FY’09 CMHSP TOTAL SUB-ELEMENT COST REPORT

This report provides the total service data necessary for MDCH management of CMHSP contracts and reporting to the Legislature.  The data set reflects and describes the support activity provided to or on behalf of all consumers receiving services from the CMHSP regardless of funding stream (Medicaid, general fund, grant funds, private pay, third party pay, contracts).  The format is presented by procedure code, beginning with facility services reported by revenue code.   Most of the activity reported here will also have been reported in the encounter data system. Refer to the Mental Health HCPCS and CPT Code List and the Costing Per Code list on the MDCH web site for cross walk between services and the appropriate codes.

RULES FOR REPORTING ON CMHSP TOTAL SUB-ELEMENT COST 

Background:

Per the CMHSP and PIHP contracts with the Department of Community Health, beginning FY’04 the community mental health system is required to submit two cost reports:

The 18 PIHP Medicaid Utilization and Aggregate Net Cost report replaces the PIHP Medicaid Sub-element cost report.  It will be used by the state’s actuary in the analysis of the encounter data and costs. As such, the Medicaid report is an internal report. The actuary will use this report to review Medicaid managed care administration costs and determine the administrative load for the future rates. The report will also be used to compare the volume of units reported with the encounter data. 

The 46 CMHSP Total sub-element cost reports will continue to be used by MDCH to comply with the MDCH Appropriations Act Section 404 boilerplate requirements.

It is not currently intended that the Sub-element cost expenditures match the Financial Status Report (FSR) expenditures.  Each CMHSP should maintain documentation, however, as to the source of variance between the FSR and the sub-element cost report.

Instructions:

I. Total units, cases, and costs per procedure code

a. Enter the number of units per procedure code that were provided during the period of this report for each eligibility group – individuals with a developmental disability, adults with mental illness, and children with mental illness. For most of the procedure codes, the total number of units should be consistent with the number of units for that procedure code that were reported to the MDCH warehouse for all consumers.  Follow the same rules for reporting units in this report that are followed for reporting encounters.  Refer to the Mental Health HCPCS and Revenue Code Chart on the MDCH web site, the Mental Health and Substance Abuse Chapter of the Medicaid Provider Manual (also on the MDCH web site) and the Costing Per Code document issued by MDCH.  Report services for Persons with Developmental Disabilities (H), Adults with Mental Illness (I), and Children with Serious Emotional Disturbance (J) in separate columns on the spreadsheet. 
b.  Units, cases and costs for those individuals who have both a mental illness and a developmental disability designation should be reported in only one column (H, I or J). Report these units, cases and costs based on the person’s primary diagnosis.
c. Note that some procedures are reportable under only one column.  An example is out-of-home prevocational service (T2015) that is only available to persons with a developmental disability.  
d. Peer-delivered (H0038) has a row for units, costs, and cases that were reported in the encounter data, and a row for peer-delivered expenditures (typically drop-in center activities) that were not captured by encounters data. Do not aggregate the units, cases and costs and report in the row for cost-only peer-delivered. Do not combine the costs from either row.
e. Several codes have rows without modifiers as well as rows with modifiers: 90849 (HS modifier used to distinguish when a beneficiary is not present), H2016 and T1020 (TF and TG modifiers used to distinguish levels of support).  For T1017, SE modifier is used to distinguish between targeted case management and case management provided in a nursing home.  It is important that the appropriate number of units, cases and costs are entered into the correct rows for these procedures.  Do not aggregate the units, cases and costs for the modified procedures into one row.
f. Please note the row for residential room and board.  If room and board is reported as encounters (S9976) to the warehouse, enter the cases, units, and costs here.  If room and board was not reported as encounters, report it in Row V, “Other.”
g. A row for pharmacy is included to report drugs, including injectibles, and other biologicals.  Do not report “enhanced pharmacy” cases and costs in this row.
h. A row for “other” has been added to report other procedure codes that are not included in the rows above.  These are typically non-mental health activities provided to individual consumers for which CMHSPs use general funds.
i. Enter the unique number of cases per procedure code.  This number should reflect the unduplicated number of consumers who were provided the service during the reporting period.  Record case, unit, and costs under “Column J” if the child has a mental illness and is less than age 18 on the last day of the reporting period.  
j. Enter the total expenditures per procedure code (see exclusions below) by each population group.
k. Rows for Substance Abuse procedure codes are included.  If the CMHSP is providing these services or contracting with a provider for these services then the unique number of cases, number of units, and total costs should be entered into these lines.  Cases should only include those consumers who are in at least one of the eligibility groups – individuals with a developmental disability, adults with mental illness, or children with mental illness. Do not include units and costs for services managed/provided via a Substance Abuse Coordinating Agency (CA).  
II. Prevention- Indirect Service Model

a. In row II, column K, enter the total expenditures (staff, facility, equipment, staff travel, contract services, supplies and materials) for indirect prevention activities.  

III. MH/DD Medicaid Administration by PIHP Hub for its Affiliate CMHSPs: 



Only those CMHSPs who are PIHPs for an affiliation report a cost here.  This is the cost of those administrative functions where the PIHP/CMHSP retained  Medicaid funding to assist with the administration of the spoke CMHSPs.  Only enter the Medicaid administration costs incurred by the central CMHSP on behalf of services OUTSIDE of the central CMHSP region.  CMHSPs that are stand-alone PIHPs and CMHSPs that are affiliates report “zero”.

IV. MH/DD Administration by CMHSP:

Enter in column K the total expenditures for managed care administration performed by the CMHSP for all its services.   For affiliates this includes delegated Medicaid managed care administration and includes non-Medicaid managed care administration.  In those instances where the PIHP also provides administrative service organization activities for the affiliates for non-Medicaid services, the CMHSP affiliate should include this cost and the PIHP should not include the cost. 

IV. All Other Costs: 
In column K report all service-related costs that cannot be included in any of the service lines above and cannot be charged to Medicaid.  Examples of ‘other costs’ include room and board, MRS cash match, labs, and pharmacy not already reported in any procedure codes.  Exclude local match payment toward Medicaid, payments to ISF, write-offs from prior years, CMHSP-run workshop expenses, grant dollars that are not included in the procedure code lines above, and use tax or tax for the Quality Assurance & Assessment Program (QAAP).  Please provide an itemized listing of “all other costs” in the Comments box.

VI.
Substance Abuse Service and Administrative Costs: 

Enter in column K the total expenditures (services + administration) for substance abuse services managed or provided by the CMHSP to individuals with substance use disorders in the CMHSP catchment area.  Do not include costs reported in the substance abuse service procedure lines above for individuals with a developmental disability or a mental illness. 
VII. Total MH/DD Cases and Costs: 
Enter in the appropriate columns the unduplicated number of cases and costs for each population group.

Grand Total Expenditures: 
Formula in cell will automatically calculate the sum of all costs included in this report.

Exclusions

The following expenditures must be excluded from the CMHSP Sub-Element Cost Report:

1. Room and board costs should be included only under S9976 or row V. “All Other” 

2. Local contribution to Medicaid

3. Payments made into internal service funds (ISFs) or risk pools. 

4. Provider of administrative service organization (ASO) services to other entities, including PIHP/hub ASO activities provided to CMHSP affiliates/spokes for non-Medicaid services


5. Write-offs for prior years


6. Substance Abuse services provided by the CMHSP under provider contract with CAs (these show up in the report from the CA)

7. Workshop production costs (these costs should be offset by income for the products).

8. Medicare payments for inpatient days (where CMHSP has no financial responsibility)

9. Services provided in the Center for Forensic Psychiatry

10. Mental health services paid for by health plan (MHP) contracts.

Additional Issues

III. Sub-Element Cost Report and Data Submission: Other Issues and DO's and DON'Ts
1. Include costs and services that were funded by prior year savings or carry-forward or by funds pulled out of the ISFs.

2. Include cases, units and costs for Children’s Waiver – You can report these using the separate rows that have been added for Children’s Waiver or you may report them in other related fields. 

3. Include costs and services for persons with co-occurring conditions where revenues were used by the CMHSP to purchase or provide such services using funds that were not paid to the CA.

4. Report services and costs that match the accrual assumptions for fee-for-service activities where an end-of-year financial accrual is made for services incurred but where a claim has not been processed. (i.e., report cases, units, and costs for services rendered, but those whose claims have not been adjudicated by the time of report).

5. If services are provided by a CMHSP to another CMHSP/PIHP through an earned contract, the COFR CMHSP should report these costs, NOT the providing CMHSP

6. If services were delivered by the CMHSP, but paid for by a Medicaid Health Plan, do not report on the sub-element table.

7. Spend-down is captured separately on the Medicaid Utilization and Net Cost Report but does not need to be separated on this report.

8. Report information from State Psychiatric Hospitals (includes those persons at Mt. Pleasant who are not 
ICF-MR eligible)
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