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Section 1: Introduction

On April 1, 2014, the Protecting Access to Medicare Act of 2014 (P.L. 113-93, PAMA or
“the statute”) was signed into law with section 223 of the statute authorizing the
Department of Health and Human Services (HHS) to select up to eight states to participate
in a 2-year Demonstration program aimed at improving the availability, quality, and
outcomes of ambulatory behavioral health services by establishing a standard definition
and criteria for Certified Community Behavioral Health Clinics (CCBHCs) and developing
new prospective payment systems (PPS) that account for the expected cost of providing
comprehensive behavioral health services to all individuals who seek care. Since
enactment of the original statute, the section 223 Demonstration (the Demonstration) has
been extended several times. The Coronavirus Aid, Relief, and Economic Security Act
(P.L. 116-136, CARES Act), signed into law on March 27, 2020, added two additional
Demonstration states to the program. Most recently in June 2022, the Demonstration was
extended and expanded under section 11001 of the Bipartisan Safer Communities Act
(P.L. 117-159, BSCA) to include up to an additional ten states starting in 2024, and every
two years thereafter.’

CCBHCs are statutorily required to offer nine services: (1) crisis mental health services; (2)
screening, assessment, and diagnosis; (3) person-centered treatment planning; (4)
outpatient mental health and substance use services; (5) outpatient clinic primary care
screening and monitoring; (6) targeted case management (TCM); (7) psychiatric
rehabilitation services; (8) peer support, counselor services, and family supports; and (9)
intensive, community-based mental health care for members of the armed forces and
veterans. The statute requires the use of a prospective payment system (PPS)
methodology to pay participating clinics for the provision of the nine statutory services and
requires the Centers for Medicare & Medicaid Services (CMS) to issue Guidance to states
and clinics on the development of the PPS to be used Demonstration-wide. The CCBHC
PPS applies to services delivered either directly by a CCBHC or through a formal
relationship between a CCBHC and Designated Collaborating Organizations (DCOs), as
that term is defined in the Substance Abuse and Mental Health Services Administration
(SAMHSA)-developed CCBHC Criteria.

CMS developed the PPS Technical Guidance (“the Guidance”) for CCBHC payment
considering the CCBHC Criteria established by SAMHSA with regard to the six statutory
program requirements developed for 1) staffing; 2) availability and accessibility of services;
3) care coordination; 4) scope of services; 5) quality and other reporting; and 6)
organizational authority and governance. CMS held multiple listening sessions prior to
issuing the PPS Technical Guidance in 2015 and in preparation to issue updated

1 States must have received a planning grant at any time since 2015 in order to apply to participate in the
Demonstration.



Guidance in 2023, provided a forum for states and stakeholders to comment on the newly
proposed changes geared toward additional payment flexibilities and alignment with
revisions to the CCBHC Criteria. This updated PPS Guidance is based on feedback that
CMS received from states, providers, and other stakeholders, most notably to address the
high-cost and specialized care delivered through mobile and on-site crisis intervention
services provided directly to individuals who are experiencing a substance use-related or
mental health crisis. As such, updates to the Guidance are to assist states with developing
clinic-specific CCBHC PPS rates, cost reporting, and claiming Medicaid expenditures at the
statutory enhanced Federal Medical Assistance Percentage (FMAP) rate throughout the
statutory BSCA extension and expansion of the Demonstration program. This Guidance is
effective on or after January 1, 2024 for existing CCBHC Demonstration states, and on or after
July 1, 2024 for newly selected states added to the program in 2024 and 2026 as authorized
under BSCA. Requests for technical assistance may be submitted to CCBHC-
Demonstration@cms.hhs.gov.

Applicable CCBHC PPS Rates

Under this Demonstration, participating states must select from among four PPS rate
methodologies to reimburse CCBHC providers the expected cost of delivering CCBHC
services. The PPS methodology will be required Demonstration-wide for participating
CCBHCs to set cost-based, clinic-specific rates. The PPS methodology the state selects
when applying for the Demonstration must be the methodology used for the entire
Demonstration year (DY) and may not be changed without approval from CMS. States are
not permitted to make any additional payments to CCBHCs for services included within the
scope of this Demonstration outside of the Certified Clinic (CC) PPS payment, outlier
payments, or Quality Bonus Payments (QBPs) as applicable to the PPS methodology.

The first option, Certified Clinic Prospective Payment System 1 (CC PPS-1), is a Federally
Qualified Health Center (FQHC) like PPS rate that provides reimbursement of the
expected cost of providing CCBHC services on a daily basis with the state’s option to
provide QBPs to CCBHCs that meet quality measure performance thresholds established
by the state. QBPs for CC PPS-1 are not required and changes to the QBP program
should not be seen as changing the underlying PPS system.

The second option, CC PPS 2 (CC PPS-2), provides reimbursement of the expected cost
of providing CCBHC services on a monthly basis and allows states the option to develop
separate Special Population (SP) rates to cover the high cost of individuals with certain
clinical conditions. Additionally, the state is required to incorporate QBPs and outlier
payments as part of the CC PPS-2 methodology.

The third option, CC PPS 3 (CC PPS-3), provides reimbursement of the expected cost of
providing CCBHC services on a daily basis. While CC PPS-3 mirrors CC PPS-1 with the
requirement to set clinic-specific daily PPS rates and optional QBPs for CCBHCs that meet
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state-defined quality metric thresholds for payment, it also includes the newly required
daily Special Crisis Services (SCS) rates, which allows states to set separate PPS rates
for crisis services provided by CCBHCs. SCS rates may be set for one or more of the
following categories of crisis services: 1) mobile crisis services that meet the criteria for
being qualifying community-based mobile crisis intervention services as authorized under
section 9813 of the American Rescue Plan Act of 2021 (P.L. 117-2, ARP), 2) mobile crisis
services that do not meet the qualifying criteria of ARP section 9813, and 3) on-site crisis
stabilization services.

The fourth option, CC PPS 4 (CC PPS-4), is similar to CC PPS-2 in that it also has a
monthly unit of payment, required outlier payments, and required QBPs for CCBHCs that
meet state defined quality metric thresholds for payment, and optional SP rates for people
with certain conditions. In addition to these elements, CC PPS-4 also requires the new
separate monthly SCS rates similar to those required under the CC PPS-3 methodology.

Applicable Federal Medical Assistance Percentage (FMAP) Rates

PAMA permits states to claim expenditures related to payments made for CCBHC services
at the enhanced Federal Medical Assistance Percentage (FMAP) rate equivalent to the
standard Children’s Health Insurance Program (CHIP) rate as specified in section 2105(b)
of the Social Security Act (the Act). BSCA extends the enhanced FMAP to September 30,
2025, for the original eight Demonstration states authorized under PAMA, provides the two
states authorized under the CARES Act with the increased FMAP for 24 quarters, and
authorizes the enhanced FMAP for 16 quarters for each of the up to ten additional
Demonstration states added to the program every two years, starting in 2024. The
matching rates for amounts expended by the state to provide medical assistance for
behavioral health services authorized by the Demonstration are as follows.

e Expenditures for CCBHC medical assistance services are matched at the FMAP
rate equivalent to the CHIP match at section 2105(b) of the Act.

e Expenditures for CCBHC services provided to Medicaid beneficiaries enrolled in a
Medicaid CHIP expansion program, are reimbursed the enhanced FMAP for CHIP
expenditures as provided in section 2105(b) of the Act.

e Expenditures related to Demonstration services provided to newly eligible
individuals described in paragraph (2) of section 1905(y) of the Act, the matching
rate applicable under paragraph (1) of that section will apply.

e Expenditures for CCBHC services provided by certified clinics that are also Indian
Health Service (IHS) or tribal facilities to American Indians and Alaskan Natives
(AI/AN) are matched at 100 percent.

e CCBHC expenditures meeting the requirements of qualifying community-based
mobile crisis intervention services as authorized under section 9813 of the ARP
(also referred to in this document as “ARP 9813 CCBHC mobile crisis services"),
may be claimed at an increased FMAP rate of 85 percent for the first 12 fiscal



quarters within the five-year period starting April 1, 2022, and ending March 31,
2027.

e Expenditures for CCBHC activities that are found necessary by the Secretary for the
proper and efficient administration of the Medicaid program, per 42 Code of Federal
Regulations (CFR) 433.15(b)(7), may be claimed at a rate of 50 percent.

Using authority as outlined under section 223 of PAMA, states may claim enhanced FMAP
and do not need Medicaid state plan authority to implement payment for CCBHC services
delivered by certified clinics participating in the Demonstration. Enhanced FMAP applies to
expenditures for CCBHC Demonstration services provided to individuals eligible for and
enrolled in Medicaid, including Medicaid expansion CHIP programs, but not separate CHIP
programs. In order to ensure proper claiming of enhanced FMAP for Medicaid managed
care entities, the state will need to develop a claiming methodology to identify the portion
of the capitation rate attributable to the services/populations that are eligible for the
enhanced match. States should reference the following Guidance issued in August 2023
on Medicaid managed care claiming

methodologies: https://www.medicaid.gov/sites/default/files/2023-08/smd23005.pdf.

Under the Demonstration, states and localities continue to finance the non-federal share of
payment and, as part of the CCBHC Demonstration application process, states will provide
information to CMS on the non-federal share source(s) of funding. Although there is no
statutory authority to permit states to claim additional, non-Medicaid expenditures, states
may claim administrative expenditures that support the development and implementation
of the CCBHC Demonstration.


https://www.medicaid.gov/sites/default/files/2023-08/smd23005.pdf

Section 2: CCBHC PPS Rate-Setting Methodology Options

For the purposes of this Demonstration, CMS offers all Demonstration states the option of
using one of four CC PPS methodologies, as described below. A state must elect one CC
PPS methodology applicable to all CCBHCs participating in the Demonstration to
determine the clinic-specific rate it will use to pay for CCBHC Demonstration services and
activities delivered by a CCBHC, including those delivered by qualified satellite facilities
established prior to April 1, 2014. CMS expects states to develop rates using actuarially
sound principles with respect to the data, assumptions, and calculation methodology
used.? States must ensure non-duplication of payment to CCBHC providers and should
follow instructions outlined in section 4.0, Payment to CCBHCs That Are FQHCs, Clinics,
or Indian Health Facilities. This updated Guidance contains information to help states
develop these rates and CMS is available to provide ongoing technical assistance to states
on this topic.

2 Actuarial soundness defined in 42 CFR 438.4.



Table 1: Required Rate Elements of the Four CC PPS Methodologies (CC PPS-1, PPS-2, PPS-3, & PPS-4)

CC PPS-4

Rate Elements

Base Rate

CC PPS-1
Daily

CC PPS-2
Monthly

CC PPS-3
Daily

Monthly

portion of Medicaid
beneficiary costs in excess
of threshold

Special Crisis N/A N/A Separate, daily PPS rate(s) for | Separate, monthly PPS rate(s)
Services (SCS) PPS at least one of the following for at least one of the following
Rates — Payments crisis services: crisis services:
for crisis services e ARP 9813 CCBHC mobile e ARP 9813 CCBHC mobile
crisis services crisis services
e Other CCBHC mobile crisis e Other CCBHC mobile crisis
services (not ARP 9813 services (not ARP 9813
mobile crisis services) mobile crisis services)
e On-site CCBHC crisis e On-site CCBHC crisis
stabilization services stabilization services
Special Populations | N/A Optional — separate N/A Optional — separate monthly SP
(SP) Payment Rates monthly SP PPS rate(s) to PPS rate(s) to reimburse
— Payments for reimburse CCBHCs for the CCBHCs for the costs
services provided to costs associated with associated with providing all
people with certain providing all services services necessary to meet the
conditions necessary to meet the needs of higher need SPs
needs of higher need SPs
Outlier payments N/A Separate payment for a N/A Separate payment for a portion

of Medicaid beneficiary costs in
excess of threshold

Quality bonus
payments (QBP)

Optional bonus
payment for CCBHCs
that meet quality
measure thresholds

Bonus payment for
CCBHCs that meet quality
measure thresholds

Optional bonus payment for
CCBHCs that meet quality
measure thresholds

Bonus payment for CCBHCs that
meet quality measure thresholds

Annual Updates to
the PPS Rates

Medicare Economic
Index (MEI) or
rebasing using cost
reports

Medicare Economic Index
(MEI) or rebasing using
cost reports

Medicare Economic Index
(MEI) or rebasing using cost
reports

Medicare Economic Index (MEI)
or rebasing using cost reports

Required Rebasing
of PPS Rates

States must rebase
PPS rates for DY3
using DY2 cost report
data and rebase PPS
rates at least once
every 3 years

States must rebase PPS
rates for DY3 using DY2
cost report data and
rebase PPS rates at least
once every 3 years

States must rebase PPS rates
for DY3 using DY2 cost report
data and rebase PPS rates at
least once every 3 years

States must rebase PPS rates
for DY3 using DY2 cost report
data and rebase PPS rates at
least once every 3 years

Abbreviations: CCBHC, certified community behavioral health clinic; CC PPS, Certified Clinic Prospective Payment System; N/A, not applicable; PPS, prospective

payment system




Section 2.1: Certified Clinic PPS 1 (CC PPS-1)

Certified Clinic PPS-1 (CC PPS-1) is a cost-based, clinic-specific rate that applies
uniformly to all CCBHC services rendered by a certified clinic, including those delivered by
qualified satellite facilities of the CCBHC established prior to April 1, 2014. The CC PPS-1
methodology has one standard base PPS rate and pays CCBHCs a daily rate that is a
fixed amount for all CCBHC services provided on any given day to a Medicaid beneficiary.
QBPs are optional under the CC PPS-1 rate methodology. States are required to update
the PPS rates under CC PPS-1 methodology by both (1) annually updating the PPS rates
by the MEI or rebasing, and (2) rebasing the PPS rates in accordance with the timeframes
outlined in Section 2.5 of this Guidance. The CC PPS-1 standard base PPS rate is
calculated using the total annual allowable CCBHC costs, comprised of direct CCBHC
costs plus an allocation of indirect costs, divided by the total annual number of CCBHC
daily visits for the same reporting period. This results in a uniform payment amount per
day, regardless of the intensity of services or individual needs of persons utilizing services
on that day. Under the CC PPS-1 methodology, CCBHC PPS payments are limited to one
CCBHC PPS payment each day, for a person receiving CCBHC Demonstration services.
This pertains only to CCBHC services, not to other types of care outside the scope of
CCBHC Demonstration services that also may be provided by a certified clinic.

CC PPS-1

2 1a | The state must implement a daily standard base PPS rate under the CC PPS-1
methodology. The following formula is used for calculating the standard base PPS
rate for CC PPS-1:

Total annual allowable CCBHC costs’

Total number of CCBHC daily visits per year

*Note: For DY1, the total annual allowable CCBHC costs collected during the Demonstration
planning phase must be trended forward by the MEI to reflect changes due to inflation. States may
choose to update the DY1 rate for DY2 by also using the MEI to trend rates forward or by rebasing
PPS rates. If the rate was trended in DY2, it must be updated for DY3 by rebasing the PPS rate
with actual costs from DY2. PPS rates will need to be updated by rebasing every three years
thereafter in alignment with section 2.5 of the Guidance. Please see section 2.6 of the Guidance
for more details on rate setting for DY1.

Section 2.1d contains a sample calculation that demonstrates the CC PPS-1
methodology.

States should also include the applicable cost of care and visits associated with
Designated Collaborating Organizations as outlined in section 5.1a of this
Guidance.

To assist states in identifying and documenting allowable costs, CMS provides
Guidance in this document on cost principles, documentation requirements, and
select items of cost (See section 5).




CC PPS-1

2.1b

Updates to the CC PPS-1 Rate

Under the CC PPS-1 rate methodology, states are required to both (1) annually
update all PPS rates in accordance with the guidelines and requirements laid out
in section 2.5a of this Guidance and (2) rebase all PPS rates after DY2 and at
least once every three years in alignment with section 2.5b of this Guidance.

2.1c

CC PPS-1 Quality Bonus Payments (QBPs)

Under the CC PPS-1 rate methodology, a state may elect to offer QBPs. States
electing this option under the CC PPS-1 rate are required to provide QBPs in
accordance with the guidelines and requirements laid out in section 3 of this
Guidance.

2.1d

CCBHC CC PPS-1 Rate Example

The example in Table 2 illustrates the CC PPS-1 rate mechanics, in which the
total allowable annual costs of $10,000 are divided by 100 total annual daily visits.
This calculation results in a payment rate of $100 per visit. The state would pay
this per visit standard base PPS rate, regardless of the participant type, CCBHC
services provided, or overall costs associated with the visit.

Table 2: CC PPS-1 Rate Calculation Example

Person Number of Daily Trended Annual CC PPS-1 Payment Per CcC PP$:1
Visits in a Year Costs', $ Daily Visit', $ Paymenti, $
A 25 2,250 100 2,500
B 15 450 100 1,500
C 10 600 100 1,000
D 5 750 100 500
E 35 2,350 100 3,500
F 8 3,000 100 800
G 2 600 100 200
Total 100 10,000 10,000

i Annual costs may be determined for each person.
iCC PPS-1 Payment Per Daily Visit = Annual Costs ($10,000) / Number of Daily Visits in a Year (100) = $100
i CC PPS-1 Payment = Number of Daily Visits in a Year * CC PPS-1 Payment Per Daily Visit ($100)

*Note: Table 2 is included for illustrative purposes only and does not reflect actual costs. In determining actual base rates, a facility must
meet reasonable credibility standards, to be established by the state, in accordance with Substance Abuse and Mental Health Services
Administration Guidance.

Abbreviations: CC PPS, Certified Clinic Prospective Payment System




Section 2.2: Certified Clinic PPS 2 (CC PPS-2)

Certified Clinic PPS-2 (CC PPS-2) is a cost-based, per clinic monthly rate that applies
uniformly to all CCBHC services rendered by a certified clinic, including all qualifying
satellite facilities of the certified clinic established prior to April 1, 2014. A CCBHC receives
the monthly rate whenever at least one CCBHC service is delivered during the month to a
Medicaid beneficiary by the CCBHC; states may pay this rate only after a CCBHC service
has been delivered. CC PPS-2 includes four elements: (1) a required monthly standard
base PPS rate to reimburse the CCBHC for Demonstration services provided to the
standard population, (2) optional separate monthly Special Population (SP) PPS rates to
reimburse CCBHCs for higher costs associated with providing Demonstration services to
people with certain conditions, (3) required outlier payments made in addition to the PPS
for participant costs in excess of a threshold defined by the state, and (4) required QBPs
made in addition to the PPS. States are required to update the PPS rates under the CC
PPS-2 methodology by annually updating the PPS rates by the MEI or rebasing, and
rebasing the PPS rates at least once every three years in accordance with the timeframes
outlined in Section 2.5 of this Guidance. Under the CC PPS-2 methodology, there will be at
least one PPS rate. States will develop a standard monthly base PPS rate and at the
state’s option, additional monthly PPS rates that vary according to a person’s clinical
condition(s). Special population designations are intended to incent CCBHCs to accept
and retain patients with high-costs. States should designate the population category for
each patient based on patient demographic information, diagnoses or the combination of
diagnoses and utilization patterns. States should create special populations to reimburse
CCBHCs for the higher cost of care associated with patients with higher complexity or
needs. Prior to implementing special population rates, states should consider whether the
monthly PPS rate adequately accounts for costs that would otherwise be separately
identified as a special population to meet the high-cost needs of persons with certain
clinical conditions. An example of how states could categorize SPs in their state would be
a state that has different rates for adults with serious mental illness and co-occurring
substance use disorders and children and adolescents with serious emotional disturbance
who require higher intensity services. The state has flexibility in determining how PPS
rates could vary based on the special conditions they select for the SP rates.

Under the CC PPS-2 methodology, CCBHC PPS payments are limited to one CCBHC
PPS payment each month a person receives a CCBHC Demonstration service. CCBHCs
are eligible to receive either the standard monthly base PPS payment or one of the
monthly SP PPS payments when eligible Demonstration services are provided in a month.
Each CCBHC PPS rate must consist of unique costs and visits for each visit type and
cannot duplicate the costs or visits used in the calculation of the other PPS rates under this
methodology. While there is a payment limit of one CCBHC PPS payment per month, this
limitation only pertains to payments for CCBHC Demonstration services and not to other



types of care outside the scope of CCBHC Demonstration services that also may be
provided by a certified clinic.

The outlier payment is a required component of the CC PPS-2 rate and reimburses clinics
for costs above a state-defined threshold. This helps to ensure that clinics are able to meet
the cost of serving their users.

2.2a | CC PPS-2 Rates and Outlier Payment

Step 1: Determine the monthly standard base PPS rate, excluding costs and
visits for services to any person utilizing CCBHC services with certain conditions
and outlier payments (as illustrated in the example in section 2.2d). The standard
base PPS rate formula for PPS-2 is:

Total annual allowable CCBHC costs” excluding costs for services provided to persons
with certain conditions and outlier payments

Total number of CCBHC unduplicated monthly visits per year
excluding visits of people with certain conditions

*The number of unduplicated monthly visits per year equals the total number of months that a
member received at least one service in a month from a clinic. The state may count up to 12
monthly visits over the course of the year for each person utilizing CCBHC services. A qualifying
service is one defined in Section 223 (a)(2)(D) Scope of Services. CMS requires the use of 1 full
year of cost data and visit data unless a state can justify a shorter period of time.

Step 2: Determine monthly PPS rates for special populations using the formula
below.

Total annual allowable CCBHC costs* including only services provided to persons with
certain conditions excluding outlier payments

Total number of CCBHC monthly visits per year including only visits of persons with
certain conditions
Step 2 would be repeated to calculate the PPS rate for each SP that the state
has elected to include in their PPS-2 methodology.

*Note: For DY1, the total annual allowable CCBHC costs collected during the Demonstration
planning phase must be trended forward by the MEI to reflect changes due to inflation. States
may choose to update the DY1 rate for DY2 by also using the MEI to trend rates forward or by
rebasing PPS rates. If the rate was trended in DY2, it must be updated for DY3 by rebasing the
PPS rate with actual costs from DY2. PPS rates will need to be updated by rebasing every three
years thereafter in alignment with section 2.5 of the Guidance. Please see section 2.6 of the
Guidance for more details on rate setting for DY1.

Key considerations in determining PPS for optional special populations are: (1)
identifying the population(s), (2) assessing utilization, and (3) allocating cost.
States have flexibility in designating persons utilizing services with certain
conditions for which separate special population PPS rates will be determined.
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Step 3: Determine the outlier payment, which provides reimbursement in excess
of a threshold defined by a state not to exceed 100 percent of cost. The outlier
payment may be calculated monthly or annually, depending on the state’s ability
to accurately determine the payment. The threshold can be expressed as an
absolute dollar amount (e.g., $10,000) or as a function of the facility’s distribution
of costs (e.g., three standard deviations above the mean facility costs). The state
has flexibility in setting the threshold for outlier payment.

Section 2.2d contains a sample calculation that demonstrates the CC PPS-2
methodology. This example includes considerations for both persons with certain
conditions and outlier payments.

States should also include the applicable cost of care and visits associated with
Designated Collaborating Organization in the calculation of the PPS rates under
this methodology, as outlined in section 5.1a of this Guidance.

To assist states in identifying and documenting allowable costs, CMS provides
Guidance in this document on cost principles, documentation requirements and
select items of cost (See section 5).

2.2b | Updates to CC PPS-2 Rates

Under the CC PPS-2 rate methodology, states are required to both (1) annually
update all PPS rates in accordance with the guidelines and requirements laid out
in section 2.5a of this Guidance and (2) rebase all PPS rates after DY2 and at
least once every three years in alignment with section 2.5b of this Guidance.

2.2c | CC PPS-2 Quality Bonus Payments (QBPs)

Under the CC PPS-2 rate methodology, states are required to provide QBPs in
accordance with the guidelines and requirements laid out in section 3 of this
Guidance.

CCBHC CC PPS-2 Rate Example

2.2d | CCBHC CC PPS-2 Rate Example

The following example demonstrates the CC PPS-2 methodology calculations for
a small sample facility with seven people per year. Table 3 illustrates how
aggregate monthly allowed costs are translated into standard and separate
monthly PPS rates to reimburse CCBHCs for the higher costs associated with
providing all services necessary to meet the needs of special populations. It also
shows how funds are allocated or reserved to pay for outliers. Data to set these
rates will be collected during the planning phase of the Demonstration and
should be adjusted by the MEI to reflect changes in the underlying costs to
provide treatment between the data collection period and the DY 1 period. For

11



CCBHC CC PPS-2 Rate Example

subsequent DYs, PPS rates would be annually updated and rebased every three
years in alignment with section 2.5 of this Guidance.

In the example in Table 3, people are categorized on the basis of criteria the
state has used to define the standard population and special populations. In our
example, three distinct PPS rates are calculated—one for the people not in the
special population (Standard) and two for the different special population groups
(Special Population A and Special Population B).

A state can choose to make outlier payments on either a monthly or an annual
basis. The methodology used to define outlier payments should include planning
phase cost experience that spans all populations. Outlier payments are
commonly calculated by setting a threshold above which a certain percentage of
costs should be kept in reserve to account for anticipated outlier costs during the
Demonstration. This threshold should be set based on statistically and actuarially
sound principles, by studying the distribution of costs at the facility level. Some
portion of costs above the outlier threshold is captured in the PPS rates for the
different populations. In all cases, the cost data should be fully attributed
between the Standard and Special Population payment rate calculation and the
amount reserved to pay for outliers.

For this facility, the monthly outlier threshold is set at $1,000, with a reserve of 80
percent of costs in excess of that threshold. Therefore, in the rate setting period,
80 percent of the anticipated costs above the $1,000 threshold would be held in
reserve to make outlier payments during the Demonstration period. People A, E,
and F each experience 1 month with costs that exceed the established threshold.
Therefore, in addition to the applicable PPS rate for each person type, the facility
will be paid a varying additional outlier payment. For instance, Person A in March
has a $1,250 service that is above the outlier threshold. The amount of cost used
in the standard rate calculation would be $1,050; $1,000 (up to the threshold),
plus $50 (20 percent of the remaining amount above the threshold). The
remaining $200 should be held back as a reserve to pay for future anticipated
outlier payments. Finally, CC PPS-2 payment rates for each of the populations
are calculated by dividing the population-specific portion of the trended allowed
annual costs, by the participant months for the population. For the Standard
population, this rate is $250 per participant month (calculated as $1,500/6
participant months).
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Table 3: CC PPS-2 Rates, Special Population Rates, and Outlier Payments Calculation Example

_ - - Zf:::g Non-outlier Outlier Payment
Person Month Outlier? Visit Type Visit Months Monthly Payn]ent Payment Per !Vl_onthly
Costs, $ Portion Reserve Visit, $

Standard Population

A Jan Standard 1 50 50 - 250

A Feb Standard 1 150 150 - 250

A Mar Yes Standard 1 1,250 1,050 200 250

B June Standard 1 50 50 - 250

C Aug Standard 1 100 100 - 250

D Sept Standard 1 100 100 - 250

Standard Population Subtotal Standard 6 1,700 1,500 200 1,500
Special Population A

E Nov Special Population A 1 300 300 - 700

E Dec Yes Special Population A 1,500 1,100 400 700

Special Population A Subtotal Special Population A 2 1,800 1,400 400 1,400
Special Population B

F Apr Yes Special Population B 1 2,000 1,200 800 900

G Aug Special Population B 600 600 - 900

Special Population B Subtotal Special Population B 2 2,600 1,800 800 1,800

Note: Table 3 is included for illustrative purposes only and does not reflect actual costs. In determining actual base rates, a facility must meet reasonable credibility
standards, to be established by the state, in accordance with Substance Abuse and Mental Health Services Administration Guidance.
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If an annual outlier threshold were used, the calculation would be nearly the same. The
total annual allowed participant costs would be used to compare against a higher annual
threshold. The outlier reserve would be calculated as the total annual costs for a
participant over the annual threshold multiplied by the set percentage that applies to the
outlier.

Section 2.3: Certified Clinic PPS 3 (CC PPS-3)

Certified Clinic PPS-3 (CC PPS-3) is a cost-based, per clinic daily rate that applies
uniformly to all CCBHC services rendered by a certified clinic, including all qualifying
satellite facilities of the certified clinic established prior to April 1, 2014. CC PPS-3 includes
two required elements: (1) a standard daily PPS base rate to reimburse the CCBHC for
Demonstration services not included in the Special Crisis Services (SCS) PPS rate(s), and
(2) separate daily SCS PPS rate(s) to reimburse CCBHCs for the provision of crisis
services. CCBHCs receive the applicable daily CC PPS-3 rates whenever at least one
CCBHC service as part of an unduplicated rate bundle is delivered on the same or any
given day to a Medicaid beneficiary. In addition to the minimum two required PPS rates,
states also have the option to implement QBPs under the CC PPS-3 rate methodology.
States are required to update the PPS rates under this methodology by annually trending
rates by the MEI or rebasing the PPS rates at least once every three years in accordance
with the timeframes outlined in Section 2.5 of this Guidance.

Under this methodology, states will develop at least two PPS rates, both a standard daily
PPS rate and daily SCS PPS rate(s). The SCS rates under CC PPS-3 allow states to set
at least one of three separate daily PPS rates for CCBHCs providing crisis services. The
three categories of crisis services for which SCS rates can be set are for: 1) mobile crisis
services meeting the requirements of section 9813 of ARP,2 2) CCBHC mobile crisis
services that do not meet the ARP section 9813 requirements, 3) and on-site CCBHC
crisis stabilization services. The CCBHC ARP 9813 mobile crisis services SCS PPS rate is
only for services the CCBHC provides that comport with section 9813 of the ARP of 2021
and as outlined in CMS State Health Official Letter SHO #21-0082 for mobile crisis
services. The non-9813 CCBHC mobile crisis services SCS PPS rate is reserved for those
mobile crisis services that do not fully meet the detailed requirements to comply with
section 9813 of ARP, but which do meet the definition of crisis behavioral health services
as outlined under PAMA at section 223(D) Scope of Services and as described in section
4.C of the updated SAMHSA CCBHC Criteria. The final category of SCS PPS rates is for
on-site CCBHC crisis stabilization services meeting the definition as defined at SAMHSA
Criteria 4.c.1 that are provided at the physical CCBHC location. As they are not performed
onsite, mobile crisis stabilization services would not be included in this SCS rate. While

3 American Rescue Plan Act of 2021 (ARP)
4 CMS State Health Official Letter SHO #21-008
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states selecting CC PPS-3 must have a least one daily SCS PPS rate, states have
flexibility in determining how many of the three SCS PPS rates to implement under this
methodology.

CCBHCs are eligible to receive the applicable CC PPS-3 PPS payment for each day they
provide an eligible CCBHC Demonstration service to a beneficiary. Under this
methodology, CCBHCs are eligible to receive one standard daily base CCBHC PPS
payment in addition to one daily CCBHC SCS PPS payment for each category of SCS
services implemented by the state if applicable Demonstration services are provided on
the same day. CCBHC PPS payments of each type are limited to one unduplicated CC
PPS-3 payment per visit type, each day, for a person receiving CCBHC Demonstration
services. This pertains only to CCBHC services, not to other types of care outside the
scope of CCBHC Demonstration services that also may be provided by a certified clinic.

CC PPS-3

2.3a | CC PPS-3 Rates

Step 1: Determine the daily standard base PPS rate, excluding costs and visits
for crisis included in any of the SCS rates (as illustrated in the example in section
2.3d). The standard base PPS rate formula for CC PPS-3 is:

Total annual allowable CCBHC costs’
excluding costs for crisis services included under SCS services

Total number of CCBHC daily visits per year
excluding crisis services visits included under SCS services

Step 2: Determine PPS rates for each category of special crisis services the state
has elected to implement under CC PPS-3 using the formula below.

Total annual allowable CCBHC costs*
including only those for one of the three categories of SCS services

Total number of CCBHC daily visits per year including only those for same category of
SCS services used in the numerator

Step 2 would be repeated to calculate a PPS rate for each category of SCS
services a state has elected to include in their PPS-3 methodology.

*Note: For DY1, the total annual allowable CCBHC costs collected during the Demonstration
planning phase must be trended forward by the MEI to reflect changes due to inflation. States
may choose to update the DY1 rate for DY2 by also using the MEI to trend rates forward or by
rebasing PPS rates. If the rate was trended in DY2, it must be updated for DY3 by rebasing the
PPS rate with actual costs from DY2. PPS rates will need to be updated by rebasing every three
years thereafter in alignment with section 2.5 of the Guidance. Please see section 2.6 of the
Guidance for more details on rate setting for DY 1.

Key considerations in determining the PPS rate for SCS are: (1) identifying the
number of SCS rates a state would like to create, (2) assessing utilization of
those specific services, and (3) allocating cost. Though at least one SCS rate is

15



CC PPS-3

required for CC PPS-3, states have flexibility in designating the SCS categories
for which separate PPS rates will be determined under this methodology.

Section 2.3d contains a sample calculation that demonstrates the CC PPS-3
methodology.

States should also include the applicable cost of care and visits associated with
Designated Collaborating Organization in the calculation of the PPS rates under
this methodology, as outlined in section 5.1a of this Guidance.

To assist states in identifying and documenting allowable costs, CMS provides
Guidance in this document on cost principles, documentation requirements and
select items of cost (See section 5).

2 3p | Updates to CC PPS-3 Rates

Under the CC PPS-3 rate methodology, states are required to both (1) annually
update all PPS rates in accordance with the guidelines and requirements laid out
in section 2.5a of this Guidance and (2) rebase all PPS rates after DY2 and at
least once every three years in alignment with section 2.5b of this Guidance.

2.3c | CC PPS-3 Quality Bonus Payments (QBPs)

Under the CC PPS-3 rate methodology, states may elect to offer QBPs. States
electing to use this option under the CC PPS-3 rate methodology are required to
provide QBPs in accordance with the guidelines and requirements laid out in
section 3 of this Guidance.

CCBHC CC PPS-3 Rate Example

2.3d | CCBHC CC PPS-3 Rate Example

The following example demonstrates the CC PPS-3 rate mechanics for a sample
facility with seven people a year. Table 4 illustrates how allowable daily costs and
visits are translated into standard and separate daily PPS rates to reimburse
CCBHCs for two types of special crisis services (SCS), ARP 9813 CCBHC mobile
crisis, and CCBHC on-site crisis stabilization services. Data to set these rates will
be collected during the planning phase of the Demonstration and should be
adjusted by the MEI to reflect changes in the underlying costs to provide
treatment between the data collection period and the DY 1 period. For subsequent
DYs, PPS rates would be updated annually and rebased in alignment with section
2.5 of this Guidance.

In the example in Table 4, visits are categorized on the basis of criteria the state
has used to define the standard visit and the two categories of SCS they
selected. In our example, three distinct PPS rates are calculated—one standard
PPS rate for the people not receiving ARP 9813 CCBHC mobile crisis or CCBHC
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CC PPS-3

on-site crisis stabilization services (standard) and two PPS rates for the people
receiving special crisis services (ARP 9813 CCBHC mobile crisis SCS services
and CCBHC on-site crisis stabilization SCS services). PPS rates for each of the
visit types are calculated by dividing the visit-specific portion of the trended
allowed annual costs, by the total daily visit amount for that visit type. For the
standard population, this rate is $100 per daily visit (calculated as $8,500/85 daily
visits); while it is $585 (calculated as $5,850/10 daily visits); and $300 (calculated
as $1,500/5 daily visits); respectively, for the 9813 mobile crisis SCS and on-site
crisis stabilization SCS daily visits.

The state would pay the per visit PPS rate, dependent on the visit type,
regardless of the person type, or overall costs associated with the visit.
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Table 4: CC PPS-3 Rate Calculation Example

Person Visit Type NL_m_Ibe_r of Daily Trended Annual CcC PPS_-3 Pa_ly_ment cC PPS.T3
Visits in a Year Costs', $ Per Daily Visiti, $ Paymentii $
Standard Visits
A Standard 21 2,550 100 2,100
B Standard 19 1,700 100 1,900
C Standard 7 850 100 700
D Standard 15 1,000 100 1,500
E Standard 5 650 100 500
F Standard 15 1,250 100 1,500
G Standard 3 500 100 300
Standard Visit Total 85 8,500 8,500
Special Crisis Services- ARP 9813 Mobile Crisis SCS Visit
A 9813 Mobile Crisis SCS 2 1,250 585 1,170
D 9813 Mobile Crisis SCS 3 1,500 585 1,755
E 9813 Mobile Crisis SCS 4 2,450 585 2,340
F 9813 Mobile Crisis SCS 1 650 585 585
ARP 9813 Mobile Crisis SCS Visit Total 10 5,850 5,850
Special Crisis Services- On Site Crisis Stabilization Visits
A On Site Crisis Stabilization SCS 1 325 300 300
F On Site Crisis Stabilization SCS 2 600 300 600
G On Site Crisis Stabilization SCS 2 575 300 600
On Site Crisis Stabilization SCS Visit Total 5 1,500 1,500

' Annual costs may be determined for each person.

iCC PPS-3 Payment Per Standard Daily Visit = Annual Costs ($8,500) / Number of Daily Visits in a Year (85) = $100; CC PPS-3 Payment Per ARP 9813 CCBHC Mobile Crisis SCS Daily Visit =
Annual Costs ($5,850) / Number of Daily Visits in a Year (10) = $585; CC PPS-3 Payment Per CCBHC On Site Crisis Stabilization SCS Daily Visit = Annual Costs ($1,500) / Number of Daily Visits
in a Year (5) = $300

il CC PPS-3 Standard Payment = Number of Standard Daily Visits in a Year * CC PPS-3 Payment Per Standard Daily Visit ($100); CC PPS-3 ARP 9813 CCBHC Mobile Crisis SCS Payment =
Number of Daily ARP 9813 CCBHC Mobile Crisis SCS Visits in a Year * CC PPS-3 ARP 9813 CCBHC Mobile Crisis SCS Payment Per Daily Visit ($585); CC PPS-3 CCBHC On Site Crisis
Stabilization SCS Visit Payment = Number of Daily CCBHC On Site Crisis Stabilization SCS Visits in a Year * CC PPS-3 Payment Per CCBHC On Site Crisis Stabilization SCS Daily Visit ($300)
*Note: Table 4 is included for illustrative purposes only and does not reflect actual costs. In determining actual base rates, a facility must meet reasonable credibility standards, to be established
by the state, in accordance with Substance Abuse and Mental Health Services Administration Guidance.

Abbreviations: CC PPS, Certified Clinic Prospective Payment System; SCS, Special Crisis Services
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Section 2.4: Certified Clinic PPS 4 (CC PPS-4)

Certified Clinic PPS-4 (CC PPS-4) is a cost-based, per clinic monthly rate that applies
uniformly to all CCBHC services rendered by a certified clinic, including all satellite
facilities of the certified clinic established prior to April 1, 2014. CC PPS-4 includes these
five elements: (1) a required standard monthly base PPS rate to reimburse the CCBHC for
Demonstration services provided to the standard population, (2) optional separate monthly
Special Populations (SP) PPS rates to reimburse CCBHCs for higher costs associated
with providing Demonstration services to people with certain conditions, (3) required
separate monthly Special Crisis Services (SCS) PPS rates to reimburse CCBHCs for the
provision of crisis services, (4) required outlier payments made in addition to the PPS for
participant costs in excess of a threshold defined by the state, and (5) required QBPs
made in addition to the PPS. CCBHCs receive the applicable monthly PPS rate whenever
at least one CCBHC service is delivered during the month to a Medicaid beneficiary by the
CCBHC,; states may pay this rate only after a CCBHC service has been delivered. Under
the CC PPS-4 rate methodology, states are required to update the PPS rates by both
annually trending the PPS rates by the MEI, rebasing after DY2, and rebasing the PPS
rates at least once every three years in accordance with the timeframes outlined in Section
2.5 of this Guidance.

Under this methodology states will develop at least two (2) PPS rates. States will develop
a standard monthly base PPS rate, in addition to developing at least one monthly SCS rate
for the provision of crisis services. At the state’s option, they may also develop monthly
special population (SP) PPS rates that vary according to a person’s clinical condition(s).
Special population designations are intended to incent CCBHCs to accept and retain
patients with high-costs. States should designate the population category for each patient
based on patient demographic information, diagnoses or the combination of diagnoses and
utilization patterns. States should create special populations to reimburse CCBHCs for the
higher cost of care associated with patients with higher complexity or needs, excluding
costs for Special Crisis Services. Should a state choose to implement SP rates, the state
should consider whether the monthly PPS rate adequately accounts for costs that would
otherwise be separately identified as a special population to meet the high-cost needs of
persons with certain clinical conditions. An example of how states could categorize special
populations in their states would be a state that has different rates for adults with serious
mental illness and co-occurring substance use disorders and children and adolescents
with serious emotional disturbance who require higher intensity services. The state has
flexibility in determining h