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DEPARTMENT OF HEALTH AND HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop 82-26-12 C M s

Ba]timom, MDD 21244-1850 ‘ CENTERS FOR MEDICARE % MEDICAID SERVICES

CENTER FOR MEDICAID & CHIF SERVICES

Financial Management Group
February 4, 2020

Ms. Marie Matthews

State Medicaid Director

Department of Public Health & Human Services
P.O. Box 4210

Helena, MT 59604

Re: Montana 19-0020
Dear Ms. Matthews:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan
submitted under transmittal number (TN) 19-0020. Effective for services on or after January 1,
2020, this amendment updates the reimbursement methodology for inpatient hospital services.

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 are pleased to inform you that
Medicaid State plan amendment TN 19-0020 is approved effective January 1, 2020. The HCFA-
179 and the amended plan pages are attached.

If you have any questions, please contact Christine Storey at (303) 844-7044.
Sincerely,
Kristin Fan
Director
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MONTANA

Attachment 4.19A

Service 1

Inpatient Hospital Services
Page 11

H. HOSPITAL BASED AND FREE STANDING INPATIENT PSYCHIATRIC SERVICES

1. Hospital based and free standing inpatient psychiatric services are
reimbursed using the Inpatient Prospective Payment Method described in

section A of this document.

2. The Department will reimburse in-state PRTFs an all-inclusive bundled per-
diem interim rate as described in Attachment 4.19D, Service 16, PRTF.

3. All Montana providers of hospital based inpatient psychiatric services for
individuals under age 21 shall be eligible to receive and annual continuity
of payment (CCP) in addition to per-diem reimbursement. The CCPs will
completely or partially reimburse providers for their otherwise un-reimbursed
costs of providing care to Medicaid members. Total Medicaid payments to a
provider of hospital based inpatient psychiatric services for individuals
under age 21 will not exceed the Medicaid costs of that provider.

The amount of the CCP for each qualifying provider will be determined based
upon the following formula::

CCP = [M/D] x P

Where:
1. CCP eguals calculated continuity of care payment.
2. “M” equals the number of Medicaid days provided by the facility
for which the CCP is being calculated.
3. “D¥ equals the total number of Medicaid days provided by all
facilities eligible to receive a CCP.
4. “P* equals the total amount to be paid via the Continuity of Care

Payment. The State’s share of “P” will be the total amount of
revenue generated by Montana's hospital utilization fee.

The Medicaid days figures shall be from the Department’s paid Medicaid claims
data for the most recent calendar year.

CCPs will be paid in lump-sum payments in the fourth quarter of the State’s
fiscal year and are limited by the PRYTF UPL.

TN: 19-0020 Approval Date: 02/04/20 Effective: 01/01/20
Supersedes TN: 18-0027
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I. HOSPITAL REIMBURSEMENT ADJUSTOR

Effective January 1, 2020, all hospitals located in Montana, except the
Montana State Hospital or a hospital or facility operated by the state, a
political subdivision of the state, the United States, or an Indian Tribe or
any facility authorized under the Indian Health Care Improvement Act, that
provide inpatient hospital services are eligible for a Hospital Reimbursement
Adjustment (HRA) Payment. The payment consists of two separately calculated

amounts.

In order to maintain access and quality in the most rural areas of Montana,
CAHs shall receive both components of the HRA. All other hospitals shall
receive only Part 1, as defined below in (1). For the purposes of
determining HRA payment amounts, the following apply:

1. Part 1 of the HRA payment will be based upon Medicaid inpatient
utilization, and will be computed as follows: HRAl=[M/D]xP. For the
purposes of calculating Part 1 of the HRA, the following apply:

HRA1={M/D}xP

Where:

(1) “HRA I” represents the calculated Part 1 HRA payment.
{ii) “M” equals the number of Medicaid inpatient days provided by the
hospital for which the payment amount is being calculated.
{iii) "D” equals the total number of Medicaid inpatient days provided
by all hospitals eligible to recelve an HRA payment.
(iv) “P” equals the total amount to be paid via Part 1 of the HRA. The
State’s share of “P” will be the total amount of revenue
generated by Montana’s hospital utilization fee, less all of the

following:
{A) the amount expended as match for continuity of care payments;
and

(B} the amount expended as match for Part 2 of the HRA.

Effective January 01, 2017, the Medicaid inpatient day numbers used to
calculate Part 1 of the HRA must be from the Department’s and the Third Party
Administrator’s (TPA} paid claims data in the most recent calendar year.

2, Part 2 of the HRA payment will be based upon total Medicaid billed
charges, and will be computed as follows: HRA2=[J/DjP. For the
purposes of calculating Part 2 of the HRA, the following apply:

TN: 19~0020 Approval Date:(02/04/20 Effective: 01/01/20
Supersedes TN: 18-0027
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HRAZ= (J/D) xP
Where:
(1) “HRA2” represents the calculated Part 2 HRA payment.

{(ii) “J” equals amount cof charges billed to Medicaid by the
hospital for which the payment is being calculated.

(1ii) “D” equals the total amount of charges billed to Medicaid by
all hospitals eligible to receive Part 2 of the HRAE payment.

{iv) “P” equals the total amount to be paid wvia Part 2 of the HRA.
The State’s share of “P” will be a minimal portion of the
total revenue generated by Montana’s hospital utilization fee,
less all of the following:

{A} the amount expended as match for continuity of care

payments; and
(B) the amount expended as match for Part 1 of the HRA.

Effective January 01, 2017, the total Medicaid billed charge amounts used to
calculate part 2 of the HRA must be from the Department’s and the Third Party
Administrator’s (TPA) paid claims data in the most recent calendar year. The
State will make HRA in a lump-sum payment in the fourth gquarter of the
State’s fiscal year and is limited by the inpatient UPL. This reimbursement
will be excluded from cost settlement.

J. GRADUATE MEDICAL EDUCATION (GME)

In addition to Medicaid payments, a GME payment is made to partially fund
providers for their otherwise unreimbursed costs of providing care to
Medicaid members as part of the primary care and psychiatry residency program
to an eligible hospital located in Montana,

The State portion of the GME pool amount for the current state fiscal year
(SFY) is $914,769. Therefore, the GME payment made in the current SFY
supplements services for the first qguarter of the SFY.

The Department will make a payment for the first guarter of the SFY, no later
than the fourth quarter of the SFY, to the eligible hospitals., Payment will
not exceed 25 percent of the available upper payment limit (UPL}for the first
quarter of the SFY. If the payment pool is not paid in its entirety due to
its exceeding the 25 percent UPL availability, then the remainder not paid
during the first quarter will be paid in the following guarter or quarters,
up to the UPL room available for each respective quarter in the S8FY.

TH: 19-0020 Approval Date: 02/04/20 Effective: 01/01/20
Supersedes TN: 18-0027



