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DEPARTMENT OF HEALTH AND HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop 52-26-12
Baltimore, MD 21244- I 850
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F inancial Management Group

Ms. Kathy Stiffler
Acting Medicaid Director
State of Michigan, Department of Community Health
400 South Pine Street
Lansing, Michigan 48933

October 2,2018

RE: Michigan State Plan Amendment (SPA) 18-0005

Dear Ms. Stiffler:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid state plan
submitted under transmittal number (TN) 18-0005 effective for services on or after October I't,
2018, this SPA provides reimbursement, seþarate from the maternity Diagnosis Related Group
(DRG) payment, for immetfiate postpartum LARC device insertion in the inpatient hospital
setting. Payment will follow the Medicaid Fee Schedule for both the LARC device and its
insertion.

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
regulations at 42 CFR 447 Subpart C. We hereby inform you that Medicaid State plan
amendment l8-0005 is approved effective October I't, 2018. We are enclosing the HCFA-179
and the amended plan pages.

If you have any questions, please call Tom Caughey at (517) 487-8598

Sincerelv

Kristin Fan
Director

Enclosure



DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTHCARE FINANCING ADMINISÏRATION

FORM APPROVED
oMB NO 0938-0193

TRANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL

FOR: HEALTH CARE FINANCING ADMINISTRATION

TO: REGIONAL ADMINISTRATOR
HEALTH FINANCING ADMINISTRATION
DEPARTMENT OF HUMAN SERVICES

5. TYPE OF PLAN MATERIAL One)

2. STATE

Mich an
3. PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL

SECURTTY ACT (MEDTCATD)

TITLE XIX OF THE SOCIAL SECURITY ACT MEDICAID
4. PROPOSED EFFECTIVE DATE
October 1, 2018

n rurw srATE PLAN [ l Rn¡E¡ronrENT To BE coNStDERED AS NEW pLAN X Rn¡rruourrur

1. TRANSMITTAL NUMBER:

B

COMPLETE BLOCKS 6 THRU 10 lF THIS lS AN AMENDMENT (Separate Transmittal for each amendment)

6. FEDERAL STATUTE/REGULATION CITATION
42 CFR 447

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:

Attachment 4.19-A Page I I

7. FEDERAL BUDGET IMPACT
a. FFY 2018 $0
b. FFY 2019

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
OR ATTACHMENT (/f Applicable):

Attachment 4.19-A Page 1 1

10. SUBJECT OF AMENDMENT:
'l'his SPA provides reimbursement, separate from the rnaternity Diagnosis Related Group (DRC) payment, for imlnecliate
postpartunr t,ARC device insertion in the inpatient hospital setting.

11. GOVERNOR'S REVIEW (Check One)

GOVERNOR'S OFFICE REPORTED NO COMMENT
COMMENTS OF GOVERNOR'S OFFICE ENCLOSED
NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

X oruEn, AS SPECTFTED:

Kathleen Stiffler, Acting Director
Medical Services Administration

OFFICIAL:

13. TYPED NAME:
Kathleen Stiffler

14, TITLE:
Acting Director, Medical Services Administration

15. DATE SUBMITTED:
July 19,2018

16. RETURN TO:

Medical Services Administration
Actuarial Division - Federal Liaison
Capitol Commons Center - 7th Floor
400 South Pine
Lansing, Michigan 48933

Attn: Erin Black

FORM HCFA-179(07-92) lnstructions on Back



Attachment 4.19-A
Page 1 1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State of MICHIGAN

Pol¡cy and Methods for Establishíng Rates
lnpatíent Hosoital

E. Transplant Services

Transplant services are paid using the following formula:

Hospital Charges x Hospital operating cost-to-charge ratio = Hosp¡tal Payment

Transplant services are defined as claims which fall under the following DRGS:

organ acquis¡tion w¡thin these DRGS ¡s b¡lled at acquisition cost, and is re¡mbursed at
100% of acqu¡sition cost.

F. Hospitals Outside Michigan

Medical/surgical hospitals not located in Michigan are re¡mbursed under the DRG
system. The DRG price is the statewide rate multiplied by an area wage index of 1.0. All
other reimbursement policies apply,

Hosp¡tals that have charges that exceed $250,000 during a single fiscal year (using the
State of Michigan f¡scal year - October '1st through September 30th) may be reimbursed
the hospital's inpatient operating cost to charge ratio for those Michigan Medicaid DRGs
reimbursed by percentage of charge. The hospitals' chief financial officer must submit
and the MSA must accept documentation stating the hosp¡tal's Medicaid cost to charge
rat¡o in the state that the hospital is located. Once accepted, the hospital's actual cost to
charge ratio is applied prospectively to those DRGS and claims subject to percentage of
charge reimbursement us¡ng the Michigan DRG payment system.

G, New Hospitals

A new medical/surgical hospital is one for which no Michigan Medicaid program cost or
paid cla¡ms data exists dur¡ng the period used to establ¡sh hospital rates or one wh¡ch
was not enrolled in the Med¡caid progfam when hosp¡tal rates were last establ¡shed,
Hospitals that exper¡ence a change of ownership or that are created as the result of a
merger are not cons¡dered new hospitals.

The DRG rate for new general hosp¡tals ¡s the statew¡de rate multiplied by the
appl¡cable area wage index.

H. LONGACTING REVERSIBLE CONTRACEPTIVES (LARCS)

LONG ACTING REVERSIBLE CONTRACEPTIVES (LARCS) PROVIDED IN THE
INPATIENT HOSPITAL SETTING IMMEÞIATELY POSTPARTUI\4 ARE EXCLUDED
FROM THE DRG PAYMENT. AN ADDITIONAL PAYN/ENT FOR THE LARC DEVICE
WILL BE MADE TO A HOSPITAL WHEN A LARC IS PROVIDED IMMEDIATELY
POSTPARTUM. PRACTIIIONERS WILL RECEIVE PAYMENT FOR THEIR
PROFESSIONAL SERVICES RELATED TO THE IMMEDICATE POSTPARTUM LARC
INSERTION PROCEDURE WHEN BILLED SEPARATELY FROM THE PROFESSIONAL
GLOBAL OBSTETRIC PROCEDURE CODES AND THE HOSPITAL FACILITY. COSTS
ASSOCIATED WITH LARC DEVICE ARE TO BE BILLED SEPARATELY FROM THE
INPATIENT VISIT USING THE MEDICAID FEE SCHEDULE (INSERTION AND DEVICE).

001x Liver Transolant &/or lntest¡nal Transolant
OO2x Heart &/or Luno TransDlant

Pâncreâs Trânsblânt006x
44Ox K¡dnev Transplant

TN NO.: 18-0005

Supersedes
TN No.: 15-0014

Approval Date: 1ol 021201 I Effective Date: 10101 12018
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