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Center for Medicaid, CHIP, and Survey & Certification

Dr. Garth Splinter
State Medicaid Director

2 1010Oklahoma Health Care Authority AU
4545 North Lincoln Blvd., Suite 124
Oklahoma City, Oklahoma 73105
Attention: Cindy Roberts

RE: TN 10 -16

Dear Dr. Splinter:

We have reviewed the proposed amendment to Attachment 4.19 -A of your Medicaid State plan
submitted under transmittal number (TN) 10 -16. This amendment provides for a 3.25% reduction in
reimbursement for Psychiatric Residential Treatment Facilities (PRTF). It also provides for an
increase in the current rate for community -based transitional (CBT) programs from $190.97 per day
to $220 per day.

We conducted our review of your submittal according to the statutory requirements at sections
1902(a)(2), 1902(a)(13), 1902(a)(30), and 1903(a) of the Social Security Act and the implementing
Federal regulations at 42 CFR 447 Subpart C. As part of the review process the State was asked to
provide information regarding funding of the State share of expenditures under Attachment 4.19 -A.
Based upon the assurances provided, we are pleased to inform you that Medicaid State plan
amendment 10 -16 is approved effective April 1, 2010. We are enclosing the CMS -179 and the
amended plan pages.

If you have any questions, please call Sandra Dasheiff, CPA at (214) 767 -6490.

Sincerely,

indy nn

Director

Center for Medicaid, CHIP, and Survey & Certification

Enclosures
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State: OKLAHOMA Attachment 4.19 -A

Page 33

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
INPATIENT HOSPITAL SERVICES

16. Inpatient psychiatric facility services for individuals under ape 21

16.a. Acute Level of Care

Private and Government hospitals will be paid in accordance with the methodologies
described in Attachment 4.19 -A of this plan.

16.b. Residential Level of Cane f17 beds or more)
A. Definitions

Institutions for Mental Diseases (IMD*)" means a hospital, nursing facility, or
other institution of more than 16 beds primarily engaged in providing diagnosis,
treatment, or care of persons with mental diseases, including medical attention,
nursing care, and related services. Psychiatric hospitals (including State - operated
and private psychiatric hospitals) and inpatient psychiatric residential treatment
facilities (PRTFs) with more than 16 beds are IMDs.
PRTF" means a non - hospital facility with a provider agreement with the Medicaid
Agency to provide the inpatient services benefit to Medicaid - eligible individuals under
the age of 21. The facility must be accredited by JCAHO or any other accrediting
organization with comparable standards recognized by the State.

S. General

All Medicaid services furnished to individuals residing in an IMD are considered all -
inclusive of the service, i.e., all medical services provided to residents of IMDs with
more than 16 beds should be billed to the IMD.

C. Residential Peer Groups/Program Type
Payment for residential services is based on facility peer group and licensure
standard as either a hospital or non - hospital. State licensure requires RN staffing 24hours per day for hospitals.

Peer Group/Program Definition
Type
Non - Secure Staff - secure PRTF services in a safe, structure

setting, with continuous 24 -hour observation and

Restrictive/Secure
supervision.

Facility that is a physically secure locked
environment. Depending on licensure, may be
either hospital or PRTF.

Restrictive/Secure: Sexual Hospital or PRTF Sexual Offender Programs.Offender May be either hospital or PRTF
Specialty Hospital includes neuropsychiatric and eating

disorder programs. Non - hospital includes PRTFs
serving Reactive Attachment Disorder; and
MR/MI.

Revised 04 -01 -10

TN # _t0 I L Approval Date ffective Date 0 4 - o t - i oSupersedes
TN# 07-a.o



State: OKLAHOMA Attachment 4.19-A

Page 34

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
INPATIENT HOSPITAL SERVICES

16. Inpatient psvchiatric facilitv services for individuals under aqe 21 fcontinued)

16.b. Residential Level of Care (continuedl

D. Residential Level of Care Rates by Peer GrouplProgrem Type for IMDs Effective
M1(10

Per Diem $ 3aS.05 $ 336 

Sexual

Per Diein $ 3S.p5 $ 336 7

Per Diem $ 432 ?6 $ 404.Q5

Offender
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H.'A 779..._ IO = Revised 04-01-10

TN # / d -// Approval Date d - Z4-Jb Effective Date -
Supersedes
TN# (70

E. Intensive Treatment Services (ITS) Add-on Per diem
An ITS per diem of $110.99 will be allowed for children requiring intensive staffing
supports in Specialized programs. These services must be medically necessary,
documented in the facilities' records, and prior authorized

F. Public providers
Public providers are paid in accordance with the methodology described in
Attachment4.19-B, page 13e.

Out of state services

Reimbursement for out-of-state placements shall be made in the same manner as in-
state providers. In the event that comparable services cannot be purchased from an
out-of-state provider, a rate may be negotiated that is acceptable to both parties. The
rate will generally be the lesser of usual and customary charges or the Medicaid rate
in the state in which services are provided. Reimbursement shall not be made for
private PRTF services provided out of state unless the services are medically
necessary, and are not available within the State and prior authorization has been
granted.  .:_._.._..._. 

a .
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State: OKLAHOMA Attachment 4.19 -A

Page 35

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
INPATIENT HOSPITAL SERVICES

16. Inpatient psychiatric facility s4ryices for Individuals under age 21 with non - institutional
payment made separately from per diem payment

16.b. Residential Level of Care (16 beds or less)

H. PRTFs with 16 beds or less

Effective for services provided on or after April 1, 2010, a predetermined per
diem payment of $220.49 will be made for Community Based Transitional
CBT) programs. The CBT is a PRTF with 16 beds or less. Payment is
made for room and board and the required treatment components (activities
of daily living and rehabilitative services furnished by licensed mental health
professionals). All other medical services are separately billable from the per
diem on a fee schedule basis since this is not an IMD. The rate was

developed from a market -based study.

State developed fee schedule rates are the same for both public and private
providers. The fee schedule(s) and any annualized /period adjustments to the
fee schedule are published on the agency website.

Revised 04 -01 -10

TN # 10 - Approval Date Effective Date 0 - 01 -10
Supersedes
TN # 07 -10



State: OKLAHOMA Attachment 4.19 -A

Page 36

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
INPATIENT HOSPITAL SERVICES

16. Inpatient Psychiatric facility services for Individuals under ane 21 ( continued

16.b. Residential Level of Care (continued)

I. Outlier Intensity Adjustment
A) An outlier payment adjustment may be made on a case by case basis for

complex cases. The intent of the outlier payment is to promote access to PRTF
care for those patients who require expensive care, and to limit the financial risk
of PRTF's treating unusually costly patients.

B) The outlier adjustment may be a short stay outlier adjustment or a high cost
outlier adjustment.

C) In order to be eligible for the short stay outlier adjustment:
1. The facility must submit an annual cost report in a format prescribed by the

agency and request the outlier adjustment only upon the member's
discharge; and

2. The total length of stay for the discharge must be less than 6 days.
3. The outlier adjustment will be the lessor of the following:

a. 100% of the facility's cost; or
b. 120° of the peer group per diem multiplied by the LOS.

D) In order to be eligible for the high cost outlier adjustment:
1. The facility must submit an annual cost report in a format prescribed by the

agency and request the outlier adjustment only upon the member's
discharge; and

2. The outlier payment will be made if the facility's total cost of care exceeds
115% of the Medicaid payment.

3. The appropriate outlier amount will be determined by comparing the total
cost and 115% of the Medicaid payment for the entire stay, and multiplying
the difference by a loss sharing ratio of .20 to the facility and .80 to the state,
if the stay is less than or equal to 90 days, and .40 to the facility and .60 to
the state for a stay > 90 days.

Revised 04 -01 -10

TN # Approval Date AUG 2 4 701 Effective Date Oy - 01 - 10
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TN # 07-ao




