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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -INPATIENT HOSPITAL
CARE

Citation
42 CFR 447, 434, 438, and 1902(a)(4), 1902(a)(6), and 1903

Payment Adjustment for Provider Preventable Conditions
The Medicaid agency meets the requirements of 42 CFR Part 447, Subpart A, and sections
1902(a)(4),1902(a)(6), and 1903 with respect to non-payment for provider-preventable conditions
(PPCs).

Other Provider-Preventable Conditions
The State identifies the following Other Provider-Preventable Conditions for non-payment under
Section 4.19 (B) of this State plan.

X___Wrong surgical or other invasive procedure performed on a patient; surgical or other invasive
procedure performed on the wrong body part; surgical or other invasive procedure performed on the
wrong patient.

Additional Other Provider-Preventable Conditions identified below:

In compliance with 42 CFR 447.26(c), the DVHA assures that:
1. No reduction in payment for a PPC will be imposed on a provider when the condition defined as a PPC
for a particular patient existed prior to the initiation of treatment for that patient by that provider.

2. Reductions in provider payment may be limited to the extent that the following apply:
a. The identified PPC would otherwise result in an increase in payment.
b. The State can reasonably isolate for non-payment the portion of the payment directly related to

treatment for, and related to, the PPC.
3. Non-payment for PPCs does not prevent access to services for Medicaid beneficiaries.

In order to determine the non-payment amount, for services paid under Section 4.19 (B) of this State plan, the
DVHA will utilize modifiers that are self-reported by providers on claims that indicate if an OPPC occurred.
When one of the OPPC modifiers is present on the claim, the DVHA will calculate a non-payment amount to
ensure that the services rendered which the OPPC pertains to are not paid for by DVHA.

This provision applies to all providers contracted with the DVHA.
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METHODS AND STANDARDS OF ESTABLISHING PAYMENT RATES - OTHER MEDICAL CARE

2. a. Outpatient Hospital and Ambulatory Surgical Center Services

2. Effective with dates of service on or after May 1, 2008, the Department of Vermont Health Access (DVHA) began
reimbursing qualified providers for outpatient hospital services under a prospective fee schedule as set forth in this
plan. Effective with dates of service on or after July 1, 2021, Ambulatory Surgical Centers were added to this group of
qualified providers. The majority of services are paid using the Medicare Outpatient Prospective Payment System
(OPPS) Ambulatory Payment Classification (APC) fee schedule as its basis. Effective July 1, 2021, dental services will
no longer be paid using Medicare OPPS APC fee schedule but will be paid via a Vermont Medicaid specific payment
methodology. Covered services that are delivered in an outpatient setting that are not payable in Medicare’s OPPS or
are not packaged in the price for another service in Medicare’s OPPS are paid using either a fee that has been set on
DVHA'’s professional fee schedule or by using a cost-to-charge ratio multiplied by covered charges. The majority of
the services on DVHA'’s professional fee schedule are derived from Medicare’s Resource Based Relative Value Scale
(RBRVS) relative value units (RVUs). Except as otherwise noted in the plan, state-developed fee schedule rates are the
same for both governmental and private providers. The agency’s most recent OPPS fee schedule rates were set as of
January 1, 2024 and are effective for services provided on or after that date. All rates are published on the DVHA
website.

i.  Participating Hospitals and Ambulatory Surgical Centers
All in-state and out-of-state hospitals and Ambulatory Surgical Centers will be included in this payment
methodology, regardless of any designation provided by Medicare.

ii. Discussion of Pricing Methodology
A. APC Rates

The DVHA will follow the Medicare OPPS pricing methodology with respect to how each CPT/HCPCS will be
treated in the Medicare OPPS although may deviate in rare circumstances from this methodology for specific
operational and/or policy reasons. Effective July 1, 2021, dental services covered by DVHA and payable under
Medicare OPPS in APC 5871 will not be paid using the pricing logic for APC 5871. Instead, DVHA will pay for
dental services in an outpatient hospital or ambulatory surgical center setting using the Vermont Medicaid specific
methodology described in 2.a.iii.I. DVHA will follow Medicare’s methodology with respect to packaging items
into the payment with the primary service.

Effective with dates of service on or after July 1, 2018, the DVHA has defined peer groups to set rates for groups

of hospitals in its OPPS. Effective July 1, 2021, Ambulatory Surgical Centers were added as a defined peer group.
Effective January 1, 2024, the rate paid for each service payable in DVHA’s OPPS using APC rates will be set as

follows:

= For in-state hospitals that have a Medicare classification of critical access hospital (CAH): the peer group base
rate is 106.5% of the Medicare 2024 OPPS national APC payment rate without local adjustment.

»  For in-state hospitals that do not have a Medicare classification of CAH and who are not considered an
academic medical center, the peer group base rate is 83.5% of the Medicare 2024 OPPS national APC payment
rate without local adjustment.

=  For two academic medical centers, the University of Vermont Medical Center (UVMMC) and Dartmouth-
Hitchcock Medical Center, the peer group base rate is 82% of the Medicare 2024 OPPS national APC payment
rate without local adjustment.

= For all other out-of-state hospitals, the peer group base rate is 79% of the Medicare 2024 OPPS national APC
payment rate without local adjustment.

= For Ambulatory Surgical Centers, the peer group base rate is 79% of the Medicare 2024 OPPS national APC
payment rate without local adjustment.

(Continued)
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METHODS AND STANDARDS OF ESTABLISHING PAYMENT RATES - OTHER MEDICAL CARE

(Continued)

2. a. 2. Outpatient Hospital and Ambulatory Surgical Center Services (Continued)

The percentages listed above are considered the base rates for DVHA’s OPPS. The DVHA maintains a
global policy of reimbursing the lesser of total claim billed charges and total estimated APC payments.

Effective with dates of service on or after July 1, 2016, the DVHA will no longer pay separately for
outpatient hospital services billed using revenue codes 510-519 (clinic services).

Since the DVHA uses peer groups that distinguish in-state critical access hospitals (CAHs) from other
hospitals, the DVHA will not pay any transitional outpatient payments (TOPs) made by Medicare to
SCHs or to rural hospitals with 100 or fewer beds that are not SCHs as defined by Section
1886(d)(5)(D)(iii) of the Social Security Act.

The DVHA endeavors to update the APC rates, the packaging methodology, and the outlier payment
methodology annually based upon the Medicare OPPS Final Rule set each year. The DVHA will also
update the status indicators quarterly based upon the Medicare quarterly OPPS Addendum B updates.

Outlier Payments

The DVHA will follow a modified Medicare OPPS pricing methodology with respect to identifying
claims eligible as high-cost outliers and for the outlier payment calculation for these claims; the
modification relates to apportionment of packaged charges to a specific APC; for operational simplicity,
DVHA uses all packaged charges and costs on a claim to determine whether the two-tiered test used by
Medicare is met.

iii. Special Payment Provisions

A.

Clinical Diagnostic Laboratory Services

When not packaged into another service payment in DVHA’s OPPS, clinical diagnostic laboratory
services performed for outpatients and nonhospital patients are reimbursed at the lesser of the submitted
charges or the Medicare maximum allowable rate for the date of service.

Outpatient Hospital Services Paid at Cost

If the participating hospital is an in-state hospital or Dartmouth Hitchcock, the Cost to Charge Ratio is
applied to determine the payment, which is derived from the hospital’s most recent filed Medicare Cost
Report. If the participating hospital is an out-of-state hospital or any in-state or out-of-state Ambulatory
Surgical Center, the Cost to Charge Ratio is applied to determine the payment, which is the average in-
state hospital Cost to Charge Ratio. The Cost to Charge Ratio is the total hospital cost to charge ratio,
which includes inpatient and outpatient. The Cost to Charge Ratio is applied only to detailed lines on a
claim in which: (1) the service is a covered service by DVHA and (2) it is not a packaged service in
Medicare’s OPPS and (3) it does not have a rate on the Medicare OPPS, the Medicare Lab Fee Schedule,
or DVHA’s professional fee schedule.

(Continued)
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METHODS AND STANDARDS OF ESTABLISHING PAYMENT RATES - OTHER
MEDICAL CARE (Continued)

2. a. 2. Qutpatient Hospital and Ambulatory Surgical Center Services (Continued)

iii. Special Payment Provisions (Continued)

C. Covered Outpatient Services Not Paid Under the Medicare OPPS Payment Methodology

In addition to clinical diagnostic laboratory services, other services that DVHA covers in an
outpatient hospital setting do not have a set fee under the Medicare OPPS Fee Schedule. These
include, but are not limited to, physical, occupational, and speech therapy; routine dialysis
services; screening and diagnostic mammography services; vaccines; non-implantable prosthetic
and orthotic devices; some rehabilitative therapies; and non-implantable durable medical
equipment. The full list of covered outpatient services paid outside of DVHA’s OPPS payment
methodology can be found at http://dvha.vermont.gov/for-providers/claims-processing-1. These
services will be paid either on a prospective fee schedule or using a Cost to Charge Ratio
methodology not to exceed cost as defined by the Medicare Cost Report. For items paid by fee
schedule, the fee applied will be defined by the DVHA but fees for specific services will not
exceed the fee established by Medicare.

D. Observation Services

The DVHA simplifies the Medicare OPPS payment methodology for observation services and
pays the observation APC when it is accompanied by a primary procedure. Additionally, if a
provider bills for observation in the absence of a primary procedure, the DVHA will pay for units
of observation service (1 hr = 1 unit) at a rate of $35.00/hour up to a maximum of 24 units
($840.00).

E. Medicare Crossover Claims

Effective with dates of service on or after May 1, 2008, the DVHA will limit payment on
outpatient Medicare crossover claims to the allowable deductible and coinsurance amount.

F. Hospital-based Physician Services

Hospital-based physician services will not be reimbursed if billed by the hospital on the UB-04
claim form. These services must be billed to the physician program in order to be reimbursed by
the DVHA.

G. New Facilities and New Medicaid Providers

New facilities under the APC system and new Medicaid providers will receive payments using the
same payment methodology as stated in 2.ii.A and 2.ii.B. The Cost to Charge Ratio that will be
used in the initial year for the purposes of calculating outlier payments will be the average in-state
Cost to Charge Ratio. If the new provider is an in-state hospital, the Cost to Charge Ratio that
will be used for calculating outlier payments after the first year will be the hospital’s Cost to
Charge Ratio calculated from its Medicare Cost Report. If the new provider is an out-of-state
hospital or Ambulatory Surgical Center, the Cost to Charge Ratio after the first year will continue
to be the average in-state Cost to Charge Ratio.

(Continued)
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METHODS AND STANDARDS OF ESTABLISHING PAYMENT RATES - OTHER
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2. a. 2. QOutpatient Hospital and Ambulatory Surgical Center Services (Continued)

iii. Special Payment Provisions (Continued)

H. Emergency Department Per Diem for Extended Mental Health Stays

Extended Emergency Department stays in which a Medicaid beneficiary meets clinical criteria for
inpatient psychiatric level of care and there are no beds available for placement are reimbursed at
a per diem rate established by the Division of Rate Setting equal to the average statewide rate per
patient day paid for services furnished in nursing facilities during the previous calendar year.

I.  Other Rate Adjustments

There may be some situations where a fee has not been established by the Medicare OPPS or by
the DVHA for a covered outpatient service. Payment for these services will be allowed charges
multiplied by the Cost to Charge Ratio assigned to the hospital as defined in 2.iii.c.

J.  Outpatient Dental Services

Effective with dates of services on or after July 1, 2021, covered outpatient dental services will no
longer be paid using Medicare’s OPPS APC fee schedule. Instead, covered outpatient dental
services for Hospitals and Ambulatory Surgical Centers will be paid via a Vermont Medicaid
specific payment methodology. This payment methodology for outpatient dental services will
work in conjunction with the existing Vermont Medicaid dental fee schedule. DVHA has created
two Vermont Medicaid specific APC groups (APC 001 and APC 002) for covered outpatient
dental services. All outpatient dental services delivered in an outpatient hospital or ambulatory
surgical center setting will be reimbursed for the technical component of the service as follows:

Diagnostic Services (D0120-D0999) — Packaged Service ($0.00)
Preventative Services (D1110-D1999) — Packaged Service ($0.00)
Restorative Services (D2140-D2999) — APC 001

Endodontics (D3110-D3999) — APC 001

Periodontics (D4210-D4999) — APC 001

Prosthodontics (D5110-D5999) — APC 001

Implant Services (D6010-D6199) — APC 001

Prosthodontics, Fixed (D6205-D6999) — APC 001

Oral & Maxillofacial Surgery (D7111-D7999) — APC 002

Orthodontics (D8010-D8999) — VT Medicaid Dental Fee Schedule Rate
General Services (D9110-D9999) — VT Medicaid Dental Fee Schedule Rate

Covered outpatient dental services assigned to either APC 001 or 002 will be assigned a Medicare
status indicator of T, which will indicate that the OPPS multiple procedure reduction will be
applied. For packaged services, a Medicare status indicator of N will be applied. For dental
services paid through DVHA'’s dental professional fee schedule, a Medicare status indicator of M
will be applied. (Continued)

GCR# _ 23-040 Effective Date: 5/11/2023
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METHODS AND STANDARDS OF ESTABLISHING PAYMENT RATES - OTHER
MEDICAL CARE (Continued)

2. a. 2.

Outpatient Hospital and Ambulatory Surgical Center Services (Continued)

1v. Ongoing Maintenance

As a part of ongoing maintenance of the payment system, the DVHA may change the following
on a periodic basis either separately or in combination:

A.

B.

The Medicare Cost Report values used to establish outlier payment status
The inflation factor used to best represent current costs

The Medicare OPPS APC fee schedule

The Fixed Outlier Value

The Outlier Percentage

GCR# _ 21-023 Effective Date: 7/1/2021

Supersedes

GCR # _None Last TN#  None Approval Date: ~ N/A
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METHODS AND STANDARDS OF ESTABLISHING PAYMENT RATES - OTHER
MEDICAL CARE (Continued)

2. b. Rural Health Clinic Services/Federally Qualified Health Centers

X The payment methodology for FQHCs/RHCs will conform to section 702 of the BIPA 2000
legislation.

X The payment methodology for FQHCs/RHCs will conform to the BIPA 2000 requirements
Prospective Payment System (PPS).

X The payment methodology for FQHCs/RHCs will conform to the BIPA 2000 requirements
for an alternative payment methodology. The payment amount determined under this
methodology:

1. Is agreed to by the State and the center or clinic; and
2. Results in payment to the center or clinic of an amount which is at least equal to the PPS
payment rate.

Alternative Payment Methodologies

In any fiscal year following FY 2002, an FQHC/RHC has the option to retain payment under the
standard methodology defined in 1902(bb)(6) or to adopt an APM methodology different from
the Medicaid BIPA PPS. To utilize the APM methodology, compliance with specific statutory
requirements must be met. Firstly, the State and each individual FQHC/RHC must mutually agree
to the APM's application. Additionally, the methodology must ensure that the center or clinic
receives a payment at least equivalent to their entitlement under the Medicaid BIPA PPS rate.

1. Alternative Payment Methodology (APM #1 effective 01/01/2018 — 06/30/2023)

Effective January 1, 2018 FQHCs/RHCs electing the APM were paid under either (a) or (b)
below for the period of January 1, 2018 through December 31, 2021. Effective January 1, 2022
through June 30, 2023 FQHCs/RHCs electing the APM were paid under (a) below.

a) APM #1 Baseline Rates
i. Rebasing the BIPA Base rate to the 2016 Medicare Cost Reports.
ii. Included the $5.00 Medicare AIR bump for FQHC providers that were in practice in
2010.
iii. Increased by the Medicare Economic Index (MEI) inflationary factor.

b) Differential APM
1. APM 25% of APM #1 Baseline Rates + 75% of the 2017 APM for dates of service
January 1, 2019 through December 31, 2019.
ii. APM 50% of APM #1 Baseline Rates + 50% of the 2017 APM for dates of service
January 1, 2020 through December 31, 2020.
iii. APM 75% of APM #1 Baseline Rates + 25% of the 2017 APM for dates of service
January 1, 2021 through December 31, 2021.

GCR# 24-006 Effective Date: 2/21/2024
Supersedes
GCR # 23-077 Last TN: 16-005 Approval Date: N/A
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METHODS AND STANDARDS OF ESTABLISHING PAYMENT RATES - OTHER
MEDICAL CARE (Continued)

2. b. Rural Health Clinic Services/Federally Qualified Health Centers (Continued)

2. Alternative Payment Methodology (APM #2 effective 07/01/2023 — 02/20/2024)

Effective July 1, 2023 FQHCs/RHCs electing the APM were paid with the following
methodology for the period of July 1, 2023 through February 20, 2024:

a) APM #2 utilizes the FQHC/RHC costs associated with their 2016 Medicare Cost Report and
includes the $5.00 Medicare AIR bump for FQHC providers that were in practice during CY
2010. The rate calculated under this Alternative Payment Methodology (APM #2) also
includes a 3.8% increase based off CY 2023 MEI plus an additional 10% Legislative directed
increase.

3. Alternative Payment Methodology (APM #3 effective 02/21/2024)

Effective February 21, 2024 FQHCs/RHCs electing the APM will be paid with the following
methodology:

a) APM #3 utilizes APM #2 as the base while including a 4.6% increase based off CY 2024
MEI.

Payment to RHC’s and FQHC’s not electing the APM will be made at the federal Prospective Payment
System (PPS) payment level consistent with BIPA and adjusted for changes in scope and reasonable
costs. Rates for FQHCs and RHCs were last updated effective February 21, 2024.

FQHCs and RHCs are free to participate in the Medicaid Next Generation Accountable Care Organization
(ACO) Program.

DVHA requests all facilities submit cost reports each year to DVHA by May of each calendar year. In
addition, if the facility is requesting a change to its PPS rate based on scope of service or reasonable cost
changes, it must include a copy of its most current cost report with the request for a PPS review. These
reviews will be conducted throughout the year and PPS rates adjusted, if appropriate, per the results of the
review.

As of January 1, 2018, DVHA will no longer conduct cost settlement activities related to FQHC and RHC
encounter rate setting. The cost report submissions, therefore, will be used to support the scope of service
and reasonable cost process and not for any additional cost settlement activities.

GCR# 24-006 Effective Date: 2/21/2024
Supersedes
GCR # 23-077 Last TN: 16-005 Approval Date: N/A
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METHODS AND STANDARDS OF ESTABLISHING PAYMENT RATES - OTHER MEDICAL
CARE (Continued)

3. Other Laboratory and X-Ray Services

Payment is limited to laboratories and laboratory services certified by Medicare.
Except as otherwise noted in the plan, State developed fee schedule rates are the same for both
governmental and private.

Effective April 1, 2023 other Clinical Diagnostic Laboratory services, not covered under the
Medicare OPPS payment methodology, will be paid at 99% of Medicare’s Clinical Diagnostic
Laboratory fee schedule. COVID-19 Codes will remain at 100% of Medicare’s Clinical
Laboratory fee schedule. These rates will be updated annually using the latest version of
Medicare’s Clinical Diagnostic Laboratory fee schedule. Medicaid reimbursement for Clinical
Diagnostic Laboratory tests may not exceed the amount that Medicare recognizes for such tests.
All rates are published on the DVHA website.

GCR# 23-037 Effective Date: 4/1/2023
Supersedes
GCR# 22-013 Last TN# _ 16-005 Approval Date: _N/A_



TITLE XIX Attachment 4.19-B
State: Vermont Page 2b

METHODS AND STANDARDS OF ESTABLISHING PAYMENT RATES - OTHER
MEDICAL CARE (Continued)

4. a. Nursing Facility Services

The Division of Rate Setting of the Agency of Human Services, pursuant to 33 VSA
8193, certifies to the Commissioner of Social Welfare prospective per diem rates to be
utilized in reimbursing for care in each participating nursing facility.

Payment for authorized care furnished to a Vermont Medicaid recipient by a certified
out-of-state nursing facility will be made at the per diem rate established by the state’s
single state agency for Medicaid. No retroactive adjustments are made in payments to an
out-of-state facility.

A prospective per diem rate for the purpose of reimbursing for nursing facility care
furnished in Vermont general hospitals will be established by the Division of Rate Setting
at the beginning of each fiscal year.

See ATTACHMENT 4.19-C for additional methods and standards governing payment
during temporary absences from the facility.

Payment for Rehabilitation Center services provided in nursing facilities located outside
Vermont for the severely disabled such as head injured or ventilator dependent people
will be made at the lowest of:

1) the amount charged; or

2) anegotiated rate: or

3) the Medicaid rate as paid by at least one other state Medicaid agency in the
Boston region.

Payment for rehabilitation center services which have not been authorized by the
Medicaid Director or a designee will be made at the nursing facility (non rehabilitation
center) rate established by Medicaid in the state in which the center is located.

b. Early and Periodic Screening, Diagnosis and Treatment

All providers are reimbursed in accordance with the methods and standards described
within this state plan for each specific service.

Personal care services, home visiting, and health education are paid at the lower of the
actual charge or the Medicaid rate on file.

TN# _ 95-7 Effective Date: __ 05/13/95
Supersedes
TN# _ 94-26 Approval Date:  07/19/95
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METHODS AND STANDARDS OF ESTABLISHING PAYMENT RATES - OTHER MEDICAL CARE
(Continued)

4. c. Family Planning Services
Family planning services are reimbursed in accordance with the methods and standards described within
this State Plan for each specific service. The agency’s rates were set as of 07/01/09 and are effective for
services on or after that date. All rates are published at www.dvha.vermont.gov/for-providers. Except as
otherwise noted in the plan, State developed fee schedule rates are the same for both governmental and
private.

5. Physician’s Services
Payment for a service rendered by a physician (M.D or D.O.) is made at the lower of the actual charge for
the service or the Medicaid rate on file. For services payable in Medicare’s Resource Based Relative Values
Scale payment methodology, the DVHA is utilizing the Medicare RBRVS RV Us, the Medicare GPCls and
State determined conversion factors as specified in Section 26. The RBRVS methodology was updated for
dates of service effective as specified in Section 26 of Attachment 4.19-B. All rates are published at
www.dvha.vermont.gov/for-providers. Except as otherwise noted in the plan, State developed fee schedule
rates are the same for both governmental and private.

a. Supplemental Payments for Qualified Teaching Professionals

a. Notwithstanding other provisions of this Attachment 4.19-B, effective 7/1/2011, supplemental
payment will be paid according to this subsection for professional services performed by Qualified
Teaching Physicians (QTPs). The purpose of the supplemental payment is to ensure access to
essential professional services for Medicaid beneficiaries through the care provided by teaching
physicians on the faculty of the University of Vermont (UVM) College of Medicine.

QTPs include those physicians who are:
1. Licensed by the State of Vermont, where applicable;
2. Enrolled as a State of Vermont Medicaid provider; and
3. Hold salaried appointments on the faculty of the UVM College of Medicine and are
employed by UVM Medical Group.

b. A supplemental payment will be made for services provided by QTPs in an amount equal to the
difference between the Medicaid payments otherwise made for the services and payments at the
Average Commercial Rate. Only the professional component of a procedure is eligible for a
supplemental payment. Payment will be made quarterly and will not be made prior to the delivery of
services.

(Continued)
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(Continued)

c. The Average Commercial Rate to be paid to QTPs is determined as follows:

1. Compute the Average Commercial Fee Schedule: For the most recently completed calendar year, compute
the average commercial payment rate per procedure code, including patient share amounts, paid by the top
five commercial third party payers as determined by total billed charges reported for all QTPs. The average
rate for each procedure code will be a straight average among all QTPs for which a rate is available.

2. Calculate the Average Commercial Payment Ceiling: For the most recently completed calendar year,
multiply the Average Commercial Fee Schedule rate for each procedure code as determined above by the
number of times each procedure code was paid to QTPs on behalf of Medicaid beneficiaries as reported from
the Medicaid Management Information System (MMIS). The sum of the product for all procedure codes
subject to enhanced payment represents the Average Commercial Payment Ceiling.

3. Calculate the Medicaid Payment Amount. Using the same data as in 11A.(c)(2), multiply the units for each
procedure code by the most recent Medicaid rate on file for the procedure code.

d. The Medicaid Supplemental Payment to QTPs is equal to 95% of the difference between the Average
Commercial Payment Ceiling for the year and the total Medicaid Payment Amount for the year.

e. The calculated supplemental payment amount is equal to 95% of the ACR as calculated and made available by the
State for the calendar year.

6. a. Podiatrist’s Services
Payment is made at the lower of the actual charge or the Medicaid rate on file. For services payable in Medicare’s
Resource Based Relative Values Scale payment methodology, the DVHA is utilizing the Medicare RBRVS RVUs,
the Medicare GPCls and State determined conversion factors as specified in Section 26. The RBRVS methodology
was updated for dates of service effective as specified in Section 26 of Attachment 4.19-B. All rates are published at
www.dvha.vermont.gov/for-providers. Except as otherwise noted in the plan, State developed fee schedule rates are
the same for both governmental and private.

b. Optometrist’s Services
Payment is made at the lower of the actual charge or the Medicaid rate on file. For services payable in Medicare’s
Resource Based Relative Values Scale payment methodology, the DVHA is utilizing the Medicare RBRVS RV Us,
the Medicare GPCls and State determined conversion factors as specified in Section 26. The RBRVS methodology
was updated for dates of service effective as specified in Section 26 of Attachment 4.19-B. All rates are published at
www.dvha.vermont.gov/for-providers. Except as otherwise noted in the plan, State developed fee schedule rates are
the same for both governmental and private.

c. Chiropractors
Payment is made at the lower of the actual charge or the Medicaid rate on file. For services payable in Medicare’s

Resource Based Relative Values Scale payment methodology, the DVHA is utilizing the Medicare RBRVS RV Us,
the Medicare GPCls and State determined conversion factors as specified in Section 26. The RBRVS methodology
was updated for dates of service effective as specified in Section 26 of Attachment 4.19-B. All rates are published at
www.dvha.vermont.gov/for-providers. Except as otherwise noted in the plan, State developed fee schedule rates are
the same for both governmental and private.

TN# 14-013 Effective Date: 01/01/14
Supersede
TN# 13-013 Approval Date: 04/02/14
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METHODS AND STANDARDS OF ESTABLISHING PAYMENT RATES - OTHER MEDICAL CARE
(Continued)

6. d. Other Practitioners Services
1. Behavioral Health Services
Payment is made at the lower of the actual charge or the Medicaid rate on file. For services payable in Medicare’s Resource
Based Relative Values Scale payment methodology, the DVHA is utilizing the Medicare RBRVS RVUs, the Medicare GPCls
and State determined conversion factors as specified in Section 26. The RBRVS methodology was updated for dates of service
effective as specified in Section 26 of Attachment.4.19-B. All rates are published at www.dvha.vermont.gov/for-providers.
Except as otherwise noted in the plan, State developed fee schedule rates are the same for both governmental and private.

2. Opticians’ Services

Payment is made at the lower of the actual charge or the Medicaid rate on file. For services payable in Medicare’s Resource
Based Relative Values Scale payment methodology, the DVHA is utilizing the Medicare RBRVS RVUs, the Medicare GPCls
and State determined conversion factors as specified in Section 26. The RBRVS methodology was updated for dates of service
effective as specified in Section 26 of Attachment 4.19-B. All rates are published at www.dvha.vermont.gov/for-providers.
Except as otherwise noted in the plan, State developed fee schedule rates are the same for both governmental and private.

3. High-Tech Nursing Services

Payment is made at the lower of the actual charge or the Medicaid rate on file. Rates were set as of 02/15/2023 utilizing the
CMS 2023 Lower Utilization Payment Adjustment (LUPA) rate calculation process and are effective for services on or
after that date. All rates are published at www.dvha.vermont.gov/for-providers. Except as otherwise noted in the plan, State
developed fee schedule rates are the same for both governmental and private.

4. Licensed Lay Midwife Services

Payment is made at the lower of the actual charge or the Medicaid rate on file. For services payable in Medicare’s Resource
Based Relative Values Scale payment methodology, the DVHA is utilizing the Medicare RBRVS RVUs, the Medicare GPCls
and State determined conversion factors as specified in Section 26. The RBRVS methodology was updated for dates of service
effective as specified in Section 26 of Attachment 4.19-B. All rates are published at www.dvha.vermont.gov/for-providers.
Except as otherwise noted in the plan, State developed fee schedule rates are the same for both governmental and private.

5. Naturopathic Physician Services

Payment is made at the lower of actual charge for the service or the Medicaid rate on file. For services payable in Medicare’s
Resource Based Relative Values Scale payment methodology, the DVHA is utilizing the Medicare RBRVS RVUs, the
Medicare GPCls and State determined conversion factors as specified in Section 26. The RBRVS methodology was updated
for dates of service effective as specified in Section 26 of Attachment 4.19-B. All rates are published at
www.dvha.vermont.gov/for-providers. Except as otherwise noted in the plan, State developed fee schedule rates are the same

6. Licensed Behavior Analysts and Licensed Assistant Behavior Analysts

Payment is made at the lower of the actual charge or the Medicaid rate on file. Rate