Part 3: Prospective Payment System Methodology Description

Using the following format, describe the state’s prospective payment system (PPS) methodology.
This part of the Guidance will be scored up to a total of 20 points and your response may not exceed
30 pages. Each section of this part of the application corresponds to the same section of the CCBHC
PPS Guidance. Sections 1-4 of this form pertain to fee for service prospective payment; managed
care payment is addressed in section 5.

Section 1: Introduction

Section 223 of the Protecting Access to Medicare Act of 2014 (known as PAMA or “the statute”),
requires payment using a prospective payment system (PPS) for Certified Community Behavioral
Health Clinic {CCBHC) services provided by qualifying clinics and related sateilite sites established
prior to April 1, 2014, The Centers for Medicare & Medicaid Services {CMS} offers a state the option
of using either the Certified Clinic {CC) PPS (CC PPS-1) or the CC PPS alternative (CC PPS-2)
demonstration-wide for payments that are either fee for service (FFS) or made through managed
care payment systems. The PPS guidance (Appendix il from the Planning Grant for CCBHCs)
provides information about each of the allowed PPS payment methodologies.

Section 2: CCBHC PPS Rate-Setting Methodology Options

CMS offers a state the option of either the CC PPS-1 or CC PPS-2 for use demonstration-wide. The
state chooses the following methodology {select one):

Certified Clinic PPS {CC PPS-1) (Continue to Section 2.1)
[l certified Clinic PPS {CC PPS-2) (Continue to Section 2.2)
Section 2.1: Certified Clinic PPS (CC PPS-1)

The CC PPS-1 methodology is implemented as a fixed daily rate that reflects the expected cost of al}
CCBHC services provided on any given day to a Medicaid beneficiary. This is a cost based, per clinic
rate that applies uniformiy to all services rendered by a CCBHC and qualified satellite facilities
established prior to April 1, 2014. The state has the option of offering Quality Bonus Payments
(QBPs) that are to be paid in addition to the PPS rate to any certified clinic that achieves at least the
six required measures as shown in Table 3 of the PPS guidance.
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Section 2.1.a Components of the CC PPS-1 Rate Methodology

Demonstration Year Qne (DY1) Rate Data

In the box below explain the source(s) of cost and visit data used to determine the DY1 rate. Detail
any estimates that the state used to determine allowable cost and the appropriate number of daily
visits to include in the rate calculation. If more space is needed, please attach and identify the page
that pertains to this section.

See Attachment 2.1.a

PPS-1 Rate Updates from DY1 fo DY2

The DY1 CC PPS-1 rates will be updated for DY2 by {select one).

The ME

[l Rebasing CC PPS-1 rate

If rebasing the DY2 rate to reflect DY1 cost experience, provide in the box below an explanation of
the interim payment methodology®. Specify how the interim rate plus the DY2 rebased rate will
cover the expected cost of care in DY2 and how long the interim payment will be in effect during
DY2 If more space is needed, please attach and identify the page that pertains to this section,

N/A

1 An interim rate is requested because as it is likely that DY1 data wilt not be available to the state in time to analyze and
rebase the rate for the DYZ payment.
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Section 2.1.b €C PPS-1 Quality Bonus Payments (QBPs)

When using the CC PPS-1 method, a state may elect to offer a QBP to any CCBHC that has achieved
all of the six required quality measures as shown in Table 3 of the PPS guidance in section 2.1. The
state can make a QBP on the basis of additional measures provided in the PPS Guidance and may

' propose its own quality measures. Any additional state-defined measure must be approved by CMS.,
The state chooses to {select one):

Not offer QBP(s) {Continue to Section 3}

[0 offer asp(s)

In the box below provide a list of the quality measures that will be used {in addition to the six
required measures shown in Table 3 of the PPS guidance) for QBPs. Note any measure that is state-
defined and provide a full description of the measure. If additional space is needed, please attach
and identify the page that pertains to this section. '

N/A

Description of Quality Bonus Payment Methodology

In the box below describe the CC PPS-1 QBP methodology, specifying (1) factors that trigger
payment, (2) the methodology for making the payment, (3} the amount of the payment, and (4) how
often the payment is made to CCBHCs. Also provide an annual estimate of the amount of QBP
payment by demonstration year {DY) for all CCBHCs, including an estimate of the percentage of QBP
payment to payment made through the PPS rate. If additional space is needed, please attach and |
identify the page that pertains to this section.

N/A

If Section 2.1 is completed, skip Section 2.2 and continue to Section 3.
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Section 2.2: CC PPS Alternative (CC PPS-2)

The CC PPS-2 methodology is implemented as a fixed monthly rate that reflects the expected cost of
all CCBHC visits provided within any given month to a Medicaid beneficiary. This is a cost-based, per
clinic rate that applies uniformly regardless of the number of services rendered within the month by
a CCBHC and qualified satellite facilities established prior to April 1, 2014, Under this method,
separate rates are developed for both the base population and clinic users with certain conditions.
As part of the rate setting CC PPS-2 methodology, outlier payments paid for costs exceeding state-
defined thresholds are considered. Finaily, this methodology requires the state to select quality
measure(s) and make bonus payments to incentivize improvements in quality of care.

DY1 Rate Data

in the box below explain the source(s} of cost and visit data used to determine the DY1 rate. Detail
any estimates that the state used to determine allowable cost and the appropriate number of daily
visits to include in the rate calculation. If more space is needed, please attach and identify the page
that pertains to this section. '

N/A

PPS-2 Rate Updates from DY1 to DY2

The DY CC-PPS-2 rates will be updated in DY2 by (select one):
The Medicare Economic Index (MEI)

D Rebasing CC PPS-2 rate

If rebasing the DY2 rate to reflect DY1 cost experience, provide in the box below an explanation of
the interim payment methodology?. Specify how the interim rate plus the DY2 rebased rate will
cover the expected cost of care in DY2 and how long the interim payment will be in effect during

2 Apy interim rate Is requested hecause as it is likely that DY1 data will not be available to the state in time to analyze and
rebase the rate for the DYZ2 payment.
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DY2. If more space is needed, please attach and identify the page that pertains to this section.

N/A

PPS-2 Identification of Populations with Certain Conditions

In the box below, identify populations with certain conditions for which separate PPS rates will be
determined by the state and explain the criteria used to identify them. If more space is needed,
please attach and identify the page that pertains to this section. Note: the populations listed below
should match those shown on the sample cost report submitted by the state.

N/A

PPS-2 Qutlier Payments

Outlier payments are reimbursements to clinics in addition to PPS rates for participant costs that
exceed a state-defined threshold to ensure that clinics are able to meet the costs of serving their
users.

In the box below provide a description of the outlier payment methodology including an explanation
of the threshold for making payment and how much of total allowable cost is set aside for outher
payment; how often outlier payment is calculated; and, how often certified clinics receive outlier
payment. If more space is needed, please attach and identify the page that pertains to this section,

N/A
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Section 2.2.b CC PPS-2 Quality Bonus Payments

Under the CC PPS-2 method, a state must offer a QBP to any CCBHC that demonstrates it has
achieved all of the six required quality measures as shown in Table 3 of the PPS guidance, The state
can make a QBP on the hasis of additional measures provided in Table 3 of the PPS guidance and
may propose its own quality measures for CMS approval.

In the box below provide a list of the quality measures that will be used (in addition to the six
required measures shown on Table 3 of the PPS guidance} and provide a full description of any
state-defined measure. If more 'space is needed, please attach and identify the page that pertains to
this section.

N/A

In the box below describe the CC PPS-2 QBP methodology, specifying (1) factors that trigger
payment, {2) the methodology for making the payment, (3) the amount of the payment, and (4) how
often the payment is made. Also provide an annual estimate of the amount of QBP payment by DY
for all clinics expected to be certified, including an estimate of the percentage of QBP payment to
payment made through the PPS rate. If more space is needed, please attach and identify the page
that pertains to this section.

N/A

Section 3: Payment to CCBHCs that are FQHCs, Clinics, or Tribal Facilities

In some instances, a CCBHC already may participate in the Medicaid program as a Federally
Qualified Health Center (FQHC), clinic services provider or Indian Health Service (1HS} facility that
receives payment authorized through the Medicaid state plan. In these instances, the state should
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refer to the guidance for how these Medicaid providers would be paid when a clinic user receives a
service authorized under both the state plan and this demonstration.

The state will require each certified clinic on its CCBHC cost report to report whether it is
dually certified as a FQHC, clinic services provider or IHS facility.

Section 4: Cost Reporting and Documentation Requirements

In order to determine CCBHC PPS rates, states must identify allowable costs necessary to support
the provision of services. '

Section 4.1: Treatment of Select Costs

CMS provides additional guidance for the state regarding how to treat select costs, including
uncompensated care, telehealth, and interpretation or translation service costs.

The state excludes the cost of uncompensated care from its calculation of the CCBHC PPS.
Section 4.2: Cost Report Elements and Data Essentials
Cost Reporting

The state will use the CMS CCBHC cost report and has attached a sample completed form
plus an explanatory narrative that demonstrates the rate for DY1.

D The state will use its own cost report and has attached a sample completed form plus an
explanatory narrative that demonstrates the rate for DY1. .

The attached state-developed cost report template includes following key elements as specified in
section 4.2 of the PPS guidance:

Provider Information

Direct and {ndirect Cost-Identification
Direct and Overhead Cost-Allocations
Number of Visits

Rate Calculations

Section 5: Managed Care Considerations

The statute requires payment of PPS and allows payment to be made FFS and through managed
care systems for demonstration services. If the state chooses to include CCBHC service coverage in
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their managed care agreements, CCBHCs must still receive the actual PPS rates, or their actuarial
equivalent. The state has two options for incorporating the CCBHC rate into the managed care
payment methodology: (1) fully incorporate the PPS payment into the managed care capitation rate
and therefore require the managed care plan to pay the full PPS, or (2) have the managed care plans
pay a rate that another provider would receive for a similar service and use a supplemental payment
{wraparound) to ensure that total payment is equivalent to CCBHC PPS,

Section 5.0.a Managed Care Capitation CCBHC PPS Rate Method
The PPS nﬁethodology selected in Section 2 will apply to services delivered in both managed
care payment and FFS.

Section 5.0.b Building CCBHC PPS Rates into Managed Care Capitation

Explain how the state will ensure access to CCBHC services from Managed Care Organizations
(MCO), Prepaid Inpatient Health Plans (PIHP), or Prepaid Ambulatory Health Plans (PAHP} through
network adequacy requirements. If additional space is needed, please attach and identify the page
that pertains to this section. '

in Oregon, managed care plans are referred to as Coordinated Care Organizations (CCO).
CCOs are required to cover, at a minimum, the services covered by the state on a
fee-for-service basis. In developing the Oregon CCBHC Demonstration Service Crosswalk,
Oregon utilized its existing Behavioral Health Fee Schedule to ensure that all services
captured as a CCBHC service would also be covered for CCO enrolled members.

CMS offers states the option of using either of the following methodologies for incorporating the
CCBHC rate into the managed care payment methodology {select one):

] Fully incorporate the PPS payment into the managed care capitation rate and require the
managed care plans to pay the full PPS or its actuarial equivalent.

Explain how the state will provide adequate oversight for CCBHCs that receive the actual PPS rates
or their actuarial equivalent, including provisions for special populations and outlier payments. If
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additional space is needed, please attach and identify the page that pertains to this section.

N/A

OR

Require the managed care plans'to pay a rate to the CCBHCs that other providers would
receive for similar services then use a supplemental payment {wraparound) to ensure
payment to CCBHCs is equal to the PPS.

Explain how the state will provide adequate oversight related to reconciling managed care
payments with full PPS rates, including provisions for special populations and outlier payments. if
additional space is needed, please attach and identify the page that pertains to this section.

Oregon will use the wraparound process currently in operation for Federally Qualified
Health Centers (FQHC) providing services for Medicaid members. CCOs will submit
CCBHC encounter claims to the Oregon Medicaid Management Information System
(MMIS). Encounters submitted directly to Oregon Medicaid from the CCBHC will be
validated against paid encounters submitted by the CCO. A wraparound payment will be
issued equal to the difference between managed care payments and the total PPS cost.

Explain the frequency and timing of the wraparound payment used by the state:

Wraparound payments are issued for one calendar quarter at a fime, and generally occur
within nine months of the close of the calendar quarter (to allow time for claims to register in
the MMIS).

Section 5.0.c PIHP and PAHP Coverage Areas in Managed Care States

D The state contracts with a PIHP or PAHP and intends to use these delivery systems as part of
CCHBC service delivery.
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Describe which managed care plans will be responsible for providing CCBHC services and what
services provided in other managed care plans may duplicate the CCBHC services.

N/A

Explain the methodology for removing services that duplicate CCBHC demonstration services from
the managed care plans not responsible for the CCBHC services, how managed care capitation rates
will be changed, the timing/process for determining that the new managed care rates will be
actuarially sound, and how the state will ensure no duplication of expenses. If additional space is
needed, please attach and identify the page that pertains to this section.

N/A

If a state chooses not to include all demonstration services under one contractor, define the
delineation of services between contractors. If this delineation will require a change to managed
care capitation rates, explain how rates will be affected, the timing and process for determining that
the new managed care rates will be actuarially sound, and how the state will ensure non-duplication
of payments. If additional space is needed, please attach and identify the page that pertains to this

section.
N/A
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Section 5.0.d Data Reporting and Managed Care Contract Requirements

Describe the data reporting policies and processes, including specific data deliverables to be
reported by each entity, collection of data, timing of reporting, and contract language for data
reporting. If additional space is needed, please attach and identify the page that pertains to this
section.

See Attachment 5.0.d

Section 5.0.e Identification of Expenditures Eligible for Enhanced Federal Matching
Percentage (FMAP)

Describe the process whereby the state will ensure proper claiming of enhanced FMAP for CCBHC
services by identifying the portion of the capitation payment(s) applicable to the new adult group
rate cells and the existing managed care population associated with CCBHC services. If additional
space is needed, please attach and identify the page that pertains to this section.

Oregon intends to use the CCBHC encounter and modifier procedure codes for all billed
CCBHC demonstration services, when they are released by CMS in late 2016. This will
allow the Office of Financial Services (OFS) to easily claim the enhanced FMAP for CCBHC
services by querying the MMIS data warehouse for all claims with the specified encounter
code. '

Funding Questions: Section 223 Behavioral Health Demonstration

The questions below should be answered relative to all payments made to CCBHCs reimbursed
pursuant to Section 223 of P.L. 113-93 Protecting Access to Medicare Act of 2014 and the
methodology described in the state’s application to participate in the demonstration program.

CMS requests the following information about the source(s} of the non-federal share of payment
made for demonstration services.

3 H,R. 4302, 113 Congress. Protecting Access to Medicare Act of 2014, PL No 113092; April 2, 2014.
https://www.congress.gov/hill/113th-congress/house-bill /4302
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1. Section 1902{a}{2) stipulates that the lack of adequate funds from local sources will not result in
lowering the amount, duration, scope, or quality of care and services available under the plan.

e Describe how the non-federal share of each type of Medicaid payment {e.g., basic PPS rate,
outlier payment and quality bonus payments) is funded.

Oregon has conducted a preliminary analysis of the impact of the CCBHC demonstration.
The analysis appears to indicate that the savings in state general fund as a result of the
enhanced match rate will be sufficient to fund the state portion of the PPS rate. If those
projections are not realized Oregon will shift general funds from other program areas to
fund the non-federal funding of the services

e Describe whether the state share is from appropriations from the legislature to the Medicaid
agency, through intergovernmental transfer agreements (IGTs), certified public expenditures
(CPEs), provider taxes, or any other mechanism used by the state to provide state share.

The funding will come from appropriations from the legislature

Note that, if the appropriation is not to the Medicaid agency, the source of the state share would
necessarily be derived through either through an IGT or CPE. In this case, please identify the agency -

to which the funds are appropriated.

e ifany of the non-federal share of payment is being provided using IGTs or CPEs, fully
describe the matching arrangement including when the state agency receives the transferred

amounts from the local governmental entity transferring the funds.

N/A
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e If certified public expenditures (CPEs) are used, describe the methodology used by the state
to verify that the total expenditures being certified are eligible for federal matching funds in
accordance with 42 CFR 433.51(b). For any payment funded by CPEs or intergovernmental
transfers {IGTs), please provide the following:

L
1
11l

A complete list of the names of entities transferring or certifying funds
The operational nature of the entity {state, county, city, other)
The total amounts transferred or certified by each entity |

IV. Whether the certifying or transferring entity has general taxing authority
V. Whether the certifying or transferring entity received appropriations (identify level of
appropriations)
V1. A cost report for CMS approval for any CPE-funded payment(s)
N/A

2. Do CCBHC providers receive and retain the total Medicaid expenditures claimed by the state for
demonstration services (includes basic PPS and enhanced payments) or is any portion of the
payments returned to the state, local governmental entity, or any other intermediary organization?

If providers are required to return any portion of payments, provide a full description of the
repayment process. Include in your response a full description of the methodology for the return of
any of the payments, a complete listing of providers that return a portion of their payments, the
amount or percentage of payments that are returned and the disposition and use of the funds once
they are returned to the state (e.g., general fund, medical services account, efc.).

X

Oregon is administering the PPS rate through a wrap payment methodology. Providers have
contracts with the CCOs, Medicaid managed care organization. They will receive payments
for CCBHC services from the CCO in accordance with their existing contracts. The Oregon
Health Authority will then provide wrap payments to make-up the difference between the

CCO payment and the PPS rate. There is no process which require the CCBHC to make any
repayments.
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Attachment 2.1.a

Each CCBHC in Oregon used the CMS Cost Report Template. Cost and visit data vary based on CCBHC
size, location, economy, and scope of services offered. The majority of certified clinics utilized Dale Jarvis
Consulting to establish CCBHC cost and visit data to be included in the cost report template. 16 of the 17
CCBHCs allocated indirect costs proportionally by the percentage of direct costs for CCBHC services. One
CCBHC allocated indirect costs at 14% based on a cognizant agency (HUD). Oregon has contracted with
actuarial firm Optumas to review cost report data for adherence 45 Code of Federal Regulations {CFR)
§75 Uniform Administrative Requirements, Cost Principles, and Audit Requirements for the U.S.
Department of Health and Human Services (HHS) Awards and 42 CFR §413 Principles of Reasonable Cost
Reimbursement. Optumas will engage with CCBHCs to finalize CC-PPS 1 rates.




Attachment 5.0.d

Each CCBHC will report on the 9 clinic-lead required measures and case load characteristics for each
demonstration year of the CCBHC program. CCBHCs will each maintain an EHR that allows them to
collect data and report each measure according to the specifications in the Metrics and Quality
Measures for Behavioral Health Clinics: Technical Specifications and Resource Manual, allowing for
specific modifications and guidance permitted by SAMHSA and the State of Oregon (at SAMHSA’s
approval), and will submit the data to the state 8 months after the end of each demonstration year
using the Demonstration Data Reporting Template provided by SAMHSA. The state of Oregon will then
examine the data prior to submitting the clinic-lead measures to SAMHSA 9 months after the end of
each demonstration year. As part of the certification process, the State verified the ability of each
CCBHC to report data and provide evidence of coordinating with their EHR vendor in-meeting the
reporting requirements. Each CCBHC was required to show evidence of care coordination agreements
and MOUSs that allow access to medical records for data reporting while protecting patient rights to
privacy and confidentiality under HIPPA.

The State will collect the 13 state-lead required measures for each CCBHC according to the specifications
in the Metrics and Quality Measures for Behavioral Health Clinics: Technical Specifications and Resource
Manual. The states will submit this data to SAMHSA 12 months after the end of each demonstration
year using the Demonstration Data Reporting Template provided by SAMHSA.




Sample Cost Report
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