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DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop S52-26-12 ‘ M s

Baltimore’ Maryland 21244_1850 CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

Financial Management Group

December 4, 2019

Lynnette R. Rhodes, Esq.

Executive Director, Medical Assistance Plans
Department of Community Health

2 Peachtree St., 36" Floor

Atlanta, Georgia 30303-3159

RE: Georgia State Plan Amendment 19-0012
Dear Ms. Rhodes:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan
submitted under transmittal number 19-0012. This amendment proposes to update the
reimbursement to hospitals for swing bed services. This update will increase the per diem payment
from $145 to $295.

We conducted our review of your submittal according to the statutory requirements at sections
1902(a)(2), 1902(a)(13), 1902(a)(30), 1903(a), and 1923 of the Social Security Act and the
implementing Federal regulations at 42 CFR 447 Subpart C. We have found that the proposed
reimbursement methodology complies with applicable requirements and therefore have approved
them with an effective date of July 1, 2019. We are enclosing the CMS-179 and the amended
approved plan pages.

If you have any questions, please call Anna Dubois at (850) 878-0916.

Sincerely,
Is/

Kristin Fan
Director

CcC:
Anna Dubois
Dan Yablochnikov
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STATE PLAN MATERIAL 19-0012 Georgia

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE

FOR: HEALTH CARE FINANCING ADMINISTRATION SOCIAL SECURITY ACT (MEDICAID)
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Attachment 4.19 - A
Page 23
State: Georgia

METHODS ANDSTANDARDS FORESTABLISHING PAYMENT RATES -
INPATIENT SERVICES

V. OtherlInformation
A.Payment Assurance

The State will pay each hospital for services provided inaccordance with the requirements of
the GeorgiaTitle X1X StatePlanandapplicable Stateand Federal rules and regulations. The
payment amount shall be determined foreach hospital according to the standards and
methods set forthin the Georgia Title XIX inpatient Hospital Reimbursement Plan.

Hospitals will continue to submit claims asthey have inthe past. All requirements for
documented servicesand chargeswill remain ineffect, and all screens for completeness will
continue. Hospital claimswill be subjectto post-payment review. The Department will be
requesting information fromthe haospitals to substantiate the necessity and appropriateness of
servicesrendered. Anydenialsforlack of medical necessity, documentation, or other reasons
will result in recoupment of monies paid to the provider. A reduced rate for lessthanacute
care is not applicable nor required.

Unlike aperdiem or percent or charges system, this reimbursement plan does not provide
incentives forprolonging a patient's stay. If a patient remains in the hospital beyond the time of
medical necessity, the effect isto reduce the daily reimbursement rate.

B. Provider Participation

Thisplan isdesigned to assure adequate participation of hospitals inthe Medicaid Program,
the availability of hospital services of high quality to recipients, and services within which
are comparable to those available to the general public.

C. Swing-bed Services
1. Reimbursement Methodology

Swing-bed providers will be reimbursed aprospective rate per patient day which will be $295
per covered day. The per diem rate coversthe cost of certain routine servicesas described in
Attachment 3.1 A, page Ic-3of the Plan. Ancillary services suchaslaboratory, radiology, and
certainprescription drugs must be billed and reimbursed separately under the appropriate
Medicaid program. For example, radiology

TN No. 19-0012
Supersedes Approval Date: 12/04/19 Effective Date July 1, 2019
TN No. 07-011



Attachment 4.19 - A
Page 24
State: Georgia

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
INPATIENT SERVICES

services provided inthe outpatient department of the hospital should be billed as outpatient
hospital services. Providers must bill onamonthly basis.

Medicaid will reimburse the Medicare Part A coinsurance forskilled level care of swing bed
services provided to Medicaid/Medicare recipients.

Medicaid reimbursement will be reduced by the amount of therecipient's liability (patient
income). Patient income isestablished by the county DFACS officeand isthe dollar amount
shown on Form DMA-59, or the dollar amount shown on Form DMA-286 if the recipienthas
Medicaid/Medicare coverage. The patient'sincomeisdeducted infull from the Medicaid
reimbursement rate until the income has been exhausted.

2. Cost Report and CostSettlement

There will not be a year-end cost settlement process for the swing-bed services program. In
addition, there isno swing-bed services cost report. Medicaid Swing-Bed program data should
not be included inthe Medicaid Hospital program cost report settlement data. The Medicaid
routine swing-bed days should beexcluded fromthe hospital's Medicaid routine days on
Worksheet D-1, Part | of the cost report.

D.Public Process

The State has in place a public process which complies with the requirements of Section
1902(a)(13)(A) of the Social Security Act.

E. Revisions

The plan will berevised as operating experience data are developed and need for changes is
necessary in accordance with Federal and State regulations. If itis found that there are
insufficient controls on utilization transfers or cost, or if the Department determines that a
differentreimbursement methodology iswarranted, the Department maintains itsrightto
discontinue this systemupon appropriate public notice of the proposed change.

TN No. 19-0012
Supersedes Approval Date: 12/04/19 Effective Date July 1, 2019
TN No. 07-011
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