Appendix M1-A

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

Section 438.6(c) Preprint

42 C.F.R. § 438.6(c) provides States with the flexibility to implement delivery system and
provider payment initiatives under MCO, PIHP, or PAHP Medicaid managed care contracts (i.e.,
state directed payments). 42 C.F.R. § 438.6(c)(1) describes types of payment arrangements that
States may use to direct expenditures under the managed care contract. Under 42 C.F.R. §
438.6(c)(2)(i1), contract arrangements that direct an MCO's, PIHP's, or PAHP's expenditures
under paragraphs (c)(1)(i) through (c)(1)(i1) and (c)(1)(iii)(B) through (D) must have written
approval from CMS prior to implementation and before approval of the corresponding managed
care contract(s) and rate certification(s). This preprint implements the prior approval process and
must be completed, submitted, and approved by CMS before implementing any of the specific
payment arrangements described in 42 C.F.R. § 438.6(c)(1)(1) through (c)(1)(i1) and (c)(1)(iii)(B)
through (D). Please note, per the 2020 Medicaid and CHIP final rule at 42 C.F.R. §
438.6(c)(1)(ii1)(A), States no longer need to submit a preprint for prior approval to adopt
minimum fee schedules using State plan approved rates as defined in 42 C.F.R. § 438.6(a).

Submit all state directed payment preprints for prior approval to:
StateDirectedPayment@cms.hhs.gov.

SECTION I: DATE AND TIMING INFORMATION

1. Identify the State’s managed care contract rating period(s) for which this payment
arrangement will apply (for example, July 1, 2020 through June 30, 2021):
January 1, 2023 - December 31, 2023

2. Identify the State’s requested start date for this payment arrangement (for example,
January 1, 2021). Note, this should be the start of the contract rating period unless this
payment arrangement will begin during the rating period. January 1, 2023

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

Thisp former c T

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

directed payment: $291.31M.
a. Identify the estimated federal share of this state directed payment: $206.49million

b. Identify the estimated non-federal share of this state directed payment: $84.81million

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

5. Is this the initial submission the State is seeking approval under 42 C.F.R. § 438.6(c) for
this state directed payment arrangement? [ ] Yes [-] No


mailto:StateDirectedPayment@cms.hhs.gov
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6.

7.

If this is not the initial submission for this state directed payment, please indicate if:

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

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

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

«DRG T CMS for the periodJuly 2022— D 022. + HospitalDi y This

cM

c. Please identify the types of changes in this state directed payment that differ from
what was previously approved.
[] Payment Type Change
[] Provider Type Change
[] Quality Metric(s) / Benchmark(s) Change
[=] Other; please describe:

Theprior appro’ otct itfor tof a

.Theonly changds submittingasa collectivepreprintinsteadof anumberof parts.

[ No changes from previously approved preprint other than rating period(s).

[=] Please use the checkbox to provide an assurance that, in accordance with 42 C.F.R. §
438.6(c)(2)(i1)(F), the payment arrangement is not renewed automatically.

SECTION II: TYPE OF STATE DIRECTED PAYMENT

8.

In accordance with 42 C.F.R. § 438.6(c)(2)(ii)(A), describe in detail how the payment
arrangement is based on the utilization and delivery of services for enrollees covered
under the contract. The State should specifically discuss what must occur in order for the
provider to receive the payment (e.g., utilization of services by managed care enrollees,
meet or exceed a performance benchmark on provider quality metrics).

« DRG FeeScheduld®aymentArrangement
0 Hawaii'sMCOswill useanewAll DR i cMsin 192 Hawaii's
MCOswill ! similar: i i T i services

« HospitalDirectedAccessPaymentrrangement
ou; italdi ill directHawai idMCOsto &

Medicare T} thepi bepaidoutover 3D T

i hy resultin net 103%-104%Yor thefull This

achievea uniform
all

revenuefor thefull exceptfor the P:

Di

0 the'Interim Di ligibl bythe
ePayments dividedby 12. The 2023Interim Di Medicaid
” "

a. [m] Please use the checkbox to provide an assurance that CMS has approved the
federal authority for the Medicaid services linked to the services associated with the
SDP (i.e., Medicaid State plan, 1115(a) demonstration, 1915(c) waiver, etc.).

o
hospital

b. Please also provide a link to, or submit a copy of, the authority document(s) with
initial submissions and at any time the authority document(s) has been
renewed/revised/updated.

+ DRG FeeSchedulé®aymentrrangement
oTl he

lassi 3
test hawaii wdamif ji-state-plan/SPA_21-0011_Public_Notice_05-21-21_and_Attachment_4_19-A_pg_1-4_CLEAN_Redline.pdf

oTl esthis pro foundhere:https: 1services.hawaii.goviwp: 017/12/4.19-A-i 1t-4-Rev.-07.2017.pdf
0 The1115waiverauthorityfor theseservicescanbefoundhere:
ttps: lest.hawaii i-stat i_QUEST_| ion_1115_D 1_| _Approval_Package.pdf
+ HospitalDirectedAccessPaymentArrangement
0 The1115waiverauthorityfor theseservicescanbefoundhere:
hitps: \est.hawaii tat i QUEST | _1115_D L _Approval_Package.pdf
+HHSC
o lestt found here:https: 1services.hawaii. 017/12/4.19-A 1t-4-Rev.-07.2017.pdf
0 The1115waiverauthorityfor theseservicecanbefoundhere:
) i QUEST_ 1_1115_D | _Approval_Package.pdf
+ HospitalPayFor Performance
The1115waiverauthorityfor theseservicescanbefoundhere:
https: lest.hawai i_QUEST_| ion_1115_D 1_| _Approval_Package.pdf




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

9. Please select the general type of state directed payment arrangement the State is seeking
prior approval to implement. (Check all that apply and address the underlying questions
for each category selected.)

a. [®] VALUE-BASED PAYMENTS / DELIVERY SYSTEM REFORM: In accordance with 42
C.F.R. § 438.6(c)(1)(1) and (i1), the State is requiring the MCO, PIHP, or PAHP to
implement value-based purchasing models for provider reimbursement, such as
alternative payment models (APMs), pay for performance arrangements, bundled
payments, or other service payment models intended to recognize value or outcomes
over volume of services; or the State is requiring the MCO, PIHP, or PAHP to
participate in a multi-payer or Medicaid-specific delivery system reform or
performance improvement initiative.

If checked, please answer all questions in Subsection I1A.

b. [=] FEE SCHEDULE REQUIREMENTS: In accordance with 42 C.F.R. §
438.6(c)(1)(ii1)(B) through (D), the State is requiring the MCO, PIHP, or PAHP to
adopt a minimum or maximum fee schedule for network providers that provide a
particular service under the contract; or the State is requiring the MCO, PIHP, or
PAHP to provide a uniform dollar or percentage increase for network providers that
provide a particular service under the contract. [Please note, per the 2020 Medicaid
and CHIP final rule at 42 C.F.R. § 438.6(c)(1)(iii)(A), States no longer need to
submit a preprint for prior approval to adopt minimum fee schedules using
State plan approved rates as defined in 42 C.F.R. § 438.6(a).]

If checked, please answer all questions in Subsection IIB.

SUBSECTION IIA: VALUE-BASED PAYMENTS (VBP) / DELIVERY SYSTEM
REFORM (DSR):

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

10. Please check the type of VBP/DSR State directed payment the State is seeking prior
approval for. Check all that apply, if none are checked, proceed to Section III.

Quality Payment/Pay for Performance (Category 2 APM, or similar)

Bundled Payment/Episode-Based Payment (Category 3 APM, or similar)
Population-Based Payment/Accountable Care Organization (Category 4 APM, or
similar)

Multi-Payer Delivery System Reform

Medicaid-Specific Delivery System Reform

Performance Improvement Initiative

Other Value-Based Purchasing Model

OOdn oo
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11.

12.

Provide a brief summary or description of the required payment arrangement selected
above and describe how the payment arrangement intends to recognize value or outcomes
over volume of services. If “other” was checked above, identify the payment model. The
State should specifically discuss what must occur in order for the provider to receive the
payment (e.g., meet or exceed a performance benchmark on provider quality metrics).
HospitalPayFor Performance

In theCY2017ratedevelopmentthe Stateestablishea payfor performancepool for privatehospitals Sincethen,a seconcpayfor performanceool hasbeenestablishedor

public hospitals. Thetotal sizeof the poolis up to 20%of thefacility’s MedicaidManagedCareRevenudor the privateclassandup to 10%for the public class. Both publicand
privatehospitalsarereimbursedat approximatelythe Medicarerate. Thetotal reimbursemenin aggregatés then110%of Medicare althoughbasedbn performancesome
hospitalswill achievemoreandotherslessthanthisamount. Thefinal quality paymentpool distributionwill be basedeachfacility’s performancen variousquality metrics,
usingthe methodologiesutlinedin Tablel. The Statewill directMedicaidmanagedareplansto distribute100%of the paymentpoolsfor eachclassfor the contractyear.Any

unearnediollarswill bedistributedamongfacilities thatdemonstratadditionalimprovementsrom baseline The numberof metricsareexpectedo matureandexpandovertime,
transitioningfrom procesgo outcomemeasureasvariouseffortsthatadvancehe state'squality strategygoalsarefurtheredthroughthe payfor performancerogram.

In Table 1 below, identify the measure(s), baseline statistics, and targets that the State
will tie to provider performance under this payment arrangement (provider performance

measures). Please complete all boxes in the row. To the extent practicable, CMS
encourages states to utilize existing, validated, and outcomes-based performance
measures to evaluate the payment arrangement, and recommends States use the CMS
Adult and Child Core Set Measures when applicable.

TABLE 1: Payment Arrangement Provider Performance Measures

Measure Name Measure . ., | Performance 4
. Baseline Baseline Performance Notes
and NQF # (if Steward/ e Measurement
. 1 Year Statistic . 13 Target
applicable) Developer Period
Example: Percent | CMS CY 2018 9.23% Year 2 8% Example
of High-Risk notes
Residents with
Pressure Ulcers —
Long Stay
Q. HospitalPayFor i N/A (Payout Completion of Group | orine 30y Al cause Restrgesions
Performance: Hawal'i 2023 basecon meeting| 2023 goals and submission | L2 e i
Readmissionsollaborative ?set;ze)rformanm of required metrics e Pt s
argets
b. Hospital Pay For Dere 4ot 5 v
Hospital Pay For g | HaWaL'i 2018 24.6% |2023 24.11%
ED Visits for Patients with ent a1 release s for th fai
4 or more Visits for the calendar year Y
C. ; .- N/A (Payout N/A (Payout H Qualitative Measure
Eg;g':rilai‘?élzor Hawai'i based on meeting | based on 2023 Completlon of based on participation
: . ific criteri meeting specific and completion of
SDOH Collaborative specific criteria) criteria) group goals group goals.
d-HospitaI Pay For Y N/A (Payout N/A (Payout : Qualitative Measure
Performance: Perinatal Hawal i based on meeting | based on . 2023 Completloln of bazed on Ipa‘rticip?tion
. specific criteria meeting specific rou oals and completion o
Collaborative p ) criteria) g Pg group goals.
e.

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

2. If state-developed, list State name for Steward/Developer.
3. If this is planned to be a multi-year payment arrangement, indicate which year(s) of the payment arrangement that performance
on the measure will trigger payment.
4. If the State is using an established measure and will deviate from the measure steward’s measure specifications, please
describe here. Additionally, if a state-specific measure will be used, please define the numerator and denominator here.



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

a.

C.

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

HospitalPayFor Performance
Theperformanceargetsfor payoutaresetdifferently for eachmeasureisedin 2023.

1) Readmission€ollaborative

Hospitalswill bepaidbaseduponthe completionof a setof groupgoalsdesignedo supportqualityimprovemento reduceavoidablereadmissionsThe measurewill
includea combinationof attendingearningcollaborativesessionsgevelopinga customizedjuality improvemenplanutilizing bestpracticesdisseminatediuringthe
learningcollaborativesessionsmplementatiorof the plan,andcompletionof areportto describdessondearnedchallengesandsuccessegleanedrom the program.
Additionally, hospitalswill continueto collectandsubmitday on the 30-dayall causereadmissionsneasureo determinetheimpactof the qualityimprovementctivity on
theoutcomevariable. Paymenwill be baseduponthe satisfactorycompletionof the goalsof the collaborative.

2) ReducingeD Visits for Patientswith 4 or moreVisits

CY2018wasusedto developbaselinedatafor this measurethe state’sperformancen 2018wasusedto developa sliding scaleto rewardperformance Basedon the historic
target(24.6%,2018),anaggressiveperformanceargetof 14.99%wassetfor 2020,andthe sametargetis retainedfor 2023. Hospitalsperformingbetterthanthe targetwill
receivethefull payoutfor the measurelongwith bonusesn proportionto their actualperformancewhereaghoseperformingbelowthetargetwill receiveproportionally
reducedpayouts.

3) SDOH Collaborative

Theobjectiveof the collaborativeis to designandimplementa hospitalprogramto build infrastructurakcapacityto intervenewhenmemberswith socialneedsareidentified
throughscreening.Payoutin 2023will be basedn the completionof collaborativeactivitiesto establistprocesseandprotocolsfor the provisionof interventionsand
referralsfor anyunmetsocialneedsn a standardizednanner.

4) PerinatalCollaborative

Theobjectiveof the collaborativeis to improvethe quality of carefor mothersandbabies. Payoutin 2023will be basedn operationalizatiomf datacollectionplansfor the
selected-5 metricsthatwill beaffectedby theimprovementinddemonstrateémplementatiorof ongoingquality improvemengefforts.

If multiple provider performance measures are involved in the payment arrangement,
discuss if the provider must meet the performance target on each measure to receive
payment or can providers receive a portion of the payment if they meet the
performance target on some but not all measures?

HospitalPayFor Performance

Yes, providerscanreceivea portionof the paymenif they meetsomebutnotall
measuresTheoverallpool of fundsavailableis parsecamongthe measurebased
ondistributiondeterminedat the outsetof eachprogramyear. Then,hospitals
independentlyvork towardseachof the measuresHospitalsalsoearnthe allocated
amountdor eachmeasurendependentlyf their performancen othermeasures.

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

HospitalPayFor Performance

The statehasseveraktate-developetheasureshatincludelearningcollaboratives.The stateseeks
extensivestakeholdefeedbackin developindts program.includingbut notlimited to, hospitalsandthe
statehospitalassociation.Giventhe state’spriorities (reducingavoidablereadmissions;educing
avoidableemergencylepartmentisits, increasingeferralsto supportsocialneedsandimproving
maternalndchild healthoutcomes)the hospitalscollaboratedvith the stateto identify potential
strategieso improveuponthesemeasuresOur hospitalshavepreferreda collaborativestyle approach
wheretheywork togetherto learnaboutbestpracticesandapplytheseto theirindividual hospitalsto
advancejuality improvemenprogramgo supportthe state’sinitiatives. Theintentof these
collaborativess to providea sharedenvironmenfor learningandsharingof bestpracticesandlessons
learnedsothatthe hospitalcommunitymaywork togetherto improvethesegoals. Further the
collaborativeatmosphereeduceslisparitiesacrosshospitals andpromotessharedcorogress.The
collaborativehavebeendrivenby prior performancen theseareaghatsuggestshatmost,if notall,
hospitalsn the statestrugglewith someof the samequalityimprovementreas.
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14. Is the State seeking a multi-year approval of the state directed payment arrangement?

El Yes [-]No

a. Ifthis payment arrangement is designed to be a multi-year effort, denote the State’s
managed care contract rating period(s) the State is seeking approval for.

b. If this payment arrangement is designed to be a multi-year effort and the State is
NOT requesting a multi-year approval, describe how this application’s payment
arrangement fits into the larger multi-year effort and identify which year of the effort
is addressed in this application.

HospitalPayFor Performance

Th pi till evolving, Hawai'iis
T 021 0 desigris still twoto
I i is still Hawai'ito intasamulti-year
amulti flortin

Cli newor i
effort. T 1 p CMSatthistime. MS' beableto

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

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

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

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

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

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

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

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

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

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

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

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

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

a.

Check the basis for the fee schedule selected above.

i. [O] The State is proposing to use a fee schedule based on the State-plan
approved rates as defined in 42 C.F.R. § 438.6(a). 2
ii. [_] The State is proposing to use a fee schedule based on the Medicare or
Medicare-equivalent rate.
iii. [ ] The State is proposing to use a fee schedule based on an alternative fee
schedule established by the State.

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

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

+ DRG FeeScheduldPaymenrrangement
oTl

« HospitalDirectedAccessPaymentrrangement
oTl

level for
+ HHSC
oTl for Medi uch pperP imit for

- HospitalPayFor Performance
o Notapplicable.

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

a.

C.

d.

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

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

schedule.

DRG FeeScheduld?aymeniArrangement

Theplansandthe providersmustsubmitarequesfor exemptionif theyareundercontractuabbligationsthatresultin the needto pay more
thanthemaximumfee schedulefor specialarrangementsuchpay-for-performancer otheralternativepaymentmodels.The contractand
contractuaprovisions showwhy a planandthe providerneedgo pay morethanthe maximumfee schedulemustbe submittedto the State.
Additionally, the planandthe providersmustsubmitajustificationfor why thereis a needto pay morethanthe maximumfee scheduleThe
Statewill reviewthe materialssubmittecby the plansandprovidersto makeaninformeddeterminatiorof whetherthe contractuabbligations
resultingin aneedto pay morethanthe maximumfee schedulewill beapprovedasanexemption.

Indicate the number of exemptions to the requirement:

i. Expected in this contract rating period (estimate) 0
ii. Granted in past years of this payment arrangement ()

Describe how such exemptions will be considered in rate development.

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

7
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19. If the State is seeking prior approval for a uniform dollar or percentage increase (option ¢
in Question 16), please address the following questions:

a.

b.

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

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

+ HospitalDi y As iouslyin responseo questiors, ill directHawai idMCOsto

Describe how will the uniform increase be paid out by plans (e.g., upon processing
the initial claim, a retroactive adjustment done one month after the end of quarter for
those claims incurred during that quarter).

+ HospitalDirectedAccessPaymentArrangement

0 As describecpreviouslyin responseo questions, t ill receiveinterim lump-summc 1tfrom MCO: i dby the State App 12 monthsafterthe endof contractyear,the
Statewill meast ightedaveragep intchangein utilization (from projectedto actual)acros: ible hospitalsf theweightedaveragés lessthan10.0%,the Statewill notadjustinterim paymentgor
thecor iod,andif theweigt equalto 10.0%, ill conductreconciliatic 1tgor thecc iod.Seeour responseo question8 on detailsof the payment

methodology.

+HHSC

0MCO encountedatawill beusedto directly link eachhospitals’paymentgo utilization of inpatientar servicesor 1month,Med-QUESTwill calculateeachhospital's
thep takingthe currentyear by the paymentr Intperser inpatientar itpatient. This amountwill thenbe usedto allocatethedirected

paymentfundingto eachhospital.

Describe how the increase was developed, including why the increase is reasonable
and appropriate for network providers that provide a particular service under the
contract

« DRG FeeSchedule®aymentrrangement
Not to

o
- HospitalDirectedAccessPaymentrrangement
0Co i 022, the Di

responseo questiors on detailsof the paymentmethodology.
oForal i DRG 100.0%o0f

T 100%of Yo

+HHSC
oTl

for Medi i YE 2021
inflatedto CY CMs imit for

SECTION III: PROVIDER CLASS AND ASSESSMENT OF REASONABLENESS

20. In accordance with 42 C.F.R. § 438.6(¢c)(2)(i1)(B), identify the class or classes of
providers that will participate in this payment arrangement by answering the following
questions:

a.

Please indicate which general class of providers would be affected by the state
directed payment (check all that apply):

[=] inpatient hospital service

[=] outpatient hospital service

[ ] professional services at an academic medical center
[ ] primary care services

[ ] specialty physician services

[ ] nursing facility services

[ ] HCBS/personal care services

[ ] behavioral health inpatient services
[ ] behavioral health outpatient services
[ dental services

[ ] Other:

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

indicated above).

« DRG FeeScheduléaymentrrangement
o This appliest

in the State’ .Perthe SPA,the APRDRG ritical

h i . Hawai'i OrganandTissueTransplan(SHOTT)services.
« HospitalDirectedAccessPaymenirrangement
o Theeligible provi i awai'i p I i he funding, lessthan40%of operating
expensesperthe Medicaidcostreport.
*HHSC
oTl tainsto Hawai'|
« HospitalPayFor Performance
oTl 2) ritical Acces: : Hs).
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c¢. Provide a justification for the provider class defined in Question 20b (e.g., the
provider class is defined in the State Plan.) If the provider class is defined in the
State Plan, please provide a link to or attach the applicable State Plan pages to the
preprint submission. Provider classes cannot be defined to only include providers

that provide intergovernmental transfers.

* DRG FeeScheduldPaymentrrangement

o Theproviderclassis definedin the state’srecentapprovedSPAfoundhere:
https://medquest.hawaii.gov/content/dam/formsanddocuments/med-quest/hawaii-state-plan/SPA_21-0011_Public_Notice_05-21-21_and_Attac
-A_pg_1-4_CLEAN_Redline.pdf

 HospitalDirectedAccessPaymentArrangement

o DirectedAccesspaymentdor privatehospitalsprovidesadditionalfundingto maintainaccesgo servicesto complementhe separatelirectedpayment
arrangementfior public hospitals The exclusionfor charitablehospitalsis dueto availablefunding separatelyjrom donationsandothernon-insurance
sources.

*HHSC

o Thestateplanthatdefinesthis providerclassis foundhere:
https://humanservices.hawaii.gov/wp-content/uploads/2017/12/4.19-A-from-Attachment-4-Rev.-07.2017.pdf

« HospitalPayFor Performance
o ThecompleteHawai'i StatePlanis foundhere:https://humanservices.hawaii.gov/reports/hawaii-medicaid-state{pkesection3 andAttachment3).

21. In accordance with 42 C.F.R. § 438.6(c)(2)(i1)(B), describe how the payment
arrangement directs expenditures equally, using the same terms of performance, for the
class or classes of providers (identified above) providing the service under the contract.

* DRG FeeSchedulé®?aymentArrangement
o Thepaymenimethodologydoesnot vary by provideris andis predicatedexclusivelyon utilization anddelivery of services.

« HospitalDirectedAccessPaymentArrangement

o UnderthehospitalDirectedAccesspaymeniprogram eachhospitalis broughtup to the sameuniform benchmarlof paymentsinderMedicare separatelfor inpatientand
outpatient.

* HHSC

o Underthedirecteduniform paymentincreasestawai'i's MCOswill makeuniform paymenincrease$or eachinpatientdayandoutpatientvisit within the government-owned
classof safetynethospitals This programis predicatecexclusivelyon utilization anddelivery of services.

« HospitalPayFor Performance

o All PrivateHospitalsareevaluatedisingthe samequality metrics;similarly, all PublicHospitalsareevaluatedisingthe samesetof quality metrics. Whereappropriatethesame
measureareappliedto both PrivateandPublic Hospitals Exceptionsaremadeby hospitaltype for specificmetrics. For examplejn the PrivateHospitalprogram hospitalswith
ObstetricsandGynecologyDepartmentfiavea measureén 2022thatdoesnot applyto hospitalswithout thesethis departmentAnotherexceptionis madefor two specialty
hospitalsthatarestructuredifferently: the quality measuresisedareadaptedo be applicableto thesehospitals asthey exclusivelyserveindividualswith behaviorahealthand

rehabilitationneedsespectivelyanddo not providetypical hospitalservices.A consistensetof measuresreappliedto PublicHospitals;onePublicHospitalwith behavioral
healthbedssubmitsdataon anadditionalmeasure.

22. For the services where payment is affected by the state directed payment, how will the
state directed payment interact with the negotiated rate(s) between the plan and the
provider? Will the state directed payment:

a. [] Replace the negotiated rate(s) between the plan(s) and provider(s).
b. [] Limit but not replace the negotiated rate(s) between the plans(s) and provider(s).

¢. [-] Require a payment be made in addition to the negotiated rate(s) between the
plan(s) and provider(s).

23. For payment arrangements that are intended to require plans to make a payment in
addition to the negotiated rates (as noted in option ¢ in Question 22), please provide an
analysis in Table 2 showing the impact of the state directed payment on payment levels
for each provider class. This provider payment analysis should be completed distinctly
for each service type (e.g., inpatient hospital services, outpatient hospital services, etc.).

This should include an estimate of the base reimbursement rate the managed care plans
pay to these providers as a percent of Medicare, or some other standardized measure, and
the effect the increase from the state directed payment will have on total payment. Ex:
The average base payment level from plans to providers is 80% of Medicare and this
SDP is expected to increase the total payment level from 80% to 100% of Medicare.
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TABLE 2: Provider Payment Analysis

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

Average Base Effect on Effect on
Effect on Total
Payment Total Total Payment
Total Payment
Level from Payment Pavment Level of Level (after
Provider Class(es) Plans to Level of State y accounting for
. . Level of Pass-
Providers Directed Other Throush all SDPs and
(absent the Payment g PTPs
SDP) (SDP) SDPs Payments
(PTPs)
Ex: Rural Inpatient 80% 20% N/A N/A 100%
Hospital Services
a. . .
PrivateHospital-
Inpatient P 76.90% 31.80% 108.70%
b. . .
PrivateHospital-
Outpatient P 92.80% 16.50% 109.20%
€. Publicly owned
d. pyblicly owned
hospitals- outpatien | 50.30% 53.40% 103.70%
e.
0.00% 0.00% 0.00%
f.
0.00% 0.00% 0.00%
g.
0.00% 0.00% 0.00%

24. Please indicate if the data provided in Table 2 above is in terms of a percentage of:

a. [] Medicare payment/cost

b. [] State-plan approved rates as defined in 42 C.F.R. § 438.6(a) (Please note, this

rate cannot include supplemental payments.)

c. [] Other; Please define:

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

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

[-] No

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

10
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26. Does the State also require plans to pay pass-through payments as defined in 42 C.F.R. §
438.6(a) to any of the providers eligible for any of the provider class(es) described in
Question 20b? [] Yes [-] No

If yes, please provide information requested under the column “Pass-Through
Payments” in Table 2.

27. Please describe the data sources and methodology used for the analysis provided in
response to Question 23.

* DRG FeeScheduld?aymeniArrangement
o This directedpaymentarrangemenis nota paymentn additionto the standardeeschedule.

« HospitalDirectedAccessPaymentArrangement

o Thecomparisorbenchmarks basecbn the estimateghaymentsinderMedicarefor Medicaidmanagedareservicescalculatecoy multiplying Medicaidmanagedarebilled chargesrom FYE 2020
MedicaidDSH surveydataby Medicarepay-to-chargeatiosfrom Medicarecostreportswith fiscal reportingperiodsmatchingthe DSH survey.Adjustmentdor utilization andservicemix changegor 2023
havebeenappliedto Medicaidbasepaymentgincludingadjustmentso reflectestimatechaymentsmpactsunderthe State’snew APR DRG methodology).

*«HHSC
o Thecomparisorbenchmarks basecbn the estimatedcostsof Medicaidmanagedareservicesseparatelyor inpatientandoutpatientusingthe mostrecentlyavailablehospitalpatientaccountsiataand
FYE 2022costreportdata,inflatedto CY 2023basecbn changesn CMS hospitalmarketbasketndexlevels.

« HospitalPayFor Performance
o The privatehospitalMedicarebenchmarks basecbn hospitalFYE 2020DSH surveydata.The quality paymenipool wascalculatedo be approximatelyl 0% of participatinghospitalMedicaidmanaged
carebasepaymentswhich the statehasestimatedo be approximatelyL00%of Medicare.

o The public hospitalcomparisorbenchmarks basedn the estimateccostsof Medicaidmanagedareservicesseparatelyor inpatientandoutpatientusingthe mostrecer blehospitalpatient
accountslataandFYE 2020costreportdata,inflatedto CY 2023basedn changesn CMS hospitalmarketbaskeindexlevels. The quality paymentpool wascalculatedo be approximatelys% of Medicaid
managedtarepayments.

28. Please describe the State's process for determining how the proposed state directed

payment was appropriate and reasonable.
* DRG FeeSchedulé®?aymentArrangement
o The Statebelievesthe proposedstatedirectedpayments appropriateandreasonabldecausehe minimumandmaximumfee schedulegnsurebudgetneutralityto current
Medicaidmanagedarebasepayments.
* HospitalDirectedAccessPaymentArrangement
0 As shownin thetableabove the combinedbasepaymentsandpaymentdrom this StateDirectedPaymentreapproximatelyl 03%-104%of paymentainderMedicare andis
estimatedo bewell below100%of commerciarates.The StatebelievesMedicareis reasonablendnecessarjor achievingits goalsandobjectivesfor this directedpayment
arrangement.
*«HHSC
0 As shownin thetableabove the combinecbasepaymentsandpaymentdrom this StateDirectedPaymenareapproximatelyl00.0%of cost(asa proxy for paymentsinder
Medicare).Total paymentsncludingthe separatejuality pool paymentsareapproximatelyl01-102%of estimatectosts,which is reasonablyloseto Medicarereimbursement
levelsandis generallybelowcommerciakeimbursementevels.
* HospitalPayFor Performance
o As shownin thetableabove includingthedirectedquality pool paymentsarereasonablyloseto Medicareandcostbenchmarksandaregenerallybelowcommercial
reimbursementevels. The Statebelievesthe slightincreasesbovethe benchmarkirom this SDPareappropriatebecaus¢heyincentivizeimprovedquality andareat risk basecbn
hospitalperformance.

SECTION IV: INCORPORATION INTO MANAGED CARE CONTRACTS

29. States must adequately describe the contractual obligation for the state directed payment
in the state’s contract with the managed care plan(s) in accordance with 42 C.F.R. §
438.6(c). Has the state already submitted all contract action(s) to implement this state
directed payment? [-] Yes [] No

a. Ifyes:
i. What is/are the state-assigned identifier(s) of the contract actions provided to
CMS?
HospitalPayFor PerformanceRFP-MQD-2021-008

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

HospitalPayFor PerformanceThe contractuabbligationsaredescribedn Section7.2.C.1.b8 in the QI contractRFP-MQD-2021-008

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

11
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SECTION V: INCORPORATION INTO THE ACTUARIAL RATE CERTIFICATION

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

multi-year approval.

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

directed payment applies been submitted to CMS? [-] Yes

[JNo

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

certification(s) for review.

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

Table 3: Actuarial Rate Certification(s)

If so, indicate where the

Control Name Provided by CMS Date cell?t(;gsc;l:i(:)n state directed payment is
(List each actuarial rate Submitted incorporate the captured in the
certification separately) to CMS gDP" certification (page or

) section)
i. HospitalDirectedAccessandDRG: i
Hawaii_Questintegration_20231001-20231:| 09/30/202:| Yes In the sectionlabeled

sectionl.4.D.ii

ii.

iii.

iv.

Please note, states and actuaries should consult the most recent Medicaid Managed Care Rate
Development Guide for how to document state directed payments in actuarial rate
certification(s). The actuary’s certification must contain all of the information outlined; if all
required documentation is not included, review of the certification will likely be delayed.)

c. Ifnot currently captured in the State’s actuarial certification submitted to CMS, note
that the regulations at 42 C.F.R. § 438.7(b)(6) requires that all state directed
payments are documented in the State’s actuarial rate certification(s). CMS will not
be able to approve the related contract action(s) until the rate certification(s)
has/have been amended to account for all state directed payments. Please provide an
estimate of when the State plans to submit an amendment to capture this

information.

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

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

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

C. E Other, please describe: Both A andB apply;pleaseseetheattachedappendixfor a detailedresponse

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

i all i i i theuseof a iy i an
Tl

*«HHSC
oTl

thi Tl
all theuseof a

T

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

SECTION VI: FUNDING FOR THE NON-FEDERAL SHARE

34. Describe the source of the non-federal share of the payment arrangement. Check all that
apply:
a. [m] State general revenue
b. [ ] Intergovernmental transfers (IGTs) from a State or local government entity
c¢. [®] Health Care-Related Provider tax(es) / assessment(s)
d. [_] Provider donation(s)
e. [_] Other, specify:
35. For any payment funded by IGTs (option b in Question 34),

a. Provide the following (respond to each column for all entities transferring funds). If
there are more transferring entities than space in the table, please provide an
attachment with the information requested in the table.

13
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Name of Entities
transferring funds
(enter each on a
separate line)

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

Total
Amounts
Transferred
by This
Entity

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

Did the
Transferring
Entity receive

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

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

il

iii.

iv.

vi.

vii.

viii.

ix.

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

c. Provide information or documentation regarding any written agreements that exist
between the State and healthcare providers or amongst healthcare providers and/or
related entities relating to the non-federal share of the payment arrangement. This
should include any written agreements that may exist with healthcare providers to
support and finance the non-federal share of the payment arrangement. Submit a
copy of any written agreements described above.
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36. For any state directed payments funded by provider taxes/assessments (option c in
Question 34),

a. Provide the following (respond to each column for all entries). If there are more
entries than space in the table, please provide an attachment with the information
requested in the table.

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

Does it contain

e Is the tax / If not under | a hold harmless
Health Care- . assessment o
Related Identify the | , ., . under the the 6% arrangement
Provider Tax / permissible assessment Is the tax / 6% indirect hold | that guarantees
Assessment class for broad- assessment in dir(:ac ¢ harmless to return all or
(enter each on this tax / based? uniform? hold limit, does it | any portion of
a separate assessment ) harmless pass the the tax payment
P . “TS5/75” test? to the tax
line) limit? -,
payer?
I Hospital |INPatient and
Sustainabil SUtpf}[tl?nt
ty Fee ospita
Y Services No No Yes No
ii.
jii.
iv.
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b. If the state has any waiver(s) of the broad-based and/or uniform requirements for any
of the health care-related provider taxes/assessments, list the waiver(s) and its

current status:

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

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

Submission
Date

Current Status
(Under Review, Approved)

Approval Date

i. HospitalDirectedAccessandHospital

_ Approved
PayFor Performancetnpatient
broad-basednduniformwaiver.
ii.HospitalDirectedAccessandHospital Approved

PayFor PerformanceOQutpatient
broad-basednd uniformwaiver.

iii.

iv.

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

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

[ ]No

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

[ ]Yes [ ]No

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

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

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

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

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

a. A hyperlink to State’s most recent quality strategy: htws:/medquest hawaii.govieniresources/quality-strategy
b. The effective date of quality strategy. October 1, 2020

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

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

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

No changesanticipated.

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

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

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

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

Table 7: Payment Arrangement Quality Strategy Goals and Objectives

c . ualit
Goal(s) Objective(s) Quality
strategy page
Example: Improve care Example: Increase the number of managed 5
coordination for enrollees with care patients receiving follow-up behavior
behavioral health conditions health counseling by 15%
. DRG: Align PaymemStructuresto Objectivel?, Align Paymenttructurego EnhanceQualityand | 55
Valueof Care
ImproveHealthOutcomes
SelectedneasurednpatientUtilization - Averagelengthsof stay
in variousinpatientsettinggTotal, Maternity, Medicine,Surgery)
P-DRG: Maintain Accessto Objectivels, IncreaseCoordinationof Careand |53
AppropriateCare DecreasénappropriateCare
SelectedneasurePlanAll-CauseReadmissions
C. HospitalDirectedAccess: Maintain Accessto AppropriateCare 51.55
. . h - Meetor exceedperformancen the stateaggregat€€AHPSmeasure !
Maintainor EnhanceAccessto Care ‘Getting NeededCare’ measureverbaseling Adult andCHIP
measuresonsideredeparately)
A“gn paymentstructuresto improve Increasehe percenbf hospitalshatmeetor exceedhe national
healthoutcomes averagéTime from ED Admit to Dischargg{OP-18ED Throughput)
d‘ :I:snc Maintainor EnhanceAccessto Care aﬁgnan\e:%lgn;:;::z?:l:;:roprla(ecave " dCHIPmessures 5155
o, HospialPayFor Performance: ime from ED Admit to Dischargg{OP-18ED Throughput) 39,40,48
Investin Pr\mayryCarePrevemiorﬁndHea\thPrnmmlon -
1. vii. pi y are Measures: heprmay 8 51
P iy B w0

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

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

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

payment arrangement.

« DRG FeeSchedule®aymentrrangement
o Thi

-QUESTto infi iableandto maintainparticipationin ragectareprogram.T irethat
nrol garein t thestate'sQuality Strategy. thiswill resultin which our beneficiaries“get needectare”from
their healtt lingto dingto er care.
« HospitalDirectedAccessPaymenirrangement
o Thisp: -QUESTto privatehospitalsto infi maintai ) i i 1sure
i yarei i the state'sQuality Strategy. atthiswill resultin anil which our beneficiaries“get needectare”from
their healthis \gto beneficiar pondi areC, it inuingto providefundingto privatehospitalswill
ensuretimely andefficientdelivery of services.
*HHSC
o Thisp: -QUESTto conti remainfinancially aintainpar joni program Thed
nst enrol yarei thestate'sQuality Strategy. We thiswill resultin ani which our beneficiaries*get needed
care”from their healthir i 0 ber ar i i ,we inuingto dingto safetynet
er deliveryof 1 the Time from ED Admit to Dischargemeasure.
« HospitalPayFor Performance
o Payi 1sedor quality metricsincenti f impr i i 1eyserve. O privatehospitalssit
beginningof “30-dayAll CauseR i 15,4 is in alignmentwith the currentQuality Strategy. This measuravill continuein 2023,butbeil of theR is intendecto provide
wrap-aroundsupportsto hospitalsto continueto improveupor ure.C i i i t ‘sntentto i ionby prop i
,assigr needthe supportto transitior 1epatient’ ' pi I{ Inturn,

admissionsirea key driver of costsy ir healthplar y reducingthe total numberof onsAll dedin the

ncy. ED care;the SDOI itiated by f effortsto align onSDOHin var Finally, of maternalandchild health
goalsthroughthe MCH collaborativeremainsin strongalignmentwith . In total, the Hospi D key goalsof tt
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44. Please complete the following questions regarding having an evaluation plan to measure
the degree to which the payment arrangement advances at least one of the goals and
objectives of the State’s quality strategy. To the extent practicable, CMS encourages
States to utilize existing, validated, and outcomes-based performance measures to
evaluate the payment arrangement, and recommends States use the CMS Adult and Child
Core Set Measures, when applicable.

a. [=] In accordance with 42 C.F.R. § 438.6(c)(2)(ii)(D), use the checkbox to assure the
State has an evaluation plan which measures the degree to which the payment
arrangement advances at least one of the goals and objectives in the quality strategy
required per 42 C.F.R. § 438.340, and that the evaluation conducted will be specific
to this payment arrangement. Note: States have flexibility in how the evaluation is
conducted and may leverage existing resources, such as their 1115 demonstration
evaluation if this payment arrangement is tied to an 1115 demonstration or their
External Quality Review validation activities, as long as those evaluation or
validation activities are specific to this payment arrangement and its impacts on
health care quality and outcomes.
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b. Describe how and when the State will review progress on the advancement of the
State’s goal(s) and objective(s) in the quality strategy identified in Question 42. For
each measure the State intends to use in the evaluation of this payment arrangement,
provide in Table 8 below: 1) the baseline year, 2) the baseline statistics, and 3) the
performance targets the State will use to track the impact of this payment
arrangement on the State’s goals and objectives. Please attach the State’s evaluation
plan for this payment arrangement.

TABLE 8: Evaluation Measures, Baseline and Performance Targets

(Total Population)

1000MM).

Measure Name and NQF # | Baseline | Baseline
(if applicable) Year Statistic Performance Target Notes!
Example: Flu Vaccinations | CY 2019 | 34% Increase the percentage of adults | Example
for Adults Ages 19 to 64 18—64 years of age who report notes
(FVA-AD); NOF #0039 receiving an influenza vaccination
by 1 percentage point per year
!*HospitalDirectedAccess: | 2021 34.62 Betweenthe 50th percentileandthe| At baseline,
InpatientUtilization (IPU) 90thpercentileof performanceon | Hawai
—Total InpatientDaysper the measurebasecn the National | Performed
1000Member-Months HMO Average(26.71- 48.10per | betweerthe
(Total Population) 1000MM). oo p‘e e e
onthismeasur:
" HospitalDirectedAccess: | 2021 5.55 Betweerthe 5th percentileand At baseline,
InpatientUtilization (IPU) belowthe 33.33thpercentileof Hawaii
— Total Maternity Days performancen the measurebased| Performed
per 1000Member-Months ontheNationalHMO Average betweerthe
(Total Population) (0.39-6.56per 1L000MM). 10thand25th
percentileon
thismeasure
fii- HospitalDirectedAccess: | 2021 14.65 Betweernthe50thpercentileand | At baseline,
InpatientUtilization (IPU) 90thpercentileof performanceon | Hawail
— Total MedicineDaysper themeasurebasecn the National | Performed
1000Member-Months HMO Average(11.43— 23.72per ggtgﬁiggt‘j

75thpercentile
on this measur

.
nv.

HospitalDirectedAccessTotal SurgeryDaysper 1000Member-MonthgTotal
Population)

v. HospitalDirectedAccess AmbulatoryCare— ED Visits per 1000member
months(Total)

vi. DRG: InpatientUtilization (IPU) - Total InpatientAverageLengthof Stay
(T

vii. DRG: InpatientUtilization (IPU) - Total Maternity AverageL engthof Stay
(Total Population)

vii. DRG: InpatientUtilization (IPU) - Total MedicineAverageL engthof Stay
(Total Population)

ix. DRG: InpatientUtilization (IPU) — Total SurgeryAveragelengthof Stay
(Total Population)

x. DRG: PlanAll-CauseReadmission¢O/E Ratio, Total) - NQF#1768

2021

2021

2021

2021

2021

2021

2021

2017

2018

2018

2022

16.55
32.25
6.73days
2.55days
5.69days
13.51days
0.8594
82.8%

83.4%
80.81minutes

N/A (Qualitative)

6
HMO Average(12.27-30.83er 1000MM).

Average(30.45- 47.62per L000MM).
<540 days

<313days

<428days

<691 days

<08164

Meetor exceedbaseline

Meetor exceedbaseline

Meetor exceedsationalaverage

At Hawaii p
the 75thand90th percentileonthis
measure

At baselineHawaii performecbetween
the5th and10th percentileon this measure

Targetsetbasecbn averagenational
geometriameanlengthof stayby typeof
visit.

Targetsetbasecbn averagenational
geometriameaniengthof stayby typeof
visit.

Targetsetbasecbn averagenational
geometriameanlengthof stayby typeof
visit.

Targetsetbasecbn averagenational
geometriameaniengthof stayby typeof

1. If the State will deviate from the measure specification, please describe here. If a State-specific measure will be used, please
define the numerator and denominator here. Additionally, describe any planned data or measure stratifications (for example,
age, race, or ethnicity) that will be used to evaluate the payment arrangement.
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c. Ifthis is any year other than year 1 of a multi-year effort, describe (or attach) prior
year(s) evaluation findings and the payment arrangement’s impact on the goal(s) and
objective(s) in the State’s quality strategy. Evaluation findings must include 1)
historical data; 2) prior year(s) results data; 3) a description of the evaluation
methodology; and 4) baseline and performance target information from the prior
year(s) preprint(s) where applicable. If full evaluation findings from prior year(s) are
not available, provide partial year(s) findings and an anticipated date for when CMS
may expect to receive the full evaluation findings.

DRG FeeScheduld?PaymentArrangement
* This directedpaymentarrangemenis currentlyunderyearl, beginningJuly 2022

HospitalDirectedAccessPaymentArrangement
* Thisdirectedpaymentarrangemens currentlyunderyearl, beginningJuly 2022

HHSC
» Therewasanattachedlocumento this preprint.

HospitalPayFor Performance
» Therewasanattachedlocumento this preprint.
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	c1-Check: Off
	c2-Check: Off
	c3-Check: Off
	c4-Check: On
	c4-Text: The prior approved components have not changed, but for some the amounts of a component have changed given new data. The only change is submitting as a collective preprint instead of a number of parts.
	c5-Check: Off

	7-Check: On
	8-MultiText: • DRG Fee Schedule Payment Arrangement
o Hawai'i’s MCOs will use a new All Patient Refined Diagnosis Related Group (APR DRG) payment methodology for Medicaid fee-for-service (FFS) inpatient payment purposes for admissions, as approved by CMS in its state plan section 4.19a. Hawai’i’s MCOs will have a mechanism to make a single case rate payment for similar services provided in a hospital inpatient stay. This program is predicated exclusively on utilization and delivery of services.

• Hospital Directed Access Payment Arrangement 
o Under the hospital directed Access payment program, the State will direct Hawai'i Medicaid MCOs to apply specified percentage increases to claim payments to hospitals for inpatient and outpatient services at eligible hospitals, to achieve a uniform benchmarking of paying each eligible hospital up to Medicare. The target amounts included in the pre-print are intended to be paid out over the period of January 2023 – December 2023. The targets are developed such that after accounting for all anticipated revenue for the full calendar year, except for the Pay-for-Performance pool, the funding included in the Access directed payment will result in net total payments at near Medicare levels (103%-104%) for the full calendar year.  This program is based on utilization and delivery of services, under the following methodology: 

o Pay hospitals an interim Directed Access payments using projected 2023 experience: Each hospital will receive monthly interim lump-sum payments equal to the ‘Interim Directed Access Payment Increase Percentage’ for eligible hospitals multiplied by the hospital’s ‘Projected 2023 Managed Care Payments’, divided by 12. The 2023 Interim Directed Access Payment Increase Percentages for each eligible hospital are based on the gap between each hospital’s estimated payments under Medicare (for Medicaid managed care services) and Medicaid Quest Integration managed care base payments, divided by Medicaid Quest Integration managed care base payments, separately for inpatient and outpatient. Hospitals within the eligible provider class will not receive Access payments for inpatient and/or outpatient if their inpatient and/or outpatient Medicaid managed care base payments exceed their estimated payments under Medicare. Interim payments will be based on Medicaid managed care billed charges and base payments from fiscal year ending (FYE) 2020 Medicaid Disproportionate Share Hospital (DSH) survey data, and Medicare pay-to-charge ratios from Medicare cost reports with fiscal reporting periods match the DSH survey. Adjustments for utilization and service mix changes for 2023 will be applied (including adjustments to reflect estimated payment impacts under the State’s new APR DRG methodology and all expected revenue from the first half of the calendar year). Interim payments will establish an aggregate fixed payment pool, separately for inpatient and outpatient, the allocation of which is subject to potential adjustments in the reconciliation process based on actual utilization. 

 Measure differences in actual utilization compared to projections and compare to the reconciliation threshold: Approximately 12 months after the end of the contract period, the State will the measure the weighted average (weighted by share of actual base payments) of the absolute values of percentage point change in each eligible hospital’s proportion of base payments from historical FYE 2020 base payments to actual Quest Integration calendar year 2023 base payments. If the weighted average is less than 10.0%, the State will not adjust interim payments for the contract period, and if the weighted average is greater than or equal to 10.0%, the State will conduct reconciliation adjustments for the contract period.    

 Conduct reconciliation adjustments if the weighted average percentage point change meets or exceeds the 10% threshold: In the event the reconciliation adjustment are triggered, the State will scale the ‘Interim Directed Access Payment Increase Percentages’ by the same factor across each hospital, separately for inpatient and outpatient, based on actual 2023 Quest Integration managed care payments to result in the total target statewide payment pools for inpatient and outpatient services. The State will then calculate Final Directed Access Payments for each hospital by multiplying the scaled Directed Access Payment Increase Percentages against each hospital’s actual 2023 Quest Integration managed care base payments. Any differences in final vs. interim directed payments will be settled by the MCOs and each hospital through recoupment of payments (if the final payment amount based on actual utilization is less than the sum of the interim payments which were based on projected utilization) or an additional payment (if the final payment based on actual utilization is more than the sum of the interim payments which were based on projected utilization). As the State is proposing a fixed payment pool, it does not anticipate there would ever be a need for recoupment from the MCOs as part of the annual reconciliation process; however, should an occasion arise where an MCO was paid more than their share at final settlement, the State would follow a similar process for recoupment with the MCO, as necessary.  

• HHSC
o Under the directed uniform payment increases, Hawai'i’s MCOs will make uniform payment increases for each inpatient day and outpatient visit within the government-owned class of safety net hospitals. This program is predicated exclusively on utilization and delivery of services.

• Hospital Pay For Performance
o The program includes a combination of metrics that are tied to either utilization of services by enrollees in the managed care contract; or the requirement set to meet or exceed a performance benchmark.  The combination of metrics drive the quality metric scores of the hospitals, and thus this payment arrangement is based on the utilization and delivery of services as well as the meeting of performance benchmarks. 

	8a-Check: On
	8: 
	b-MultiText: • DRG Fee Schedule Payment Arrangement
o The state plan amendment authority that defines this provider class is found here: https://medquest.hawaii.gov/content/dam/formsanddocuments/med-quest/hawaii-state-plan/SPA_21-0011_Public_Notice_05-21-21_and_Attachment_4_19-A_pg_1-4_CLEAN_Redline.pdf 

o The state plan authority that defines this provider class is found here: https://humanservices.hawaii.gov/wp-content/uploads/2017/12/4.19-A-from-Attachment-4-Rev.-07.2017.pdf

o The 1115 waiver authority for these services can be found here: https://medquest.hawaii.gov/content/dam/formsanddocuments/med-quest/hawaii-state-plan/hawaii_QUEST_Integration_1115_Demonstration_Extension_Approval_Package.pdf

• Hospital Directed Access Payment Arrangement
o The 1115 waiver authority for these services can be found here: 
https://medquest.hawaii.gov/content/dam/formsanddocuments/med-quest/hawaii-state-plan/hawaii_QUEST_Integration_1115_Demonstration_Extension_Approval_Package.pdf
• HHSC
o The state plan authority that defines this provider class is found here: https://humanservices.hawaii.gov/wp-content/uploads/2017/12/4.19-A-from-Attachment-4-Rev.-07.2017.pdf
o The 1115 waiver authority for these services can be found here: https://medquest.hawaii.gov/content/dam/formsanddocuments/med-quest/hawaii-state-plan/hawaii_QUEST_Integration_1115_Demonstration_Extension_Approval_Package.pdf 

• Hospital Pay For Performance
The 1115 waiver authority for these services can be found here: https://medquest.hawaii.gov/content/dam/formsanddocuments/med-quest/hawaii-state-plan/hawaii_QUEST_Integration_1115_Demonstration_Extension_Approval_Package.pdf
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	11-MultiText: Hospital Pay For Performance

In the CY2017 rate development, the State established a pay for performance pool for private hospitals. Since then, a second pay for performance pool has been established for public hospitals.  The total size of the pool is up to 20% of the facility’s Medicaid Managed Care Revenue for the private class and up to 10% for the public class.  Both public and private hospitals are reimbursed at approximately the Medicare rate.  The total reimbursement in aggregate is then 110% of Medicare, although based on performance, some hospitals will achieve more and others less than this amount.  The final quality payment pool distribution will be based each facility’s performance on various quality metrics, using the methodologies outlined in Table 1. The State will direct Medicaid managed care plans to distribute 100% of the payment pools for each class for the contract year. Any unearned dollars will be distributed among facilities that demonstrate additional improvements from baseline. The number of metrics are expected to mature and expand over time, transitioning from process to outcome measures as various efforts that advance the state’s quality strategy goals are furthered through the pay for performance program.

	12: 
	a0-MultiText: Hospital Pay For Performance: Readmissions collaborative 
	a1-MultiText: Hawai`i
	a2-MultiText: 2023
	a3-MultiText: N/A (Payout based on meeting a set performance targets)
	a4-MultiText: 2023
	a5-MultiText: Completion of group goals and submission of required metrics 
	a6-MultiText: MQD will continue to require reporting on the 30-day All Cause Readmissions measure but additionally intends to build a learning collaborative and support our hospitals with resources to perform quality improvement activities.
	b0-MultiText: Hospital Pay For Performance: Reducing ED Visits for Patients with 4 or more Visits
	b1-MultiText: Hawai`i
	b2-MultiText: 2018 
	b3-MultiText: 24.6%
	b4-MultiText: 2023
	b5-MultiText:  24.11%
	b6-MultiText: Numerator - Number of ED visits for patients with 4 or more ED treat and release visits to the same facility in the calendar year
Denominator - Total number of ED treat and release visits for the facility for the calendar year

	c0-MultiText: Hospital Pay For Performance: SDOH Collaborative
	c1-MultiText: Hawai`i
	c2-MultiText: N/A (Payout based on meeting specific criteria)
	c3-MultiText: N/A (Payout based on meeting specific criteria)
	c4-MultiText: 2023
	c5-MultiText: Completion of group goals
	c6-MultiText: Qualitative Measure based on participation and completion of group goals.
	d0-MultiText: Hospital Pay For Performance: Perinatal Collaborative
	d1-MultiText: Hawai`i
	d2-MultiText: N/A (Payout based on meeting specific criteria)
	d3-MultiText: N/A (Payout based on meeting specific criteria)
	d4-MultiText: 2023
	d5-MultiText: Completion of group goals
	d6-MultiText: Qualitative Measure based on participation and completion of group goals.
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	13: 
	a-MultiText: Hospital Pay For Performance
The performance targets for payout are set differently for each measure used in 2023.  

1) Readmissions Collaborative
Hospitals will be paid based upon the completion of a set of group goals designed to support quality improvement to reduce avoidable readmissions.  The measure will include a combination of attending learning collaborative sessions, developing a customized quality improvement plan utilizing best practices disseminated during the learning collaborative sessions, implementation of the plan, and completion of a report to describe lessons learned, challenges, and successes gleaned from the program.  Additionally, hospitals will continue to collect and submit day on the 30-day all cause readmissions measure to determine the impact of the quality improvement activity on the outcome variable.  Payment will be based upon the satisfactory completion of the goals of the collaborative.

2) Reducing ED Visits for Patients with 4 or more Visits 
CY2018 was used to develop baseline data for this measure; the state’s performance in 2018 was used to develop a sliding scale to reward performance.  Based on the historic target (24.6%, 2018), an aggressive performance target of 14.99% was set for 2020, and the same target is retained for 2023.  Hospitals performing better than the target will receive the full payout for the measure along with bonuses in proportion to their actual performance, whereas those performing below the target will receive proportionally reduced payouts.  

3) SDOH Collaborative
The objective of the collaborative is to design and implement a hospital program to build infrastructural capacity to intervene when members with social needs are identified through screening.  Payout in 2023 will be based on the completion of collaborative activities to establish processes and protocols for the provision of interventions and referrals for any unmet social needs in a standardized manner.   

4) Perinatal Collaborative
The objective of the collaborative is to improve the quality of care for mothers and babies.  Payout in 2023 will be based on operationalization of data collection plans for the selected 3-5 metrics that will be affected by the improvement and demonstrated implementation of ongoing quality improvement efforts.

	b-MultiText: Hospital Pay For Performance
Yes, providers can receive a portion of the payment if they meet some but not all measures. The overall pool of funds available is parsed among the measures based on distribution determined at the outset of each program year.  Then, hospitals independently work towards each of the measures.  Hospitals also earn the allocated amounts for each measure independently of their performance on other measures.

	c-MultiText: Hospital Pay For Performance
The state has several state-developed measures that include learning collaboratives.  The state seeks extensive stakeholder feedback in developing its program, including but not limited to, hospitals and the state hospital association.  Given the state’s priorities (reducing avoidable readmissions, reducing avoidable emergency department visits, increasing referrals to support social needs, and improving maternal and child health outcomes), the hospitals collaborated with the state to identify potential strategies to improve upon these measures.  Our hospitals have preferred a collaborative style approach where they work together to learn about best practices and apply these to their individual hospitals to advance quality improvement programs to support the state’s initiatives.  The intent of these collaboratives is to provide a shared environment for learning and sharing of best practices and lessons learned, so that the hospital community may work together to improve these goals.  Further, the collaborative atmosphere reduces disparities across hospitals, and promotes shared progress.  The collaboratives have been driven by prior performance in these areas that suggests that most, if not all, hospitals in the state struggle with some of the same quality improvement areas.  
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	14: 
	a-MultiText: 
	b-MultiText: Hospital Pay For Performance

The Hospital P4P program is still evolving, and at this time, the measures included in the program continue to undergo annual refinement.  Hawai`i is currently evaluating hospital performance in the program in past years and identifying areas where changes may be needed.  The agency began a process of redesigning the program in 2021 that was intended for implementation in 2022; however, given the public health emergency, the re-design is still ongoing and may take another year or two to be completed.  Changes implemented may range from new or additional quality measures to alternative payment methodologies.  Given substantive changes underway, the timing is still inappropriate for Hawai`i to treat this preprint as a multi-year effort.  Therefore, we are seeking a 1-year approval from CMS at this time.  We understand and appreciate CMS’ recommendations and anticipate that we will be able to make the transition to a multi-year effort in the near future. 
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	17: 
	aiii-Text: 
	b-MultiText: • DRG Fee Schedule Payment Arrangement
o The State believes the proposed state directed payment is reasonable and appropriate because the minimum and maximum fee schedules ensure budget neutrality to current Medicaid managed care base payments.

• Hospital Directed Access Payment Arrangement
o The directed Access payment percentage increases are based on the uniform target of payments under Medicare for each hospital, separately for inpatient and outpatient. We believe Medicare is a reasonable and appropriate target reimbursement level for maintaining access to services and achieving the state’s goals and objectives. 
• HHSC
o The directed uniform payment increases are based on the average loss per service unit for Medicaid managed care services. As such, estimated costs are the Upper Payment Limit for the directed payment increases. We believe this is a reasonable target reimbursement level, consistent with payments under Medicare principles.
• Hospital Pay For Performance
o Not applicable.
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	18: 
	a-Check: On
	b-MultiText: DRG Fee Schedule Payment Arrangement
The plans and the providers must submit a request for exemption if they are under contractual obligations that result in the need to pay more than the maximum fee schedule, for special arrangements such pay-for-performance or other alternative payment models. The contract, and contractual provisions, show why a plan and the provider needs to pay more than the maximum fee schedule must be submitted to the State. Additionally, the plan and the providers must submit a justification for why there is a need to pay more than the maximum fee schedule. The State will review the materials submitted by the plans and providers to make an informed determination of whether the contractual obligations resulting in a need to pay more than the maximum fee schedule will be approved as an exemption.
	ci-Text: 0
	cii-Text: 0
	d-MultiText: 

	19: 
	a-Radio: uniform percentage increase
	b-Text: • Hospital Directed Access Payment Arrangement o As described previously in response to question 8, the State will direct Hawai'i Medicaid MCOs to make specified percentage increases to claim payments to hospitals for contracted inpatient and outpatient services at eligible hospitals. As mentioned, the interim directed Access payment increase percentages will be hospital-specific, separate for inpatient and outpatient, determined to bring each hospital up to a uniform target of approximately 100% of estimated payments under Medicare. Final directed Access payment increase percentages will be determined during the reconciliation process. The ‘Final Med-QUEST Payment Increase Percentage’ by hospital reimbursement class will be determined during the reconciliation process.  • HHSC o The funding is projected to provide a uniform increase from DRG reimbursement to Medicare reimbursement levels. Based on historical shortfalls Med-QUEST is proposing the following payment increase amounts, based on the type of service: • $2,012.18 per day for inpatient services • $510.49 per visit for outpatient services 
	c-MultiText: • Hospital Directed Access Payment Arrangement
o As described previously in response to question 8, hospitals will receive interim lump-sum monthly Access payments from MCOs as directed by the State. Approximately 12 months after the end of contract year, the State will measure the weighted average percentage point change in utilization (from projected to actual) across eligible hospitals. If the weighted average is less than 10.0%, the State will not adjust interim payments for the contract period, and if the weighted average is greater than or equal to 10.0%, the State will conduct reconciliation adjustments for the contract period. See our response to question 8 on details of the payment methodology.

• HHSC
o MCO encounter data will be used to directly link each hospitals’ payments to utilization of inpatient and outpatient services for managed care enrollees. Each month, Med-QUEST will calculate each hospital’s allocation of the payments by taking the current year utilization multiplied by the payment increase amount per service separately for inpatient and outpatient.  This amount will then be used to allocate the directed payment funding to each hospital.  

	d-MultiText: • DRG Fee Schedule Payment Arrangement
o Not applicable since payments were developed initially to be budget neutral.
• Hospital Directed Access Payment Arrangement
o Consistent with 2022, the 2023 Interim Directed Access Payment Increase Percentages for each eligible hospital are based on the gap between each hospital’s estimated payments under Medicare (for Medicaid managed care services) and Medicaid managed care base payments, divided by Medicaid managed care base payments, separately for inpatient and outpatient. See our response to question 8 on details of the payment methodology.
o For all qualifying hospitals and services covered by this arrangement, Medicaid inpatient and outpatient managed care base payments (including DRG payments and the Access payment) are 100.0% of estimated payments under Medicare FFS reimbursement levels. The State believes its composite statewide reimbursement level below 100% of Medicare is reasonable and necessary for achieving its goals and objectives for this directed payment arrangement.
• HHSC
o These directed uniform payment increases are each based on the average loss per service unit for Medicaid managed care services, separately for inpatient and outpatient, using the most recently available hospital patient accounts data and FYE 2021 cost report data, inflated to CY 2023 based on changes in CMS hospital mark basket index levels. We believe a cost-based Upper Payment Limit for the directed payment increases is a reasonable target reimbursement level.
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	b-MultiText: • DRG Fee Schedule Payment Arrangement
o This applies to in-state general acute hospitals and children’s hospitals as approved in in the State’s recent SPA. Per the SPA, the APR DRG Payment methodology excludes Critical Access Hospitals, freestanding rehabilitation hospitals, freestanding psychiatric hospitals, long-term acute care hospitals, military hospitals, Veterans Association hospitals, out-of-state hospitals, and State of Hawai`i Organ and Tissue Transplant (SHOTT) services.

• Hospital Directed Access Payment Arrangement
o The eligible provider class consists of Hawai`i privately-owned hospitals, excluding charitable hospitals funded primarily through donations or other non-insurance sources of funding, and whose net patient revenue is less than 40% of operating expenses, per the Medicaid cost report. 

• HHSC
o This payment arrangement pertains to Hawai`i government-owned safety net hospitals for inpatient and outpatient services.

• Hospital Pay For Performance
o There are two Separate classes: 1) public general acute hospitals, and 2) private general and specialty hospitals. Classes excluded Critical Access Hospitals (CAHs).

	a10-Check: Off
	c-MultiText: • DRG Fee Schedule Payment Arrangement
o The provider class is defined in the state’s recent approved SPA found here: https://medquest.hawaii.gov/content/dam/formsanddocuments/med-quest/hawaii-state-plan/SPA_21-0011_Public_Notice_05-21-21_and_Attachment_4_19-A_pg_1-4_CLEAN_Redline.pdf

• Hospital Directed Access Payment Arrangement
o Directed Access payments for private hospitals provides additional funding to maintain access to services, to complement the separate directed payment arrangement for public hospitals. The exclusion for charitable hospitals is due to available funding separately from donations and other non-insurance sources. 

• HHSC
o The state plan that defines this provider class is found here: https://humanservices.hawaii.gov/wp-content/uploads/2017/12/4.19-A-from-Attachment-4-Rev.-07.2017.pdf

• Hospital Pay For Performance
o The complete Hawai’i State Plan is found here: https://humanservices.hawaii.gov/reports/hawaii-medicaid-state-plan/ (see section 3 and Attachment 3).


	21-MultiText: • DRG Fee Schedule Payment Arrangement
o The payment methodology does not vary by provider is and is predicated exclusively on utilization and delivery of services. 

• Hospital Directed Access Payment Arrangement
o Under the hospital Directed Access payment program, each hospital is brought up to the same uniform benchmark of payments under Medicare, separately for inpatient and outpatient. 

• HHSC
o Under the directed uniform payment increases, Hawai'i’s MCOs will make uniform payment increases for each inpatient day and outpatient visit within the government-owned class of safety net hospitals. This program is predicated exclusively on utilization and delivery of services.

• Hospital Pay For Performance
o All Private Hospitals are evaluated using the same quality metrics; similarly, all Public Hospitals are evaluated using the same set of quality metrics.  Where appropriate, the same measures are applied to both Private and Public Hospitals. Exceptions are made by hospital type for specific metrics.  For example, in the Private Hospital program, hospitals with Obstetrics and Gynecology Departments have a measure in 2022 that does not apply to hospitals without these this department. Another exception is made for two specialty hospitals that are structured differently: the quality measures used are adapted to be applicable to these hospitals, as they exclusively serve individuals with behavioral health and rehabilitation needs respectively, and do not provide typical hospital services.  A consistent set of measures are applied to Public Hospitals; one Public Hospital with behavioral health beds submits data on an additional measure.

	22-Radio: Require additional payment
	23: 
	a0-MultiText: Private Hospital - Inpatient 
	a1-MultiText: .769
	a4-MultiText: 
	a5-MultiText: 1.087
	b0-MultiText: Private Hospital - Outpatient
	b1-MultiText: .928
	b2-MultiText: .165
	b4-MultiText: 
	b5-MultiText: 1.092
	c0-MultiText: Publicly owned hospitals - inpatient 
	c1-MultiText: .314
	c2-MultiText: .723
	c4-MultiText: 
	c5-MultiText: 1.038
	d0-MultiText: Publicly owned hospitals - outpatient 
	d1-MultiText: .503
	d2-MultiText: .534
	d5-MultiText: 1.037
	e0-MultiText: 
	e1-MultiText: 
	e2-MultiText: 
	e5-MultiText: 
	f0-MultiText: 
	f1-MultiText: 
	f2-MultiText: 
	f3-MultiText: 
	f5-MultiText: 
	g0-MultiText: 
	g1-MultiText: 
	g2-MultiText: 
	g3-MultiText: 
	g5-MultiText: 
	a2-MultiText: .318
	a3-MultiText: 
	b3-MultiText: 
	c3-MultiText: 
	d3-MultiText: 
	e3-MultiText: 
	d4-MultiText: 
	e4-MultiText: 
	f4-MultiText: 
	g4-MultiText: 

	24-Radio: Medicare payment/cost
	24: 
	c-Text: 

	25: 
	1-Yes: 
	No: No


	26: 
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	27-MultiText: • DRG Fee Schedule Payment Arrangement
o This directed payment arrangement is not a payment in addition to the standard fee schedule.

• Hospital Directed Access Payment Arrangement
o The comparison benchmark is based on the estimated payments under Medicare for Medicaid managed care services, calculated by multiplying Medicaid managed care billed charges from FYE 2020 Medicaid DSH survey data by Medicare pay-to-charge ratios from Medicare cost reports with fiscal reporting periods matching the DSH survey. Adjustments for utilization and service mix changes for 2023 have been applied to Medicaid base payments (including adjustments to reflect estimated payments impacts under the State’s new APR DRG methodology).

• HHSC
o The comparison benchmark is based on the estimated costs of Medicaid managed care services, separately for inpatient and outpatient, using the most recently available hospital patient accounts data and FYE 2022 cost report data, inflated to CY 2023 based on changes in CMS hospital market basket index levels. 

• Hospital Pay For Performance
o The private hospital Medicare benchmark is based on hospital FYE 2020 DSH survey data. The quality payment pool was calculated to be approximately 10% of participating hospital Medicaid managed care base payments, which the state has estimated to be approximately 100% of Medicare. 
o The public hospital comparison benchmark is based on the estimated costs of Medicaid managed care services, separately for inpatient and outpatient, using the most recently available hospital patient accounts data and FYE 2020 cost report data, inflated to CY 2023 based on changes in CMS hospital market basket index levels. The quality payment pool was calculated to be approximately 5% of Medicaid managed care payments.

	28-MultiText: • DRG Fee Schedule Payment Arrangement
o The State believes the proposed state directed payment is appropriate and reasonable because the minimum and maximum fee schedules ensure budget neutrality to current Medicaid managed care base payments.
• Hospital Directed Access Payment Arrangement
o As shown in the table above, the combined base payments and payments from this State Directed Payment are approximately 103%-104% of payments under Medicare, and is estimated to be well below 100% of commercial rates. The State believes Medicare is reasonable and necessary for achieving its goals and objectives for this directed payment arrangement.
• HHSC
o As shown in the table above, the combined base payments and payments from this State Directed Payment are approximately 100.0% of cost (as a proxy for payments under Medicare). Total payments including the separate quality pool payments are approximately 101-102% of estimated costs, which is reasonably close to Medicare reimbursement levels and is generally below commercial reimbursement levels. 
• Hospital Pay For Performance
o As shown in the table above, including the directed quality pool payments are reasonably close to Medicare and cost benchmarks and are generally below commercial reimbursement levels. The State believes the slight increases above the benchmark from this SDP are appropriate because they incentivize improved quality and are at risk based on hospital performance.
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	ai-Text: Hospital Pay For Performance: RFP-MQD-2021-008 
	aii-Text: Hospital Pay For Performance: The contractual obligations are described in Section 7.2.C.1.b 8 in the QI contract RFP-MQD-2021-008.
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	c-Text: Both A and B apply; please see the attached appendix for a detailed response.

	32-MultiText: • Hospital Directed Access Payment Arrangement
o The funds for this proposal are included as a separate payment term and are itemized for this purpose. The State believes a separate payment term is appropriate to ensure adequate precision in the distribution of the directed payments. Continued implementation of the directed payments as a separate payment term results in administrative efficiencies for all parties involved in the directed payment arrangement. Without the use of a separate payment term, additional administrative burdens would exist, such as the need for an additional monthly reconciliation processes to monitor and ensure that the aggregate interim directed payments made to providers are consistent with the target aggregate directed payment amounts. The State believes its proposed reconciliation process accomplishes the appropriate allocation of directed payments across providers based on actual contract year utilization.

• HHSC
o The funds for this proposal are included as a separate payment and are itemized for this purpose. The State believes a separate payment term is appropriate to ensure adequate precision in the distribution of the directed payments. Continued implementation of the directed payments as a separate payment term results in administrative efficiencies for all parties involved in the directed payment arrangement. Without the use of a separate payment term, additional administrative burdens would exist, such as the need for an additional monthly reconciliation processes to monitor and ensure that the aggregate interim directed payments made to providers are consistent with the target aggregate directed payment amounts. The State believes its proposed reconciliation process already accomplishes the appropriate allocation of directed payments across providers based on actual contract year utilization.

• Hospital Pay For Performance
o The funds for this proposal are included as a separate payment term (capitation rate add-on) and are itemized for this purpose. The State believes a separate payment term is appropriate to ensure adequate precision in the distribution of the directed payments. Continued implementation of the directed payments as a separate payment term results in administrative efficiencies for all parties involved in the directed payment arrangement. Without the use of a separate payment term, additional administrative burdens would exist, such as the need for an additional monthly reconciliation processes to monitor and ensure that the aggregate interim directed payments made to providers are consistent with the target aggregate directed payment amounts. The State believes its proposed reconciliation process already accomplishes the appropriate allocation of directed payments across providers based on actual contract year utilization.
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	a0-MultiText:  DRG: Align Payment Structures to Improve Health Outcomes
	a1-MultiText: Objective 17, Align Payment Structures to Enhance Quality and Value of Care

Selected measures: Inpatient Utilization - Average lengths of stay in various inpatient settings (Total, Maternity, Medicine, Surgery)

	a2-MultiText: 55
	b0-MultiText: DRG: Maintain Access to Appropriate Care
	b1-MultiText: Objective 15, Increase Coordination of Care and Decrease Inappropriate Care

Selected measure: Plan All-Cause Readmissions

	b2-MultiText: 53
	c0-MultiText: Hospital Directed Access: 
Maintain or Enhance Access to Care 

Align payment structures to improve health outcomes
	c1-MultiText: Maintain Access to Appropriate Care
- Meet or exceed performance on the state aggregate CAHPS measure ‘Getting Needed Care’ measure over baseline (Adult and CHIP measures considered separately)

Increase the percent of hospitals that meet or exceed the national average Time from ED Admit to Discharge (OP-18 ED Throughput)
	c2-MultiText: 51,55
	d0-MultiText: HHSC: Maintain or Enhance Access to Care 


Align payment structures to improve health outcomes

e.  Hospital Pay For Performance: 
Invest in Primary Care, Prevention and Health Promotion 
Assess and address social determinants of health needs

f.  vii. Hospital Pay For Performance: Maintain Access to Appropriate Care

g.  viii. Hospital Pay For Performance: 
Align Payment Structures to Improve Health Outcomes
Assess and address social determinants of health needs



	d1-MultiText: Maintain Access to Appropriate Care
- Meet or exceed performance on the state aggregate CAHPS measure ‘Getting Needed Care’ measure over baseline (Adult and CHIP measures considered separately)

Increase the percent of hospitals that meet or exceed the national average Time from ED Admit to Discharge (OP-18 ED Throughput)


Reduce unintended pregnancies; Improve pregnancy-related care
Enhance Adult Preventive Screenings in the Primary Care Setting
Measures:
• Maternal and Child Health Collaborative
• SDOH Collaborative

Increase coordination of care and decrease inappropriate care
Measures:
• Readmissions Collaborative
Reducing ED Visits for Patients with 4 or more Visits

Align payment structures to support work on social determinants of health

Measures:
• SDOH Collaborative
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	43-MultiText: • DRG Fee Schedule Payment Arrangement
o This payment arrangement allows Med-QUEST to continue to ensure adequate funding is available for hospitals to remain financially viable and to maintain participation in the Medicaid managed care program. The directed increases also ensure that enrollees receive medically necessary care in the most appropriate and cost-effective setting, meeting the goals of the state’s Quality Strategy.  We anticipate that this will result in an increased extent to which our beneficiaries’ “get needed care” from their health insurance plans. Additionally, the State believes that continuing to provide funding to hospitals will ensure timely and efficient care.

• Hospital Directed Access Payment Arrangement
o This payment arrangement allows Med-QUEST to continue to ensure adequate funding is available for private hospitals to remain financially viable and to maintain participation in the Medicaid managed care program. The directed increases also ensure that enrollees receive medically necessary care in the most appropriate and cost-effective setting, meeting the goals of the state’s Quality Strategy.  We anticipate that this will result in an increased extent to which our beneficiaries’ “get needed care” from their health insurance plans, thereby contributing to beneficiary satisfaction, and resulting in increases in the corresponding Getting Needed Care CAHPS measure. Additionally, the State believes that continuing to provide funding to private hospitals will ensure timely and efficient delivery of services.

• HHSC
o This payment arrangement allows Med-QUEST to continue to ensure adequate funding is available for the safety net hospitals to remain financially viable and to maintain participation in the Medicaid managed care program. The directed increases also ensure that enrollees receive medically necessary care in the most appropriate and cost-effective setting, meeting the goals of the state’s Quality Strategy.  We anticipate that this will result in an increased extent to which our beneficiaries’ “get needed care” from their health insurance plans, thereby contributing to beneficiary satisfaction, and resulting in increases in the corresponding Getting Needed Care CAHPS measure. Additionally, we believe that continuing to provide funding to safety net hospitals will ensure timely and efficient delivery of emergency services, resulting in improvements in the Time from ED Admit to Discharge measure.

• Hospital Pay For Performance
o Paying hospitals performance bonuses for quality metrics incentivizes them to focus on quality improvement activities targeting the Medicaid populations they serve.  One quality metric that has been applied consistently to private hospitals since the beginning of the program is “30-day All Cause Readmissions,” a measure that is in alignment with the current Quality Strategy.  This measure will continue in 2023, but be included as a part of the Readmissions Collaborative that is intended to provide wrap-around supports to hospitals to continue to improve upon this measure.  Continuing to incentivize this measure signals to hospitals the agency’s intent to hold hospitals responsible for unnecessary re-admissions by properly transitioning care back to the community, assigning community care navigators to patients who need the support to navigate their transition successfully, and following up as necessary with the patient and the patient’s care providers to prevent re-admissions.  In turn, since hospital admissions are a key driver of costs, reducing re-admissions is expected to increase cost efficiency of health plan services by reducing the total number of re-admissions. All measures included in the P4P program directly support various goals of the agency.  Reducing high ED usage targets appropriate access to care; the SDOH collaborative initiated by hospitals fortifies efforts to align payment efforts to support work on SDOH in various sectors.  Finally, improvement of maternal and child health goals through the MCH collaborative remains in strong alignment with the program.  In total, the Hospital P4P program supports four key goals of the Medicaid program.  

	44: 
	a-Check: On
	bi0-MultiText: Hospital Directed Access: Inpatient Utilization (IPU) – Total Inpatient Days per 1000 Member-Months (Total Population)
	bi1-MultiText: 2021
	bi2-MultiText: 34.62
	bi3-MultiText: Between the 50th percentile and the 90th percentile of performance on the measure, based on the National HMO Average (26.71 - 48.10 per 1000 MM).
	bi4-MultiText: At baseline, Hawaii performed between the 66.67th and 75th percentile on this measure
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	bii3-MultiText: Between the 5th percentile and below the 33.33th percentile of performance on the measure, based on the National HMO Average (0.39-6.56 per 1000 MM).
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	biii3-MultiText: Between the 50th percentile and 90th percentile of performance on the measure, based on the National HMO Average (11.43 – 23.72 per 1000 MM).
	biii4-MultiText: At baseline, Hawaii performed between the 66.67th and 75th percentile on this measure
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Hospital Directed Access: Total Surgery Days per 1000 Member-Months (Total Population)

v.  Hospital Directed Access: Ambulatory Care – ED Visits per 1000 member months (Total)

vi. DRG: Inpatient Utilization (IPU) – Total Inpatient Average Length of Stay (Total Population, excludes neonatal and mental health hospitalizations)

vii. DRG: Inpatient Utilization (IPU) – Total Maternity Average Length of Stay (Total Population)

vii. DRG: Inpatient Utilization (IPU) – Total Medicine Average Length of Stay (Total Population)

ix.  DRG: Inpatient Utilization (IPU) – Total Surgery Average Length of Stay (Total Population)

x. DRG: Plan All-Cause Readmissions (O/E Ratio, Total) – NQF# 1768

xi. HHSC: CAHPS Composite Measure ‘Getting Needed Care’ for CHIP

xii. HHSC: CAHPS Composite Measure ‘Getting Needed Care’ for Adults

xiii.  HHSC: Time from ED Admit to Discharge

xiv. Hospital Pay For Performance: Readmissions collaborative 

xv. Hospital Pay For Performance: Reducing ED Visits for Patients with 4 or more Visits

xvi. Hospital Pay For Performance: SDOH Collaborative

xvii. Hospital Pay For Performance: Perinatal Collaborative
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32.25

6.73 days

2.55 days

5.69 days

13.51 days

0.8594

82.8%

83.4%

80.81 minutes

 N/A (Qualitative)

24.6%

N/A (Qualitative)

N/A (Qualitative)
	biv3-MultiText: Between the 66.67th percentile and 95th percentile of performance on the measure, based on the National HMO Average (12.27-30.83 per 1000 MM).

Between the 5th percentile and 25th percentile of performance on the measure, based on the National HMO Average (30.45 – 47.62 per 1000 MM).

≤ 5.40 days

≤ 3.13 days

≤ 4.28 days

≤ 6.91 days

≤ 0.8164

Meet or exceeds baseline

Meet or exceeds baseline

Meet or exceeds national average

 N/A (Qualitative)

24.11%
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	biv4-MultiText: At baseline, Hawaii performed between the 75th and 90th percentile on this measure

At baseline, Hawaii performed between the 5th and 10th percentile on this measure

Target set based on average national geometric mean length of stay by type of visit.

Target set based on average national geometric mean length of stay by type of visit.

Target set based on average national geometric mean length of stay by type of visit.

Target set based on average national geometric mean length of stay by type of visit.

Target set based on a 1% annualized improvement over 5-years.
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	c-MultiText: DRG Fee Schedule Payment Arrangement
 • This directed payment arrangement is currently under year 1, beginning July 2022

Hospital Directed Access Payment Arrangement
 • This directed payment arrangement is currently under year 1, beginning July 2022

HHSC
 • There was an attached document to this preprint.

Hospital Pay For Performance
 • There was an attached document to this preprint.







