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DEPARTMENT OF HEALTH AND HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop S2-26-12

Baltimore, MD 21244-1850

* CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

Financial Management Group

MAY 1 8-2018

Ms. Marie Matthews

State Medicaid Director

Department of Public Health & Human Services
P.O. Box 4210

Helena, MT 59604

Re: Montana 18-0013
Dear Ms. Matthews:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan
submitted under transmittal number (TN) 18-0013. Effective for services on or after March 1,
2018, this amendment updates the reimbursement methodology by providing for a five percent
reduction in the base rate for general inpatient hospital services. Specifically, the reduction is
reflected within the DRG for PPS hospitals, who are reimbursed via an APR-DRG reimbursement
methodology.

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
implementing Federal regulations at 42 CFR 447 Subpart C. We are pleased to inform you that
Medicaid State plan amendment TN 18-0013 is approved effective March 1, 2018. The HCFA-
179 and the amended plan page are attached.

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

Sincerely,

Kristin Fan
Director
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HEALTH CARE FINANCING ADMINISTRATION
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STATE PLAN MATERIAL

FOR: HEALTH CARE FINANCING ADMINISTRATION

1. TRANSMITTAL NUMBER: 2. STATE
18-0013 Montana

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE
SOCIAL SECURITY ACT (MEDICAID)

TO: REGIONAL ADMINISTRATOR

4. PROPOSED EFFECTIVE DATE

HEALTH CARE FINANCING ADMINISTRATION 03/01/2018
DEPARTMENT OF HEALTH AND HUMAN SERVICES
5. TYPE OF PLAN MATERIAL (Check One):
[ 1NEW STATE PLAN L] AMENDMENT TO BE CONSIDERED AS NEW PLAN X AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment)

6. FEDERAL STATUTE/REGULATION CITATION:
42 CFR 447
1902(a)(30)(A) of the Social Security Act

7. FEDERAL BUDGET IMPACT:
FFY 18 (7 months) (81,662,682)
FFY 19 (12 months) (82,491,713 )
FFY 20 (Smonths)  (31,057,224)

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:

Attachment 4.19A, Service 1, Inpatient Hospital Services
Page 1 of 1.

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 PAGE NUMBER OF THE SUPERSEDED PLAN SECTION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

Attachment 4.19A, Service 1, Inpatient Hospital Services

Page 1 of 1.

10. SUBJECT OF AMENDMENT:

The purpose of'the proposed state plan amendment is to take into consideration the reduction in spending by Montana Legislative special
session in accordance with MCA 17-7-140. Effective, March 1, 2018, a 5% reduction in the base rate for general inpatient hospitals.

11. GOVERNOR’S REVIEW (Check One):
'] GOVERNOR’S OFFICE REPORTED NO COMMENT
[7] COMMENTS OF GOVERNOR’S OFFICE ENCLOSED
] NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

[X] OTHER, AS SPECIFIED:
Single Agency Director Review

12, SIGNATURE OF STATE ENCY OFFICIAL:

13. TYPED NAME: Marie Matthews

14. TITLLE: State Medicaid Director

15. DATE SUBMITTED: original submitta 2/27/18
Resubmittal 4/u 8

16. RETURN TO:

Montana Department of Public Health and Human Services
Marie Matthews

Attn: Mary Eve Kulawik

PO Box 4210

Helena MT 59620

FOR REGIONAL OFFICE USE ONLY
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18. DATE APPROVED: Mﬁw 1 HZME
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23, REMARKS:
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MONTANS

Rﬁtacbmant 4. 19A

W61ght;xsvmﬂlz~pliad;by tha DRG Qase Prlsaa“”V

The APR-DHG: relatlve walghts vaiuas, average ﬁat;anak langth aﬁ,stay'(ALGS},
cutller thresh : e

Qélaulath'e»ﬁeqtive*Maxc ) 2@18 The BPR~DR: cal ulatnr gan L erenced
on the state’s websiter https://medicaidprovides. mt.gov/. -

Hasplta&s relmbnxsed<usxng the Inpatient Prcspectlve Payment Method are not
subject - retxaspectlve cost relmbursement» )

3. DRG Relative Weights

For each DRE & relative weight factor 4is assigned. The relative weight is
applied to detérfmine the DREC Base Paymenf that will be paid fox edch admit~
through~discharge case regardless of the specific services priovided vr the
length ¢f -stay. The DRG relative weight is & weight assxgned that peflects
the tyyxaal resoireses consumed. DRG weights are reviewsd and u d: annually
by the Department. The weights are adapted. from pational data 5 Of
inpatient stays and are then “re-centered” so that the average Monitana
Medicaid stay in a base year has a weight of 1.00.

When the Degartment determines that ad;ustments to relative welghts fox
spac;flc DRGs are appropriate to meet Medicaid policy goals related to access
to guality care, a “policy adjustor” will be explicitly applied to increase
or decrease these ralative weights. Policy adjustors are intended to be
budgep neutral, that is, they change payments for one type of seryvice
relative to Gther types without increasing or decreasing payments overall.
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