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A. TCOMefinition

The total cost of care (TCOC) calculation is a fundamental element in any shared savings

and/or risk arrangement. Most fundamentaliy includes a historical baseline or benchmark

cost of care specifical | yttributecepdpulation peojectedc count abl e Entity’s (AE
forward to the performance period. Actual costs during the performance period are then

compared to those projections to identify a potential shared savings or risk pool, depending

on the terms of the arrangement.

Effective TOC methodologies provide an incentive for AESs to invest in care management
and other appropriate services tddresshe needs of their attributed populatiomand

reduce duplication of servicefor populations with longerm care needs, effective TCOC
methodologies also provide incentivésr AE<o help beneficiaries live successfully in the
community and reduce use of institutional servicksdoing so, AEs will be able to improve
outcomes, lower overall healthcare costs, and be ableam savingsshared savings
distributions must bébased onwell-defined quality and outcomes metrics.

B. TCOC Methodologéoals

These TCOC guidelines have been designed to sulgleamingful Performance
Measurement thereby creatindinancial incentives to reduce cosiad improve quality
In order to accomplish meaningful performance measuremtis methodology must
incorporate the following:

i Provide opportunity for asustainable business odel
Create ongoing opportunity for effectiveEsby: (1) recognizingfficient historical
performers; (2) allowing fashared savings to breetained for system investment;

(3) creating greater financial incentives for being inside the AE program than for
being outside; (4) identifying clinical pathways for complesoceourring clnonic
conditions that are prevalent among Medicaid higffilizers (5) addressing social
determinants (e.g., housing, food security, access tomealical transportation)
that impact health outcomes and costs; and (6) implementing effective
interventions b help elders and adults with disabilities remain in the community

9 Befscally responsibldor all participating parties
Adequately protect the solvency tfe AEsand managed care organizations (MCOSs)
and the financial interests of the RI Medicaid Program.

9 Specifically recognize and addrettee challenge of small ppulations
Implementmitigation strategies to minimize the impact of small numbeisen the
st at e’ s.asdpeatibulardyselatedn LTSS

9 Incorporatequality metrics related to increased access and improved member outcomes

Have reporting mechanisnfer MCGs and A that allow for timely data exchange and
performance improvemet to ensure access and quality

9 Defineand establish a ppgression toward meaningfubErisk



9 Establish consistent core components of the TCOC methodolaigie still allowing some
innovation and flexibility
Balance these competing goal&llowfor somevariation inTCOQ@nethodologywithin

uniform state gwdelmes/cntenaw%h-;eeegmnen@#mempenaneeeﬁahgmmmm

a1

. General Requirements for Program Participants

1. Minimum Membership and Population Size

For-comprehensive-ARECOs may utilize TC@a@sed payment models only with AEs
whichhaveat least 5,000 attributedMedicaidmembers across all MCO€omprehensive

AEs must have at least 2,00 members per kﬂGECcontractFepspeelahzed—gSSAEs

2. State/MCO Capitation Arrangement
The MCO retains the base contract with the Stéte MCO medical capitation will be
adjusted for savings/risk associated with the prograsrdescribed in the State/MCO
contract This does not gclude MCOs from creating vakbased purchasing
arrangements with nosAE providers; howevethose contracts would still be subject to
the Stategainrs har e and would not be included in the State’s assessHn
valuebased payment performance standards relatedhis.

3. Exclusivity of Approved TCOC Methodologies
MCO TCOC arrangements shall supersede and be exclusive of any othaelEedC
shared savings arrangements with an AE or any of its constituenidemsvfor Medicaid
members

5.4. Attribution
AE specifitistoric basedatamust be based on the Adattributed lives for a giveperiod,
in accordance with BEHS defined attribution requirementas defined separate \.COC
performance period data mustccount for ande aligred with the list of attributed
members MCOs are required to generate on anthdy basis, as desbed in the
attribution requirements



D. TOOC Methodology: Required Elemerftyr Comprehensive AEs

MCO TCOC arrangements wittmprehensiveAEsmustmeet the following requirements,
listed here and described in more detail below:
1. Defininga Historical Base
Required Adjustments to the Historical Base
TCOC Expenditure Tardet the Performance Period
Actual Expenditures for the Performance Period
Shara Savings/(Loss) Pool Calculason
AE Share of Shared Savir{es$ Pool
Required Progression to RiBRsed Arrangements

NogakwdN

1. Defininga Historical Base

a. AESpecific Historical Cost Data
TheTCOQistorical baseshallincludethree years of ABpecifichistorical cost data
with equalweightingbppliedlto each yearMCOs are stronglgncouraged to uséhree Commented [DE1]: 10% for the oldest year, 30% for the
years of historic data in creating the benchméslstabilize the historic basat a second year and 60% for the third year
minimum, all existing AE experience must be utilized

Note that historical cost data must be adjusted to account for any changes in covered
services between the base years and performance period. AE historical cost data must
be associated with a population of 2,000 or more members. Historic base years
associted with fewer than 2,000 members shall be excluded.

b. CoveredServices
TCOC methodologies shall include all costs associated with covered services that are

includedinEOHHS' s contract with MCOs for the performance year, W
clarifications/exceptions. Any further adjustments to covered serviceside of those
listed belowmust be requested in writing and piagoproved by EOHHS prior to MCO
AE contract execution for the affected contractual performance year
[Commented [DE2]: Why were trese deleted? ]

. Exclude servicesdrentlyycovered under stogoss provisionbetween
o . P . Commented [DE3]: Sent email toDebbieasking for them
EOHH&Nd theMCQ asspgufled in theEOHHBVCOContractfor Medicaid to share with us what services these are as we are not p
Managed CarServicesutlined below): to those contracts.

| Commented [DE4]: Whyj )




Il.  Exclude HSTReformance incentive paymentnd CTC payments.

Ill. _Includeand define anyther infrastructure payments made by MCOs to AEs
and AEaffiliated providers

c. Mitigation of Impact of Outlies: Claims threshold for high cost claims
TCO@xpendituredatashall beadjustedto excludecostsin excess of $100,000 per
member per yearEOHHS strongly recommends ti&OC expenditurésclude 10%
of any annualized spending per member abovettiuacation threshold Absent the
inclusion of expenditures above the truncation threshold, demonstration of an
alternative mechanism to ensure ongoing management of{giggt members is
required.

d. Adjusting for a ChanginRiskProfile
To account for possiblehanges n t he ri sk profile of an AE’'s attributed pat
population over the historical base years, the M&allemploy one of the following
two risk adjustment methodologies

f Risk Aljustment Software
MCOs may apply a clinicék adjustment software. Under such an approach,
risk calculations and any adjustments shall be applied at the total population
and not the EOHHS rate cell level. The TCOC methodology must describe the
MC O’ sadjustmerk method including underlying $afire parameters set
by the MCO. Such information shall also be disclosed to contracting AEs.

T Rate Cell Calculations
MCOs may use the population mix by rate cell, for each period, to adjust for
changes in this population mix over time.

Note that if anMCO chooses to utilize a rialjustmentsoftware, the MCO
mustprovide a detailed description dfie specific software/methodology applied,
including the underlying parameters set by the MCO. Note that this is an interim
solution, as the state intends implementa standardized risk adjustment
methodology over the course of this prograBhould the MCO wish to furthedjust



for a changingisk profile using clinical and social risk factor data exogenous to the risk
adjustment methodologies describedbove, it may do so after review and approval by
EOHHS

e. Historical Basavith Required Cost Trendssumptions

When projecting (or trending) historical costs forward into the performance year, TCOC
methodologies shall appropriately account for trends in thedical component of
capitation rates being paid to MCOs BYHHSUnless-otherwise-approvedEpDHHS,
Ttrends assigned to TCOC baselines shall not exceed the final cumulative trends to the
medical portion of rated®y cap cell, inclusive of any state bediary savings

assumgtionEascontained in theEOHHS data booksscap-cellThe trendsmay be | Commented [DES]: Asked the state for an explanation i
appliedby the MCQo the AE in aggregate based on eitherthé AEr t h e MC O | laymens termsDoes this mean the decrease in Cap
member mix payments are to béncluded in the calculation of the three

year benchmark?

2. RequiredAdjustments to theHistorical Base
Inordertopr ospectively e &tpendituré Ratgetree MC@nEstapplyT COC
the following adiistments to the historical base. Note that no additional adjustments
are allowed without prior approval from EOHHS.

a. Adjustment for Prior Year Savings
The TCOExpenditure Targanustinclude an upwarddjustment equal t@anA E’ s
share ofprior year savings, after adjustmefor quality performance, so that AEs
have anopportunity to retain a portion of generated savings year over y&his
adjustmentmustnot exceed?%of the unadjusted TCOEXxpenditure Target

Absent this adjustment, an alternative mechanism ensuring-pigtiorming AEs are
protected against the erosion of savings opportunity yeaeryear must be
demonstrated. Mechanisms for protectirgainst the erosion of savings opportunity
must consider quality performance; savings achieved at the expense of quality shall
not be rewarded.

b. Adjustment for Historically Low-Cost AEs
Should any AE have three years of historical cost data demonstratigisk
adjusted per capita spending for the AE’'s historically att
TCOC covered services was significantly below the MCO a\(statigtically
significantat p <= .05 the MCOmya dj ust t h Expenditiie Targef COC
upward by up to the percentage by which the TCOC fell below MCO average spending
for the assessed historical time periothisadjustmentmustnot exceed 2% of the
unadjusted TCOExpenditure TargetThis adjustment shall not be applied to entities
with a historically attributed patient population for TCOC covered services that was
significantly above the MCO average.

c. ActualTrend Factors < " Formatted: Numbered + Level: 1 + Numbering Style: |
) ) ) a, b, c, & + Start at: 1 + Alignment: Left + Aligned at:
MC O’ s indubdeasattual trend in TCOC reports for eachTiesetrends will be 0.33" + Indent at: 0.58"




usedto determine the trendactor for use e in the subsequent years Historical
bas¢ | Commented [DE6]: c. added by me

3. TCOExpenditureTargetfor the Performance Period
Once an AEpecific adjusted historical base is established, this base must be tréoeard
into the performance period to create an Apecific TCOC Expenditurarget.

TCOC methodologies shall be based on a performance time period of 12 monthd aligne
with the state fiscal yealtnitial contractual performance time periods may extdondger
than 12 months if necessary.

a. Required Cost Trend Assumptions

The adjusted historical base must be cost trended to the performance year according
to the cost trend assumptions describedSectionD.1.e of this document.
b. Final TargeAdjustedfor/ K y3S&a Ay (GKS ! GNAROGdzi SR t2LJdzA A2y Qa wAal t NP
TheMCOmustapply a risk adjustment methodology to assasy changes inra
attributed pop dromatheirisikadjusted mistoscl base tbef i | e
contractual performance period. This methadgy must be consistent with the risk
adjustment methodology used in developitite adjusted fistorical base as described
in SctionD1.d of this document.

4. Actual Expenditures for the Performance Period
a. Calculate Actual ExpenditurgSonsistent with theHistorical Base Methodology

Actual Expenditures for the Performance Period must#éleulatedconsistent with the
historical basenethodologyasdescribed in SectiaD.1.b andD.1c of this document.

5. Shared Saving$Loss)PoolCalculations
The Shared $angd(Loss) Poahallbe calculated as the difference betwedwctual
ExpendituregSectionD4) and TCOC Expenditure Tard8ectionD.3), afterthe following
adjustments:

a. Small Sample Size Adjustment for Random Variation

EOHHS recommends, but does not require, a small sample size adjustment to account

for statistical uncertainty in performance measurement due to the effect of random

variation in wutilization and spending in small popul ations
sample &e adjustment methodology is detaildéetlow. Effective equivalents to this

adjustment will be acceptefbr application to populations under 5,000 livashder the

following conditions:

(a) The adjustment must be applied to the total shared savings poousivd of MCO
and AE shared savings.

(b) The adjustment must allow for AEs to share in first dollar savings. As such,
minimum savings rate corridors are not permitted.



(c) The adjustment cannot be applied differentially based on historical performance.
EOHH®Preferred Small Sample Size Adjustment for Random Variation

MCOs shall address the impact of random variatinrast savings results through the
application of a shared savings adjustment factor, defined by performance year AE
attributed population sizedalculated as attributed member months divided by.It)e

shared savings adjustment factard j ust s

below.

Shared Savings/Loss Adjustment Factor
Parameters by AE Size and Savings Rate

Small AE

Medium

Shared Savings/Loss Adjustment Factor Parameters

t he

A @ossspod har ed
proportionately by the probability of true savings (1 minus the probability of achieving
shared savings as a result diance). The proportion of savings for which an AE is
eligible shall by adjusted along a sliding scale by AE size, based on the parameters

Probability of Achieving Shared Savings/Loss
as a Result of Chance*

. AE Large AE . 5,000 10,000 20,000
Savings % (gggg (10,000 (20,%00+) Savings % members | members | members
,999) 19,999)
1% 73% 79% 89% 1% 27% 21% 11%
2% 82% 92% 97% 2% 18% 8% 3%
3% 91% 97% 99% 3% 9% 3% 1%
4% 95% 99% 100% 4% 5% 1% 0%
5% 98% 100% 100% 5% 2% 0% 0%
6% 99% 100% 100% 6% 1% 0% 0%

Source: Weissman J, Bailit MH, D'AndBed&Rosenthal MB. "The Design And Application Of Shared

Savings Prograsa Lessons From Early Adoptetdgalth Affairs September 2012

b. Impact of Quality and Outcomes

The Shared Savingkbss) Pool shall be adjusted based on an assessment of
performancerelative to a set of quality measures for the attributed populatiém.
Overall Quality Score will be generated for each AE, according toé¢tieodology

detailed in AttachmenfAB: Quality Framework and Methodology for Comprehensive

and-Specialized-LTAEcountable Entities. THEotalShared Savings/(Loss) Pool

(inclusive of both the AE and MCO portioms)stbe multiplied by the Overall Quality
Score The Overall Qualityc®re must function as a multiplier, and may not include a
gate; as such, any qualipoints earned must be associated with a share of the Shared

Savings/(Loss) Pool.

¢. Maximum Allowable Share®avings(Loss) Pool
In any given performance year, the Shared Savingsriastinot exceed 10% dhe
A E &estractrevenud COC Expendituiiearget for the Performance Periodn
instances where the AE is responsible for downside risk, the Shared LossuRbol
not exceed 5% dhe A E &osiractrevenud COC Expenditure Target for the
Performance Periad

savings/



. AE Share of Savisg(Loss) Pool

In Year 1, AEBaybe eligible to retain up t&065% of the Shared Savings Pool, as defined
in SectiorD.5above. AEs assuming downside risky beeligiblefor up to60% of the
Shared Savings Pool, amady be responsible for up t06565% ofthe Shared Loss Pool.

AE Shared AE Share of Maximum Allowable Maximum Allowable AE Share of
Savings Savings Shared Savings Pool Shared Loss Pool Losses
Model
Option 1: Up to50% 10% ofthe AE T C({NA NA
Shared of Savings Expenditure Targeor
savings only Pool the Performance Period
conlractrevenue
Option 2: Up to 60% 10%oft he AE’ s |5%oft he AE’' s | Upto60%
Shared of Savings Expenditure Target for | Expenditure Target for | of Loss
savings + risk | Pool the Performance the Performance Pool
PeriodAE-centract PeriodA\E-contract
revende revenue

Required Progression to Risk Based Arrangements

Qualified TCOBased contractual arrangements (or “Certified AEs”)
progression of risk to include meaningful downside shared wigkin three years of AE

program participationAfter five yearsgdevelopment and implementation funding will end,

and AEs will be sustained going forward based on tkatcessful performance and

associated financial rewards in accordance with their MCO contract(s).

EOHHS has defined “meaningful risk” based on |l earnings from
requirements and federal MACRA ruldtarginal risk and Iss caps ardefined with a

range EOHHS anticipates that smaller organizatiwill fall on the lower end of that

range.The required progression of increasing risk focathprehensiveAEs is as follows:

Marginal Risk Loss Cap
AE Share of Losses Maximum Shared LesPool

Definition The percentage of any Shared L The maximum percentagg ¥ (G KS | 9

Poolfor which the AE is financially contract revenudor which the AE is

at risk financiallyat risk
Year 1 0 NA
Year 2 0 NA
Year 3 15- 30% ofany Shared Log%ool | At least 2%

No more thanl0%

10



Year 4 30-50% ofany Shared Loss Pool| At least 2%
No more than 10%

Year 5 50 - 60% ofany Shared Loss Pool| At least 2%
No more than 10%

I't is EOHHS's intent thesstamldrdegtablished bykhe ©ficq ui r ement s wi t h
of the Health Insurance Commission@HIGto the extent possible. Alternativeer
larger organizations or entities that include a hospital may be considered in the future.

In the event of a shared risk arrangement with an AE, it is necessary to ensure that the AE

has the capacity to pay for its share of any losses. To accomplish this the MCO shall utilize

a withhold to ensure that funds are available for financial settleteith the AE in the

event that medical expenses exceed the total cost of care projection for the performance

period. At a minimum, the withhold must capture 75 percent of the maximum shared loss

poo,MCO’' s final settl ement thholdisthasedloreactdaE wi t h regard to a wi
experience in relationa the TCOC calculation.

Should an MCO and AE wish to share risk on a more accelerated schedule than that
outlined above, the MCO and ARallsubmit written documentation to EOHHS, including:

1 the draft cortractual financial terms between the parties;

1 astatement of why the AE is qualified to assume greater risk than that outlined
above, including its infrastructure to manage clinical rak established record of
meeting quality metricsand the likelihoodhat the AE will meet the quality
thresholds established by EOHHS and the V&

1 documentation of secured funds necessary to meet the maximum financial obligation
that the AE could potentially incur under the terms of the proposed agreement.

EOHH$ogether with state partners (g. DBR and OHI@jill review the aforementioned
information, anddecideas towhether thearrangement may proceed.

Additionally, if an AE enteisto anarrangementhat provides foisharedosseswith a

total potentialrisk that equals or exceeds 10% of expected expenditthe®AEmust

meetallthe financial reserve and ridkased capil requirements required ofaMCQ

with oversight by the Department of Business Regulatid#OHHS anticipates that any

AEs taking on such risk must, at a minimum, demonstrate adequate capitalization to cover
three months of claims.

1 As specified in the standards for minimum fizksed capital (RBC) requirements for health organizations in Chapte7 2f
the RI general statutéattp://webserver.rilin.state.ri.us/Statutes/Title27/22.7/INDEX.HTM

2 Note thatCMS has issued guidance for shared savings programs for both Medicaid and for Medicare Shared Savings
Programs. For ease of reference links to relevant State Medicaid Director Letters areegrovigiw.medicaid.gov/Federal
PolicyGuidance/Downloads/SMD3-005.pdf www.medicaid.gov/FederaPolicyGuidance/Downloads/SMD2-002.pdf

11


http://webserver.rilin.state.ri.us/Statutes/Title27/27-4.7/INDEX.HTM
http://www.medicaid.gov/Federal-Policy-Guidance/Downloads/SMD-13-005.pdf
http://www.medicaid.gov/Federal-Policy-Guidance/Downloads/SMD-13-005.pdf
http://www.medicaid.gov/Federal-Policy-Guidance/Downloads/SMD-12-002.pdf

Links for the Medicare Shared Savings Program final rule and a CMS Factsheet are also provided:
www.cms.gov/Medicare/Medicar€eefor-Service

Payment/sharedsavingsprogram/Downloads/ACO_Methodology Factsheet ICN9fif40%e Shared Savings Program final
rule can be downloaded atww.gpo.gov/fdsygpkg/FR2011-11-02/pdf/2011-27461.pdfon the Government Printing Office
(GPOvebsite

12


http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/Downloads/ACO_Methodology_Factsheet_ICN907405.pdf
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/sharedsavingsprogram/Downloads/ACO_Methodology_Factsheet_ICN907405.pdf
http://www.gpo.gov/fdsys/

an AE's attributed pat

AE’ s TCOC
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Fhe TCOExpendure Targetmy-st+—+nect v de—an—upward adjust ment equal t o an

a—dj—usted—per—capita—spending—Ffodatisthhe AE’'s historically att
ave+rage—(statistiecalttlty—signifieant at p <= .05), the MCO m
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f whezerthe A whaside risk,
the- Shared-Loss-Pawmlustnotexceed- 5% ofth&-E——s—contr act revenue

defined in
he Shared
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Yeard 15-30%-of any-Shared-Loss Atleast 2%

Pool No-more-thanl0%
Yearb 30-50%-of-any-Shared-Loss Atleast 2%

Pool No-mere-than-10%
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TCOC Development Approvahd ReportingProcess

1. TCOC Development Approval
MedicaidMCOsand AEsnustestablish TCOC calculation methodologieaccordance with

these requirements t@erve as the basfer their shared savings and/or risk arrangements.

These methodologies must be approvedByHHSEOHHS wi I | revi ew the MCO’'s TCOC
methodologies and reserves the right to ask for modificationleegranting approvd.

EQHHS also reserves the right to review these methodologies on an annuallasisd S’

approval, denial, or requests for amendment will be transmitted in writing, without
unreasonable delaysurther—forspecialized LTFSS-AEs RBOC-calculationHmdologie

MCOs mussubmit details of their TCOC methodologie€@HHS for approvah writing,in
advance of contracting with AEs. Applications must document and demonstrate specific
compliance with the requirements outlined 8ections (D, and Eof these requirements
Simple numerical examples may be helpful. Applications must also inclugeeoamsive
answers to the questions below:

1. Benchmark Timéeriod

What is the time period for theihs t or i cal data used to establish an AE’s cost
How does the methodology account for attributed patients for whom no historical data is
available?
2. Benchmark DataSource
What data sources are used to establish an AE’'s cost benchme

3. Mid-YearChanges
How does the TCOC calculation account for mantmonth changes in MCO enrollment
and/or PCP assignméapeciatized-LTFSS-AE-attributiovhether duringoenchmark years
or the performance year? How does the TCOC calculation account for frmntbnth
changes in the P@PrS$roviderroster of an AE, whether during benchmark years or the
performance year?

4. Risk Adjustment

What risk adjustment methodology Wite applied to assess changes in the risk profile of

an AE's attributed patient population, over the historic ba:c
historic base and performance period? If a clinical risk adjustment software will be utilized,

provide a detailed desiption of the underlying software parameters.

5. Treatment of State Budgetary Savings Assumptions

8 1n addition to this EOHHS requirement, note that depending on circumstances transparency in such arrangements is
specifically required in CFR42 8438.6 Contract requirements 438.6(g): Inspection and audit of financiat-Riskrdentracts
must provide that the state agency and the Department may inspect and audit any financial records of the entity or its

subcontractors. 438.6(h) Physician Incentive plaMCO contracts must provide for compliance with the requirements set
forth in 422.208 and 422.210 of this chapter. 436.6(k) All subcontracts must fulfill the requirements of this part that are
appropriate to the service or activity delegated under the subcontract.

19



In order for A For martidipationbnethe iAlBNY eapitatiorvratez e d
decrease from the state must be either eliminated from #a&vings or sharebetween
t he ACO aPledse $pecify'the treatment of state budgetary savings [cOmmented [DE7]: Added by me..
assumptions in the TCOREthodology. Description of the adjustment must include
how the per AE adjustment is calculated, and how the adjustment isemppli

5.6. Shared Savings/Loss Distribution Rate a@dlculation
What portion of the eligible shared savings pool (after accounting for scaling based on
quality and outcomes metrics) will be distributed to the AE?

6.7. _Shared Savings/Loss Distributidiming
At whattime are shared savings distributions made to qualifying AEs? If distributions
are made more frequently than annually, please also describe anyupuygrocesses.

aed—speeahzed—gSS—Aﬂatenal amendments to TCOC methodologys’nble approved by
EOHHS in advancH.an MCO utilizes a TCOC methodology that differs in any respect from
the approved methodologyEOHHS reserves the right to calculate +&#d gainshare with

the MCO as if the approved methodology had been utilized,the MCO shall provide
EOHHS with all information necessary to make tteltulation.

MCOs mustomplete and submit th&1CO/AE TCOC Reporting Temptetelefined by
EOHH$or each AENlthln 15 daysat the latest of executlngany AE contrac#—anyenﬂ%y—is
separate
e entity.

2. Required Ongoing Reporting
In order tomonitor AE financial performance, AEs and MCOs will be required to furnish
financial reports regardingCOC Shared Savifzo risk scoreperformance on a quarterly Commented [DE8]: Allbluee in this paragraph added by

basis to EOHHS\d the AEQuarterly reports must be submitted to EOHHS within 120 déys 13
the close of the quarter, as detailed below.

Performance Period 1: Performance Quarters \ Quarterly Report Due to EOHHS \

Q1: Jan ¥—Mar 312018 July 29' 2018
Q2: Apr #—Jun 3¢' 2018 October 28 2018
Q3: Jul ¥—Sep 36" 2018 January 28 2018
Q4: Oct ¥ —Dec 3#2018 April 29" 2018
Q5: Jan ¥—Mar 312019 July 29' 2019
Q6: Apr #—Jun 3¢ 2019 October 28 2019

20
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Comprehensive AECOQ/ethodology Example

(OHHS Comprehensive AE Total Cost of Care (TCOC) Guidance |AE Specific Variables ‘
c

AE TCOC Calculation Tool Caleulation Variables

*Note: all data is illustrative only

SFY 2014 SFY 2015 SFY 2016 SFY 2018
[AE Specific Historical Data Input: and Cost [ Year1 | Yearz | vears | Historical Base [ Year |
INPUT->  |Attributed Lives (Members) | 5,000 | s000 | 5250 | 5,083 | 5,250 |
INPUT > [PEM [ s3aso0 | saszo0 | s3wo0 | $337.05 [ $350.00 |
1 Calculating the Historical Base and Initial TCOC Target Historical Base Year Target
Vear 1 Year 2 Year3 s [ pmpm s [ pmpm
A[Total Cost of Care 20,700,000 | $20,820000 | $20,160,000 | $20,560,000 $337.05
B [Base Year Weight 33% 3% 33%
¢[Trend Factor 2% 2%
D|Trend Adjustment $836,280 $416,400 $0 $417,560 $6.85
Details below € [Risk Adjustment 871,579 429,278 50 $433,619 5711
F|Tatal Cost of Care (Adjusted) 522,407,859 | $21,665678 | $20,160,000 | $21,411,179 $351.00
Details below G |Prior Year Savings Adjustment $176,400 $176,400 5289
H|Historical djustment $411,200 $411,200 $6.74 Projected Trend _Time Period (¥rs)
'Tacal Cost of Care (Adjusted, with Sustainabil $21,998,779 $360.64 2% I 2
1[Total Cost of Care (Initial Target) $22,887,530]  $375.21

TCOC Initial P¥ Target

2 Calculating the Final TCOC Target

Details below  A[Risk Adjustment. 477,53 6758
B *Final Target based on risk-adjusted PMP with performance year Impact of change in 750411 $0.00
[Total Cost of care (Final Target) $24,115,475|  $382.79

TCOC Final PY Target

3 Calculating and Distributing the Shared Savings (Loss) Pool Year
[ $ pmpm
A|Tatal Cost of C: |
TCOC Actual
Shared Savings (Loss) Pool $2,065,475| $32.79
Detalls below  C|Random Variation Adjustment so|  sooo
D|Quality and Outcomes Adjustment so|  soon
€ [Shared Savings (Loss) Pool (Adjusted) 52,065,475 $32.79
 [Eligible Shared Savings Pool $2,065475)  $32.79
G[Eligible Shared Loss Pool O NO
Cap: 10% AE Contract Allowable Shared Savings Pool $2,411547]  $38.28
Cap: 5% AE Contract “Allowable Shared Loss Pool 51,205,774 51914
1[Final Pool $2,065475|  $32.79
[ Final Pool NO NO

L[AE Share of Shared Savings (Loss) Pool

[ Option 1 AEs: Shared Savings Only AE Share| 20% | 30% | 40%
| $ pmpm___| 3 T pmom | 3 T pmpm
Shared Savings | $413,095 $656 | 619,642 59.84 $826,190] 5131
n[Option 2 AEs: Shared Savings and Risk AE Share] 40% 60%
S [ pmpm $ [ pmpm
shared Savings 826,190  $13.11 $1,239,285]  $19.67
shared Loss NO NO NO NO
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Details

1 Historical Base and Initial TCOC Target Adjustments

Year 1 Year 2 Year3 Historical Base
T E[Average Risk Score 0.95 097 0.99 097 < INPUT
i TCOC (Dollars): Years 1 and 2 Risk-Adjusted to Year 3 Risk Mix $359.53 $354.15 $320.00 $344.56
& Risk Adjustment $14.53 5715 $0.00 $7.23
5 G |[Prior Year Savings: Target - Actual TCOC (pmpm) $7.00 < INPUT
g § - Eligible AE Share $2.80 AE Share
H 5 = Eligible Adjustment: Total Dollars $176,400
2l a Maxium Adjustment for Prior Year Savings (2%) $411,200 2% Max Allowable
2 Eligible or Max Allowable $176,400
H[MCO Average Cost (pmpm) $334.00 <- INPUT
MCO Average Risk Score 1.00
2 AE Average Risk Score 0.99
g 2 AE Cast {pmpm) $320.00
t‘ﬁ i AE Cost with FQHC PPS Adjustment (pmpm] $320.00 $0.00 ]FOHC PPS Adjustment (pmpm), if applicable
23 AE Average Risk Normalized Cost (pmpm) $323.23
7 Cost Scare (% above/below MCO Average) 4%
é Eligible $14.13
5 Eligihle Adjustment: Total Dollars $861.796
Wiax Allowable Adjustment 411,200 2% Max Allowable
Elighle Adjustment or Max Allowable $411,200
2 Final TCOC Target Adjustments ‘ |
P A[Average Risk Score | 101 <- INPUT
=3 Risk Adjustment [ 4758
3 Shared Savings (Loss) Pool
Shared Savings (Loss) Adjustment Factor Parameters by AE Size and Savings Rate
. cavings% Small AE Medium AE Large AE
2 (5-9,999) (10-19,999) (20,0004
b 1% 7% 9% 89%
2 2% % 2% om%
£ o 3% o1% 7% 9%
E H % 95% 9% 100%
i ‘g‘ 5% 98% 100% 100%
e 3 6% % 100% 100%
2 Parameter Lookup
H Savings % 8.56% 9.00% 9.00% _|Savings Rate Bracket Lookup
= Small AE 100%
£ WMedium AE 100%
Large AE 100%
Random Variation Adjustment 100% Small AE__| AE Size Classification
D[Quality Score Multiplier 1.00 |<- inpuT

Quality
Ad]

Detailed Quality Measure Scoring Methodology Lo come

1 TCOC inputs must account for covered service exclusions and claims cap truncation

2 Base Year Weights are flexible, example uses MSSP methodology

3 Placeholder trend, to populate OHHS data book trends, Year 2 trend = Year 2/Year 1

4 Change compounding formula based on time period between Base Year 3 and Performance Year (assumes 2 year period)
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'OHHS Specialized AE Total Cost of Care (TCOC) Guidance

Specialized AE TCOC Calculation Tool
Note: All data is illustrative only

INPUT ->
INPUT ->

Details below

Details below
Details below

Details below

Details below

Cap: 10% MCO- Ad). Target
Cap: 5% MCO-Ag). Target

AE Specific Variables
Calculation Variables

[Formatted: Font: 8.5 pt

SFY 2014 SFY 2015 SFY 2016 SFY 2018
[ specific Historical Data Input: and Cost [ Year1 Year2 |  Year3 | Historical Base | Year |
Attributed Lives (Members) | 1000 1,000 | 1,000 | 1,000 | 1,000 |
PMEM | s1.22500 $1,25000 | $1,75.00 | $1,250.00 | $1,225.00 1
1 Calculating the Historical Base and Initial TCOC Target Historical Base Performance Year Target
Year 1 Year 2 Year 3 $ pmpm s pmpm
A[Total Cost of Care (Unadjusted) $14,700,000 | $15000,000 | $15300,000 | $15,000,000 | $1,250.00
B [Base Vear Weight 33% 33% 33% 2
¢[Trend Factor 2% % 3
D|Trend Adjustment $593,880 $300,000 50 $297,960 $24.83
€ [Risk Adjustment s0 0 50 s0 $0.00
F[Total Cost of Care (Adjusted) $15293,880 | $15300,000 | $15300000 | $15297,960 | $1,274.83
G| Prior Year Savings Adjustment $300,000 $300,000 $25.00
H|Historical Performance Adjustment $300,000 $300,000 $25.00 Projected Trend Time Period (Yrs)
1[Total Cost of Care (Adjusted, with Sustainability Adjustments) 515,897,960 | $1324.83 2% | 2
1[Total Cost of Care (Initial Target) $16,500,238] $1,378.35 |4
TCOC Initial PY Target

2 Calculating the Final TCOC Target
AfRisk Adjustment S0 $0.00
8 “Final Target based on risk-adjusted PMPM with performance year membership impact of change In membership $0 $0.00

Total Cost of Care (Final Target) $16,540,238]  $1,378.35

TCOC Final PY Target
3 Calculating and Distributing the Shared Savings (Loss) Pool | Performance Year
A[Total Cost of Care (Actual Expenditures) |
TCOC Actual

B[Shared Savings (Loss) Pool $1,840,238] 815335
c[Shared Savings Pool $1,840,238

D|[Shared Loss Pool

£[Shared Savings Pool After MSR $1,840,238]  $153.35

F[Shared Loss Pool After MLR NO| NO

G[Quality and Outcomes Adjustment: Quality Score Multiplier 1.00 < INPUT
H|Shared Savings Pool (Adjusted) $1,840,238] 515335

1| Shared Loss Pool (Adjusted) 0 NO

1| Adjustment for MCO Enrollment (% MCO Member Months] 50% < INPUT
K| Eligible MCO-Adjusted Shared Savings Pool 920,119  $76.68

L [Eligible MCO-Adjusted Shared Loss Pool NO NO

M| Maximum Allowable MCO Shared Savings Pool 827012 56892

N|Maximurn Allowable MCO Shared Loss Pool 5413,506] 534486

0[Final MCO Shared Savings Paol $827,012]  S68.92

p[Final MCO Shared Loss Pool NO NO

a[AE Share of Final (Loss} Pool

R|Option 1 AEs: Shared Savings Only AE Share 20% 30% 40%

$ pmpm $ [ pmpm $ T pmem
Shared Savings $165,402|  $13.78 $248,104]  $20.68 $330,805] 52757
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Bl etalls | Formatted: Font: 8.5 pt
1 Historical Base and Initial TCOC Target Adjustments
Year1 Year 2 Year 3 Historical Base
T E|Average Risk Score 10 1.0 io0 1.00 <= INPUT
E TCOC (Dollars): Years 1 and 2 Risk-Adjusted to Year 3 Risk Mix $1,225.00 $1,250.00 $1,275.00 $1,250.00
2 Risk Adjustment 50.00 50.00 50.00 50.00
k] _ G | Prior Year Savings: Target - Actual TCOC (pmpm) $65.00 < INPUT
e 8 g Eligible Adjustment: AE Share $26.00 40% AE Share
g E g Eligible Adjustment: Total Dollars $312,000
i = a Maxium Adjustment for Prior Year Savings {2%) $300,000 2% Max Allowable
-] Eligible Adjustment or Max Allowable 5300,000
H|MCO Average Cost (pmpm]) 51,350.00 < INPUT
§ MCO Average Risk Scare 1.0
AE Average Risk Score 1.0
E = AE Cost {pmpm) 51,275.00
E E AE Average Risk Normalized Cost (pmpm) 51,275.00
= i Cost Score (% above/below MCO Average) 6%
_-‘? 2 Eligible Adjustment 569.44
E,. Eligible Adjustment: Total Dollars 5833,333
2= Max Allowable Adjustment $300,000 2% Max Allowable
Eligible Adjustment or Max Allowable $300,000
2 Final TCOC Target
PY
= A‘Averagc Risk Score 1.00 <~ INPUT
& 3 [ Risk Adjustment $0.00
3 Shared Savings [Loss) Pool
/F | Application of Minil Shared Savings (Loss) Rate
%‘ = Minimum Savings (Loss) Rate 4.0% Targeted Expenditures
3=z Minimum Savings $661,610 $55.13
Minimum Loss -5661,610 -555.13

B R

Base Year Weights are flexible, example uses MSSP methodology

TCOC inputs must account for covered service exclusions and claims cap truncation

Placeholder trend, to populate OHHS data book trends, Year 2 trend = Year 2/Year 1
Change compounding formula based on time period between Base Year 3 and Performance Year (assumes 2 year period)
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Attachment = : Quality Framework and Methodology for Comprehensit:<:

Accountable Entities
A. Principles and Quality Framework

A fundamental element of the EOHHS Accountable Entity (AE) program, and specifically the
transition to alternative payment models, is a focus on quality and outcomes. Measuring and
rewarding quality as part of a value based model is critical to ensuratgytality is maintained
and/or improved while cost efficiency is increased. As such, the payment model must be
designed to both recogré and reward historically highuality AEs while also creating

meaningful opportunities and rewards for quality improvement. This model must be
measurable, transparent and consistent, such that participants and stakeholders can view and
recognize meaningful improvements in quality aisthrogram unfolds.

As-a-stating-point; Tthe ProgramYear2 requirements described below ametended to

provide an interim structure that permits baseline measurement and assessment, while

all owing for future refinaméntewbhdtccontcaboumpyoVemesésthe
in quality and outcomes.

EOHHS may modify this approach based on stakeholder feedback, CMS guidance, and subject
matter expert input received through the course of Program Year 1. EOHHS will issue additional
guidance ontie AE Quality Approach for Program Year 2 when finalidetd that EOHHS
anticipates engaging with a quality measurement subject matter expert in the coming months
and convening a series of meetings with that subject matter expert and all AE program
participants to develop and formalize a refined approach for guality mesament and

reporting. This process will clarify issues around data collection, benchmarking, calculating
performance alignment with program year time framdsr modification of measure

specificationsand incorporating performance into the Quality Miplier for Program Year 2 and [c:ommented [DE9]: Added by me }
beyond.O

Integrated Healthcare Partners ~ Commentd We recognize EOHHS is looking for a Quality
SME, howevelhe implementation of both the quality infrastructure and the activities associated
with improving qualithavealready started RY1. We enagage EOHHS to rely on and benefit

from to theexpertise of both the MCOs and AEs with decades of collective experience measuring
and improving quality. The MCO stakeholders and AEs are national leaders patieatity

centered medical home alllédicare Next Generation ACO, and through collaboration we can
support the overall AE program.

Consider &awo-phase approach to create the infrastructure necessary to collect thesebas=sures
on the following phases
1. Development Period (PY1/SFY19) during which the Accountable Entities will work with the

MCOs to design and implement a data system based on EMR extracts from the AEs that is
needed for ongoing reporting according to the specifications in the EOHHS Quality Framework
and Metlodology.
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Neighborhood does not recommend oO-+meposteddata ngdé t he AEs on the sul
because saléported data lacks checks for consistency and validation. As such; PY1 self
reported data cannot be used to establish baseline for sabgears because it will likely lack
methodological consistency with data as measured using the EMR extract data system.

2. Transition Period (PY2/SFY20) given the effort and commitment of technical resbyrces
the MCO and heavilbyy the AEprovider graps Neighborhood recommends PY2 as a
transition year to continue EMR data infrastireand if appropriate establishment of
improvement targets and benchmdPk& measurement needs to be considered a pilot to

substantiate the completeness and accuracy of the data and allow for adjustments to the data
system.

3. Production Period (PY3/SFEY21Full implementation ofalidEMR data sharing and HEDIS
mapping. CY 2Performance will be scored-based on achievement relative to benchmarks and
improvement over baseline.

The collective goal of the MCOs and A8® developan efficient and cosdffective system that
suppors accurat@ata reportinthat s sufficientlyair to assurthe AEs receive the appropriate
shareof any medical cost savings they achieve under the program.

Long-term Benefits

By endorsing the recommendations described above, EOHHS will allow for the time necessary to
build one of the most innaze quality data collection approaches in the nation. Based on feedback
from industry experts we believe RI®&s Medicaid Managed Care pr
will be seen as a national leader. Rhode Island will continue the benefit of ilsvaStyesnt in

Medicaid Managed Care by leveraging the collective experience of the MCOs and the AEs.
Complete and accurate HEDIS data collection and guality improvement is only possible when
claims data is joined with clinical data and supplementahiidarta accurately measure and
understand the patient experience.

However, the MCOs and AEs need more time put the EMR data collection infrastructure in place.
Neighborhood will continue collaboration across MCOs and AEs to develop common data
requiremets and to create streamlined and consistent processes as much as possible. We invite
EOHHS staff to join this ongaoing activity.

Quality Framework and MethodologyRecommendations

Program Year One
1_Remove the setkport requirement given the lack of data validity and ability to use the data for
improvement targets or benchmafkee selreporting process will also divert resources from
both the MCO and AEs necessary to accelerate EMR data exchange.

1 OHHS to convene AE and MCO stakeholders prior to years end and regularly in 2019 to
provide EOHHS with ongoing input and learning associated with the implementation of the
PY1 Quality Framework and planning for PY2 improvements. We invite EOHHSHe join t
AE Quality Circle workgroup attended by the MCOs and AEs.

Program Year Two
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91__Allow time for the AEs and MCOs to complete and fully test the EMR data systems.

1 _PY2is apayfor-reporting pilot to substantiate the completeness and accuracy of the data and
allow for adjustments to the data system. Neighborhood does not recommend the use of data
from PY2 to be used for performance improvement.

_Data collected in PY1 and P¥i#l need to pass rigorous tests of completeness and validation as
defined by HEDIS before being used to set the baseline and performance targets.

1 Establish baseline performance (for measures without availabsehietfor calendar year
2018) and

_Establish benchmarBsonsider HEDIS or AEpecific targets to allow for percent
improvement over baseline for all measures (excappsetéd data)

Program Year Three
1 Beaqin performance measurement based on baselimeprovement targets set iPPY

Integrated Healthcare Partnemsnments arsubmitted after full consideration of the requirements
developed by EOHHS and the capabilities of the MCOs and AEs to meet these reqditeaments
collective goal is teedelopen efficient andosteffectivesystem that can support data reporting

that is sufficiently accurate and timely to assure that the AEs receive the appropriate shares of any
medical cost savings they achieve under the program.

B. Shared Savings Opportunity

Medicaid AEsare eligible to share in earned savings based on a quality multiplieh e “ Over al |

Quality $ore’) to be determined as follows:

0 The AE must meet the established total cost of care (TCOC) threshold as determined using
the EOHHS approved TCOC methodotode eligible for shared savings.

0 In accordancevith 42 CFR438.6(c)(2)(ii)(B) quality performance measement must be
based on theMedicaid Accountable Entity Common Measure Slaterequired measures
must be reportedUp to 4 additional optional meu measures for comprehensive ARay
be included, as agreed upon by the MCO and AE.

0 An QrerallQuality Scoremust be generatedor each AEOf the 11 required measures
included in the Medicaid AE Common Measure Slate, a minimum of 9 measures must be
included in the calclation of the QverallQuality Score, inclusive of the4 pay-for-reporting
measures. In other words, the MCO and AE may choose to exclude up to 2 of fug-pay
performance measres from theOverallQuality $orein Program Yea2z.

0 For comprehensive AEs, all admin (clamased) measures must be generated and reported
by the MCO. AEs must provide the necessary data to the MCO to generate any hybrid or

7https:/lwww.ecfr.gov/cgibin/text-idx’?SID:85d0983b09de3986913(:63913130d34dOalO9<§(mc:true&node:se42.4.41:'>8_16<§<r§;n:tjiv8
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EHRonly measures. Any EHRly measures generated by an AE may be reported for the
AE' s full attributed popul ation.
o—Forspeciatlized—+LFSS—AEs—measures—must be generated for an

@nrolled-and-notenrolled-beneficiaries

ed as a multiplier t@tbrmine the percentage of the
shared savings pool the &Ed MCO areligible to receiveOverall Qiality Scoresmustbe
calculated distinctly for each MCO with which the AE is contracted.

o Performance year periods, which are aligned with the state ffigear calendar, will be tied
to the calendar year quality performance period ending within the performance year
period. The prior calendar year quality performance period will serve as the benchmark
period, as shown belowleasure specifications will ndie changed during the state fiscal
year, thespecificationchanges will be implemented at the beginning of thédaing
calendaryear fom when they are releasedo be effective for January 1.

Quality
Performance Performance Measurement

Year Time Period Performance
Period

PY 1 SFY 2019 HEDIS 2019, CY 1 HEDIS 2018, CY 1 SFY 2020

PY 2 SFY 2020 | HEDIS 2020, CY 1 HEDIS 2019, CY 1 SFY 2021

PY 3 SFY 2021 HEDIS 2021, CY 2 HEDIS 2020, CY 1 SFY 2022

PY 4 SFY2022 HEDIS 2022, CY 2 HEDIS 2021, CY 2 SFY 2023

i A differential start

Payment

Quality
Measurement
Benchmark Period

C. Medicaid AE Common Measure Slate for Comprehensive AEs

In accordancevith 42 CFR438.6(c)(2)(ii)(B) quality performance measament must be

based orthe Medicaid Comprehensive AE Common Measure SlateSgeteon below).All
required measures must be reportekh addition to the 11 required core measures, each MCO
and AE may include up to 4 additional optional measures identified by the MCO and AE from
the RI State Innovation Model (SIM) menu measure set and/or Medicdd &'td/or Adult

Core Set.

AE’

Mﬂnplememaﬂgrkbeg‘m‘gw 2. Commented [OB10]: Remove this note re: a member

retention measure to be piloted in Year 1?

The Common Measure Slate for comprehensive AEs has been developed with the following
corsiderations:

8https:/lwww.ecfr.gov/cgibin/text-idx’?SID:85d0983b09de398t‘>913c63913130dC-}£1d03109<§(mc:true&node:se42.4.438_16&rgn:div8
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o Alignment with the RI SIM core measure set.

o Cross cutting measures across multiple domains with a focus on clinical/chronic care,
behavioral health, and social determinants of health.

o Feasibility of data collection and measurement and mimation of administrative burden.

o0 A minimum number of measures necessary to enable a concentrated effort and meaningful
assessment of quality.

o Focus on statewide strategic priorities outlined by EOHHS, Rl Department of Health, RI
Department of Behaviordfiealthcare, Developmental Disabilities and Hospitals, and the
Office of the Health Insurance Commissioner.

D. Comprehensive ABverallQuality Score Determination

Measure-1 100% 20% 20%
Measure 2 100% 20% 20%
Measure-3 75% 20% 15%
Measure 4 50% 30% 15%
Measure 5 0% 10% 0%
ol Qualip-Seare 2004
ToBe determined in ProgramYearh col | aborati on with EOHHS, certified AE’ s anc

E. Comprehensive AE Measure Specific Performarit®HHS Preferred Methodology

EOHHS preferred measu+re —specifiec—guality scoring methodol ogy

a ernate g I orng bric-m be ed-in Proaram-Yedrapproved-b OHHS

EOHHS will work to develop a standard quality scoring rubric through a stakeholder process,
and anticipates standardization of the quality scoring methodology in the future.
E O H HnBdsure specifiquality scoring methodologig intended to both reward Biorically
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highrquality providers and create opportunities for low performers to benefit from
improvement.

argets are

asure Slate

- —a-Medicaid
aedium benchm arget will
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AE1 66% 68% High-Performance 100%
AE2 62% 64% Medium-Performance 75%
AE3 EED4 60% laprevomont EQ%
AE4 50% 52% Eail 0%

F. Comprehensive AE Common Measure Slate

« Formatted: Indent: Left: 0.25", No bullets or
To Be determined in ProgramYearh col | abor ati on wi t h EQH |"umbering

Comprehensive AE Common Measure Slate
Measure Name  NQF # Measure | Measure Measure | Measure Description Age High Medium
Steward Domain Source Cohort | Benchmark Benchmark

1.Breast Cancer |2372 |HEDIS® |Preventive | Admin The percentage of QC 75th | QC 68
Screening Care women 5074 years percentile | percentile
of age who had a
mammogram to
screen for breast
cancer

“Measures are subjectto changals ed on the recommendations of OHIC's Measure Alignment Revi
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Measure Name NQF # Measure Measure Measure | Measure Description  Age High Medium

Steward Domain Source Cohort | Benchmark Benchmark

2. Weight 0024 |HEDIS® |Preventive |Hybrid The percentage of | Pediatric | TBIRC-96- | TBIRDCE4-
Assessment & Care members 317 years percentile | percentile
Counseling for of age who had an
PhysicaActivity, outpatient visit with g
Nutrition for PCP or OB/Gyand
Children & who had evidence of]
Adolescents the following during

the measurement

year: BMI percentile,

Counseling for

Physical Activity and

Nutrition

.Developmental |1448 |OHSU Preventive | Admin or | The percentage of | Pediatric

Screening in the Care Hybrid children screened fo
1s'Three Years risk of

of Life developmental,
behavioral and socia|

delays using a

standardized

screening tool in the
first three years of
life; this is a measurg
of screening in the
first three years of
life that includes
three, agespecific
indicators assessing
whether children are

screened by 12

months of age, by 24

months of age and b

36 months of age

4. Adult BMI N/A HEDIS® | Preventive | Hybrid Thepercentage of | Adult QC 9B
Assessment Care members 1874 years| sersoplel

of age who had an D

outpatient visit and

whose body mass
index (BMI) was
documented during
the measurement or
the year prior to the
measurement year
5.Tobacco Use: |0028 |AMA-PCPI Preventive | Admin or | Percentage of Adult Potie Potie

Screening and Care Hybrid patients aged 18 Reporting | Reporting

Cessation years and older who only-in only-in

Intervention were screened for YATBD YATBD

tobacco use one or

more times within 24

months AND who

received cessation
counseling
intervention if

identified as a

tobacco user

i g
ig
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Measure Name NQF # Measure Measure Measure | Measure Description  Age High Medium

Steward Domain Source Cohort | Benchmark Benchmark

6. Comp. Diabeteqd 0575 |HEDIS® | Chronic Hybrid The percentage of | Adult QC 8- QC66-
Care: HbAlc Con| lliness members 1875 years| percentilel | percentilelB
(<8.0%) of age with diabetes BD D

(type 1 and 2)

w/HbA1Ccontrol

<8.0%
7.Controlling High| 0018 |HEDIS® | Chronic Hybrid The percentage of | Adult QC96- QC-66th
Blood Pressure liness members 1885 years| percentilel | percentilelB

of age who had a BD D

diagnosis of

hypertension and

whose BP was

adequately
controlled during the
measurement year
based on the
following criteria:

f 1859 years of
age whose BP
was <140/90
mm Hg

1 6085 years of
age with a dxof
diabetes whose
BP was <140/90
mm Hg

6085 years of
age without a d
of diabetes
whose BP was
<150/90 mm Hg

8. Followup after |0576 |HEDIS® |Behavioral | Admin The percentage of | Adult QC90"- TBODCE6th

Hospitalization for Health discharges for and percentilel | percentile
Mental lliness (7 members 6 years of | Pediatric| BD
Daysand 30 Day3 age and older who

were hospitalized for|
treatment of selected
mental illness
diagnosis and who
had a followup visit
with a mental health

practitioner
9. Screening for | 0418 |CMS Behavioral |Practice |Percentage of Adult NEA NIA
Clinical Depressiol Health reported | patients aged 12 and Fopariag | Repering
Followup Plan years and older Pediatric | erby-in BRI
screened for clinical YATBD YATBD

depression using an
age appropriate
standardizedool
AND followup plan
documented

? Reporting on the Followp after Hospitalization for Mental lliness measure must include both the 7 day and 30
day measure components. Both components should be reported, but th® K@ AE may choose either
definition for inclusion in the Overall@@lity Score.
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Measure Name NQF # Measure Measure Measure | Measure Description  Age High Medium

Steward Domain Source Cohort | Benchmark Benchmark
10. Social N/A N/A Social % of members Adult N/A N/A
Determinants of Determinan screened as defined | and
Health (SDOH) ts per the SDOH Pediatric
Screen elements in the
Medicaid AE
certification
standards*
11. Sek N/A N/A Measure to be Adult N/A N/A
Assessment/Ratin defined and and
of Health Status submitted to EOHHS Pediatric
for approval (e.g.,
Institute for
Healthcare
Improvement)

Technical specifications for the measures abwailebe provided separately.

* Section 5.2.2 of the AE Certification Standards requires that each AE:

“Together with parther MCOs, develop, implement, and maintain procedures for completing an

initial SDOH F N3 bSSRa {ONBSyAy3a F2NJ ! GdiNROodzi SR aSYoSNa
AONBSyAy3a akltft S@I t dz-réleded sodial nedds idardemo dat&nimeS NB Q K S| €
the need for social service intervention. Such services shall include but imoitdx tio:

Housing stabilization and support services;

Housing search and placement;

Food security;

Support for Attributed Members who have experience of violence.

Utility assistance;

T tKeaArAOlt OGAGAGE YR ydzZiNAGA2YTXE

= =4 —a —a -9

Optional Menu Metrics fortComprehensive AEs
Select no more than 4 measures from the SIM Menu Measure Set and/or the Medicaid Child
and/or Adult Core Quality Measure Set.

o Lrir =]
o’?- J .7—?' d H

2017-child-core-set 2017-adult-core-set ~ Crosswalk of RI
(1).pdf .pdf Aligned Measure Se
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F | LTSS AES EQHHS reql ires-the useof allmeasures-included-inthe Medicd
e Slate fi
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