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Each CMS-approved State Directed Payment (SDP) preprint states the goals and objectives the arrangement is intended to advance, along with a narrative description. We classified the stated goals of each arrangement into the nine categories below. We assigned up to 6 goals per SDP preprint file.

Category Definitions

1. Access and network adequacy: Whether members can practically reach or obtain care: provider supply available to members, geographic distance, appointment availability, network composition, and telehealth as a substitute for distance. (Typical language: access, network adequacy, time and distance standards, proximity, wait times, timely care.)

2. Preventive care and screening: Screening, evaluation, or wellness-maintenance services, regardless of whether the population already has a related diagnosis. (Typical language: prevention, screening, evaluation, exam, immunization, well-child or well-care visit, early detection.)

3. Chronic disease management: Actively treating or managing an existing condition over time, rather than evaluating or screening for it. Treatment and management aims for behavioral health conditions and substance use disorders are included here. (Typical language: chronic conditions, disease management, treatment plan, ongoing therapy, condition-specific care management, medication adherence, blood pressure or glycemic control.)

4. Maternal, infant, and child health: Arrangements whose population or targeted service is specifically mothers, infants, or children. (Typical language: maternal, prenatal, postpartum, perinatal, infant, newborn, pediatric, child, adolescent.)

5. Care coordination and transitions: Connecting or handing off care across providers, settings, or time: referrals, discharge planning, follow-up after a hospitalization or emergency department visit, integration of physical and behavioral health, and whole-person or team-based care. Also includes provider-to-provider information sharing where it supports coordination, such as participation in a health information exchange or admission, discharge, and transfer data sharing. (Typical language: coordination, integration, transitions, hand-off, referral, follow-up, care plan, whole-person care or approach.)

6. Member experience and health equity: How care is experienced or perceived by members, closing disparities between groups, or addressing a social determinant of health such as social connectedness, isolation, or community engagement as an outcome. (Typical language: satisfaction, experience of care, CAHPS, disparities, equity, cultural competence, language access, person-centered, social connectedness, health-related social needs.)

7. Provider supply and sustainability: The supply, staffing, training, retention, or financial viability of the people and organizations delivering care, including arrangements that keep providers participating in Medicaid. (Typical language: workforce, staffing levels, recruitment, retention, wages, training and residency programs, provider shortages, financial viability or sustainability of providers, keeping facilities operating, provider participation or contracting.)


8. Appropriate utilization and efficiency: Reducing unnecessary, avoidable, or low-value care, or encouraging use of the right setting or intensity of care. General statements about managing program costs, which appear across many arrangements as a feature of managed care, were not treated as sufficient on their own. (Typical language: avoidable or potentially preventable admissions and readmissions, emergency department utilization, least restrictive setting, appropriate setting of care, inappropriate prescribing, overuse.)

9. Overall quality and population health: Quality, outcomes, or population health targeted broadly, where no more specific category applies. This includes patient safety and harm-reduction aims that have no more specific home, such as reducing pressure ulcers or facility-acquired infections, and a small number of arrangements whose only stated goal is improving quality through a payment structure. This broad category was used only after categories 1 through 8 were considered and none applied. (Typical language: quality improvement, health outcomes, population health.)

How the Categories Were Assigned

We classified each arrangement using the goals and objectives recorded in the CMS preprint (Question 42) and the accompanying narrative description (Question 43). Each SDP was first classified manually, then classified independently with AI assistance; the two sets of results were compared and differences were reviewed and resolved. We then ran manual and AI-assisted consistency checks across all arrangements, comparing the categories assigned to arrangements with identical or near-identical goal text and confirming that similar language was treated the same way throughout. Categories were assigned only where the text supports them, and a small number of arrangements carry no category because the preprint recorded no goal, objective, or narrative text.
