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DEPARTMENT OF HEALTH & HUMAN SERVICES. . |

Centers. for Medicare & Medicaid Servicés . * —— &

7500 Security Boulevard, Mail Stop 52-26-12 I S

Baltimore, Maryland 21244-1850° conTERS Fo ot TeAnt & MEDICAD ERVICES
CENTER FOR MEDICAID & CHIP SERVICES

Ed

APR 172014

Ms. Ten Green ‘ R
. State Medicaid Agent ’
Office of Health Care Finaneing
6101 Yellowstone Road, Suite 210 °
Cheyenne, WY 82002

Re: Wyoming 13-008
Déar’ Ms. Green:

We have reviewed the proposed amendment to Attachrent 4.19-A. of your Medicaid State plan
submitted under‘transpﬁial nuihber (TN) 13:008. Effective for seivices on or after July 1,2014, this
amendment updates the reimbuiseinenit methodelogy for psychiatric: residential treatment facilities
(PRTFs).

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 thé Social Security Act and the
implementing Federal regulations at 42 CER 447 Subpart C. We arérpleased to inform you that
Medicaid State plan. amendment TN 13-008 is. approved: effective:July 1, 2014. - The HCFA-179-and
the amended plan pages are attached. o

If you Have any questions, please contact Christine Storey-at (303) 844-7044.

- Cindy Mann: s
Director '
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Attachment 4.19A, Part 4
’ Page 1

‘Section 1. Autggrig s

This Attachment is preparéed-and submitted to Cﬁstlor approval puisiant to 42'U.8.C. §1396a
(b) and 45 C.F.R. Part 201, Past 201, Subpart A,

Section 2.  Purpose:and érpp/'lrifabilig,

{a) This Attachment'shall apply‘to and gévern Medicaid reignbﬁrsgmeng of Psychiatric
Residential Treatment Facilities (PRTF). ”

(b) The Department may issue manuals; bulletins, or both, to interpret:the. provisions of
this Attachment. Such manuals:and bulletins shall be.consistent with and reflect the policies contained in
this Attachment. Theprovi‘s‘ions;’coptai’ned in:manuals:or bulletins shall be:subordinate to.the provisions

- of this Attachment. :

(c) The incérporatibn-by‘refe'réhce:df any éXtén:lal standard is'intended-to be the
incorporation of that standard as it.is in effect on the effective date of this Attachment,

Section3. - Ge_neral??rpvlisiqlgg..

as otherwise specified, the terminology used:in this

(a) Terminology. Except:
Attacﬁment is the standard terminology'and hias the standard; meaning used:in‘accounting, health care,

Medicaid and Medicare.

(®) General methodology.

@ All-inclusive rate. Payments for services:provided in:a Psychiatric
Residential Treatment Facility (PRTF) will be madéusing a prospective per diem.rate.” The rates will be
established by the Department of Health based on reasonable, actual costs for services and treatment of
residerits in the facility. Rates are‘:pquider-spec‘iﬁg,l all-inclusive. for: room and board and the q:hee{t,mem ’

services specified i the treatmenit plan. There is noretroactive cost settlement based.on actual costs.
@) Other medical-andiancillary services paid through Medicaid fee:schedules.
The costs-of medical and ancillary services not provided by the. PRTF, excluding thosé sefviccs inthe

treatment plan, shall not be‘included in the all-inclusive prospéctive per diem ra’te,.’anci shall be billed:as a.

TN No,: 13-008

Supersedes : Apptoved Date: APR 17201k Effective Date: July 1, 2014

" TN No:.09-006
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Attachment 4.19A, Part 4
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. Y, )
_s’epatatevse'rviéetby the provider of those services and Medicaid shall pay for those covered services using
the appropriate Medicaid fee schedule: '
Section4:  Determinstion of»PRTF'CBsﬁ ~_This section summarizes the‘use.of reported
costs and adjustments to reported-costs reguired to develop the data needed to calculate the room-and
board and licensed treatment rate.componeénts described i m Secnon 5.

(a) Reported costs-and days. Reported'costs and days-data from providers using
Medicaid’s PRTF cost report.
@) Room-and board costs. Reported on'the provider cost.feport as room and

" _board and non-licensed treatment costs.

(ii) . Licensed treatment costs. 'Rgp‘c)rted-onlﬂle‘pm\{ider. cost report as licensed
treatment costs. These services are:specified.in the.individual plan:of.care and ,ixjgclude;psydhiatric,and
counseling services provided by licensed.mental health professionals, and might.alsosiriclude physical,

occupational and speech thérapies.if specified:in the-individual plan of.care.

(iii) Administrative costs. The sum-of administrative office-employee salaries,
contracted administrative office:services, total administrative expenses and total liability and other

insurance:¢osts reported on providet costsireports.

@iv) " Occupied. bed days, Reported on the.provider cost report as the total

number of days beds were:occiipied during the: prowder s fiscal year,

(b) Adjustmerits to reported.costs. Reported costs shall be adjusted to standardize data

for analysis and remove non-allowable costs.

)] Adjustment for National School Lunch funding: The revenues associated
with the school lunch program shall be:subtracted from reported room and boafd:¢osts if-a provider
reponed*si;ch revénue. Excluded National School Lunch-costs shall.be capped at the lower of food

service-related costs or the revenie from the National School Lunch program.
Ve

(ii) Adjustment for-services paid-through a Medicaid fee:scheduile, as

determined through a review of Medicaid paid clainis.data Costsof services billed.and paid on a fee-for-
service basis shall be subtracted from total costs as these. are not part of the services paid through theiper

TN No.: 13-008

Supersedes Approv‘edvDate: APR:17 2014 Effective Date: July 1,2014
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diem rate. Medicaid revenue fo these:payments shall:be subtracted from-the providei’s reported
treatment costs, not to exceed:thié costs reported onithe cost:report for that'service:

(iif) Adjustments:for inflation. R,eported costs shall be*mﬂated to'the midpoint
of the SFY of the rate-setting'period, for those providers: who\ reported costs for a:reporting period

‘dlf_ferent' than the period immediately-prior to the rate-setting penod,(x_.e,, if the-current SFY is 2012,

providers who submitted cOst;%époﬁS"liafsed on Calendar Year 2011 or SFY'2011).. Inflation factors shail
be determined using publicly available Wyoming:specific data from the National Bureau of Labor
Statistics’ Quasterly Census of Employment and"Wages for Wyoming Nursing and Residential Care.

{c) A&mihisnaﬁxge costs: a;ijuéﬁnegts;
() ~In-state median licensed treatment administrative costs. The licensed

treatment administrative rate for instate PRTFs shall bé calculated as theratio of inflated licensed
treatment administrative costs to total iinflated:costs and arrayed:from high:to jow t detérmine:the median
value. )

(i) In.astate;’median.mom.a'nd,bqafd‘hdxgigis‘tx'aﬁvecosm. The room and board
administrative rate for instate PRTFs.shall be calculated as'the ratio of inflated:room and:board :
administrative costs:to total inflated costs:and.arrayed.from high to:low.to determine the:median vaiue.

(iii) Adjﬁ’st‘ed licenséd,tfeaﬂnent=édmini§u'ative costs. Alprovi‘der’s inflated

admmlslratlve percentage). The provider’s inflated hcensed treatirient admng;st[atgve costs shall be
capped to equal administrative:costsiat the benei\ﬁxark‘percentpge.

(iv) - Adjusted:room and'board admini,s‘hé'.tivecost's; A provider’s inflatéd room

and board administrative.costs shall-bé adjusted if'a. proviaer;s‘inﬂated room and. bda'td‘adniihistfati&e

percentage exceeds the. benchmark. percentage (iie., ‘the medxan room and board admiidistrative.
percentage). The'provider’s inflated.room.and board admmlstratwe costs shall be.capped'to equal
admiinistrative costs at the benchmark percentage:

(d) . Adjixsunent'sftdrepb,r‘teddays: '
IN:No.: 13-008. " APR 17 2014 e . ,
Supersedes Approved Date: _ Effective Date: July 1, 2014
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0] In-state inedian occupancy level. The occupancy rate for in-state PRTFs
shall be calculated as the ratio of reported occupied days to:total days and'arrayed fromhigh to low to

determine the median value. Total days:shall be calciilated:as the number of beds:multiplied by the

nuniber of days the facility was.open.
(i)  Adjusted days. The total Sumber of residential days shall be adjusted to
reflect in-state PRTF median occupancy levels If a provider’s-oécupancy rate 'was lower than the

benchmiark occupancy rate (i. e the :median), the residential days shal| be recalculated as the namber of
days that equals the median-occupancy.rate of in-state PRTF providers.

(e) Final costs and-days for fate setting, |
) Final room and board costs. Final:room and'poard(costS»shall‘be calculated
by subtracting adjusted room and board administrative.costs (Section 4(c)(iii)) from adjusted room and
board costs(Section 4(b)).

(ii) Final ‘licensed treatment costs: Fi‘rial licensed treatment costs shall be

hcensed treatment costs ‘(Sectlonn 4(b)).

(iii). Final occupancy days. Final occupancy days shall be determined as
reported-days for providers with occupancy rates above'the instate. median occupancy level. For
providers below the instate median: occupancy level,adjusted days determined inSection 4(d)(ii) shall be
used.

(iv) Median:room and board per diem cap. Calculate the median room and
board per diem cap for instate and out-of-state providers.

(A) In-state medianroom and board per-diem-cap. For each in-state
provider, the room and board per-diein shall be calculated as final foom and board costs divided by final
occupancy-days and-arrayed from high to low to.determine the median value.

(B) Out-of-state médian room-and ‘board per- ‘diem cap. For each out-of-

.state prov'iger, the room.and.board per diem shall be calculated as final room and board-costs divided by

final occupancy days'and-arrayed from high to low to:determine the median value.

TN No.: 13-008 _ . int .
Supersedes Approved Date: APR 17‘7‘720% _ Effective Date: July 1.2014
TN No.:.09-006 '
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(i) The:total Wyommg Medicaid payments to the: prowder in the previous
State Fiscal Year (i.e. July 1 to June 30) were at least $5 0 000.

Section 7. Audits.
(a) Desk reviews. The Department:may pérf5nn & desk review of a provider at any

time.to determine the accuracy-arid reasonableness: of cost reports or-whetlier the. PRTF has tecexved
overpayments.

(b) -Adjustments. If any:adjustments are made asa.result of'a desk audnt, the facility
‘will be notified 1mmed1ately upon determination of the fmdmg and adjustment.
Section 7. Rebasing. The-Department shall rebase the.all-inclusive PRTF per-diem-
periodicaily using the most receit;provider:cost report-data.
Section 8. Payment of Claims. Theitiming:and frequency of payments to PRTF providers is
‘monthly.
Section 9. Recovery of Overpavmeiits. The Départment shall recover overpayments

pursuant to Chapter 16, which is incorporated by this reférence.
Section 10 Reconsideration.. A provider may réquest reconsideration of the decision to -

reoover-ove}payments pursuant to the provisions of Chapter 16.

Section 11. Delegation of Diities: The Department may delegate'any of its duties under this
rule to the Wyoming Attorriey General, HHS, ‘any other agency of the federal, state or local government,
or a private entity which is capable of performirig such functions, provided'that the Departmént shall
retain the.authority to.impose sanctions, recover overpayments or take any. other final action authorized
by this Attachment.

Section 12.

(a) The order in whi¢h the provisions of this Attachment appear is.not to be construed

to mean that.any one provision is moreior. less important-than any other provision.

{b) The text of this. Atiachinent shall control tf:e titles of various provisions.
‘Section:13. Superseding Effect. This Attachment supersedesall prior 'Att’achménts or policy

statements-issued by the Department, incliding: manuals and bulletins, which: areiinconsistent with this
Attachment, except as othérwise specified in this Attachment.

_Supersedcs - Approved Date: AiF R‘."” 01 Effective Date: July 1: 2014

TN No.:_09-006
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(~- ‘Section 14. Severability. If any portion of gzis,Attachmentd’s\ foiind to bé invalid or

unenforceable, the remainder shall continie in.effect.

Q

" Supersedes  Approved Date: _APR 17 W01k Effective Date: huly 1.2014
TN No.:.09-006



