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DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services CM j
7500 Security Boulevard, Mail Stop 52-26-12

Baltimore, Maryland 21244-1850 CENTERS for MEDICARE & MEDICAID SERVICES

Center for Medicaid , CHIP, and Survey & Certification

Mary Dalton

Acting Medicaid Director

Department of Public Health and JEC 14 200
Human Services

P.0. Box 4210

Helena, MT 59604-4210

Re: Montana 11-002
Dear Ms. Dalton:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan
submitted under transmittal number (TN) 11-002. Effective for services on or after October 1, 2010,
this amendment modifies the State Fiscal Year (SFY) quarter in which supplemental DSH payments,
continuity of care payments, and hospital reimbursement adjustment payments will be paid to eligible
providers.

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 (the Act) and the
regulations at 42 CFR 447 Subpart C. We are now ready to approve Medicaid State plan amendment
TN 11-002 effective October 1, 2010. The HCFA-179 and the amended plan pages are attached.

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

Sincerely,

y Mann
Director, CMSC

cc: Brett Williams, DPHHS
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MONTANA
Attachment 4.19A
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Hospitals must be located within the borders of the state of Montana to be
eligible for routine or supplemental disproportionate share payments.

Supplemental disproportionate share payments will be made during the second
quarter of the state fiscal year (SFY).

The total DSH payment made to the hospital shall not exceed the costs of
furnishing hospital services by the hospital to individuals who either are
eligible for medical assistance under the state plan or have no health
insurance (or other source of third party coverage), as established in
Section 1923 of the Social Security Act and the Benefits Improvement and
Protection Act of 2000 (BIPA).

G. 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 PRTF’'s an all-inclusive bundled
per-diem interim rate as in attachment 4.19D, service 1lé6.

3. All Montana providers of hospital based inpatient psychiatric services for
individuals under age 21 shall be eligible to receive, in addition to per-
diem reimbursement, an annual continuity of care payment. The continuity of
care payments will completely or partially reimburse providers for their
otherwise un-reimbursed costs of providing care to Medicaid clients. 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 continuity of care payment for each qualifying provider
will be determined based upon the following formula:

ccp = [M/D] x P
Where:

1. CCP equals 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, less all of
the following:

(A} the amount expended as match for supplemental DSH payments

TN$# 11-002 Approval Date: N 201! Effective: 10/01/10
Supercedes: TN$# 09-004 DEC T4 200



MONTANA
Attachment 4.19A
Page 10

The Medicaid days figures shall be from the department’'s paid Medicaid claim
data for the most recent calendar year that ended at least 12 months prior to
the calculation of the continuity of care payments.

Continuity of care payments (CCP) will be paid during the second quarter of
the state fiscal year (SFY).

H. HOSPITAL REIMBURSEMENT ADJUSTOR

All hospitals located in Montana that provide inpatient hospital services are
eligible for a Hospital Reimbursement Adjustment Payment. The payment
consists of two separately calculated amounts.

In order to maintain access and quality in the most rural areas of Montana,
critical access hospitals 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]+P. For the purposes
of calculating Part 1 of the HRA, the following apply:

HRAl=(M/D) +P
Where:

(i) “HRA I" represents the calculated Part 1 HRA payment.

(ii) "M" equals the number of Medicaid inpatient days pxovided by
the hospital for which the payment amount is being
calculated.

(1ii) *D* equals the total number of Medicaid inpatient days
provided by all hospitals eligible to receive 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 supplemental DSH
payments.

(B) the amount expended as match for continuity of care
payments; and

{(C) the amount expended as match for Part 2 of the HRA.

The Medicaid inpatient day numbers used to calculate Part 1 of the ERA must
be from the department’s paid claims data from the most recent calendar year
that ended at least 12 months prior to the calculation of the HRA payments.

(2) Part 2 of the HRA payment will be based upon total Medicaid billed
charges, and will be computed as follows: HRA2={J/D]P. For the purposes of
calculating Part 2 of the HRA, the following apply:
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HRA2=(J/D)P
Where:
(i) "HRA2" represents the calculated Part 2 HRA payment.

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

(iii) "D* equals the total amount of charges billed to Medicaid by
all hospitals eligible to receive Part 2 of the HRA payment.

(iv) “P” equals the total amount to be paid via 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.

(A) the amount expended as match for supplemental DSH
Payments.

(B) the amount expended as match for continuity of care
payments; and

(C) the amount expended as match for Part 1 of the HRA.

The total Medicaid billed charge amounts used to calculate part 2 of the HRA
must be from the department’s paid claims data from the most recent calendar
year that ended at least 12 months prior to the calculation of the HRA
payments. The state will make Hospital Reimbursement Adjustment payments
during the second quarter of the state fiscal year (SFY). This reimbursement
will be excluded from cost settlement.

I. APPEAL RIGHTS

Providers contesting the computation of interim payments or final settlement
for coding errors resulting in incorrect DRG assignment; medical necesgity
determinations; outlier determinations; or, determinations of readmission and
transfer shall have the opportunity for a fair hearing in accordance with the
procedures set forth in ARM 37.5.310.
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