




 
 
 
 
 
DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
61 Forsyth St., Suite 4T20 
Atlanta, Georgia 30303-8909 
 
Division of Medicaid & Children’s Health Operations 
 
January 21, 2014 
                                           
Mr. Justin Senior  
Deputy Secretary for Medicaid 
Agency for Health Care Administration 
2727 Mahan Drive, Mailstop #20 
Tallahassee, Florida  32308 
 
RE:  Florida State Plan Amendment 12-017 
 
Dear Mr. Senior: 
 
This letter is being sent as a companion to our approval of Florida State Plan Amendment (SPA) 12-017 
which was submitted to revise the payment methodology for outpatient hospital services.  Specifically, this 
amendment proposed to revise the rate setting method to update rates annually on July 1 based on the most 
recent, complete, and accurate cost report submitted by each hospital.  This SPA also revises the timeframe 
within which the overpayments and underpayments that result from rate adjustments must be addressed and 
allows providers to lower the reduction in the annual trend adjustment through the State Buy-Back program.   
 
Our review of FL SPA 12-017 included a corresponding page coverage review of the outpatient hospital 
services.  The state limits outpatient hospital services to “a maximum of $1,500 for non-EPSDT 
recipients…per fiscal year.”  Based on that review and companion letter issued with the approval of FL11-
010, we have determined that page 22 of Attachment 3.1-A of the Florida state plan may not be consistent 
with statute, regulations and CMS guidance.  
 
Under section 1902(a)(10)(B),  states are permitted to impose amount, duration, and scope limitations on 
benefits, but implementing regulations at 42 CFR 440.230 require states to provide each Medicaid 
service in a way that is “sufficient in amount, duration and scope to reasonably achieve its purpose.”  
 
The state has provided an assurance that beneficiaries will not be billed and expected to pay for any care 
that may not be covered.  However, we are unable to determine how this payment limit will impact 
providers and consequently beneficiaries’ access to hospital services furnished in an outpatient setting.   
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In order to obtain a better understanding of the $1500 limit placed on Outpatient Hospital 
Services found on Attachment 3.1-A page 22, we are asking the following sufficiency questions:   
1) What is the impetus/reason for this $1500 limitation on non-EPSDT recipients? 
 
If the reason is budgetary, please provide the assumptions used to support the savings 

a. If the reason for the limitation is to prevent duplication of services, abuse or inappropriate 
utilization, please provide the evidence that supports this reasoning.   
 

b. What other approaches/initiatives/processes have you tried or considered to address this 
matter? 

 
2) Does the limitation apply to services performed through managed care contracts, fee-for-service 

(FFS) or both?   
 
3) Please describe what occurs to beneficiaries who are impacted by this $1500 limitation.  Can 

additional services beyond the limit be provided based on a determination of medical necessity?  Is 
there an exception or prior authorization process for beneficiaries who require services beyond the 
limitation? 

 
4) If the limit cannot be exceeded based on a determination of medical necessity:  

a. How do those affected by the limitation obtain the medical services they need beyond the 
stated limits?  

b. Is the provider or practitioner expected to absorb the costs of providing services that exceed the 
$1500 limit? 

c. If the beneficiary’s covered services are reduced, is the beneficiary notified of his/her appeals 
rights per 42 CFR 431.206? 

 
5) How is the limitation tracked? 
 
6) Are both providers and beneficiaries informed in advance so they know they have reached the limit? 

Please summarize the process. 
 
7) How is the state imposing the limit? Does the state do retrospective reviews of claims? If so, please 

describe the process. 
 

8) Using claims data within the last 12 months, what percentage of Medicaid beneficiaries reached the 
$1500 cap on impacted outpatient hospital services?  Please provide this information for the 
following eligibility groups: 
a) Aged, Blind and Disabled 

i) Non-Dually Eligible Adults (for analyses of primary services for which Medicare would be 
primary payer) 

ii) Dually Eligible 
b) Pregnant Women         
c) Parents/Caretakers /Other Non-Disabled Adults 
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9) It appears that the $1500 exempts outpatient hospital emergency services, outpatient surgeries and 

life sustaining treatments such as chemotherapy and dialysis.  Are there any other exemptions to the 
limitation?  How were these exemptions determined to be appropriate? 

 
Please respond to this letter and the related concerns raised in the companion letter to FL 11-010 within 90 
days with a State plan amendment that addresses the issues described above or a corrective action plan 
describing how you will resolve the issues identified above.  During the 90-day period, we are happy to 
provide any technical assistance that you need.  Failure to adequately address and correct the concerns 
within 90 days of this letter will necessitate issuance of an official CMS Compliance Letter. 
 
 If you have any questions or need any further assistance, please contact Etta Hawkins, R.Ph. at  
(404) 562-7429.       
 

Sincerely, 
 
//s// 

 
Jackie Glaze 

      Associate Regional Administrator 
      Division of Medicaid & Children's Health Operations 
 
 
 
 
 








































































































