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DEPARTMENT OF HEAL TH AND HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop S2-26-12 
Baltimore, MD 21244-1850 

Financial Management Group 

December 12, 2018 

Adam Crum, Commissioner 
Department of Health and Social Services 
3601 C Street, Suite 902 
Anchorage, AK 99503-5923 

CMS 
CENTERS FOR MEDICARE & MEOICAIO SERVIClS 

CENTER FOR MEDICAID & CHIP SERVICES 

RE: AK State Plan Amendment (SPA) Transmittal Number #18-0004 -Approval 

Dear Mr. Crum: 

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan 
submitted under transmittal number (TN) 18-0004. This SPA adds the definition of a new 
provider to the new facility prospective payment rate methodology for inpatient hospital 
services. 

We conducted our review of your submittal according to the statutory requirements at sections 
1902(a)(2), 1902(a)(l3), 1902(a)(30), 1903(a), and 1923 of the Social Security Act and the 
implementing Federal regulations at 42 CFR 447 Subpart C. We are pleased to inform you that 
Medicaid State plan amendment 18-0004 is approved effective as of October 1, 2018. For your 
files, we are enclosing the HCF A-179 transmittal form and the amended plan pages. 

If you have any questions concerning this state plan amendment, please contact Tom Couch, CMS' 
RO NIRT Representative at 208-861-9838 or Thomas.Couch@cms.hhs.gov . 

Sincerely, 

Kristin Fan 
Director 
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State Plan for Title XIX

State of Alaska
Attachment 4.19-A

Page I

lncreases ¡n the capital component of the prospective payment rate for new assets placed in serv¡ce

dur¡ng the period covered by the agreement w¡ll be âllowed based on the provisions ¡n subsection

lva if the following conditions are met:

1) The assets placed ¡nto service have a value of at least 55,000,000;
2) The fac¡l¡ty obtains one or more cert¡ficates of need for the assets placed into serv¡ce; and
3) The facil¡ty provides a detailed budget before the increase ¡n prospective payment rate that

reflects the allowance for the new assets.

The administrat¡ve appeals process provided under subsection Vlll is not available and the facility
will use the "exceptional relief" process pursuant to subsection Xll except in the case that the facil¡ty
disputes a n act¡on or dec¡sion of the department that relates to the following:

1) The facility's el¡g¡bility to elect rate sett¡ng under the subsection;

2) The violation of a term of the rate agreement between the facil¡ty and the departmenU
3) Thedenial of an increase ¡n the cap¡tal componentofthe prospective payment rate for new

assets and a related approved certificate of need.

c. New Facilitv ProsÞective Pavment Rate Methodologv

Under this subsection -
A new facil¡ty is described as a fac¡lity that has not, within the previous 36 months, provided the
same or similar level of Medicaid cert¡fied pat¡ent services within 25 miles of the facility either
through present or previous ownership

A new provider means an actively enrolled. Medicaid facility that is currently receiv¡ng

reimbursement for Med¡caid services outside of the state prospect¡ve payment system and

elects to enter the state prospective payment syslem.

lf a new facility, new provider, or a new psychiatr¡c un¡t in an acute care hosp¡tal is l¡censed, the
râtes will be calculated as follows:

For acute care and specialty hospitals, or separately licensed or cert¡fied psych¡atric units in

acute care hosp¡tals, the ¡npatient per-day rate will be establ¡shed at the statewide we¡ghted

average of inpatient per-day rates and of acute and specialty hospitals ¡n accordance w¡th this
section for the most recent 12 months of permanent rates. Pat¡ent râtes are the statewide
we¡ghted average using the base year's patient days.

For inpatient psychiatric hospitals or new separately l¡censed of cert¡f¡èd psybhiatric un¡ts in

acute care hospitals, the inpatient prospect¡ve payment rate w¡ll be established at the statew¡de

weighted average of inpatient per-day rates of psych¡atric hospitals for the most recent 12

months of permanent rates; rates are the statewide we¡ghted average us¡ng the base year's

patient days.

Prospect¡ve payment rates for new facilities and new providers will be established under the
provis¡ons of sect¡on lV after two full yea rs of cost data is reported.

TN No. 18-0004
Supersedes TN No. 04-09

Approval Date0EC I 2 20.|6tr".,iu" 
Date: October 1. 20L8



State Plan for Title XIX

State of Alaska

Attach ment 4.L9-A
Page 9

V. (Reserved)

TN No. 18-0004
Supersedes TN No. 04-09

Approval Date Effective Date: gglqþel-!.æfg' DECN92OIB




