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

7500 Security Boulevard, Mail Stop S2-26-12 L& P,
B altimore, MD 21 244_] 8 50 M CENTERS FOR MEDICARE & MEDICAID SERVICES

CENTER FOR MEDICAID & CHIP SERVICES

Financial Management Group

Ms. Marie Matthews

State Medicaid Director

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

Helena, MT 59604

JUN 25 2018

Re: Montana 18-0027
Dear Ms. Matthews:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan
submitted under transmittal number (TN) 18-0027. Effective for services on or after March 8§,
2018, this amendment discontinues the supplemental disproportionate share hospital (DSH)
payment to in-state hospital. This amendment also provides for an additional, fourth quarter,
supplemental payment for the Hospital Reimbursement Adjustor (HRA) payment.

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 18-0027 is approved effective March 8, 2018. The HCFA-
179 and the amended plan pages are attached.

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

Sincerely,

Kristin Fan
Director
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MONTANA
Bttachment 4.195
Service 1
Inpatient Hospital Services
Page 7

B DISPROPORTIONATE SHARE PROVIDERS

Hospitals providing services to a disproportionste share of low-incomé or Medicaid
eligible members shall recelve an additional payment as computed bslow.

1o be deémed eligible for g routine DSH payment adjustment, thHe hospital must mesk
the following <riteria:

Al

B)

63

D}

Medicaid inpatisnt wbildzatien rate at least one standard
deviation abéve the mean Medieaid inpatient utilization
rate for hospitalyg receiving Medieaid payments in the
State oy a low income gtilization rate that excesds
twenty percent. (20%);

Medicaid,inyatient utilization rate of at Ledst one
percent {(1&):

The hospital must have'at 1east two obstetricians with staff
privileges at the hospital who agree to provide obstetrie

services to individuals Qﬂtitl@d Lo such services under the

State Plan. In the case where a hospltal is located dn & rursl ares
{that is, &an area outside of & Metr@p@l;tan Statistical area, as
defined by the Executive Office &f Management and Budget), the term
ohstdtricign includes any physlcxan with staff privileges at the
hospital to perform non-emergency gbstetric procmdures, and

Section € does not #pply to & Hospital which:

i} Predominantly has inpatient admissions for individuals
aunder 18 vears of age; or
id) Does not offeér non-emengency obstetric services as

of December 22, 1887.

THNE 18-0027
Supersedes:

Approval Date: JUN 25 2018 Effective: 03/08/18

TN# 16-0017



MONTANA
Attachment. 4.19A
: Service 1
Inpatient Hospital Services
Page 9

The routine. DSH payment will be an amolnt equal to the product 6Ff the hospital’s
Medicaid operating cost paymernt bitmes thé hospital’s Medicaid DEH adjiustment
percentage developed under rules sstabldshed by section 1886 (VIS IR (Av) of the
Social Security Act. Prospective Payment System (PPES) hospitals are paid rontine
DSH upon payment of the claim. CAHs aré pald amually during the fourth fquarter of
the federal fiseal vear (FFY).

Hospitals must be located within the borders of the State of Montana te be
eligible for routine disproporticnate share payments.

The total DSH. payment made to the hospital shall not exceed the ﬁosis of
furnishing hospital,garvicaa‘hy the hospital o individusls who either are
eligible for medical assistance under the State Plan or have no health imsurance
{or other source of third party coverage), as established in Section 1923 of the
Seocial Security Act and the Benefits Improvement -and Probection Act of 2000
{BIPA).

TN# 18-0027 ' Approval Date: o Effective: 03/08/18
Supersedes: TN# 16-0017 JUN 25 2018 :



MONTANA .
Attachmeént 4.194

Service 1

Inpatient Hospital Serviges
Page 10

Gy AUDITS AND RECOVERY OF OVERPAYMENTS

The Dapartment may perform sudits of desk feviews purstant. to ARM 37.40.346. If ab
any time during an audit or desk review, the Department discovers evidence
suggesting fraud or abuse by & provider, such evidernce along with the last audit-
report regarding said provider, shall be réferred to the State’s Medicaid Fraud
Unit.

The Department shall submit an dindependeént cartified Fudit to the. Centers for
Medicare and Medicaid Serviceés (CM8Y for edch Medicaid State Plan rate yeir
éonsistent with 42 CER 455 SectiondDd}. Should the Depariment determine theys was
an overpayment paid to a provider based Upop the wost regent audit or desk review,
the Department will immefiiataly redover the overpayment purgusnt to ARM
37.86.2820. The amount of the overpayment will be redistributed to providers who
did not exceed the hospital specific UPL. during the period in which the DSH
‘payments were determined. The payments will be distributed pursuant to
ARM3T.86.2925 and will be subject to hospital specific UPLs.

TN$ 18-0027 Approval Date: JUN:“25 2018 Effective: 03/08/18

Supersedes: TN# 16-0017



MONTANA
Attachment 4. 198
Service 1
Inpatient Hospital Services
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He HOSPITAL BASED AND FREE STANDING INPATIENT PSYCHIATRIC SERVICES

1. Hespital based and free standing inpatient psychiatric services are reimbursed
uging the Inpatient Prospettive Payment Method described ifi section A &F this
document,

. The Départment will reinburee in-state PRTFs dn all-inclusive buindled par-diem
interin rate as described in Attachiient 4.190; Service 16; PRIF

3. ALl Montaria providers of hospital based inpatient peychiatric servvices for
individials under age 21 shall be sligible to receive and annual continuity of
payment (CCP) in addition to per-diem reimbursement. The COPs will completely of
partially reiwblirse providers for their otherwise ul-felmbursed costs of providing
care to Medicaid menbers. Total Medivaid payments Lo a provider of hospital based
inpatient psychiatrit services for individuals undér age 21 will not exceed the
Medicaid costs of that providey.

The amount of the COP for each qualifying provider will be determined baged upon
the following formula:

CCp = [M/D] % P

There:
1. CCP equals calculated continuity of care payment.
2. "M equals the number of Medicaild days provided by the facility for
which the CCP is being ¢aleoulated:
3. YD equals the total nuwiber of Medicaid days provided by all
facilities eligible to receive a CCP.
4 “pr equals the total amount to bé pald 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.

The Medicaid days figures shall be from the Department’s paid Medicaid ¢lain data
for the most recent calendar year that ended at least 12 months pridr to the
calculation of the CCPs.

CCPs will be paid in a lump-sum payment in the 37¢ gharter of the State’s fiscal
year, which will be limited to 75% of the State’s overall UPL, and make an
additional payment in the 4% guarter, which will be limited to the unpaid
perceritage of the State’s UPL.

TN 18-0027 Approval Date: ; Effective: 03/08/18
Supersedes: TNE 16-0017 JUN 25 2018



MONTANA
Attachment 4.19A

Service 1
Inpatient Hospital Services
Page 12

I. HOSPITAL REIMBURSEMENT ADJUSTOR

A1l hospitals located in Montana that provide inpatient hospital services are
eligible for & Hospital Reimbursement Adjustment (HEA) Paymernt. The payment
consists of fwo separately caloulated amounts.

In ‘order to malntain avcess and guality in. the modst rural dreas of Montanas, ChHs
shall receive both components of the HRA. ALl other hospitals shall recelve only
Part 1, as defined below in [L). For the purposes ¢f determining HRE payment
amounts; the following apply:

A Part 1 of the HRA payment will be based upon Medicaid inpatient utilization,
and will be computed as follows: HRE1=[M/D]xP. For the purposes of
galeulating Bart 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 provided by the
hospital. for which the payment amount is being calculated.

{iii) 0% egquals the total number of Medicaid inpatient davs provided
by all hespitals eligible to reéceive an HRA payment.

(iv) “P” equals the total amount Lo bé pald via Part 1 of thé HRA. The
State's share of “P7 will be the total andunt of révenue
generated by Montana’s hespitdl utilization fee, leéss all &F the
following:

{A) the amount expended &s match for continuity oFf care pavmernts;
and
{B) the amount expended as match Ffor Part 2 of the HRA.

Effégtive January 01, 2017, the Medicaid inpatient day numbers used to calculate
Part 1 of the HRA must be from the Départment®s and the Third Party
Bdministrator’s (TPA) paid claims data in the most recent calendar year.

2. Part 2 of the,HRA payment will be based upon total Medicaid billed charges,
and will be computed as follows: HRAZ=[J/D]P. For the purposes of
calculating Part 2 of the HRA, the following apply:

TH# 18-0027 Approval Date: Effective: 03/08/18

Supersedes: TR# 16-0017 JUN25 2018



MONTANA.
Attachment 4.19R
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HRA2=(J/D) %P
Whispés
(i) “HRA2“ vepresents the caleulated Part 2 HRA payment.

{14} “J”‘egmalﬁ amount of chargés billed té'Médicaidfbyxthé
hospital for which the payment 1is being caleulated.

{ifiy "™ egusals the total amount of ¢harges billed o Medicaid by
a1l hospitals eligible to receive Part 2 of the HRA payment.

{iv) “P” equals the total Zmotnt teo be pald via Part 2 of the HRA.
The State’s share of P will be 4 wmininal portion of the
total revenue generated by Montana’s hospital utilization fee,
less all of the following:

{B)Y the amount expended as mateh for continuity of carve
payments; and N » ;
{8} the amount expended as match for Part 1 of the HRA.

Effective, January 01, 2017, the total Medicaid billed charge amounts used to
caleulate part 2 of the HRA must be from theé Department’s and the Third Pasty
Administrator’s (TPA) paid clains data in the most recent valendar yesr. The State
will make HRA in & lump-sum payment in the 3+ quartet of the State’s fiscal year,
which will be limited to 75% of the Statéls Sverall UPL, and make an additional
payment in the 4% guarter, which will be Timited to the unpsid percentage of the
State’s UPL. This reimbursement will be eéxgluded from cost settlement.

J . GRADUATE MEDICAL EDUCATION (GME)

In addition to Medicaid payments, 3 GME pavment is made to partially fund ,
providers for their otherwise unreimbursed costs of providing care to Medicaid
members as part of the primary carve and psyvcehisbry residency program to an
eligible hospital located in Montana.

The State portion of the GME pool amourt for the durrent state fiscal vear (SFY)
is $810,429. Therefore, the GME payment wmade in the current BFY supplements
gservices for the first guarter of the SFY.

The Department will make a payment for the first quarter of the SFY, no later than
the fourth guarter of the SFY, to the eligible hospitals. Payment will not exceed
25 percent of the available upper payment limit (UPL)for the first quarter of the
SFY. If the payment pool is not pald in its entirety due to its exceeding the 25
percent UPL availability, then the remainder not paid during the first quarter
will be paid in the following guarter or quarters, up to the UPL room available
for each respective quarter in the SFY,

TNE 18-0027 approval Date: ; Effective: 03/08/18
Supersedes TN 17-0012 JUN 25 2018



