "TEAMKY” (formerly KY
HEALTH), to buttress its ongoing efforts to address the opioid crisis. The proposal for the 1115
SUD demonstration project was approved by the Centers for Medicare and Medicaid Services
(CMS) on January 12, 2018. The implementation plan for the demonstration has been approved
twice—first on October 5, 2018 [4], and most recently as part of an amended approval granted on
November 28, 2018 [5].

The purpose of the SUD demonstration project is to increase access to SUD treatment services and
reduce opioid-related overdose injuries and deaths. To achieve this purpose, Kentucky Medicaid
will implement a plan to increase beneficiary access to SUD providers offering treatment services
and expand SUD treatment benefits available to enrollees.

The central features of this demonstration are:

1. increased access to SUD providers by assessing Medicaid SUD provider capacity at critical
levels of care and certifying residential treatment providers according to nationally-recognized
standards for SUD treatment;

2. waiver of the Medicaid Institutions for Mental Disease (IMD) exclusion, allowing
reimbursement for SUD treatment during short-term residential stays at certified IMD facilities
with greater than 16 beds; and

3. expanded coverage of medication-assisted treatment (MAT) services, including methadone.

A.2.Brief Description of Demonstration and Implementation Plan

The Commonwealth of Kentucky and Kentucky Medicaid have already launched a range of SUD
initiatives, and Kentucky Medicaid currently covers many services across the continuum of care
for SUD, including outpatient and intensive outpatient services, partial hospitalization treatment,
residential treatment, and medication-assisted treatment with buprenorphine and naltrexone.

The SUD demonstration will build on these initiatives and expand Medicaid SUD benefits to

strengthen efforts to combat the opioid crisis. As described in STC 93, the key goals of the SUD

demonstration are to:

1. improve access to critical levels of care for Opioid Use Disorder (OUD) and other SUDs for
Medicaid beneficiaries;

TEAMKY Demonstration
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2. require the use of evidence-based SUD-specific criteria for patient placement in outpatient and
residential care, with the goal of improving SUD screening and patient care and retention;
3. apply nationally-recognized SUD-specific program standards for the certification of residential

treatment facilities;

4. assess provider capacity at critical levels of care, including for medication-assisted treatment
for OUD, with the goal of ensuring greater access to care;

5. implement strategies directed at prescribers and dispensers to dampen prescription drug abuse;

6. improve care coordination and transitions between levels of SUD care.

A brief summary of key actions associated with each goal is listed in Table 1. Please refer to the
implementation plan for a detailed description of the full set of proposed actions [5].

Table 1. Summary of Key Actions Associated with Demonstration Goals

Goal

Key Actions (Estimated Completion Date)

Opioid Use Disorder (OUD) and other
SUDs for Medicaid beneficiaries

1. improve access to critical levels of care for

la. amend state plan to include coverage of
SUD treatment planning (7/1/2019)

Ib. amend regulations to include partial
hospitalization as an allowable service for
Behavioral Health Services Organizations/
BHSOs (7/1/2019)

Ic. amend state plan to include coverage of
methadone for medication-assisted
treatment, with a waiver of the non-
emergency medical transportation
assurance except for children under age
21, former foster care youth, and pregnant
women (7/1/2019)

1d. expand, through state certification process
[Goal #3], number of residential treatment
providers eligible for the Institution of
Mental Disease (IMD) exclusion
(1/1/2020)

le. amend service definitions to include
withdrawal management in all levels of

care, i.e., beyond hospital setting
(7/1/2019)

2. require the use of evidence-based SUD-
specific criteria for patient placement in
outpatient and residential care, with the
goal of improving SUD screening and
patient care and retention

2a. amend state plan to require all SUD
providers to incorporate ASAM's 6-
dimensional assessment into their patient
assessment in determining placement into
treatment (7/1/2019)

TEAMKY Demonstration
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3.

apply nationally-recognized SUD-specific
program standards for the certification of
residential treatment facilities

3a.

3b.

based on self-attestation to American
Society of Addiction Medicine (ASAM)
level of care in statewide survey, issue
pending certification to eligible IMD
facilities with 96 or fewer beds, permitting
them to qualify for temporary IMD
exclusion (4/1/2019)

certify, through state certification
program, residential treatment providers to
ASAM levels of care, permitting certified
IMD facilities with up to 96 beds to
qualify for IMD exclusion (1/1/2020)

assess provider capacity at critical levels of
care, including for medication-assisted
treatment for OUD with the goal of
ensuring greater access to care

4a.

4b.

conduct statewide survey of services,
hours, staffing, and other characteristics of
Medicaid-enrolled residential SUD
providers (10/15/2018)

conduct statewide survey of Medicaid
outpatient and residential SUD treatment
providers, assessing SUD levels of care,
services offered—particularly medication-
assisted treatment (on-site or facilitated
off-site}—and potential Medicaid
enrollment (9/12/2019)

implement strategies directed at prescribers
and dispensers to dampen prescription drug
abuse

Sa.

5b.

as part of an opioid utilization program,
develop criteria for applying utilization
controls of long acting and short acting
opioids (e.g., limitations on short acting
opiates for the treatment of acute pain,
daily dose limits) (9/4/2018)

as part of an opioid utilization program,
establish morphine milligram equivalent
(MME) thresholds for short acting, long
acting, and combination opioids, and
employ a step down methodology to

reduce overall MME dosing limitations
(9/4/2018)

6.

improve care coordination and transitions
between levels of SUD care

6a.

6b.

amend state plan to include care
coordination within the definition of
residential SUD treatment (7/1/2019)
amend state regulations to include care
coordination duties to the definition of
residential SUD treatment (7/1/2019)

TEAMKY Demonstration
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Although there are many parts to the SUD implementation plan, the primary focus of the
demonstration is to improve access to and utilization of treatment for SUD, and accordingly,
the evaluation will focus on this aspect of the demonstration.

A.3.Population Groups Impacted by the Demonstration

The population group affected by this demonstration will be Kentucky Medicaid beneficiaries with
a substance use disorder.

B. EVALUATION QUESTIONS AND HYPOTHESES
B.1.Overview

Given the focus of the demonstration on increasing access to SUD treatment, the evaluation will

concentrate on the areas most likely to be affected by demonstration initiatives, namely:

1. availability of provider services and capacity of treatment facilities available to Medicaid
beneficiaries;

2. utilization of SUD services in residential facilities, particularly facilities affected by the IMD
exclusion; and

3. utilization of SUD treatment services, especially medication-assisted treatment (MAT) and
methadone as part of MAT.

As secondary outcomes, the evaluation will also examine selected opioid-related metrics, including
overdose deaths, ED and hospital admissions for SUD, and self-reported survey measures of health
and substance use. Per CMS technical specifications, the evaluation will also analyze Medicaid
SUD expenditures.

B.2.Driver Diagram
The driver diagram—depicting the relationship between the purpose of the demonstration, the

primary drivers that contribute directly to realizing that purpose, and the secondary drivers
necessary to achieve the primary drivers—is shown in Figure 1.

TEAMKY Demonstration
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Figure 1. Driver Diagram

Purpose

Increase access to
SUD treatment
services and
reduce opioid-
related overdose
injuries and deaths

TEAMKY Demonstration

Primary Drivers

Secondary Drivers

Increase the number of Medicaid SUD
providers, overall and specifically
delivering MAT

Assess Medicaid provider
capacity at critical levels of care,
including for MAT for OUD with
goal of ensuring greater access to
care

Increase the utilization of SUD treatment
services at IMD facilities

Apply nationally-recognized
SUD-specific program standards
for the certification of residential
treatment facilities

Improve access to critical levels
of care for OUD and other SUD
for Medicaid beneficiaries

Increase the utilization of SUD treatment
services, overall and specifically MAT
including methadone

Require the use of evidence-based
SUD specific criteria for patient
placement for outpatient and
residential care, with the goal of
improving SUD screening and
patient care and retention

Reduce utilization of ED and inpatient
hospital settings for SUD treatment
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Improve care coordination and
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Table 2. Summary of Key Evaluation Questions, Hypotheses, Data Sources, and Analytic Approaches

*Denotes a metric that is also part of the Monitoring Plan

Evaluation Question 1: Did access to and utilization of SUD treatment services improve?

Demonstration Goal: Increased number of outpatient Medicaid SUD providers, especially those offering medication-assisted treatment (MAT) and methadone as part
of MAT, in areas of greatest need.
Evaluation Hypothesis: The demonstration will increase the number of outpatient Medicaid SUD providers overall, and those specifically offering MAT and
methadone as part of MAT, in areas of greatest need.

Driver Measure Description Steward Numerator Denominator Data Sources Analytic Approach
Providers offering SUD N/A Number of providers billing | Total number of
services for SUD treatment services | beneficiaries Claims data Descriptive
statistics
Providers offering MAT | N/A Number of providers Total number of i 1 gt
prescribing any medication | beneficiaries zrow er enroliment Intt.errupyeh time
that is part of MAT ata series without
. . Providers offering N/A Number of providers Total number of comparison group
Primary Driver o ..
I th methadone as part of prescribing methadone as beneficiaries
( nerease fhe MAT part of MAT
fiumber o Providers offering SUD CCBHC 2.a.3 | Number of providers billing | Total number of
Medicaid SUD . . .
. services in areas of for SUD treatment services, | beneficiaries, by
providers, overall .
and specificall greatest need by county county Claims data
, Spe y Providers offering MAT | CCBHC 2.a.3 | Number of providers Total number of Descriptive
delivering MAT) . o L . .
in areas of greatest need prescribing any medication | beneficiaries, by statistics
that is part of MAT, by county Provider enrollment
county data
Providers offering CCBHC 2.a.3 | Number of providers Total number of
methadone as part of prescribing methadone as beneficiaries, by
MAT in areas of greatest part of MAT, by county county
need
TEAMKY Demonstration
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Demonstration Goal: Increased number of SUD providers offering residential treatment, especially IMDs.
Evaluation Hypothesis: The demonstration will increase the number of SUD providers offering residential treatment, especially IMDs.

Approval Period: January 1, 2025 through December 31, 2029

Providers offering N/A Number of providers billing | Total number of Descriptive
residential treatment for for residential treatment for beneficiaries Claims data statistics
SUD SUD
Primary Driver IMD facilities offering N/A Number of IMD facilities Total number of Provider Interrupted time
(Increase the treatment for SUD billing for treatment for SUD | beneficiaries enrollment data series without
number of comparison group
Medicaid SUD Providers offering N/A Number of providers billing | Total number of
providers, overall | residential treatment for for residential treatment for beneficiaries, by Claims data
and specifically SUD in areas with greatest SUD, by county county Descriptive
delivering MAT) | need Provider statistics
IMD facilities offering N/A Number of IMD facilities Total number of enrollment data
treatment for SUD in areas billing for treatment for beneficiaries, by
with greatest need SUD, by county county
Demonstration Goal: Increased utilization of SUD treatment services.
Evaluation Hypothesis: The demonstration will increase the utilization of SUD treatment services.
Percentage of beneficiaries | N/A Number of beneficiaries with | Total number of
with newly initiated SUD SUD diagnosis and SUD- beneficiaries
treatment/diagnosis related service but not in 3 Descriptive
months preceding statistics
measurement period
Percentage of beneficiaries | N/A Number of beneficiaries with | Total number of
with SUD diagnosis who SUD diagnosis who used beneficiaries
Primary Driver used outpatient services for outpatient services for SUD Claims data
(Increase the SUD Interrupted time
utilization of Percentage of beneficiaries | N/A Number of beneficiaries with | Total number of series without
SUD treatment with SUD diagnosis who SUD diagnosis who used beneficiaries comparison group
services, overall | used residential treatment residential treatment services
and specifically services for SUD for SUD
MAT including Percentage of beneficiaries | N/A Number of beneficiaries with | Total number of
methadone) with SUD (OUD) SUD diagnosis who used beneficiaries
diagnosis who used MAT MAT
Percentage of beneficiaries | N/A Number of beneficiaries with | Total number of
with SUD (OUD) SUD diagnosis who received | beneficiaries
diagnosis who received methadone as part of MAT
methadone as part of MAT
Continuity of NQF #3175 Number of beneficiaries who | Number of
pharmacotherapy for have at least 180 days of beneficiaries with a
OUD* continuous pharmacotherapy | diagnosis of OUD
TEAMKY Demonstration




for OUD without a gap of

and at least one

utilization of
SUD treatment
services at IMD
facilities)

used SUD services at IMD
facility

SUD services at IMD facility

more than 7 days claim for OUD
medication
Primary Driver Percentage of beneficiaries | N/A Number of beneficiaries with | Total number of
(Increase the with SUD diagnosis who SUD diagnosis who used beneficiaries

Demonstration Goal: Reduced utilization of ED and inpatient hospital settings for treatment where the utilization is preventable or medically inappropriate through
improved access to other continuum of care services.
Evaluation Hypothesis: The demonstration will decrease the rate of emergency department visits and inpatient admissions within the beneficiary population for SUD.

Primary Driver
(Reduce
utilization of ED
and inpatient

Emergency department N/A Number of ED visits for Total number of
visits for SUD (OUD) SUD (OUD) related beneficiaries
related diagnosis*® diagnosis

Inpatient admissions for N/A Number of beneficiaries with | Total number of

Claims data

Descriptive
statistics

hospital settings SUD and specifically an inpatient admission for beneficiaries Interrupted time

for SUD OUD* SUD and specifically for series without

treatment) ouD comparison group
TEAMKY Demonstration
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Evaluation Question 2: Did beneficiaries receiving SUD services experience improved health outcomes?

Demonstration Goal: Reduced utilization of emergency department services for SUD for beneficiaries receiving SUD care.
Evaluation Hypothesis: Among beneficiaries receiving care for SUD, the demonstration will decrease the rate of emergency department visits for SUD.

Primary Driver
(Reduce
utilization of ED
and inpatient
hospital settings
for SUD
treatment)

Number of emergency
department visits with
primary SUD (OUD) related
diagnosis within 30 days ED
discharge for SUD (OUD)

Emergency department N/A Number of emergency Number of
visits with primary SUD department visits with beneficiaries who
(OUD) related diagnosis primary SUD (OUD) related | used SUD (OUD)
for individuals receiving diagnosis among services within 30
SUD (OUD) treatment beneficiaries who used SUD | days

(OUD) services within 30

days
Emergency department N/A Number of emergency Number of
visits with primary SUD department visits with beneficiaries who
(OUD) related diagnosis primary SUD (OUD) related | used outpatient
for individuals receiving diagnosis among SUD (OUD)
outpatient SUD (OUD) beneficiaries receiving services within 30
treatment outpatient SUD (OUD) days

services within 30 days
Emergency department NQF #2605 Number of emergency Number of
visits with primary SUD department visits with beneficiaries
(OUD) related diagnosis, primary SUD (OUD) related | discharged from
following ED discharge for diagnosis within 7 days ED ED with primary
SUD (OUD) discharge for SUD (OUD) diagnosis of SUD

(OUD)

Claims data

Descriptive
statistics

Interrupted time
series without
comparison group

Demonstration Goa

1: Fewer hospital readmissions
Evaluation Hypothesis: Among beneficiaries receiving care for SUD, the demonstration will reduce hospital readmissions

for SUD for ben

eficiaries receiving SUD care.

for SUD care.

Primary Driver 30-day readmission rate N/A Number of beneficiaries Total number of Descriptive
(Reduce following hospitalization readmitted to the hospital beneficiaries who statistics
utilization of ED | with SUD (OUD) related within 30 days of an index were admitted to Claims data
and inpatient diagnosis hospitalization with SUD the hospital with Interrupted time
hospital settings (OUD) related diagnosis SUD (OUD) series without
for SUD related diagnosis comparison group
treatment)

TEAMKY Demonstration
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Demonstration Goal: Improved physical and mental health for beneficiaries receiving SUD care.
Evaluation Hypothesis: Among beneficiaries receiving care for SUD, the demonstration will improve physical and mental health.

Primary Driver
(Increase the
utilization of
SUD treatment
services, overall
and specifically
MAT including
methadone)

Secondary Driver
(Improve access
to critical levels
of care for OUD
and other SUD
for Medicaid
beneficiaries)

Secondary Driver
(Require the use
of evidence-based
criteria for patient
placement in
outpatient and
residential care)

Secondary Driver
(Improve care
coordination and

Self-reported health in past | N/A Rating on 5-point Likert-like | N/A
6 months scale of overall health

Self-reported days of poor | N/A Number of days of poor N/A
physical health within past physical health within past

30 days 30 days

Self-reported days of poor | N/A Number of days of poor N/A
mental health within past mental health within past 30

30 days days

Self-reported attendance at | N/A Number of times attended N/A
AA, NA, MA, or other AA, NA, MA, or other self-
self-help group meetings help group meetings within

within past 30 days past 30 days

Self-reported use of N/A Use of prescription N/A
prescription opiates/opioids opiates/opioids within past 6

within past 6 (KORTOS) / months

12 (KTOS) months / 30

days (KTOS)

Self-reported use of heroin | N/A Use of heroin within past 6 N/A
within past 6 (KORTOS) / months

12 (KTOS) months / 30

days (KTOS)

Self-reported continued N/A Substance use within past 6 | N/A

KTOS

KORTOS

Descriptive
statistics

Interrupted time
series without
comparison group

transitions substance use within past 6 months
between levels of | yonths (KORTOS) / 12
SUD care) months (KTOS)
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Evaluation Question 3: Did rates of opioid-related overdose deaths decrease?

Demonstrated Goal: Reduction in opioid-related overdose deaths.
Evaluation Hypothesis: The demonstration will decrease the rate of overdose deaths due to opioids.

Use of opioids at high NQF #2940 Number of beneficiaries with | Number of
Primary Driver dosage in persons without opioid prescription claims beneficiaries with Descriptive
(Increase the cancer* for a morphine equivalent 2+ prescription statistics
utilization of dose of greater than 120 mg | claims for opioids Claims data
SUD treatment for 90 consecutive days filled on at least 2 Interrupted time
services at IMD separate dates, for series without
facilities) which the sum of comparison group

days' supply > 15

Primary Driver Rate of overdose deaths, N/A Number of overdose deaths Number of Claims data Descriptive
(Increase the specifically overdose beneficiaries statistics
utilization of deaths due to any opioid* Administrative data
SUD treatment [vital statistics] Interrupted time
services, overall series without
and specifically comparison group
MAT including Rate of overdose deaths, Number of overdose deaths, | Number of Claims data
methadone) specifically overdose by county beneficiaries Descriptive

deaths due to any opioid Administrative data | statistics

[vital statistics]
TEAMKY Demonstration
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In addition, we will be analyzing changes in total costs (expenditures) associated with care
provided to Medicaid beneficiaries diagnosed with substance use disorders. Because almost all
Kentucky Medicaid beneficiaries are enrolled in managed care plans, expenditures will be
calculated from encounter data reported by managed care organizations and regularly compiled by
the Kentucky Cabinet for Health and Family Services. We will use descriptive statistics and the
interrupted-time-series-without-comparison-group method to estimate the effect of the
demonstration on care expenditures.

C. METHODOLOGY
C.1.Overview

Although the broader objective of Kentucky's opioid strategy is to reduce the number of opioid-
related injuries and deaths, the sheer magnitude of SUD challenges in the state and the many
ongoing federal, state, and privately funded initiatives directed towards the state's SUD crisis mean
that the incremental effect of the 1115 SUD demonstration will be challenging to detect using
population-level health measures such as opioid-related deaths. This is because these injuries and
deaths are the result of complex and overlapping demographic, social, economic, disease, health
care, public health, and institutional factors. For this reason, the evaluation will focus on
monitoring and evaluating outcome measures that are most directly affected by the central
features of the demonstration, which are the enhancement of the Medicaid SUD provider
capacity, waiver of the IMD exclusion, and expansion of MAT coverage for SUD.

Because the SUD demonstration will be implemented statewide, there is no obvious
contemporaneous internal comparison group. The evaluation team considered comparison
states with similar demographic profiles as Kentucky, but these candidate states were launching
similar SUD initiatives and therefore could not serve as comparison populations for evaluating the
key features of Kentucky's SUD demonstration. For this reason, we will use an interrupted time
series analysis without comparison group approach to evaluate the effect of the SUD
demonstration.

C.2.Target and Comparison Population

The target population for the evaluation will be Kentucky Medicaid beneficiaries with a substance
use disorder. More specifically, following CMS guidance, beneficiaries observed to have been
diagnosed with an SUD or who have used SUD treatment services in a given month will be
considered to have an active substance use disorder (and included in the target population) that
month as well as for an additional 11 months after the initial diagnosis or care episode. Individuals
without an SUD diagnosis or record of SUD treatment after this 12-month period will be
considered to not have an active SUD and will be excluded from the target population in
subsequent months unless there is another triggering SUD diagnosis or care visit. For the reasons
noted above, there is no comparison population available.

C.3.Evaluation Period
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The SUD demonstration is scheduled to begin July 2019. We are requesting data for the period
July 2017-September 2023, i.e., beginning two years prior to implementation and continuing
through the expiration of the demonstration waiver.

C.4.Data Sources

The core data for the evaluation will be Medicaid encounter data. These data will be supplemented
with data from administrative vital statistics; a provider enrollment database; ongoing smaller-
scale surveys of individuals enrolling in treatment for SUD; and a qualitative survey of Medicaid
beneficiaries with SUD.

C.4.1. Medicaid encounter data

Because most of Kentucky's Medicaid beneficiaries receive benefits administered by managed care
organizations (MCOs), we will be using Kentucky Medicaid encounter data reported by these
MCOs. These encounter data contain records of outpatient, emergency department, inpatient, and
long-term care services provided for SUD, as well as prescription drugs dispensed. They also
include information on billing providers (facilities and physicians) and on payments made to these
providers by the MCOs.

In submitting its encounters to the state Medicaid Management Information System (MMIS), each
MCO is required to submit data that follows a consistent format and that must pass a range of edits
and audits. These validated encounter data then undergo state review for quality—including
completeness/missingness assessments, internal consistency checks, and other data validation
reviews—prior to submission by the state to the federal Transformed Medicaid Statistical
Information System (T-MSIS). According to the state, "these processes... ensure a high level of
confidence in the quality of the encounter data."® Encounter data are available on a quarterly basis
with a 6-month lag. Limitations of these data are that they do not include direct measures of health
status or substance use.

C.4.2. Administrative vital statistics data

Vital statistics data capture deaths attributable to accidental poisonings, including overdoses. These
data are available on a quarterly basis with a 9-month lag. Limitations of these data are the
measurement error in the attribution of overdose deaths to opioids.

C.4.3. Provider enrollment data

Kentucky Medicaid will launch the Kentucky Medicaid Partner Portal Application (KY MPPA), a
Medicaid provider enrollment system, in mid-2019. Data from KY MPPA will be available
annually with a 6-month lag and will be used to cross-validate provider information obtained from
Medicare claims. Prior to KY MPPA, provider enrollment was done through a manual reporting
process. A limitation of this data source is that data on provider enrollment prior to implementation
will need to be manually aggregated and processed to convert it into a format suitable for the
evaluation.

C.4.4. Kentucky Treatment Outcome Study (KTOS) and Kentucky Opiate Replacement
Treatment Outcome Study (KORTOS)
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KTOS and KORTOS are two ongoing studies conducted by the University of Kentucky Center on
Drug and Alcohol Research in collaboration with the Kentucky Department of Behavioral Health,
Developmental, and Intellectual Disabilities. KTOS is a study of patients enrolling in SUD
treatment programs (including outpatient, residential, and inpatient programs), and KORTOS is a
study of patients enrolling in opiate treatment programs. KTOS enrolls about 1200 patients
annually (of whom 950 are Medicaid-insured) who complete surveys at intake and at 12 months;
KORTOS enrolls about 240 patients annually (of whom 150 are Medicaid-insured) who complete
surveys at intake and at 6 months. We will use self-reported measures of physical health, mental
health, and substance use from KTOS and KORTOS to evaluate the effect of the demonstration on
improvements in beneficiary health and care.

The major limitations of these surveys are the voluntary participation in the surveys, the 35%-40%
attrition rates for Medicaid-insured respondents, and the relatively small sample sizes, all of which
may lead to selection bias and limit the scope of inferences. Because of these limitations,
evaluation of these measures should be viewed with particular caution. Nevertheless, KTOS and
KORTOS provide important measures of health and substance use of the demonstration's target
population that are not easily obtainable elsewhere.

We have been informed that, because of funding difficulties, there is a possibility that these
surveys could be discontinued during the demonstration period. If this is the case, or if KTOS and
KORTOS are not able to provide sufficient information for the proposed evaluation of patient
outcomes, the Penn team will re-evaluate and may propose conducting a separate beneficiary
survey. As well, if the available information on provider enrollment is insufficient to meet the
stated goals of the evaluation, the Penn team may propose conducting a novel provider survey.

C.4.5. Qualitative beneficiary survey

As part of the evaluation of the larger non-SUD 1115 demonstration, the University of
Pennsylvania fielded a survey of Medicaid beneficiaries in 2018. For the qualitative SUD
beneficiary survey, respondents from the general demonstration survey who meet SUD criteria will
be contacted for qualitative interviews on substance use, enrollment in SUD treatment, and
experience with SUD providers.

C.5.Analytic Methods

A mixed methods approach will be used in the evaluation of the SUD demonstration. Quantitative
analyses will be used to assess the impact of the demonstration, while qualitative analyses will be
used to provide detail and depth to beneficiary experience of provider and treatment aspects of the
demonstration.

C.5.1. Quantitative analyses

The purpose of these analyses is to quantitatively describe and statistically evaluate the effect of
the demonstration. Although a quasi-experimental design would have been ideal, the
comprehensive statewide implementation of the demonstration means that internal comparisons
are not feasible. As stated above, we investigated the possibility of an external comparison group
but were unable to identify states with similar demographic and institutional characteristics that
were not also implementing comparable SUD programs, namely the waiver of the IMD exclusion
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and expanded coverage of MAT to include methadone. For these reasons, we will use the
interrupted time series without comparison group method to evaluate the demonstration.

For each of the outcomes identified in Table 2 (provider capacity, utilization, health, substance
use, mortality), we will provide descriptive summary statistics for the two pre-demonstration years,
as well as each successive year of the evaluation.

For the outcomes identified in Table 1 that are available monthly (provider capacity, utilization,
mortality), we will estimate the following model:

Yme= Bo + 1 timem + P2 I[[post]m,c + B3 timem X I[post] me + ' controlsmc + y'c + €m,e

where Y is the outcome of interest; time is a linear time trend; I[post] is a binary indicator of
demonstration implementation (1 if yes, 0 otherwise); controls are a vector of covariates (e.g.,
provider and population characteristics); yc is a vector of county fixed effects; ¢ is the disturbance
term; m indexes the month; and c indexes the county.

The coefficient B2 reflects the shift in outcome levels in the post-demonstration period (after
accounting for secular time trends), while B3 reflects the effect of the demonstration. Both
coefficients will be of interest in the evaluation.

Our power analyses suggest that we will be able to detect moderate changes in the utilization of
treatment services. We were not able to obtain data from all proposed measures for which to
conduct power analyses, but as an illustration, we will be able to detect, at a=0.05 with 80%
power:
= achange of 1.14 in the monthly number of inpatient stays for SUD per 1,000 beneficiaries
(monthly average: 6.01)
= achange of 15.3 in the monthly number of beneficiaries who have a claim for MAT
(monthly average: 594).

C.5.2. Qualitative analyses

The purpose of the qualitative interviews is to describe the Medicaid experiences of individuals
affected by SUD, including access to care and uptake of treatment. Qualitative interviews will
address questions such as how well Medicaid members understand new treatment options, how
people learned about these services, and what engagement in these services has been like in
comparison to past services. Interviews will also explore a narrative of the person’s SUD, the
impact on daily life, current medical needs and health status, past and current experiences with
Medicaid, both for overall health and SUD, access to SUD treatment through any means of
payment as well as Medicaid, barriers to SUD treatment services, and any SUD treatment needs
not currently covered by Medicaid or other insurance.

The interviews will be semi-structured, using written agendas with flexibility to explore
unexpected responses. Interviews will be conducted by phone, and voice recorded and transcribed
for analysis. We will aim for approximately 25 beneficiaries in each interview cycle—a sample
size consistent with best practices for qualitative interviews—monitoring for data saturation. Data
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collection will occur yearly in order to monitor changes in each year of the program, with the first
data collection period anticipated to occur around March 2020-May 2020.

Throughout the duration of the SUD waiver, we will conduct a mix of longitudinal cohort
interviews, with the initially-identified population, and one-time interviews, in order to represent a
variety of experiences. That is, we anticipate primarily a cross-sectional design, with a smaller
longitudinal cohort.

For the first cohort, we plan to recruit participants from three sources. We will contact
beneficiaries identified through the 2018 beneficiary survey whose responses were reflective of a
possible substance use disorder, recruit from treatment facilities offering methadone for MAT, and
recruit from inpatient facilities expanding access through the lifting of the IMD exclusion. For
subsequent cohorts, we will recruit from treatment facilities, as well as consider other direct
recruitment options based on the makeup of our sample; for example, we may recruit from non-
treatment facilities such as primary care facilities to capture the experience of people not engaged
in active treatment.

Thematic analysis will be done with multiple trained coders to identify themes throughout the
interviews, and mixed-methods analysis will be performed, using the qualitative interviews to
further explain and elucidate results from the quantitative data.

As the evaluation progresses and interviews are analyzed, the Penn team will evaluate the need for
additional qualitative interviews to cover any areas where more experiences should be captured.
This could include beneficiaries experiencing barriers to treatment or the addition of provider
interviews as needed.

C.5.3. Cost (expenditure) analyses

Pursuant to CMS requirements for all SUD section 1115 demonstrations, we will be conducting
analyses of costs (expenditures) associated with the Kentucky SUD demonstration. The
econometric structure of these analyses will be the same as those outlined in section C.5.1
(Quantitative analyses), using descriptive summary statistics and the interrupted time series
without comparison group method to evaluate the effect of the demonstration on expenditures.

Because almost all Kentucky Medicaid beneficiaries are enrolled in managed care plans and
because data on negotiated capitated payments will not be available for this analysis, we will be
using data on encounters reported by Medicaid managed care organizations (MCOs) and compiled
by the Kentucky Cabinet for Health and Family Services. As described in Section C.4 (Data
sources), these data provide information on health care services provided to beneficiaries and
information on payments made to providers by MCOs for these services. Although these data do
not reflect contemporaneous costs incurred by Medicaid for care provided to beneficiaries—
because Medicaid pays a capitated rate to the MCOs—they are used by the state Medicaid
program, in combination with other factors, to determine capitated MCO rates. For this reason,
they can provide a useful if imperfect measure of costs incurred by the Medicaid program.

Following CMS recommendations, we will be conducting analyses at three different levels:
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= total expenditures;

= SUD and non-SUD expenditures (with SUD expenditures disaggregated into IMD and non-
IMD expenditures);

= expenditures disaggregated by source of treatment—namely, inpatient expenditures,
emergency department (ED) expenditures, non-ED outpatient expenditures, pharmacy
expenditures, and long-term care expenditures.

Because of the demonstration's focus on SUD care, the sample population for which expenditures
will be calculated will consist of Medicaid beneficiaries with an SUD diagnosis or who have used
SUD treatment services during the period of interest. In particular, following the protocol specified
in Attachment A of the SUD Evaluation Guidance Technical Assistance document, beneficiaries
will be included in monthly expenditure calculations if they have received an SUD diagnosis or
have used SUD treatment services that month or in the previous 11 months. If there is no SUD
diagnosis or SUD treatment service utilization after these 12 months, beneficiaries will be
excluded from subsequent expenditure calculations. Monthly expenditures will thus be based on
pooled cross-sectional samples rather than a specific cohort of beneficiaries. To identify
beneficiaries with an SUD diagnosis or who have used SUD treatment services, we will use codes
in the value sets specified in Appendix A of the SUD Evaluation Guidance Technical Assistance
document.

As with quantitative analyses of utilization, we will report summary statistics of expenditures for
the two pre-demonstration years, as well as each successive year of the evaluation. We will also
estimate the following model:

Yim= Po + P1timem + P2 [[post]m + B3 timem x [[post] m + B' controlsim + &im

where Y denotes expenditures; time is a linear time trend; I[post] is a binary indicator of
demonstration implementation (1 if yes, 0 otherwise); controls are a vector of covariates (e.g.,
beneficiary characteristics); € is the disturbance term; m indexes the month; and i indexes the
individual beneficiary. The outcome measure of interest for the cost analyses is average monthly
expenditure per (SUD) beneficiary.

For the expenditure analyses, we are interested in 2, which reflects the shift in spending in the
post-demonstration period, and 3, which reflects the expenditure effect of the demonstration. We
hypothesize that expenditures for outpatient visits will initially increase, while spending for more
costly services such as inpatient care and ED visits will decrease, generating net cost-savings over
time.

We are aware that the validity of the cost analysis is dependent on the quality and completeness of
the financial measures in the MCO encounter data. The Penn team's preliminary analysis of the
data suggests a relatively high-quality dataset with plausible beneficiary and case counts, few
missing values, and plausible paid amount values and distributions. For the evaluation, we will
conduct a more thorough graphical and statistical analysis of the expenditure measures, checking
for missing and implausible extreme values, anomalous distributions, and signs of selection bias
(based on beneficiary characteristics). Prior to formal statistical analyses, we will take care to clean
the data, correcting errors as necessary.

TEAMKY Demonstration
Approval Period: January 1, 2025 through December 31, 2029



D. Methodological Limitations

An important limitation of this evaluation is the absence of a comparison group. This is due to the
statewide nature of the SUD demonstration and the lack of a comparable state not implementing
similar SUD policies. The lack of a comparison group could generate bias in our estimate of the
effect of the evaluation because we might be erroneously attributing changes in SUD-related
outcomes to the demonstration. We will attempt to minimize this bias by including a rich set of
covariates, but there remains a chance of bias due to factors we are unable to include in our model.

A second limitation, specific to the cost analysis, is the potential heterogeneity in the quality of the
financial measures in the MCO encounter data. CMS's experience has been that Medicaid MCOs
vary in the quality and completeness of their reporting; consequently, inference of expenditure
effects could be confounded because of variation in financial data quality across plans and over
time. If there is measurement error in the expenditure fields, standard errors will be inflated and
analyses may understate the expenditure effects of the demonstration. Although we cannot rule out
selection bias in the MCO encounter data, the Penn team's preliminary analyses of the financial
data suggest that errors in these data fields appear to be small.

E. Attachments

E.1.Independent Evaluator

As experts in the implementation and evaluation of large randomized field experiments, the
University of Pennsylvania was selected to be the independent evaluator of the full 1115 Medicaid
waiver. Because the SUD demonstration was originally part of this broader 1115 waiver, the state
contracted with University of Pennsylvania to evaluate the SUD demonstration as well.

In its role as evaluator of the larger waiver, the University of Pennsylvania team has developed
significant experience conducting beneficiary surveys and collecting detailed qualitative interview
data in Kentucky. The team also brings pre-existing deep expertise and experience working with
administrative data, large datasets, survey data, and causal inference methods. The team will bring
these skills and experience to bear on the SUD evaluation.

The University of Pennsylvania evaluation team commits to performing a fully independent
evaluation of the Commonwealth of Kentucky’s Section 1115 Waiver demonstration. We attest to
our independence in this evaluation, and agree to present our results to CMS and the general public
through white papers and peer-reviewed journal articles without being influenced by any external
partners, including the Commonwealth of Kentucky.

E.2. Evaluation Budget

The budget for the SUD evaluation was initially encapsulated within the budget for the full 1115
waiver and was not developed as a separate budget. Below, we have estimated the total budget for
the SUD evaluation as it would be if the evaluation of the SUD-specific part of the waiver were a
completely separate evaluation. Since there are efficiencies in conducting both evaluations
simultaneously, this SUD-only budget includes fixed costs that would have been spread out across
the broader evaluation of the full demonstration.
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The budget estimate includes salaries for all University of Pennsylvania faculty and staff involved
in the evaluation project, with benefits at the university rate of 30.2%. Data analysis costs are
included separately; these costs include data analysts, post-doctoral researchers, and qualitative
coding and analysis, as well as the funding for Professor Kristen Underhill, our co-PI who is
located at Columbia University, School of Law. We have also accounted for additional costs such
as travel to Kentucky to meet with our partners within the Commonwealth of Kentucky, as well as
publication and dissemination costs. We separate out our total direct costs and our current
overhead Facilities and Administration (F&A) costs, which are set at 61%, the negotiated rate for
the university.
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Estimated Budget Year 01 Year 02 Year 03 Year 04 Year 05 Total
7/1/2019 7/1/2020 7/1/2021 7/1/2022 7/1/2023 7/1/2019

Category

6/30/2020 6/30/2021 6/30/2022 6/30/2023 6/30/2024 6/30/2024
Salaries 151,280 155,818 160,492 165,307 170,266 803,163
Benefits @ 30.2% 45,686 47,057 48,469 49,923 51,420 242,555
Data Analysis (including
analysts, post-doctoral 192,023 194,784 197,628 200,556 203,573 988,564
researchers, and Columbia
Subcontract)
Travel 15,000 15,000 15,000 15,000 15,000 75,000
Publication Fees 6,000 6,000 6,000 6,000 6,000 30,000
Total Direct Costs 409,989 418,659 427,589 436,786 446,259 2,139,282
F&A @61% 250,093 255,382 260,829 266,439 272,218 1,304,962
Total 660,082 674,041 688,418 703,225 718,477 3,444,244
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E.3. Timeline and Major Milestones

Jan- July- Jan- July- Jan- July- Jan- July- Jan- July- Jan- July- Jan-
Activity June Dec June Dec June Dec June Dec June Dec June Dec June
2018 | 2018 12019 | 2019 | 2020 | 2020 | 2021 | 2021 |2022 |2022 [2023 [2023 | 2024

Demonstration Year 1
QI1-Q2:
(Pre-Implementation)
Consultation with KY on
data sources for
evaluation

Demonstration Year 1
Q3-Q4:
(Pre-Implementation)
Continuing consultation
with KY and preparation
for proposed evaluation
plan

Demonstration Year 2
Q1-Q2:
(Pre-Implementation)
Preparation for and
revision of proposed
evaluation plan

KY implementation of
waiver of IMD exclusion
and expanded coverage
of MAT

Demonstration Year 2
Q3-Q4

(Implementation Year 1)
Preparation for data
collection and analysis
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Demonstration Year 3
Q1-Q2:
(Implementation Year 1)
Preparation for data
collection and analysis

Demonstration Year 3
Q3-Q4:
(Implementation Year 2)
Data collection and
analysis®

Demonstration Year 4
Q1-Q2:
(Implementation Year 2)
Data collection and
analysis®

Demonstration Year 4
Q3-Q4:
(Implementation Year 3)
Preparation for interim
evaluation report

Interim Evaluation
Report completed
(December 2021)

Demonstration Year 5
Q1-Q2:
(Implementation Year 3)
Data collection and
analysis®

Demonstration Year 5
Q3-Q4:
(Implementation Year 3)
Data collection and
analysis®

Post-Demonstration
Year 1 Q1-Q2
(Implementation Year 4)
Data collection and
analysis®

Post-Demonstration
Year 1 Q3-Q4
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(Implementation Year 4)
Data collection and
analysis®

Summative Evaluation
Report completed (June
2024)

2 contingent on plan approval and data availability
b contingent on data availability
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Attachment G: Reentry Demonstration Initiative Implementation Plan (reserved)
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Attachment H: Reentry Demonstration Initiative Reinvestment Plan (reserved)
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Attachment I: Monitoring Protocol (reserved)
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Attachment J: RRSS Service Description

RECOVERY RESIDENCE SUPPORT SERVICE (RRSS)
*Does not include Room and Board

The following RRSS components will be required to be provided by RRSS providers for all

SERVICE COMPONENT DESCRIPTIONS

beneficiaries:
Person
Service Purpose Responsible | Frequency

Intake Admit participant to program utilizing intake | RRSS Staff Upon
protocols including orientation to the admission
program, services to be provided and program
expectations.

Assessment | Review of the assessment completed prior to | RRSS Staft Within 72
admission including strengths, personal hours of
assets, supportive relationships, coping skills, admission
resilience factors, cultural background,
spirituality, and recovery capital to inform
recovery management planning and
leverage existing resources in the recovery
process.

Recovery Develop a person-centered Recovery RRSS Staff Within 72

Management | Management Plan including an assessment of hours of

Planning strengths and resources, addressing readiness admission.
to engage in recovery pathway and
establishing goals for achieving recovery.

Recovery Engage participant in a review of their RRSS Staff Monthly

Management | Recovery Management Plan including a

Plan Review | review of progress toward identified goals,
updates to the plan, addition of new goals and
review of transition planning.

Facilitate Recognize co-occurring medical conditions, | RRSS Staff Upon

Health Care | ensure access to medications, promote health admission

Needs maintenance and prevention, assist with
identification of primary health care provider
and referral if needed.

Coordinate Collaborate with community partners to RRSS Staff Upon

Treatment coordinate care for co-occurring disorders admission;

for Co- including medication management, 1-2 units per

week.
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Occurring medication for SUD/OUD, follow-up
Disorder appointments and coordination of care.
Coordinate Coordinate services with community partners | RRSS Staff 1-2 units per
Health Care | to address health care needs including week as
Related medication assisted treatment, treatment of needed
Issues chronic conditions and treatment of alcohol
and drug related illness (COPD,
gastroenteritis, liver disease, etc.)
Transition Addresses the individual's needs for RRSS Staff Within 30
Planning continued recovery, personal growth, and days of ‘
community reintegration including housing, completion
transportation, employment, and ongoing of the
program
services and supports to maintain recovery.

The following RRSS components to be provided as needed by RRSS providers:

Service

Purpose

Person
Responsible

Frequency

Individual
Recovery
Coaching

A personalized and collaborative service
designed to assist individuals in initiating and
maintaining their recovery. Recovery coaches
provide guidance, encouragement, and
practical assistance to help individuals
overcome obstacles and achieve their
recovery goals.

Peer support
staff

1-2 x week

Recovery
Support Class

Provide mutual assistance, employing
principles of empathy, accountability, and
confidentiality to foster a sense of community
and promote sustained progress in achieving
and maintaining recovery goals. Participants
practice interpersonal and group living skills
receiving feedback from their peers.

Peer support
staff

3-5 x week

Life Skills
Training

Education sessions address topics such as
communication skills, decision-making,
problem-solving, time management, stress
management, financial literacy, goal setting,
job search and application, conflict resolution,
and interpersonal relationships. Participants
practice interpersonal and group living skills
within the context of the RH environment
(Services may include: “Contingence

Peer support
staff/external
experts

2-4 x week
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Management” or SMART Recovery Life Skills
curriculum as a part of their RH program).

Recovery
Management
Skills

Sessions that focus on a curriculum that
provides information on understanding
addiction, its causes, effects on the brain,
behavior and progression of the disorder,
practical skills, techniques and coping
mechanisms to manage cravings, triggers and
stressors encountered during the recovery
process, including relapse prevention
strategies and healthy lifestyle practices.

Peer support
staft/external
experts with

lived

experience

2 x daily

Community/
House Meetings

A community/house meeting is a structured
and collaborative gathering within a recovery
setting where individuals come together to
discuss issues, share experiences, provide
support, and engage in therapeutic activities
aimed at fostering personal growth, recovery,
and community cohesion.

RRSS staff

1-5 x week

Mutual Aid
Groups

Mutual aid groups are sessions onsite or in the
community that assist individuals in
addressing their SUD issues through a
structured program based on guiding
principles. These groups provide a safe and
non-judgmental environment where members
can share their experiences, receive support,
and work together towards personal growth
and recovery.

Peer Supports

3-7 x week

Peer Support
Meetings

Peer support meetings focus on challenges
and achievements in SUD recovery,
normalizing experiences and reducing
feelings of isolation and shame. They
emphasize the value of sharing and
connecting to like-minded individuals. They
further assist participants in regulating
emotions and practicing coping skills.

Peer Supports

1-5 x week

Continuing
Care/Transition
Planning

Planning for ongoing recovery needs
including mutual help involvement, job
search/placement, affordable housing,
childcare, transportation, return to use
prevention and intervention, leisure activities,
family involvement, community involvement,
etc.

RRSS Staff

Within 30
days of
admission

Supporting
Career Training
and Education

Coordinate with community resources to
provide support for ongoing
training/education opportunities and work

RRSS Staff

As needed
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closely with KY Adult Education to schedule
appointments, assure that appointments are
kept and that opportunities for further
education and training are available.

Coordinating
Legal Services
and Supports

Referrals to assist participants in addressing
legal issues.

RRSS staff

As needed

Transitional
Support
Services

Support the individual with the ability to
transition to housing and maintain housing
once secured; this may include linkage to pre-
tenancy supports for obtaining affordable and
accessible housing, and developing a
community integration plan based on
functional needs assessment.

RRSS staff

Within 30
days of
admission

Employment
Supports

Link individuals to employment services such
as vocational training for employment
assessments, planning and job training, as
well as job coaching and transportation
arrangements.

RRSS staff

Within 30
days of
admission

Family Support
Services

Assist family members in understanding SUD
and facilitate individual’s participation in the
family, if appropriate. Family Support
Services provided to family or collaterals are
for the direct benefit of the beneficiary, in
accordance with their needs and goals in
recovery.

RRSS staff

As needed
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Attachment K:
Protocol for Assessment of Beneficiary Eligibility and Needs, and Provider
Qualifications

Services Protocol

List of Medicaid Covered Health-Related Social Needs (HRSN) Services

Medicaid covered HRSN services and housing-related supportive services include:

1. Short Term Pre-Procedure Housing
2. Short Term Post Transition Housing

HRSN service description, frequency, duration, setting and provider requirements, and minimum
eligibility criteria are described in Exhibit 1.

Eligible provider types and requirements for each service are indicated in Exhibit 2.

Services under the TEAMKY Recuperative Care Pilot benefit will be provided to individuals who
reside and receive services in their home or in the community, not in an institution.

Establish Eligibility and Medical Necessity for TEAMKY Recuperative Care
Pilot HRSN Services

Eligibility:

All Kentucky beneficiaries eligible through mandatory, optional, or expansion eligibility groups,
receiving full Medicaid coverage, ages 18 or older, with income up to 213 percent of the federal
poverty level (FPL), who meet the clinical and social risk factors described below, will be eligible
for HRSN services.

Individuals eligible for the TEAMKY 1115 Recuperative Care Pilot must be experiencing
homelessness or at risk of homelessness, as defined under federal regulation 24 CFR 91.5 except
for the annual income requirement in 24 CFR 91.5 (1)(i). These definitions encompass a broad
range of housing instability scenarios, such as individuals without access to a fixed, regular, and
adequate over-night residence, or those at imminent risk of losing their primary housing due to
financial hardship or other life circumstances.

Eligible individuals must also face a heightened risk of hospitalization or readmission and have
specific aftercare needs. This includes those recently discharged from an acute care facility or
emergency department, as well as individuals requiring pre- or post-procedure care for planned
medical interventions such as surgeries, chemotherapy, or other intensive treatments. The model
provides critical support for stabilizing their medical condition during this vulnerable period.
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To qualify, individuals must be at least 18 years of age, Medicaid eligible, have a primary medical
diagnosis, be independently mobile (with or without the use of assistive devices), and capable of
performing basic Activities of Daily Living (ADLs). These criteria ensure that participants are
able to engage with the care provided while maintaining a level of personal independence crucial
for successful recuperative outcomes. This targeted support aims to address the medical and
social vulnerabilities of these individuals, fostering recovery and facilitating a pathway to long-
term stability.

Table 1. Eligibility Criteria

Eligibility Criteria
Category
Medicaid Eligible All Kentucky beneficiaries eligible through mandatory,
optional, or expansion eligibility groups, receiving full
18+ ||Medicaid coverage, ages 18 or older, with income up to

213 percent of the FPL, will be eligible for the HRSN
service.

Age Clinical and Social Risk Criteria Definition

Primary Medical Individuals must have a documented primary medical
Diagnosis diagnosis requiring post-acute care, preparation for

18+ |planned medical procedures, or episodic treatment. This
diagnosis serves as the foundation for determining the
medical necessity of Recuperative Care Pilot services.

Homelessness or Risk of Individuals experiencing homelessness or at risk of
Homelessness 18+ homelessness as defined by 24 CFR 91.5 except for the
annual income requirement in 24 CFR 91.5 (1)(i).

Hospitalization Risk At risk of hospitalization or readmission with aftercare

needs, including:

e Post-discharge from acute care or emergency
department.

18+ ¢ Planned medical procedures requiring preparation
care.

e Planned treatments (e.g., chemotherapy) requiring
pre-/post-treatment care.

Physical Mobility Must be independently mobile, with or without an

18+ e ;
assistive device.

Activities of Daily Living | 18+  ||Able to perform ADLs.

The table above outlines the eligibility criteria for populations who will receive services under the
Kentucky Department for Medicaid Services (DMS) Recuperative Care Pilot. This program
focuses on individuals aged 18 and older who are experiencing homelessness or are at risk of
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homelessness, as defined by 24 CFR 91.5 except for the annual income requirement in 24 CFR
91.5 (1)(i). It also targets those at risk of hospitalization or readmission requiring post-discharge
support, pre-procedure preparation, or ongoing treatment for conditions such as chemotherapy.
Eligible individuals must be independently mobile, able to perform ADLs and have a primary
medical diagnosis to ensure alignment with the program's goals of stabilizing health and reducing
preventable hospitalizations.

Process for Identifying Medical Necessity for Recuperative Care Pilot Services

The TEAMKY Recuperative Care Pilot employs a structured, comprehensive process to identify
medical necessity and ensure services are aligned with the health and social needs of eligible
individuals. Medical necessity is assessed upon referral, during admission, and throughout the
individual’s stay, using clearly defined criteria and evidence-based practices. This approach
ensures that care is targeted, appropriate, and effectively meets the requirements of Medicaid-
eligible individuals who are experiencing or at risk of homelessness.

Upon referral to a recuperative care program, an individual undergoes an eligibility screening to
determine if they meet the core criteria: being at risk of or experiencing homelessness (as defined
by 24 CFR 91.5), having a primary medical diagnosis, and facing hospitalization or readmission
risks with specific aftercare needs. Examples of qualifying needs include post-acute discharge
care, pre-procedure preparation, or episodic treatment such as chemotherapy. Additionally, the
individual must be aged 18 or older, independently mobile (with or without assistive devices), and
capable of performing basic ADLs.

Once admitted to the program, a detailed nursing assessment is conducted within 24 hours by
a licensed clinical professional with a minimum qualification of a Registered Nurse. This
assessment involves a comprehensive review of the individual’s discharge instructions, vitals,
living situation, patient and mental status, impairments, medication reconciliation, ADLs, and
elimination needs. The findings of this assessment inform the development of a personalized care
plan, ensuring alignment with the patient’s medical, behavioral, and social requirements.

Daily evaluations are integral to monitoring and validating the ongoing medical necessity of
services. Registered nurses perform daily wellness checks that include vital assessments, pain
management, care plan reviews, and progress tracking. These evaluations assess compliance with
treatment, participation in self-care, and any changes in condition that may require adjustments to
the care plan. A key component of these checks is medication monitoring, which includes
ensuring access to prescribed medications, educating patients on self-administration, and fostering
independence in medication management.

Behavioral health services, when identified as medically necessary, are incorporated into the care
plan. Licensed behavioral health practitioners provide screenings, brief interventions, and
referrals to community-based services as needed. Care coordination further supports the process
by addressing social determinants of health (SDOH) and ensuring the integration of medical,
behavioral, and social services. A care coordination plan is established within 72 hours of

TEAMKY Demonstration
Approval Period: January 1, 2025 through December 31, 2029



admission, including an assessment of medical, behavioral, and social needs, along with defined
goals and regular reviews.

The TEAMKY Recuperative Care Pilot ensures that medical necessity is continuously evaluated,
leveraging ongoing monitoring and assessments to address the dynamic needs of patients. This
patient-centered approach, supported by highly trained staff and structured processes, allows the
program to effectively provide targeted care for vulnerable populations, while fostering recovery
and stability.

Eligibility Screening

The state’s comprehensive assessment tool is designed to support Kentucky residents in
identifying and addressing their needs across various SDOH.

The tool will have a bi-directional connection with Kentucky’s health information exchange to
share SDOH information captured by a patient’s provider to resources, so community providers
can better understand resident needs. The assessment tool will also allow for a closed-loop
referral process to guide improved outcomes, strengthen partnerships, and promote wrap around
services to residents. By using the eligibility assessment, Kentucky residents can proactively
identify areas where they need support and connect with the appropriate local resources. This
valuable tool not only helps individuals address their immediate needs, but also empowers them.

Clinical Criteria Considerations for Kentucky’s Recuperative Care Pilot

The TEAMKY Recuperative Care Pilot establishes robust clinical criteria and an administrative
process to streamline eligibility determination and ensure effective communication among
community partners. This integrated approach ensures that Kentucky Medicaid members receive
timely, medically necessary services while maintaining alignment with program requirements and
Medicaid guidelines.

Eligibility Determination and Administrative Coordination

Eligibility for the TEAMKY Recuperative Care Pilot is based on a comprehensive evaluation of
clinical and social criteria, including homelessness or risk of homelessness as defined by 24 CFR
91.5 except for the annual income requirement in 24 CFR 91.5 (1)(i). Individuals must be at least
18 years old, independently mobile (with or without assistive devices), able to perform ADLs and
possess a primary medical diagnosis. Additionally, the pilot targets those at risk of hospitalization
or readmission who require post-acute care, pre-procedural preparation, or episodic treatment
such as chemotherapy.

To facilitate this process, Kentucky Medicaid will designate a centralized point of contact to
validate member eligibility. Providers initiate the eligibility verification process by submitting
referrals to this point of contact, who ensures alignment with the established criteria. This
administrative entity communicates verified eligibility to relevant individuals, including physical
and behavioral health providers, Managed Care Organizations (MCOs), and Recuperative Care
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Pilot providers. The streamlined communication process minimizes delays and ensures that
members receive services efficiently.

Member Eligibility Process

The member eligibility process begins with a detailed assessment conducted upon referral.
Licensed clinical staff evaluate the individual’s medical and social conditions, verifying
alignment with the program’s criteria. If deemed eligible, the state designated administrative point
of contact ensures that the member’s information is updated and shared with MCOs and care
providers. Eligibility is reassessed periodically throughout the member’s stay to ensure that
services remain appropriate to their evolving needs. This ongoing evaluation safeguards resources
while maintaining high-quality care.

Managed Care Organization Requirements

MCOs play a pivotal role in the Recuperative Care Pilot by coordinating care and facilitating
seamless transitions between medical and social services. They are required to integrate
recuperative care into their service offerings, collaborating closely with Kentucky Medicaid and
Recuperative Care Pilot providers. MCOs must also track outcomes and report utilization metrics,
ensuring accountability and continuous improvement of the program.

Information Transparency on Kentucky DMS Website

To promote transparency and accessibility, Kentucky DMS provides comprehensive information
about the Recuperative Care Pilot on its official website. This includes eligibility criteria, clinical
and social risk criteria, program requirements, and details on the administrative processes. By
maintaining a centralized repository of information, Kentucky DMS empowers providers, MCOs,
and members to understand the program’s scope and navigate its processes effectively. This open
communication fosters trust and ensures consistent application of clinical criteria across the state.

Through these administrative and clinical processes, the TEAMKY Recuperative Care Pilot
ensures that Medicaid members receive appropriate, patient-centered care while maintaining
efficiency and accountability in service delivery. This approach reflects Kentucky’s commitment
to addressing health-related social needs and improving outcomes for its most vulnerable
populations.

Member Medical Record Documentation and Secure Data Exchange via KHIE

DMS is implementing a robust process for gathering member medical record documentation and
ensuring secure data exchange through the KHIE. This process supports the TEAMKY
Recuperative Care Pilot by enabling efficient communication among providers, MCOs, and other
community partners. These efforts are essential to ensure high-quality, coordinated care for
Medicaid members experiencing homelessness or at risk of homelessness.
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Transparency and Provider Support

Kentucky DMS will maintain a central repository of information about documentation
requirements and KHIE participation on its official website. This resource will include detailed
guidelines for providers, technical support for KHIE integration, and updates on program
expectations. By fostering transparency and providing clear resources, DMS ensures that
providers are well-equipped to meet the documentation and data exchange standards of the
Recuperative Care Pilot.

Through meticulous record-keeping and secure data exchange, DMS’s integration of KHIE into
the Recuperative Care Pilot enhances the efficiency, quality, and continuity of care for Medicaid
members. This initiative underscores Kentucky’s commitment to leveraging technology and
innovation to improve health outcomes for its most vulnerable populations.

This structured approach ensures that HRSN care plans remain dynamic and responsive to each
individual’s needs, maximizing the potential for successful outcomes.

Care Plan Review: weekly review of patient’s plan of care by Recuperative Care Pilot care
team. Integration with Kentucky’s kynect resources

The inclusion of Kentucky’s kynect resources platform enhances the care planning process by
providing members with access to a broad network of local programs and services. The platform’s
Eligibility Assessment helps care teams identify and prioritize SDOH-related needs, ensuring that
referrals to housing support, food pantries, and transportation assistance are tailored to the
member’s circumstances. This integration allows care plans to address not only medical issues but
also the social barriers that impact health outcomes.

Ongoing Review and Adaptation

The care coordination plan is designed to be dynamic, with ongoing reviews conducted weekly or
as needed to reflect changes in the member’s condition. Adjustments are made to ensure the plan
continues to meet the member’s evolving needs, such as changes in medical status, behavioral
health priorities, or access to resources.
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EXHIBIT 1: Breakdown of HRSN Services

The following reflects breakdown of HRSN services comprehensively, highlighting the nuanced
categories and requirements, specifically the structure for both pre-procedure and post-transition
housing under the program.

1. Short-Term Pre-Procedure Housing

Table 2. Short-Term Pre-Procedure Housing

Detailed

Description/Definition || Frequency | Duration Setting/Provider . .M.lr.umun.l .
f Eligibility Criteria
Requirements
Episodic housing Provided on ||Duration Must be a e Must be
interventions with an as-needed|/depends on |[recuperative care Medicaid
clinical services with basis, the specific |facility with: eligible.
room and board, limited |[depending |pre- o 24/7 staffing by
to a clinically on the procedure clinical o Atleast I8
appropriate amount of |jindividual’s |needs, professionals, years of age.
time, including: pre- typlqally allied h§alth Have a primary
procedures |[ranging professionals .
: ’ medical
e Short-term pre- preparation |[from 1 to 7 and/or i .
. . . diagnosis
procedure housing, |schedule days prior to paraprofessional -

. requiring a
where a provider has ||and care the staff. planned
determined that plan. procedure. _ procedure
preparatory steps are * Daily wel}nesg '
required for an Short term || Short term checks, vital sign ||g \ oot pe
upcoming procedure ([pre pre mqnltorlng, and independently
or treatment and procedure ||procedure pain mobile, with or
integrated, clinically |housing housing management. without
oriented recuperative|services can ||services can || bl assistive
or rehabilitative be provided |[be provided o devices

s monitoring and :
services and for more for more
secure double-
supports are than one than one e C(Capable of
) locked storage. .
provided. stay for up |stay, not to pert_“orrmng
to 6 months |exceed6 e Capability to basic ADLs.
in arolling |monthsina provide 3 meals
year if rolling year, per day. ¢ D emonstrates
determined |if risk Qf o
medically |determined [® Capability to hospitalization
necessary ||medically arrange for or other adverse
and patient |necessary transportation for oqtcomes _
meets and patient follow-up without hoqs1ng
eligibility  ||meets appointments, support during
criteria and access to the pre-
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Detailed

for recovery.

Congregate
sleeping space,
facilities that
have been
temporarily
converted to
shelters (e.g.
gymnasiums or
convention
centers), facilities
where sleeping
spaces are not
available to
residents 24
hours a day, and
facilities without
private sleeping
space are
excluded from
demonstrations.

Description/Definition | Frequency | Duration Setting/Provider . .M.n-umun.l .
f Eligibility Criteria
Requirements
eligibility telehealth procedure
criteria services. period as
) ] determined by
There is a Staff trained in licensed clinical
total behavioral health, staff.
combined trauma-informed Measurement or
cap of 6 care, and determination
months for motivational uses a
both Short- Interviewing to combination of
term pre- support holistic clinical, social,
procedure recovery, and and
housing and culturally environmental
Short-term responsive care. factors. Such
post- . Facilities must be| ~ [2¢tors may
transition . include:
housine. per accessible for
benefi cg1’a£) 1nd1y1f1ua1§ with 1. Medical
: Y, mobility aids and History and
in any 12- ble of . .
month capable ot Clinical Risk —
beriod. providing privacy by evaluating

the individual’s
health status,
comorbidities,
and the
complexity of
the procedure to
assess their
vulnerability to
complications.

2. Social
Determinates of
Health —
assessing
factors such as
lack of stable
housing which
is underway in
this HRSN,
access to
healthcare, and
availability of
social support,
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Description/Definition

Frequency

Duration

Detailed
Setting/Provider
Requirements

Minimum

Eligibility Criteria

which influence
recovery and
outcomes.

3. Logistical
Challenges —
barriers to
following pre-
procedure
instructions,
attending
appointments,
or adhering to
post-procedure
care plans due
to instability in
living
conditions.

4. Clinical
Judgment —
considering
input from
healthcare
providers who
assess
individual
circumstances,
including
mental health,
substance use,
and ability to
manage pre-
procedure
requirements.

2. Short-Term Post-Transition Housing

Table 3. Short-Term Post-Transition Housing
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condition by

clinicians is not

rolling year,
when

locked storage.

Detailed Minimum
Description/Definition || Frequency | Duration Setting/Provider Eligibility
Requirements Criteria
Episodic housing Short term || Typically Must be a Must be
interventions with post lasts recuperative care Medicaid
clinical services with transition |between 1  |facility with: eligible.
room and board, limited |housing and 45 days, |e 24/7 staffing by
to a clinically services can ||based upon clinical At least 18
appropriate amount of  (be provided [medical professionals, years of age.
time, including: for more necessity allied health Upon discharge
than one professionals, from a
e Short-term post- stay up to 6 |[Short term and/or rocedure or
transition housing months in a |[post paraprofessional Eos ital sta
(e.g., post- rolling year |{transition staff. ro lll)iril’l Y
hospitalization), when housing ' d g
where integrated, determined ||services can [|® Daily wel.lness. recoveriy
clinically oriented  |medically |(be provided Checks, Yltal sign Support.
rehabilitative necessary |[for more monitoring, and Must have a
services and supports|and patient |{than one pain management. primary
are provided, but - jmeets stay, notto iy \fedication medical
ongoing monitoring |leligibility  |lexceed 6 o diaonosis
ST R . monitoring and gNnos1s
of the individual's criteria. months in a secure double- necessitating

post-procedure
care.

required. determined |lo  Capability to
medically provide 3 meals Must be
necessary per day. 1ndependeptly
and mobile, with or
individual’s || Capability to without
meet arrange for assistive
eligibility transportation for devices.
criteria follow-up
appointments, and Capable.of

There is a access to perforrmng
total telehealth basic ADLs.
comb;ngd services. Demonstrates
rcr?(l))n(‘zhs for |® Staff trained in risk of
both Short- behavioral health, readn?ssu.)n or
term pre- trauma-informed CQEP 1§:at10ns
procedure care, an_d Kl ou d
housing and motivational ousing and
Short-term interviewing to support during
pOSt- support holistic the ‘re(;:overy
transition recovery, and gg{é?m?r?e d by

TEAMKY Demonstration

Approval Period: January 1, 2025 through December 31, 2029 Page 76 of 188




mobility aids and
capable of
providing privacy
for recovery.

Congregate
sleeping space,
facilities that have
been temporarily
converted to
shelters (e.g.
gymnasiums or
convention
centers), facilities
where sleeping
spaces are not
available to
residents 24 hours
a day, and
facilities without
private sleeping
space are
excluded from
demonstrations.

Detailed Minimum
Description/Definition || Frequency | Duration Setting/Provider Eligibility
Requirements Criteria
housing, per culturally licensed
beneficiary, responsive care. clinical staff.
in any 12- o Measurement
month Facilities must be or
period. accessible for determination
individuals with uses a

combination of
clinical, social,
and
environmental
factors.
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Components of Short-Term Pre-Procedure and Post-Transition Housing
Services

The following are components within the Short-Term Pre-Procedure and Post-Transition
Housing.

Nursing Services

e Nursing assessment within 24 hours of admission.

e Daily wellness check conducted by licensed clinical staff (minimum RN).

e Assessment of medical stability and ability to participate in care planning and self-
care management.

Medication Monitoring

e Safe and secure medication storage (preferably double-locked).

e Medication reconciliation to ensure accuracy and appropriateness of prescribed
treatments.

e Education and skill-building on medication self-management. Clinical staff provide
training to promote independence in medication use, including adherence strategies
and managing side effects.

e Support accessing prescribed medications from local pharmacies or hospitals.
Recuperative care staff coordinate with pharmacies to ensure timely delivery and
availability of medications.

Behavioral Health Services

e Behavioral health screening

e Screenings identify behavioral health needs and risk factors, leading to appropriate
referrals or brief intervention.

e Access to on-site or community behavioral health services for ongoing care. Staff
provide brief interventions, or make appropriate referrals for behavioral health.

e Brief interventions and referrals for severe or escalating behavioral health needs.

Care Coordination

e (are Coordination Plan developed within 72 hours of admission.

e Onsite care coordination for aftercare appointments (medical, behavioral health,
ancillary services).

e Screening and referral to community-based services for SDOH needs.

e Linkage to a Primary Care Physician (PCP) if one is not already established.

General Recuperative Care Services

e 24-hour staffed program with clinical and non-clinical support.

e Provision of three meals daily

e Secure storage for personal belongings and telecommunication access for medical
purposes.

e Wellness checks by medical professionals.

Coordination of transportation to medical appointments, housing services, or community

resources
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Exhibit 2: HRSN Services Provider Types and Requirements

A new provider type will be created through program integrity and recuperative care providers
will need to apply to become the newly established provider type to be reimbursed by Kentucky
Medicaid for recuperative care services through the pilot program. Providers will be reimbursed
by a per diem rate for the provision of services, which meet the criteria that Kentucky Medicaid
has set for the service. The provider types will also need to be registered through the National
Institute for Medical Respite Care (NIMRC) Directory to qualify for certification once it
becomes available. Providers will be expected to adhere to the national standards of recuperative
care set forth by NIMRC. Self-attestation will be a mandatory requirement.

Table 4. HRSN Services Provider Types and Requirements

setting. Staffed
24/7 by licensed
clinical
professionals,
allied health
professionals, or
paraprofessional
staff.

standards of care.

. Eligible Provider . . . .
Service Type/Setting Certification |Other Standard (if applicable)
Short-term Pre- Recuperative care |Listed on the
Procedure Housing. facility, interim  |[NIMRC Meets all requirements listed in
housing, or Directory and Exhibit 1.
medical respite follows NIMRC

Short-term Post-

Transition Housing.

Recuperative care
facility or other
approved setting
with 24/7 staffing
by licensed
clinical personnel,
allied health
professionals, or
paraprofessional
staff.

Listed on the
NIMRC
Directory and
follows NIMRC
Standards of
Care.

Meets all requirements listed in
Exhibit 1.
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Attachment L: Interim Evaluation Report (reserved)
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Attachment M: Summative Evaluation Report (reserved)
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Attachment N: HRSN Service Matrix

Target Populations

All full-benefit Medicaid eligibles
Service age 18 and over who meet social

and
clinical risk criteria

Short-term pre-procedure and/or post-

Room and Board

Housing Services with hospitalizati . X
ospitalization housing
Room and Board
Short-term post-transition housing X
Service Eligible Population Social Risk Factor Clinical Criteria for the pop
Housing Services with Short-term pre-procedure housing All full-benefit Medicaid eligibles |Individuals who are homeless, Have a primary medical diagnosis, and are at

risk of hospitalization and/or readmission
with a medical need and: Have a planned
medical procedure requiring preparation
care, or Have a planned medical treatment
(i.e.: chemotherapy treatment) requiring care
prior to the treatment

age 18 and over who meet social |or at risk of homelessness
and clinical risk criteria

Have a primary medical diagnosis, and are at
risk of hospitalization and/or readmission
with a medical need following discharge
from acute care facility or Emergency
Department, or Have a planned medical
treatment (i.e.: chemotherapy treatment)
requiring care following the treatment

Short-term post-transition housing All full-benefit Medicaid eligibles [Individuals who are homeless,
age 18 and over who meet social |or at risk of homelessness
and clinical risk criteria

Clinical Risk Factor

Clinical Criteria Detail

Risk Factor 1

Have a primary medical diagnosis, and are at risk of hospitalization as determined by licensed clinical staff and/or readmission with a medical need: 1)
following discharge from acute care facility or Emergency Department, or 2) Have a planned medical procedure requiring preparation care, or Have a
planned medical treatment (i.e.:

chemotherapy treatment) requiring care prior to or following the treatment

Social Risk Factor

Social Criteria Detail

Risk Factor 1

Individuals who are homeless, or at risk of homelessness who meet criteria based upon definitions in 24 CFR 91.5, except for the annual income requirement
in 24 CFR
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Attachment O:
Health Related Social Needs (HRSN) Infrastructure Protocol

HRSN Infrastructure. In accordance with the state’s Section 1115 Demonstration and Special
Terms and Conditions this protocol provides additional detail on the requirements on
infrastructure investments for the Health-Related Social Needs (HRSN) program, as specifically
required by STC 27. The state’s HRSN program allows qualifying Medicaid beneficiaries to
receive evidence-based clinically-appropriate services. Over the course of the demonstration the
state is authorized to spend up to $2,738,299 on infrastructure investments necessary to support
the development and implementation of HRSN services for Kentucky’s Recuperative Care Pilot
program. This protocol outlines the proposed uses of HRSN infrastructure expenditures, types of
entities that will receive funding, intended purposes of funding, projected expenditure amounts
and implementation timeline.

HRSN Infrastructure
L Implementation Timeline and Approach

a. Timeline for Disbursement of Infrastructure Funding

i. The state intends to begin awarding infrastructure funds to eligible entities
no sooner than July 1, 2025. The state will utilize a phased approach to
disbursing infrastructure funds to ensure providers beginning their
participation at different times have sufficient infrastructure and capacity.
The state will fund one or all HRSN service categories as needed to
support implementation goals.

ii. Eligible entities may apply for HRSN infrastructure funding on an
ongoing basis, depending on availability of funds.

b. Approach to Infrastructure Funding Applications and Disbursements

i. The state will conduct the following activities, either directly or via
existing contracted fiscal relationships:

1. Design and develop an infrastructure funding process, including
application(s).

2. Establish and provide outreach and educational resources to
eligible entities regarding available infrastructure funding
opportunities.

3. Evaluate applications to ensure they meeting minimum eligibility
criteria for entities.

4. Assess funding request budget templates to confirm compliance
with established requirements.

5. Grant infrastructure funding to entities that meet eligibility
requirements.
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6. Facilitate the disbursement of awarded funds to designated entities.

7. Oversee the use of infrastructure funding or verify the achievement
of milestone-based outcomes among eligible entities to prevent
fraud, wase, and abuse.

8. Design and distribute reporting templates for awardees to
document funding usage or milestone-based outcomes.

9. Conduct a structured review of reports submitted by awardees to
tracking funding usage or verify milestone-based achievements.

¢. Monitoring and Oversight

1. The state will ensure that any HRSN infrastructure fund disbursements are
consistent with these STCs. The state will ensure that any HRSN
infrastructure funding is subject to program integrity standards, including:

1. Participating in audit processes. The state, either directly or via
existing or contracted fiscal relationships, will conduct spot audits
as needed to ensure that infrastructure funds are being spent on
permissible uses and are being documented and appropriately
reported.

2. Taking action to address non-compliance. The state will ensure
that action is taken to address any identified non-compliance with
HRSN infrastructure funding parameters. If the funding recipient
has failed to demonstrate appropriate performance, the state may
impose corrective actions (e.g., caps on funding, discontinuation of
funding and/or recoupment of funding). The state will provide
notice to any funding recipient prior to initiating corrective action.

3. Ensuring non-duplication of funds. Funding recipients will be
required to attest to non-duplication of funding with other federal,
state and local funds. The state will monitor for funding
irregularities and potential duplication of funds.

4. Monitoring for fraud, waste and abuse. The state, either directly
or via existing or contracted fiscal relationships, will actively
monitor all HRSN infrastructure disbursements for instances of
fraud, waste and abuse. The state will suspend and/or terminate
infrastructure funding in cases of confirmed fraud, waste, and/or
abuse. The state reserves the right to recoup funding as necessary.

IL. Eligible Entities

a. The following entities may be eligible to apply for and receive HRSN
infrastructure funding:

i. Principle eligible entities include:
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1. Existing recuperative care programs that meet HRSN provider
criteria outlined in Attachment K and who are listed in the
National Institute for Medical Respite Care (NIMRC) Directory as
Recuperative Care (Medical Respite) providers in KY. These
providers will specifically provide the HRSN services “short-term
pre-procedure housing” and “short-term post-transition housing” as
authorized by CMS. This can include but is not limited to entities
like housing providers, social service agencies, traditional health
care providers, and community-based organizations.

ii. Additional eligible entities include:

1. Entities that have the capacity to support the delivery of HRSN
services, including state, city, county, and local governments;
community-based organizations; or other entities who support
HRSN contracting, implementation, invoicing and service
delivery; and,

2. State agencies, local government, or contracted partners to
facilitate setup, operation, and ongoing oversight of HRSN
programs.

b. In addition, the entities must meet the following minimum eligibility criteria in
order to be considered eligible for the HRSN infrastructure funding. Minimum
eligibility criteria may include:

i. The entity is capable of providing or supporting the provision of one or
more HRSN services to Medicaid beneficiaries within the state of KY.

ii. The entity has attested to being financially stable, as defined by the state
of KY.

III.  Intended Purpose and Proposed Uses of HRSN Infrastructure Funding.
a. Technology
b. Development of business or operational practices
c. Workforce Development
d. Outreach, education and stakeholder convening

The State intends to provide infrastructure funding to eligible entities for the

following activities:

a. Technology. Qualifying entities can leverage HRSN infrastructure funding to
support a range of technology needs, including those that support closed-loop
referral platforms and other community information exchange priorities. KY is
requesting the following activities to be covered by HRSN Infrastructure funds as
needed. If additional activities arise and need to be included, KY will formally
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request funding for those specific activities in the future from CMS. The
allowable activities are as follows:

i. Procuring IT infrastructure/data platforms/systems needed to enable, for
example:

1. Authorization of HRSN services.

2. Documentation of eligibility for HRSN services and track

enrollment.
3. Closed loop referral to HRSN services.
4. Record plans of care.
5. HRSN service delivery.
6. HRSN service billing.
7.

HRSN program oversight, monitoring and reporting, including for
activities beyond HRSN infrastructure (e.g., reporting on HRSN
services delivered, monitoring to ensure members receive the
services for which they were authorized, activities to prevent fraud,
waste and abuse across the HRSN program).

8. Determine eligibility for other federal, state and local programs
including Supplemental Nutrition Assistance Program (SNAP)
and/or Women, Infants and Children (WIC).

ii. Modifying existing systems (e.g., community information exchange) to
support HRSN.

iii. Development of an HRSN eligibility/services screening tool.
iv. Integration of data platforms/systems/tools.
v. Onboarding to new, modified or existing systems.
vi. Training for use of new, modified or existing systems.
b. Development of business or operational practices
i.  Development of polices/procedures related to:
1. HRSN referral, service delivery workflows, and care plans;
Billing/invoicing;
Data sharing/reporting;

Program oversight/monitoring;

A I

Evaluation; or
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il.

iii.

6. Privacy and confidentiality.

Training/technical assistance on HRSN program and
roles/responsibilities.

Procurement of administrative supports to assist implementation of
HRSN.

c. Workforce development

1.

ii.

iil.

1v.

Vi.

Training provided by a technical assistance organization to support one
or more HRSN providers.

Cost of recruiting, hiring, and training new staff to provide HRSN.

Salary and fringe for staff that will have a direct role in overseeing,
designing, implementing, and/or executing HRSN responsibilities, time
limited to a period of 18 months.

Necessary certifications, training, technical assistance and/or education
for staff participating in the HRSN program (e.g., on culturally
competent and/or trauma informed care).

Privacy/confidentiality training/technical assistance (TA) related to
HRSN service delivery.

Production costs for training materials and/or experts as it pertains to the
HRSN program.

d. Outreach, education, and stakeholder convening

1.

il.

iil.

1v.

vi.

Production of materials necessary for marketing, outreach, training
and/or education related to HRSN.

Translation materials.

Planning for and facilitation of community-based outreach events to
support awareness of HRSN services.

Planning for a facilitation of learning collaboratives of stakeholder
convenings for HRSN.

Community engagement activities necessary to support HRSN program
implementation and launch (e.g. roundtable discussion to solicit
feedback on guidance documents).

Administrative or overhead costs associated with outreach, education, or
convening directly tied to HRSN.

IV.  Projected Expenditure Amounts: The state estimates the following infrastructure
expenditure amounts by allowable use category over the course of the demonstration.
The state used the annual infrastructure spending amounts articulated in the states’
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STCs, and an analysis of anticipated need across the state to develop the estimates
below. The state anticipates that the percentage of spend permissible uses categories
(as illustrated in the table below) will stay relatively constant across the

Demonstration Years.

Allowable Use Category % of Spend Estimated Amount
Technology 47% $1,289,739
Development of
Operational or Business 27% $728,387
Practices
Workforce Development 5% $131,438
Outreach, Education and
Stakeholder Convening 21% $588,735
Total 100% $2,738,299
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