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MEMORANDUM

Date: May 1, 1997

To: Tribal Health Directors

From: Ed Fox, Policy Analyst &(&f

Re: NPAIHB Comment Letter on IHS/Health Care Financing Administration

(HCFA) Memorandum of Agreement.

Enclosed you will find the NPATHB’s draft letter of response to the April 24, 1997 version
of the HCFA guidance letter to state Medicaid Directors. On May 6, 1997 there will be a
conference call meeting that will, hopefully, bring to a close the discussion of what to
include in the letter to Medicaid Directors regarding how to implement the IHS/HCFA
MOA. Please contact me if you have any comments or suggestions before the HCFA
letter is finalized.

I’ve enclosed the HCFA letter and the tribal/THS version of the letter that are referenced in
our letter to Zeita Cobb/HCFA.

(Enclosures)
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May 1, 1997

Zeita Cobb

Medicaid Bureau

Health Care Financing Administration
7500 Security Blvd.

Baltimore, MD 21244-1850

Dear Ms. Cobb,

The Northwest Portland Area Indian Health Board (NPATHB) is writing to
comment on the April 24, 1997 draft of the guidance letter to state Medicaid
directors regarding the implementation of the Indian Health Service(IHS)/ Health
Care Financing Administration(HCFA) Memorandum of Agreement of December
19, 1997. This latest HCFA version of the letter is an improvement from an earlier
HCFA draft, but its definition of an encounter contrasts sharply with a version
written by tribal and THS representatives. It offers a definition of covered services
that NPATHB believes Northwest tribes will accept. However, as we pointed out on
the April 24, 1997 conference call, Northwest tribes require several changes to the

final draft of the letter.

First, the wording in the final letter needs to make it clear in every instance that an
encounter need not take place in an Indian program facility to be eligible for '
payment at the encounter rate. Rather, as we have repeatedly pointed out, an
encounter occurs if it is a blllable Medicaid service authonzed and delivered by an
Indian health program (THS or tribal). This meaning can be obtained by changing
the word(s) found in the last paragraph of page one from “in an IHS or 638
facility(ies)” to “through an Indian health program.” Our Board could accept other

language that accomplishes the same effect.



Second, the last sentence of the first paragraph on page 2 of the HCFA letter covers
too much in a single sentence. Ending the sentence after the word reimbursement is
recommended since it is not clear why HCFA wants to tie a unique [HS-HCFA

payment mechanism to any and all future methodologies for non-IHS providers.

Third, the HCFA definition of an encounter has ignored the wording that is
contained in the IHS/tribal letter which our Board feels captures the agreed meaning
of an encounter. Northwest tribes feel that the first five numbered paragraphs in the
IHS/tribal letter include what an encounter definition should contain. We believe
state Medicaid directors would agree with Rick Amold of the State of Washington's
Medicaid Program that our version is clearer than the HCFA version. If HCFA is
unwilling to adopt the tribal/THS version, the NPAIHB would like to offer the
following revisions to the HCFA letter to eliminate redundancies and make the
definition clearer without changing the policy that underlies the MOA..

| ‘Paragraph numbered “1” does not include a clause referencing a key
determinant of an encounter. It should include reference to a single diagnosis as
was included in paragraph numbered “1” in the IHS/tribal version of this letter.

Paragraph numbered “2” needs to add the clause “for a single diagnosis,” so
states don’t refuse payment if a physician sees a patient for different diagnosis on
the same day.

Paragraph numbered “3” should be revised to address the issue of referral to
another health care provider-discipline within a 24 hour petiod. The Board suggests
anew #3: Referrals to different primary care provider-disciplines in the same
Indian health program within the same 24 hour period constitutes more than one
encounter.

Paragraph numbered “4” simply restates the point that an encounter is
subject to the “24-hour’ rule, i.e., a second visit for the same diagnosis is only one

encounter when it falls within a 24-hour calendar day. It could be eliminated.



Paragraph numbered “5” isn’t really necessary since an encounter is linked
to a diagnosis. More than one diagnosis results in more than one encounter. If the
HCFA paragraph numbered “1” is revised as recommended this paragraph can be
eliminated unless it is expected to clarify Medicaid Directors’ understanding.

Paragraph numbered “6” seems to undermine the goal of cost based-
reimbursement and it is perhaps unnecessary. NPATHB’s view is that if a particular
state reimburses for a particular service (Medical, dental, mental health etc.) then
each such visit to a primary care discipline should be an encounter. We think our
proposed paragraph “3” above, if adopted, would eliminate the need for paragraph
“6”.

Our comments are offered to bring closure to the process of writing this
letter of guidance to State Medicaid Directors without either expansion or

contraction of the understandings that informed the Memorandum of Agreement.

Sincerely,

Julia Davis

Chair, Northwest Portland Area Indian Health Board
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Dear State Medicaid Director:

On December 19, 1996, the Diirector of the Indian }lcalth Service (TFS) and the
Administrator of the Health Care Financing Administration (HCFA) signed a
Memorandum of Agreement (MOA). The purpose of this agreement was to
establish the roles and responsibilities of HCFA and THS in implementing a change
in payment policy for Medicaid services provided on or after July 11, 1996 to
American Indian and Alaska Native (AL/AN) individuals through health care
facilities owned and operated by AI/AN tribes and tribal organizations. The health
care facilities are organizations with funding authorized by Title 1 or I1J of the Indian
Self-Determination and Education Assistance Act (Public Law 93-638) as ainended.

The facilities are known as “63 8s.”

In order to advance implementation of this MOA, a workgroup has been organized
In recognition of operational issues nesding resotution. ‘IThe workgroup, comprised
of Federal, State, and Tribal staff, is developing written guidance for implementation

of the MOA.

One such operationul issue of concern is the need for a definition of an encounter,
where reimbursement is based on a flat rate per outpatient service occurrence. In
response, HCFA, in consultation with the entities and agencies affected, developed
guidelmes and a definition of an encounter which correlates to the Medicaid
oulpatient per visit reimbursernent rates paid to (1) THS-owned and operated health
care facilities; (2) THS-owned facilities operated by AI/AN tribes or tribal
organizations under 638 agreements; and (3) facilities owned and operated by tribes

or tribal organizations operating under 638 agreements.

An encounter is defined as “any State Plan defined outpatient and/or rural health
clinic facility service(s) provided within a twenty-four hour period, ending at
Midnight, to 2 Medicaid eligible beneficiary in an IHS or 638 facility(ies) as defined
in the MOA on payment to tribal organizations for medical services to American
Indians and Alaska Natives.” Itis “a documented face-to-face visit between the
Medicaid eligible AI/AN beneficiary and a qualified health care professional during
which the outpatient or rural health clinic service is provided.”




This encounter definition js associated with an “encounter rate” which is an amount
paid to providers comsistent with the definition and meant 1o encompass outpatient
services as defined in the Federa] regulations at 42 CFR 440.20. Within this
framework, states have the flexibility to reasonably define those services covered.
Under current procedures, this encounter rate is negotiated annually between THS
and HCFA. Both agencies have been working together to revise the rates to allow
for cost-based reimbursement, thereby allowing for reimbursement to these facilities
in accordance with State Plag methodology for non-IHS providers.

HCFA recommends that the following guidelines be Incorporated in the definition of

encounter for which an outpatient visit 1s paid:

1. An outpatient visit betwean a Medicaid AI/JAN beneficiary and more than oge
health care professional within the same 24-hour period constitutes a single

€ncounter.

2. More than one outpatient visit with the same health care professional within a
24-hour period constitutes g single cncounter.

3. Referrals to specialists or to another facility, regardless of location, are part of
the original encounter when occurring within the same 24-howr period. The
Outpatient visit and the referral(s), thereflure, constitute a single encounter,

4. Referrals to specialists or to another facility, regardless of location, are net part
of the original encounter when occurring outside the 24-hour period. Separate or
multiple encounters may be claimed in these cases.

5. An exception to the above single encounter claims would occur in those cases
wherein the patient, subsequent to the first encounter or visit, suffers an illness or
injury that requires an additional diagnosis and treatment within the same 24-
hour period. Each additional occurrence would be treated as separate
cncounters.

6. Claims involving a beneficiary who receives multiple (more than one) covered
service within the same 24-hoyr periad (for example a patient who sees a
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physician, a dentist, and has a prescription refilled), may be billed in one of two
ways:;

a. atthe outpatient per visit rate as one encounter (100 percent FMAP), or

b. as a breakdown of services claimed in mdividual categaries and billed as
those services for non-1HS providers in the state are biiled.

In order for states to receive Medicaid retmbursement for IHS outpatient encounter
claims, states should (1) define IHS outpatient services covered under the encounter
rate in accordance with the State Plan for Medical Assistance; and (2) obtain clairs
data sufficient to indicate the outpatient services covered under the State Plan have
been provided to Medicaid eligible AI/AN beneficiaries i an IHS or 638 facility.

This definition and the ensuing guidelines should help to eliminate confusion about
what constitutes an outpatient encounter and who is eligible to receive outpatient per
visit services provided by IHS facilities. We ask that this information be
dissemninated to all regions, states and tribal organizations concerned with (his issue,
Questions regarding outpatient encounters at IHS and 638 facilities should be
addressed to your HCFA/IHS Regional Office Representative.

Sincerely,

Judith D. Moore
Acting Director
Medicaid Bureau
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Dear State Medicaid Director:

On December 19, 1996, the Director of the Indian Health Service (IFIS) and Administrator of the
Health Care Financing Administration (HCFA) signed a Memorandum of Agreement (MOA)
between the two agencies. The purpose of this agresment was to establish the roles and
responsibilities of IHS and HCFA in implementing a change in payment policy 7o extend /00%
Federol medical assistance percemiage for Medicaid services provided on or after July L1, 1996
to American Jndian and Alaska Native (AVAN) individuals through heaith care facilities leased or
owned and operated by AI/AN tribes and triba] organizations. These health care facilities are
organizations with funding authorized by Title T or I of the lndian Self Determination and
Education Assistance Act (Public Law 93-63 3) as amended. They are known as “638s."

In order to advance implementation of this MOA, a workgroup was organized in recognition of
operational issues ne=ding resolution The workgroup, comprised of Federal, State, 2nd *ribal
staff, is developing written guidance for implementation of the MOA.,

One such operational concarn is the nesd for a clear definition of an encaounter where
reimbursement is based on a “lat rute per outpalient service occurrence A workgroup, consisting
of Federal, State, and 1ribal siaff. was established 10 develop o definrtion of encounter. This
éncounter definiticn is associated with an “wil inc/isive rate” which is an amount paid 7o the [HS
Jactlities and those Iribes whe mighl elect, pursuant (o the werms of the MOA., o be an “THS-
fpe " provider and would inchude the Jollowing facilities: (1) IHS-owned/leased and operated
health care facilities: (2) THS-owned/leased facilities operated by AI/AN tribes or tribal
organizations under 638 agresments: and (3) facilities owned/leased and operated by tribes or

tribal organizations operating under 638 agreements. Under current procedures, thjs a/l jnclusive
rafe is pegotiated annually between THS and HCFA and subsequently published in the Federal
Register. Both agencies have besn working cooperatively to revise ‘he rates to allow for
cost-based reimbursement, thereby allowing for reimbursement to these facilities consistent with
State Plan methodology for non-1HS providers.

The workgroup has recommended *hat /he [HS Jacilities and those 638 focilities 1hot have vpred
fo he “THS-type” providers Jor purpases of the MOA, will be reimbursed af the alf mclusive rafe
Jor those enconnfers, as described helow, where title XIX services, ax defined in 42 CFR Part
0, Subpari A, are provided 1o AIVAN Medicaid heneficiaries.

The definition of encounter that we developed by the workgroup is os JSollows:

4 face 1o face contact between a health care professivnal and an JHS heneficiary eligible
Jor Medieaid for the provision of title XTX defined services in on THS oF 638 Jaciltt(ies) within o
24 hour period ending at midnighi, as docnmented in fhe parent's medical record.
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The following s additionaf Suidance regarding the encoimter deﬁuj ion and related issues:

I. An outpatient contact between a Medicaid beneficiary and more than one héalth care

professional irr a single [HS ur Tribal facility, within the same 24-h ur pcn’c;d,nI and the services
provided ave a result of the same diagnosis, constitutes 2 smgle cnc%un ter,

2. More than one outpatient contact with the same health care professional within a 24-hour
period, und the services provided are q result of the same dlagrosts, constitutes a single
encounter. ’

3 Referrals to specialists in the Same or another facility constitute more thar one encounter wher
the patiertt receives evoluation andlor speciolized (reofmernt for the same diagrosis on the scame
date of servree.

J. An ouspatient confocy betweerr a Medicaid herneficiary and more tham one health care
Provider within the same 24 hener period, and the services pravided are a result of a different
dfa;pm.ym, ConsIies nrore thary ene enconirier.

3. More than one ouipariens visit with the same health core providet withm the same 24 hour
period, and the serviees provided are a resull of a differens diagnosis, constitutes more them one
ericanrnter,

6. 7hose services negotiated between the THS or 638 Jacilities and the States not 10 he included
under the erncouniter definition witl be retmbursed i1 accordancy with the Starte Plon
n7e//roa'olog, Le., FFY FORC, REC efe.

7. Services provided 1o noti-Indian Medieaicf beneficiaries may he reimbursed at the all-
inclusive rate and ar o mitinsum, should be reimbursed at full actial costs.,

8 The above gusdance is 1o Ilended 10 imit the provision and refmbursement for additional
optional services and/or unigue State specific program, o. & establishing a relemedicine

program.

This defimition should heln 1o elirmineare confusion ghout what ap oulpalient encoimter. This
MOA presents o mnique oppartinify for Fr ederal, Siate and Iribal permmership for improving the
health care delivery system fo Al/ANS. Please distribuie 1his information ro appropriate offices.
Any questions concerning outpatient encounters at THS or 638 facilities should be directed to
HCFA’s Regional Office State Representatives.

Sincerely,



