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Introduction 
 

The Medicare, Medicaid and SCHIP Benefits Improvement and Protection Act of 
2000(BIPA) replaced the traditional cost-based reimbursement system for federally-
qualified health centers (FQHCs) with a new prospective payment system (PPS).1 The 
PPS reestablishes the Federal requirement that FQHCs be reimbursed at a minimum 
rate for services provided to Medicaid patients.  This payment baseline is not nationwide 
but rather is based on the average of each FQHC's FY1999 and FY2000 reasonable 
costs per visit rates - therefore, it is a unique payment rate for each FQHC. For existing 
FQHCs, a baseline per visit rate was established for services provided between January 
1, 2001 and September 30, 2001, and then adjusted to take into account any change in 
the scope of services during that year. For FY2002 and the years thereafter, the per 
visit rate equals the previous year's per visit rate, adjusted by the Medicare Economic 
Index (MEI) for primary care and any change in the FQHC's scope of services. 2 
 
While the PPS establishes a Medicaid per visit payment rate floor, it does not require 
states to reimburse FQHCs using the PPS methodology.  States may choose to 
implement an alternative payment methodology (APM), including continuation of 
reasonable cost reimbursement, as long as it does not pay less than what FQHCs 
would have received under PPS and the affected FQHCs agree to the APM.  
 
In February of this year, the Childrenôs Health Insurance Program Reauthorization Act 
of 2009 (CHIPRA) was signed into law. The new law reauthorizes and expands the 
current state Childrenôs Health Insurance Program to 11 million children. CHIPRA also 
makes several key policy changes that will impact Health Centers and their operations. 
Among those changes is the creation of a prospective payment system (PPS) for 
FQHCs modeled after reimbursement laws currently used for Medicaid.3  The deadline 
for states to implement the new health center PPS was October 1, 2009.    
 
Since 2003, the National Association of Community Health Centers (NACHC) has 
surveyed annually Primary Care Associations (PCAs) regarding PPS implementation 
and policy in their states.  The findings in this report represent information provided 
solely by the PCAs responding to the survey.  In many cases, these PCAs sought and 
received assistance from their state Medicaid agencies in completing the survey. 
 
 
 
 
 
 
 

                                                 
1
 Public Law No. 106-554. 

2
 NACHC Medicare/Medicaid Technical Assistance Issue Brief #69 ñUnderstanding the Medicaid    

Prospective Payment System for Federally Qualified Health Centers (FQHCs)ò. January 2001. 
3
 Public Law No. 111-3, Section 503. 
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Summary of Findings 
 
PPS Snapshot 

 22 states use PPS, 12 use an Alternative Payment Methodology (APM) and 9 
use a combination of both.   

 One state (NH) has not implemented either PPS or APM.    

 82% have issued a written state PPS policy. 
 
PaymentðRates, Services, Visits 

 States vary on what services are included in their per visit payment rates.  The 
most commonly excluded service is prescription drugs, followed by x-ray, lab 
then dental and mental health. With regard to obstetric (OB) services, they are 
included in the rate in most states with reimbursement for deliveries as the major 
variable.    

 Average payment rates vary widely from about $90 to over $200 and the range of 
rates is much greater.  

 85% use the Medicare Economic Index (MEI) as an inflation factor. The states 
using different factors are Colorado, New Mexico and Washington.   

 DC has no limit on the number of reimbursable visits per day, while 7 states limit 
to one FQHC visit per day (AL, AR, CT, FL, GA, MN, NV) and the vast majority of 
states place other limits, most commonly one per type (i.e. medical, dental, 
mental health). Another variation is one visit per diagnosis.    

 Rate setting for new starts varies widely. Some states use nearby health centers 
while others use various averages and some use cost reports.   

 71% file cost reports.   
 
Scope of Service  

 PCAs from 18 states report that there is no scope of service definition and 9 
report no rate adjustment process.  Those that do have definitions vary greatly, 
as do those with adjustment processes.  In terms of when payment rate changes 
take place, a variety of systems are used with most taking place on the date the 
new service is added.  The average time to request a payment change varies 
from days to years. 

 PCAs from 27 states indicated they were aware of FQHCs that had sought a rate 
change in the past year.  That number varied widely with most reporting just 1 or 
2 and others reporting upwards of 50-60% of the health centers in the state.  
Most health centers seeking a rate change got that change approved.  The 
average amount of change was between $2 and $20 per visit for most states.   

 The services involved in rate changes varied widely with 8 states reporting 
dental/oral health and 3 states reporting OB services. 

 
Wrap-Around Payments 

 Two-thirds of states provide wrap-around payments to FQHCs treating Medicaid 
managed care enrollees.  The remaining one-third indicate they do not receive 
wrap-around payments or do not have any managed care enrollees.  Most 
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provide wrap-around payments on a quarterly basis although some provide 
monthly payments and a couple pay as claims are submitted. 

 The PCAs seem to be split in their view of the wrap-around process.  About one-
third report that it has been very problematic, while the other two-thirds report no 
problems.  The most common problem seems to be delay in payments with some 
states reporting very long delaysðeven several years in at least two cases.   

 
PPS Overall 

 PCAs reported that overall all types of health centers have fared no different than 
other health centers (i.e. urban vs. rural) under PPS than under reasonable cost, 
with the exception of new starts where 20% reported that new starts fared better.      

 The most commonly reported negative impacts of PPS on FQHCs include: 
delayed wrap-around payments, unclear change of scope definitions, the 
insufficiency of MEI as an inflation factor, and the limitation of payment caps.      

 The more beneficial aspects of PPS that PCAs reported include:  strong change 
of scope definitions and adjustment processes, elimination of cost reports, MEI 
adjustment, and monthly wrap-around payments. 

 In the past year, 11 states have promulgated regulatory or other written policy 
changes to PPS.   

 
CHIP Payment Rates, Benefits and Eligibility 

 It appears that the states with Medicaid expansion programs (21 reported) 
reimburse health centers for CHIP patients at their PPS rate (same as Medicaid).  
FL, IL, and OR have a combination and reimburse PPS for both Medicaid 
expansion children and separate programs.    The states with CHIP stand-alone 
programs (16 reported) do not. NM and NC have a combination and reimburse 
PPS for Medicaid expansion children and fee-for-service for separate programs.  
These states are required to implement a new CHIP PPS rate by October 1, 
2009. 

 In 31 states, CHIP benefits are the same as Medicaid 

 Key Medicaid benefits not covered by CHIP (in only a few states) include home 
health care, hospice, vision, and mental health. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

Methods 
 

 PCAs representing 43 states and the District of Columbia responded at least in 
part to the survey. 

 Tables 1-14 include the PCA responses. 

 If a PCA did not respond to a specific part of a question that portion of the table 
is blank.   

 If an entire question was skipped, that state is not included in the corresponding 
table. 

 Percentages are based on the number of responses to a particular question.  

 9 states are not included in the survey:  Alaska, Arizona, Delaware, Maryland, 
Ohio, Rhode Island, Utah, Vermont, and West Virginia. 
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Table 1. State Payment Methodologies 

State 
(N=44) 

 

FQHC Reimbursement 
Methodology 

APM Methodology 
Has State 

Issued 
PPS Policy? 

Comments 
 

Reasonable 
Cost 

 
Other 

PPS APM Both 

Alabama X     Y  

Arkansas    X X  Y No change since first developed 

California    X   Y  

Colorado   X  X  Y  

Connecticut X     N  

D.C X     Y  

Florida X     Y  

Georgia X   X  Y  

Hawaii X     Y  

Idaho   X X  Y  

Illinois  X     Y  

Indiana X     Y  

Iowa  X  X  N  

Kansas   X X  Y  

Kentucky X     Y  

Louisiana X     Y 
Rules are limited, questionable 
and under review with DHH 

Maine X   X  Y  

Massachusetts    X X  Y Regulation 114.3 CMR 4.00 

Michigan   X   

We use an APM 
that was based 
on 1999/2000 
reasonable cost 
with adjustments 
and carve outs. 

Y  

Minnesota   X  

APM1 = 100% of 
costs(Medicare 
limit applies) + 
add-on's for 
enrolled 
teaching 
FQHC's and Pay 
for Performance 
bonus incentive 
add-on's    
APM2 = PPS + 
2% currently(for 
MinnesotaCare 
tax) + add-ons 
for enrolled 
teaching FQHCs 
+ Pay for 
Performance + 
tentatively health 
care home 
payments 

Y  

Mississippi X   X  N  
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State 
(N=44) 

 

FQHC Reimbursement 
Methodology 

APM Methodology 
Has State 

Issued 
PPS Policy? 

Comments 
 

Reasonable 
Cost 

 
Other 

PPS APM Both 

Missouri  X   

Missouri uses a 
cost-based 
methodology for 
Medicaid 
payments to 
CHCs. 

Y  

Montana X     Y  

Nebraska X     Y  

Nevada X   X  Y  

New Jersey   X   

The base rate 
was set using 
the higher of 
1999 or 2000 
versus a 
blended rate. All 
other provisions 
are the same. 

Y  

New Hampshire    X  N 
We are currently working with the 
state department of Health and 
Human Services on this issue 

New Mexico  X   

State uses CPI-
Urban Medical 
Care inflation 
indicator 

Y  

New York X    

The state is 
implementing 
Ambulatory 
Patient Group 
System (APGs) 
for reimbursing 
ambulatory care 
providers and 
allowing FQHCs 
to continue to 
use PPS.  At 
present, most 
FQHCs are not 
using the APG, 
but have 
remained on 
PPS.  We have 
a lot more info 
on APGs - both 
in-house and on 
the NYS DOH 
website 

Y 
NYS has recently issued 
documents on the wraparound.   

North Carolina   X X  Y  

North Dakota    X X  N 

This has been requested in the 
past, however there have been 
none developed.  The FQHC's in 
ND plan to pursue further. 
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State 
(N=44) 

 

FQHC Reimbursement 
Methodology 

APM Methodology 
Has State 

Issued 
PPS Policy? 

Comments 
 

Reasonable 
Cost 

 
Other 

PPS APM Both 

Ohio X     Y  

Oklahoma X     Y  

Oregon X   X  Y  

Pennsylvania X     N 
PACHC is working with 
DPW/OMAP to develop policies 

Rhode Island  X  X  Y  

South Carolina   X  X  N 

State Plan amendment to meet 
requirements was done in January 
2001, but state chose to keep 
APM reimbursement.  Currently 
working with FQHCs on 
developing alternate PPS 

South Dakota X   X  N 

Left the PPS with just state plan 
amendments.  Considering 
opening discussion with both 
Medicaid Agencies about writing 
PPS rules/policies. 

Tennessee  X  X  Y 
The state uses the State Plan 
approved by CMS 

Texas   X  X  Y 

Medicaid PPS rules have been in 
effect for some time.  The state is 
now developing PPS rules for 
CHIP. 

Virginia  X  X  Y  

Washington  X  X  Y  

Wisconsin   X X  Y  

Wyoming X   X  Y  

Total 22 12 9 23 2 Y=36/N=8  
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Table 2a. Inclusion and Exclusion of Services in the Payment Rate 

State  
(N=37) 

 
Services Included in 

PPS/APM Rate 

Services Excluded from PPS/APM Rate 

Lab X-Ray Rx 
Mental 
Health Dental Other 

Alabama    X   
 

Arkansas  

NOTE: Adult Dental will be 
covered and made retro-
active to May 2008  
 

X X X X X  

California  

Under California law, a 
reimbursable encounter is 
defined as:  "An FQHC or 
RHC "visit" means a face-to-
face encounter between an 
FQHC or RHC patient and a 
physician, physician 
assistant, nurse practitioner, 
certified nurse midwife, 
clinical psychologist, 
licensed clinical social 
worker, or a visiting nurse. 
For purposes of this section, 
"physician" shall be 
interpreted in a manner 
consistent with the Centers 
for Medicare and Medicaid 
Services' Medicare Rural 
Health Clinic and Federally 
Qualified Health Center 
Manual (Publication 27), or 
its successor, only to the 
extent that it defines the 
professionals whose 
services are reimbursable on 
a per-visit basis and not as 
to the types of services that 
these professionals may 
render during these visits 
and shall include a medical 
doctor, osteopath, podiatrist, 
dentist, optometrist, and 
chiropractor. A visit shall 
also include a face-to-face 
encounter between an 
FQHC or RHC patient and a 
comprehensive perinatal 
services practitioner, as 
defined in Section 51179.1 
of Title 22 of the California 
Code of Regulations, 
providing comprehensive 
perinatal services, a four-
hour day of attendance at an 
adult day health care center, 
and any other provider 
identified in the state plan's 
definition of an FQHC or 
RHC visit.  California has 

     We have special rules 
that apply to many of 
these for example, 
pharmacy can be 
carved out of the PPS 
rate at the CHCs 
option.  You cannot 
be reimbursed for 
both a mental health 
and a medical 
encounter that occur 
on the same day, and 
California just 
eliminated adult 
dental services as a 
Medicaid optional 
benefit, but is 
reimbursing for what 
they call "federally 
required adult dental 
services" or FRADS. 
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State  
(N=37) 

 
Services Included in 

PPS/APM Rate 

Services Excluded from PPS/APM Rate 

Lab X-Ray Rx 
Mental 
Health Dental Other 

also added a face-to-face 
encounter with a dental 
hygienist and dental 
hygienist in alternative 
practice as FQHC 
reimbursable providers.  
However, California recently 
eliminated several optional 
benefits for adults including 
dental, chiropractic, podiatry 
and optometry.  California 
will now only reimburse 
these services for adults 
based on what is required by 
federal law, which is unclear.  
We continue to have dialog 
with our state regarding this 
issue. 

Colorado  

Outpatient primary care 
services provided by 
physician, PA, NP, CNM, 
visiting nurse, dentist, 
clinical psychologist, clinical 
social worker.  
In CO behavioral health 
services provided by anyone 
but a physician must be 
billed to the BHO (we have a 
carved out behavioral health 
payment system). 

     

 

Connecticut 
Medical, dental, mental 
health services  

X X X   
 

Florida 

 Adult health screening 
services;  Child Health 
Check-Ups; Chiropractic 
services; Dental services;         
Family planning services;         
Medical primary care 
services; Mental health 
services; Optometric 
services; and Podiatry 
services. 

X X X X X 

 

Georgia 
All medical, mental health 
and dental 

  

 

 

 
X 

 

Hawaii 

Dental (adults, emergency 
only), mental health 
provided by psychologist, 
clinical social worker or 
psychiatrist, licensed APRN, 
PA, telehealth in rural 
HPSA, physician services 
provided at site, ER, 
inpatient setting, patient's 
residence or nursing home  
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State  
(N=37) 

 
Services Included in 

PPS/APM Rate 

Services Excluded from PPS/APM Rate 

Lab X-Ray Rx 
Mental 
Health Dental Other 

Idaho 

Physician services, 
professional counselor, 
dental, PT/OT, speech 
therapy (incidental to 
encounter), dietary 
counseling  
 

      

Illinois  

Physician services, lab, x-
ray, optical, chiropractic, 
hospice, optometry, APN, 
audiologist, dental, podiatry, 
family planning, 
administration of 
immunizations, 
transportation, home health 
agency visits, PT/OT, 
speech therapy, EPSDT, 
renal dialysis, medical 
supplies, equipment, 
prostheses    

X 

    

Indiana 
medical, dental and mental 
health services 

 

X 

X 
(depen
ds on 
the 

health 
center)     

Iowa  X  X X X  

Kansas 

Medical services are 
covered under the same 
regulations as Medicare. 
Dental services.  

X X X    

Kentucky mental health was added   X    

Louisiana 

medical, dental, mental 
health (strictly based on 
FQHC original language as 
to whom is a provider) 

 X X    

Maine 

Core services provided by 
physician, PA, APRN, 
clinical psychologist, 
licensed social worker, 
licensed clinical professional 
counselor, asthma self-
management, ambulatory 
diabetes education and 
follow-up, smoking cessation 
counseling, interpreter 
services, off-site delivery of 
services by health center 
staff, visiting nurse services 

X 
(Health 
center 

choice if 
carve 
out) 

X 
(Health 
center 

choice if 
carve 
out) 

X 
(Health 
center 
choice 
if carve 

out) 

  
Medicare defined 
non-FQHC services 
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State  
(N=37) 

 
Services Included in 

PPS/APM Rate 

Services Excluded from PPS/APM Rate 

Lab X-Ray Rx 
Mental 
Health Dental Other 

Massachusetts  

Medical, including physician, 
nursing, psychiatric, licensed 
social worker, nutrition 
counseling, translation, 
medical social services, and 
ñotherò services 

X X X X X  

Michigan  
Medicaid covered services 
by provider type, hospital 
care 

     

Mental Health and 
Dental Encounters 
are counted 
separately. Also, the 
Rx encounters are 
outside of the APM  
 

Minnesota 

Core and other ambulatory 
in state plan; Physician, NP, 
Nurse Specialist, CNM, 
clinical psychologist, social 
worker, services and 
supplies incident to services  

     Dental hygienist visits 

Mississippi 

Dental services, optometric 
services, nursing facility 
visits, inpatient & 
outpatientsô hospital visits, 
EPSDT screening, 
psychiatric visits, and 
medical services  

  X   
deliveries & surgeries  
 

Nebraska   X  

 

X 

 

Nevada Primary Health Care X X X  X  

New Jersey  
medical, mental health , 
dental 

X X X    

New York 

All Medicaid services ï 
Medical, Dental, Clinical 
Psychologist, Licensed 
Social Work, Family 
Planning, Lab, X-Ray, 
Therapies  

      

North Dakota  

Services associated w/ visit 
including lab, x-ray; 
prescription drugs, depends 
on what is in base for 
determining initial cost  

  X X X  

Ohio 

Physician, PA, APN, 
physical therapy, speech 
pathology, audiology, dental, 
podiatry, optometry, optician, 
chiropractic, transportation, 
mental health  
 

  X    
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State  
(N=37) 

 
Services Included in 

PPS/APM Rate 

Services Excluded from PPS/APM Rate 

Lab X-Ray Rx 
Mental 
Health Dental Other 

Oklahoma 

Medical (inpatient excluded 
ï e.g. health center 
physician delivery for health 
center patient now 
excluded), Dental (now 
preventative dental only), 
Mental Health (including 
services of licensed 
psychologists and licensed 
clinical social workers 
(LCSWs), but now also 
licensed marital and family 
therapists (LMFTs), licensed 
professional counselors 
(LPCs), licensed behavioral 
practitioners (LBPs), and 
licensed alcohol and drug 
counselors (LADCs). 
Pharmacy is also now 
excluded from PPS.  
 However, the State is 
seeking CMS guidance as to 
whether or not they may 
cover LPC and LMFT 
services under FQHC PPS. 

X X X    

Oregon 

Medicaid covered services, 
such as: Dental, routine 
medical office visits, 
immunization, tobacco 
cessation, delivery, 
maternity case 
management, addiction 
services, postpartum visits, 
prenatal care, outpatient 
mental health, medication 
management, 
ophthalmology, eye exams, 
PT/OT, lab and radiology.  

  X   

Lab and radiology 
services were 
incorporated into 
rates as of January, 
2007.  

Pennsylvania 

Physician services, services 
& supplies incident to 
physician services; 
pneumococcal & influenza 
vaccine and its 
administration; physician 
assistant services; CRNP 
services; licensed clinical 
psychologist; licensed 
clinical social worker; dental 
services  

   

If not provided 
by specific 
providers 
mentioned 
above or 
through 
licensed 
mental health 
outpatient 
clinic  

 

Each FQHC has 
option to include or 
exclude services in 
the development of 
the rate as long as 
the service is part of 
the Medicaid state 
plan  

Rhode Island 
 

X X   X 
Separate rates for 
medical and dental 

South Carolina  

Ambulatory, mental health, 
well child visits, pre-birth 
check-up, podiatry, prenatal, 
dental  

     

 

South Dakota 
All state Medicaid approved 
services 
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State  
(N=37) 

 
Services Included in 

PPS/APM Rate 

Services Excluded from PPS/APM Rate 

Lab X-Ray Rx 
Mental 
Health Dental Other 

Tennessee 

Most only have a medical 
rate but some are 
reimbursed under a separate 
rate for services such as 
dental and pharmacy  

     

 

Texas  

Physician, PA, NP, nurse 
midwife, visiting nurse, 
clinical psychologist, clinical 
social worker, mental health, 
dentist, dental hygienist, 
optometrist, TX Health Steps 
Medical Screen  

     

 

Virginia 
All covered services except 
pharmacy 

  X  X 
 

Washington 

Varies by health center.  
Some have blended single 
encounter rate for 
dental/medical/mental 
health.  Others have 
separate rates. 

     

Some health centers 
have blended dental, 
mental health and 
medical.  Some have 
separate dental only.  
Others have separate 
medical, dental and 
mental health and 
substance abuse 
rates. 

Wyoming 

Face to face encounter with 
a billable provider (MD, 
Midlevel, Psychiatrist, MSW, 
Dentist, Dental Hygienist, 
Nutritionist, Case 
Management (must be a 
licensed social worker)  

X X    

 

Total  12 14 19 6 10 8 
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Table 2b. OB Services 

State (N=41) 

 

Does your state include OB in the FQHC PPS or APM rate? 

No 
Yes, including 
payment for 

deliveries 

Yes/Deliveries NOT 
included (paid for 

by FFS or as part of 
a global rate to the 

center) 

Yes/Deliveries NOT 
included (paid FFS 
directly to provider) 

Other 

Alabama    X  

Arkansas    X   

California      

A health center has the option 
of including OB inpatient 
services as part of their PPS 
rate or they can choose to carve 
this service out and have their 
providers receive FFS payment 
for these services.  CHCs 
usually collect the FFS 
payments and indemnify the 
providers from the tax 
consequences.  It's a 
complicated process that we are 
working on changing. 

Colorado    X   

D.C     

OB services are included. 
Deliveries are not but none of 
our centers are currently 
delivering babies. 

Florida   X   

Georgia X     

Hawaii 

    HI has not been consistent.  
SPA currently pending with 
CMS would allow FQHCs to 
split outpt perinatal visits and 
get PPS rates while billing 
separately at a non-FQHC rate 
for the delivery. 

Idaho X     

Illinois     X  

Indiana    X  

Iowa  X    

Kansas   X   

Kentucky  X    

Louisiana  X    

Maine X     

Massachusetts    X   

Michigan    X   

Minnesota    X  

Mississippi    X  

Missouri 

    Missouri currently includes OB 
and delivery in its cost-based 
reimbursement. However, the 
state Medicaid agency is 
currently considering strictly 
providing fee-for-service rates 
(or managed care rates) for all 
hospital visits. If this were to 
occur, deliveries would not be 
covered under cost-based 
reimbursement. 
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State (N=41) 

Does your state include OB in the FQHC PPS or APM rate? 

 

No 
Yes, including 
payment for 

deliveries 

Yes/Deliveries NOT 
included (paid for 

by FFS or as part of 
a global rate to the 

center) 

Yes/Deliveries NOT 
included (paid FFS 
directly to provider) 

Other 

Montana   X   

Nebraska    X  

Nevada X     

New Jersey  

    OB and certain GYN 
procedures are carved out and 
paid at either the higher of fee 
for service or PPS for all fee for 
service patients. For managed 
care, the health center is free to 
negotiate its best price with the 
MCOs and not have that rate 
subject to the lower wrap 
around PPS rate. In other words 
- OB is carved out of system for 
managed care. 

New Hampshire   X   

New Mexico  X    

New York 

   

X  

Health centers cannot bill for 
OB deliveries to Medicaid under 
their NYS (Article 28) facility 
licenses. 

North Carolina    X  

North Dakota   X    

Ohio   X   

Oklahoma   X   

Oregon  X    

Pennsylvania  X    

South Carolina    X   

South Dakota   X   

Texas    X   

Virginia X     

Washington   X   

Wisconsin  X    

Wyoming     N/A 

Total 5 7 14 8 6 
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Table 3. Rates for New Starts 

State (N=34) 
 

Establishing Rates for New Starts 

Arkansas  Based on average of current rates of 3 nearest health centers with similar case loads  

California  

(A) The rate may be calculated on a per-visit basis in an amount that is equal to the average of the 
per-visit rates of three comparable FQHCs or RHCs located in the same or adjacent area with a 
similar caseload. (B) In the absence of three comparable FQHCs or RHCs with a similar caseload, 
the rate may be calculated on a per-visit basis in an amount that is equal to the average of the per-
visit rates of three comparable FQHCs or RHCs located in the same or an adjacent service area, or 
in a reasonable similar geographic area with respect to relevant social, health care, and economic 
characteristics. (C) At a new entityôs one-time election, the department shall establish a 
reimbursement rate, calculated on a per-visit basis that is equal to 100 percent of the projected 
allowable costs to the FQHC or RHC of furnishing FQHC or RHC services during the first 12 months 
of operation as an FQHC or RHC.  

Colorado  
File preliminary FQHC Cost Report w/ Department. Data from preliminary cost report used to set 
reimbursement for 1st year  

Connecticut Upon request to Department of Social Services  

D.C 
FQHC gets average rate of existing FQHCs. There is no change in initial rate annual. It is just 
adjusted for MEI.  

Florida 

Each FQHC submitting a cost report in accordance with Section I (A) above is required to detail 
costs for its entire reporting year, making appropriate adjustments as required by this plan for 
determination of allowable costs. A prospective reimbursement rate shall not be established for an 
FQHC based on a cost report for a period less than 12 months or greater than 18 months. For a 
new provider with no cost history, excluding new providers resulting from a change in ownership 
where the previous provider participated in the program, the budgeted rate shall be the lesser of:    
1. The reimbursement ceiling or 2. The budgeted rate approved by AHCA based on Section III of the 
Plan. 

Georgia State average 

Hawaii 
Assigned 100% rate of FQHC providing similar services in similar locale. Can substitute 
documentation requesting different rate if believe rate is inadequate.  

Idaho Based on estimated budget or referencing payments to other centers in same or adjacent areas.  

Illinois  
Based on the median rate for either "metro" or "non-metro" locations. Rates are not adjusted based 
on actual cost data.  

Indiana 

Based on current estimate cost rate established from an FQHC in same or adjacent area with a 
similar case load. If there is no FQHC, the rate will be based on projected costs.  After the new 
FQHCôs first year, Medicaid cost report must be filed.  The rate in subsequent years will be 
calculated based on the cost report. 

Iowa Forecasted cost report 

Kansas Rate Setting Cost report  

Louisiana Statewide average rate is assigned to all new starts and satellites 

Maine 
Initially established by reference to payments to other centers in same or adjacent areas. In 
absence of other centers use cost reporting.  
 

Massachusetts  
FQHC receives class rate that it qualifies for under MA rules  
 

Michigan  
They come in at the cap  
 

Minnesota 

New Starts or new sites of existing FQHCs are assigned a PPS rate based on comparing the new 
entity with ñsimilarò entities in service areas that are close to the new entity. In order to arrive at this 
rate, the state surveys the similar clinics with regard to services offered and the utilization of those 
services. In addition, the state places existing clinics into different ñtierò, and assigned the new entity 
the highest rate of the clinics that fall in the same tier as the new entity. Problems with this 
methodology include: the massive size of the survey (12 pages); the requirement that the survey 
must be completed for each individual site rather than organization (many organizations have 
multiple sites and cannot break out the data by site); and a new start/new siteôs initial PPS rate is 
contingent upon other clinics filling out the cumbersome survey on a timely basis. Finally, one new 
start in Minnesota has filed a lawsuit against the state citing the arbitrary and capricious 
methodology used in determining new PPS rates. The initial rate does not consider cost data.  
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State (N=34) 
 

Establishing Rates for New Starts 

Mississippi 

The rate shall be calculated in amount equal to 100% of FQHCôs reasonable costs of providing 
Medicaid covered services. A rate is established from a FQHC in the same or adjacent area with a 
similar case load. In the absence of such a FQHC, the rate for the new provider will be based on 
projected costs. After the FQHCôs initial year, a Medicaid cost report must be filed in accordance 
with this plan.  This cost report will be desk reviewed and a rate shall be calculated in the amount 
equal to 100% of the FQHC reasonable cost. 

Nebraska Average of closest existing centers 

Nevada Medical Cost report 

New Jersey  
Based on statewide average for first 2 years. After that the new center must submit a cost report 
and a final rate will be determined by Medicaid. 

New York 
The operating component is equal to peer group cost ceilings plus capital components based on 
capital expenditures associated with the project.  

North Dakota  
New starts initially receive the current Medicare rate. After the first full fiscal year of operation a cost 
report is submitted and a PPS rate is calculated for the following year. No cost settlement is 
calculated for the start-up period.  

Oklahoma Statewide Average rate for similar service offering -e.g. medical + dental or medical only  

Oregon Based on estimated cost report  

Pennsylvania 
Department will pay initial year on a per visit basis, 100% reasonable costs based on rates of other 
centers in same or adjacent areas; in absence of other centers will use cost report.  

South Carolina  
Prospective cost report done to establish rate.  Rate can be adjusted at six months, but 
reconciliation is done at end of fiscal year of center. 

South Dakota Statewide average reconciled after 2 years to establish final PPS rate  

Tennessee 
For new clinics, the state will use the average PPS rate for neighboring clinics with similar 
caseloads. If there are no such similar clinics, the State will use the average PPS rate for all clinics 
on an interim basis until the State can base the clinicôs projected PPS rate.  

Texas  File projected cost report w/in 90 days of designation as FQHC to establish initial rate  

Virginia Within 90 days based on standard CHC rate. 

Washington 

Until the health center's first audited cost report is available, interim rate is set at average encounter 
rate of other similar health centers within the state.  Once audited cost report is available, payment 
is set at 100% of costs. In subsequent years, the encounter rate is inflated by the state-specific 
index developed by IHS Global Insight. 

Wyoming Interim cost reports 
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Table 4. Average Payment Rate Structure 

State 
(N=42) 

 
 
 

Avg. PPS/APM Rate or Range 
(rounded to nearest dollar) 

Use 
MEI 

If No MEI, factor used Billable Visits/Day 

Alabama $95-$150 Y  1 

Arkansas  $87.48 to $162.32 Y  1 

California  

We have both PPS and APM, but I 
don't know which CHCs elected 
which so this represents the 
average of both and also includes 
IHS, Look Alikes and RHCs.  The 
average is $155 with a range of 
between $20 and a county facility 
that has a rate of $618. 

Y  

With the implementation of dental 
hygienists as a billable provider, 
California will only allow one visit with 
a dentist and dental hygienist per day. 

Colorado  
$161 is average APM; the APM 
range is $137-$185 

N 

In Colorado under our 
APM, the states are paid 
their actual reasonable 
costs and this is 
calculated every year.  If 
the rate is lower than 
what it would be under 
PPS, they receive PPS.  
The PPS rate is 
calculated each year 
using the MEI. 

One medical and one dental 

Connecticut $132.35 to $184.79 Y  1 visit per day 

D.C $143.58 Y  No limitation 

Florida 
avg...$115-$120    range $91 - 
$141 

Y  ONE visit per day 

Georgia $95 Y  
One visit per day for health. Dental can 
be the same day. Health check cannot 
be the same day as a sick visit. 

Hawaii $160 Y  1 dental; 3 ñotherò 

Idaho 
Medical and Mental Health: $117; 
Dental: $131 

Y  2 medical; 1 dental; 1 mental health 

Illinois  
Medical - $122, Dental - $95, 
Behavioral Health - $50 

Y  1 medical; 1 dental; 1 mental health 

Indiana $110 and $168 Y  
potential for multiple encounters if 
diagnoses are different 

Iowa $110-$175 Y  one medical and one dental 
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State 
(N=42) 

 
 
 

Avg. PPS/APM Rate or Range 
(rounded to nearest dollar) 

Use 
MEI 

If No MEI, factor used Billable Visits/Day 

Kansas pps $117.38 Alt $116.02 Y  One of each type 

Kentucky  Y   

Louisiana $80.70-$178.19 Y  1 medical, 1 mental health, 1 dental 

Maine $100-$110 Y  
1 medical OR 1 mental health + 1 
dental 

Massachusetts  
$128.00 PPS; $150 Alternative 
(PPS + add-ons) 

Y  
one medical + one MH + one dental + 
one tobacco counseling 

Michigan  
$152.65 urban cap/$136.18 rural 
cap 

Y  One of all three (med, mental, dental) 

Minnesota 
Medical: $117.42-$325.07, Dental 
$97.65-$266.93 

Y  1 

Mississippi $108.85 Y  
1 medical; 1 dental, 1 optometric; 1 
mental health 

Montana 
$142.91 for CHCs (for all FQHCs 
which includes tribal entities it's 
higher), range is  $98 to $201 

   

Nebraska $100 - $175 Y   

Nevada $108 Y  One medical visit 

New Jersey  $142 Y  
One medical, one dental, and one 
mental health visit each day per 
patient. 

New Hampshire $126-$146 N/A 
 

N/A 

New Mexico $136 /  $97 - $187 N 
State uses CPI-Urban 
Medical Care inflation 

indicator 
  

New York 
$147 (this is not a weighted 
average) 

Y  

One threshold visit per day under PPS.  
Under the Ambulatory Patient Group 
(APG) system, we anticipate that there 
will be the ability to bill for more than 
one per day. 

North Carolina  Y 
 

 

North Dakota  $121.27 Y  1 medical and 1 dental visit per day 
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State 
(N=42) 

 
 
 

Avg. PPS/APM Rate or Range 
(rounded to nearest dollar) 

Use 
MEI 

If No MEI, factor used Billable Visits/Day 

Ohio 
$115/encounter  

 
Y   

Oklahoma ~$140 Y  
More than one visit for unrelated 
diagnoses 

Oregon $125.00 - $275.00 Y   

Pennsylvania $80 to $215 Y 
 

1 medical 
1 dental 
1 mental health 

Rhode Island 
APM: $109.97-$155.63 medical, 
$113.24-$1139.42 dental 

 
  

South Carolina  $165 N 
 

The state is reviewing the possibility of 
changing the program 

South Dakota  Y 
 

1 medical visit and 1 dental visit per 
day 

Tennessee $100 Y  1 per category per day 

Texas  Avg. $150; range: $95-$241 Y 
 

1 medical visit; 1 dental visit; 1 mental 
health per day 

Virginia PPS: $91, APM: $93 Y   

Washington 
Medical/All Inclusive Range 
(excludes Tribal Clinics):  $139.45-
$221.98 

N 
State-specific index 

created by IHS Global 
Insight. 

Each individual provider is limited to 
one type of encounter per day per 
client. 

Wisconsin 

Avg: PPS=$211.68, 
APM=$234.54/Range: 
PPS=$108.14-473.11, 
APM=$87.43-472.56 

Y 

  

Wyoming  Y 
 

 2 must be different diagnoses 
  

Total  
Y=36/
N=4   
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Table 5a. Scope of Service 

State 
(N=43) 

 
Scope of Service Definition Scope of Service Rate Adjustment Process 

Alabama No individual review of cost 

Arkansas  Yes 

Provider submits requests for cost increase/decrease within 
5 months after end of fiscal period, must identify date 
change occurred and detailed description, include 
documentation and calculations of changes and cost 
difference. Change must equal at least 5% total difference 
allowable per encounter cost and must have existed during 
last full 6 months of provider fiscal period. State reviews 
documentation, notifies FQHC within 90 days. Rate change 
may also be made through audit or review.  

California  

(e) (1) An FQHC or RHC may apply for an 
adjustment to its per-visit rate based on a change 
in the scope of services provided by the FQHC or 
RHC. Rate changes based on a change in the 
scope of services provided by an FQHC or RHC 
shall be evaluated in accordance with Medicare 
reasonable cost principles, as set forth in Part 413 
(commencing with Section 413.1) of Title 42 of the 
Code of Federal Regulations, or its successor.     
(2) Subject to the conditions set forth in 
subparagraphs (A) to (D), inclusive, of paragraph 
(3), a change in scope of service means any of 
the following:     (A) The addition of a new FQHC 
or RHC service that is not incorporated in the 
baseline prospective payment system (PPS) rate, 
or a deletion of an FQHC or RHC service that is 
incorporated in the baseline PPS rate.     (B) A 
change in service due to amended regulatory 
requirements or rules.     (C) A change in service 
resulting from relocating or remodeling an FQHC 
or RHC.     (D) A change in types of services due 
to a change in applicable technology and medical 
practice utilized by the center or clinic.     (E) An 
increase in service intensity attributable to 
changes in the types of patients served, including, 
but not limited to, populations with HIV or AIDS, or 
other chronic diseases, or homeless, elderly, 
migrant, or other special populations.     (F) Any 
changes in any of the services described in 
subdivision (a) or (b), or in the provider mix of an 
FQHC or RHC or one of its sites.     (G) Changes 
in operating costs attributable to capital 
expenditures associated with a modification of the 
scope of any of the services described in 
subdivision (a) or (b), including new or expanded 
service facilities, regulatory compliance, or 
changes in technology or medical practices at the 
center or clinic.     (H) Indirect medical education 
adjustments and a direct graduate medical 
education payment that reflects the costs of 
providing teaching services to interns and 
residents.     (I) Any changes in the scope of a 
project approved by the federal Health Resources 
and Service Administration (HRSA).     (3) No 
change in costs shall, in and of itself, be 

Basically, a CHC submits a cost report that includes all 
changes in allowable costs.  The methodology recognizes 
that not all these costs are attributable to the scope of 
service change so only 80% of the difference between the 
existing rate and the total change in the rate is taken to 
account for the scope of service change.  Eighty percent of 
the difference is then added to the existing rate to determine 
the health center's new rate. 
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State 
(N=43) 

 
Scope of Service Definition Scope of Service Rate Adjustment Process 

considered a scope-of-service change unless all 
of the following apply:     (A) The increase or 
decrease in cost is attributable to an increase or 
decrease in the scope of services defined in 
subdivisions (a) and (b), as applicable.     (B) The 
cost is allowable under Medicare reasonable cost 
principles set forth in Part 413 (commencing with 
Section 413) of Subchapter B of Chapter 4 of Title 
42 of the Code of Federal Regulations, or its 
successor.     (C) The change in the scope of 
services is a change in the type, intensity, 
duration, or amount of services, or any 
combination thereof.     (D) The net change in the 
FQHC's or RHC's rate equals or exceeds 1.75 
percent for the affected FQHC or RHC site. For 
FQHCs and RHCs that filed consolidated cost 
reports for multiple sites to establish the initial 
prospective payment reimbursement rate, the 
1.75-percent threshold shall be applied to the 
average per-visit rate of all sites for the purposes 
of calculating the cost associated with a scope-of-
service change. "Net change" means the per-visit 
rate change attributable to the cumulative effect of 
all increases and decreases for a particular fiscal 
year.     (4) An FQHC or RHC may submit 
requests for scope-of-service changes once per 
fiscal year, only within 90 days following the 
beginning of the FQHC's or RHC's fiscal year. Any 
approved increase or decrease in the provider's 
rate shall be retroactive to the beginning of the 
FQHC's or RHC's fiscal year in which the request 
is submitted.     (5) An FQHC or RHC shall submit 
a scope-of-service rate change request within 90 
days of the beginning of any FQHC or RHC fiscal 
year occurring after the effective date of this 
section, if, during the FQHC's or RHC's prior fiscal 
year, the FQHC or RHC experienced a decrease 
in the scope of services provided that the FQHC 
or RHC either knew or should have known would 
have resulted in a significantly lower per-visit rate. 
If an FQHC or RHC discontinues providing onsite 
pharmacy or dental services, it shall submit a 
scope-of-service rate change request within 90 
days of the beginning of the following fiscal year. 
The rate change shall be effective as provided for 
in paragraph (4). As used in this paragraph, 
"significantly lower" means an average per-visit 
rate decrease in excess of 2.5 percent.     (6) 
Notwithstanding paragraph (4), if the approved 
scope-of-service change or changes were initially 
implemented on or after the first day of an 
FQHC's or RHC's fiscal year ending in calendar 
year 2001, but before the adoption and issuance 
of written instructions for applying for a scope-of-
service change, the adjusted reimbursement rate 
for that scope-of-service change shall be made 
retroactive to the date the scope-of-service 
change was initially implemented. Scope-of-
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State 
(N=43) 

 
Scope of Service Definition Scope of Service Rate Adjustment Process 

service changes under this paragraph shall be 
required to be submitted within the later of 150 
days after the adoption and issuance of the 
written instructions by the department, or 150 
days after the end of the FQHC's or RHC's fiscal 
year ending in 2003.     (7) All references in this 
subdivision to "fiscal year" shall be construed to 
be references to the fiscal year of the individual 
FQHC or RHC, as the case may be. 

Colorado  No 
CHCs with scope change work with the state cost report 
auditor to capture the costs and develop an interim rate 
(until the next full cost report). 

Connecticut No No 

D.C 

Increase or decrease in scope of services -A 
change in the type, intensity, duration, and/or 
amount of services. A change in the cost of a 
service, in and of itself, is not considered a 
change in the scope of services. 

 

Florida 

For purposes of this plan, a change in scope of 
service for a FQHC and RHC is defined as:   1. 
the addition of a new service not previously 
provided by the FQHC or RHC;   2. the elimination 
of an existing service provided by the FQHC or 
RHC. 

Yes 

Georgia No File an appeal with data 

Hawaii 
SPA pending with CMS provides definition we 
requested.  Technically, we don't have a definition 
yet. 

Process has not been well-defined and negotiated on a case 
by case basis.  Proposed rules (SPA pending) provides 
methodology and forms. 

Idaho No Yes 

Illinois  

Significant change in scope of service resulting in 
a difference of at least 5% from current rate.  
State has interpreted this to only apply to 
increased costs due to the addition of a service. 

CHC or State may initiate rate adjustment based on audited 
financial statements or cost reports.  
 

Indiana 

Changes submitted for the following: adding 
services, discounting services, change in type of 
services, relocation, remodeling, new clinic, 
closing of a clinic, federal or state regulatory 
requirements, changes in site or scope of services 
approved by HRSA, BPHC 

www.mslcindy.com/fqhc/fqhcmain.htm 
 

Iowa No No 

Kansas Yes None 

Kentucky Yes 
Projected cost report with the new service added.  Audited 
at the end of the first fiscal year and made fixed. 

Louisiana 
But huge arguments exist over interpretation, 
application, and methodology 

This is still a huge issue. Basic methodology requires 
submission costs report, and what happens after that is 
questionable!! 

Maine No 

Request due no later than 150 days after FQHC fiscal year 
end in which change occurred. FQHC submits 
documentation showing HRSA approved change in scope 
and submits cost report with at least 6 months financial data 
and narrative of change.  
 

http://www.mslcindy.com/fqhc/fqhcmain.htm
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State 
(N=43) 

 
Scope of Service Definition Scope of Service Rate Adjustment Process 

Massachusetts  

There is a limited provision in the 114.3 CMR 4.00 
Regulation to support service expansions related 
to access needs or state objectives; add-ons for 
after hours care also accommodate cost 
variations 

Application to Division of Health Care Finance and Policy 
demonstrating the incremental cost to a center in order to 
preserve access or meet a state objective. 

Michigan  
"Take into account any increase or decrease in 
the scope of services furnished" 

Yes 

Minnesota No 

Medicaid agency requests narrative of the change in scope 
proposed by the CHC and CHC encounters prior to the 
change and projected encounters after the change. 
Medicaid agency also requests historical and budgeted cost 
information showing facility(s) expenses prior to and after 
the scope of service change. In addition, CHCs must include 
last two audited financial statements. 

Mississippi 

A change in the scope of service is defined as a 
change in the type, intensity, duration and/or 
amount of service as follows:  a) the addition of a 
new service (i.e. dental, EPSDT, optometry) not 
previously provided by the FQHC; and b) the 
elimination of an existing service provided by the 
FQHC.  However, a change in the scope of 
service does not mean the addition or reduction of 
staff members to or from service.  Also, a change 
in the cost of a service is not considered in and of 
itself a change in the scope of service. 

To qualify for a scope of service change a facility must have 
at least 5% increase in cost. The FQHC must submit a 
Medicaid Cost report for 12 months of cost for the new 
service. The cost report will be desk reviewed and the new 
cost will be compared to the last desk reviewed Medicaid 
Cost Report.  

Missouri No No 

Montana 

Increase or decrease in the scope of service 
means the addition or deletion of a service or a 
change in the magnitude, intensity or character of 
services provided by an FQHC or RHC or one of 
their sites.  The increase or decrease in the 
service must reasonably be expected to last at 
least one year.  The term includes but is not 
limited to:  (a) an increase or decrease in intensity 
attributable to changes in the types of patients 
served, including but not limited to HIV/AIDS, the 
homeless, elderly, migrant or other chronic 
diseases or special populations;  (b) any changes 
in services or provider mix provided by an FQHC 
or RHC or one of their sites  (c) increases or 
decreases in operating costs that have occurred 
during the fiscal year and that are attributable to 
capital expenditures, including new service 
facilities or regulatory compliance and  (d) any 
approved changes in scope of project as defined 
by the Health Resources and Services 
Administration (HRSA). 

 

Nebraska No No 
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State 
(N=43) 

 
Scope of Service Definition Scope of Service Rate Adjustment Process 

Nevada No Based on actual costs and audit after one year 

New Jersey  

Change of scope is allowed for addition of a new 
service not in baseline, deletion of a service, a 
change in regulations , change in relocation, 
opening new site or closing existing one, change 
due to applicable technology and medical practice 

A methodology is used that looks at old rate, volume, 
projected volume and number of years to be fully 
operational 

New Hampshire No No 

New Mexico Yes Yes 

New York 

The definition applies to other facilities in addition 
to FQHCs.  Existing regulations say that if a 
center adds a service or a site through the Stateôs 
Certificate of Need (CON) process, the facility can 
apply for a rate adjustment. 

Center applies for a rate appeal based on the increase in 
operating costs due to new capital project or program.  
 

North Carolina Yes Yes 

North Dakota  No 

Center provides information regarding the change in scope 
that includes an explanation of the new service that was not 
covered at the time the PPS rate was established and the 
fiscal impact of the change. The state reviews the 
information and if approved the additional cost is added to 
the PPS rate.  

Ohio 
Yes, 5101:3-28-08 FQHC Prospective Payment 
System 

 

Oklahoma 

"If a Center significantly changes its scope of 
services, the Center may request in writing that 
new baseline encounter rates be determined. 
Adjustments to encounter rates are made only if 
the change in the scope of services results in the 
inclusion of behavioral health services or dental 
services or a difference of at least five percent 
from the Center's current costs (other than 
overhead). The OHCA may initiate a rate 
adjustment, based on audited financial statements 
or cost reports, if the scope of services has been 
modified to include behavioral health services or 
dental services or would otherwise result in a 
change of at least five percent from the Center's 
current rate. If a new rate is set, the rate change 
takes effect on the latter of the change of services 
date or the date of application to the OHCA for 
rate change.ò This is presently sufficient. 

Yes, CHC written request and justification - not a uniform 
application. 

Oregon 
5% Cost per visit change due to changes in: 
intensity, service mix, delivery 

Document the underlining change and then document the 
change rate due to these changes. 

Pennsylvania 
The addition of a new never provided service or 
the discontinuance of an existing service.    

Provider submits to DPW the Federal approval for new or 
deleted services and a modified cost report reflecting 
change; DPW reviews change & modifies rate if approved; 
DPW provides written notification of decision; provider may 
appeal decision.  
 

South Carolina  No 
Very informal; basically accepts change of scope approved 
by the Bureau. 
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State 
(N=43) 

 
Scope of Service Definition Scope of Service Rate Adjustment Process 

South Dakota No No 

Tennessee 

No 

From the State Plan ~ ñThe State has worksheets in place 
which will compute the changes in scopes of services. 
Clinics first inform the state that they have a change and 
provide actual costs, visits, and (if applicable) square 
footage allocated to the new services. The change in costs 
will then be factored into an adjusted PPS rate. 

Texas  

From the Texas PPS rules:  A change in scope of 
services provided by an FQHC includes the 
addition or deletion of a service or a change in the 
magnitude, intensity or character of services 
currently offered by an FQHC or one of the 
FQHC's sites. A change in scope includes:         
(A) an increase in service intensity attributable to 
changes in the types of patients served including, 
but not limited to, HIV/AIDS, the homeless, 
elderly, migrant, and other chronic diseases or 
special populations;         (B) any changes in 
services or provider mix provided by an FQHC or 
one of its sites;         (C) changes in operating 
costs that have occurred during the fiscal year 
and which are attributable to capital expenditures, 
including new service facilities or regulatory 
compliance;         (D) changes in operating costs 
attributable to changes in technology or medical 
practices at the FQHC;         (E) indirect medical 
education adjustments and a direct graduate 
medical education payment that reflects the costs 
of providing teaching services to interns and 
residents; or         (F) any changes in scope 
approved by the Health Resources and Service 
Administration (HRSA). 

File cost report if seeking to adjust effective within 6 months; 
include data justifying change, proof of efficient operation 
and reason for change.  
 

Virginia 
Addition of sites 

State would review actual costs from year end cost report 
and adjust rate.  

Washington Change in type, intensity, duration, and/or amount 
of services provided by the FQHC.  Changes in 
scope apply only to covered Medicaid services. 

Encounter rate adjustment based on:  a) Medicaid 
comprehensive desk review of the FQHC's cost report;   b) 
review of a Medicare audit of the FQHC's cost report;   or  c) 
other documentation relevant to the change in scope of 
service. 

Wisconsin No No 

Wyoming No No 
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Table 5b. Scope of Service (conôt) 

State (N=41) 

Are FQHCs required to provide cost reports to the 
state? 

How would you like to see a change in 
scope process changed? 

Yes No If yes, why? Would you like the state 
to eliminate them? If no, how did you 
get the state to eliminate these? 

Alabama  X   

Arkansas  X   
eliminate that the costs must have incurred 
the last 6 months of the FQHC's fiscal year 
and that there must be a 5% differential 

California  X  

one of the ways to get a rate for a new 
site and the scope of service change 
process does require the submission of 
a cost report 

Get clearer guidance on the federal level 
about some of the more controversial 
allowable costs such as outreach and case 
management. 

Colorado  X   
The process is very easy in Colorado and 
we receive no CHC complaints about how it 
works. 

Connecticut X  

Submission of cost reports is still 
required but not all centers submit and 
no follow up ensues to be sure they do 
submit. 

We would like a time limit to be placed on 
when the state needs to respond and to 
have a process articulated in the State Plan 
so what costs have to be considered is 
specified. 

D.C  X  
Develop forms for documenting costs and 
comparing the resulting rates with the 
inflation adjusted historic rate. 

Florida X   N/A 

Georgia X  
We would like to stop the cost reports 
not sure the state reviews them. 

N/A 

Hawaii  X  
Approve pending SPA that reflects our 
requested process. 

Idaho X   N/A 

Illinois  X   
Allow changes other than adding a service 
and construct a formal process and 
guidelines on how to apply. 

Indiana X   
In the process of getting change in scope 
process clarified. 

Iowa X  No. Just to establish one 

Kentucky X  when scope of service is changed more flexible 

Louisiana  X  

Set a clear set of rules (related to BIPA 
language) and apply them with a timeliness 
clause, and review and appeal process that 
does not take 3 years (sic) 

Maine X   more definition 

Massachusetts  X  
We would like the state to use the 
FQHC Medicare Cost report with minor 
modifications 

This has not been an issue. 

Michigan  X  

The cost reports establish the basis for 
discussion of number of encounters to 
be recognized in settlement.  This has 
never been an issue 

This does not seem to be a significant 
issue. 

Minnesota  X  

Little written documentation on the 
qualifying events for change of scope.  
Also, unclear on the formula used for rate 
calculation.  If shared with CHCs, health 
centers could project rate changes prior to 
official determination from state. 

Mississippi X   
 
N/A 
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State (N=41) 

Are FQHCs required to provide cost reports to the 
state? 

How would you like to see a change in 
scope process changed? 

Yes No 
If yes, why? Would you like the state 
to eliminate them? If no, how did you 

get the state to eliminate these? 

Missouri X  
Reasonable costs for reimbursement 
are based on a review of the applicable 
cost report. 

N/A 

Nebraska X  
no but start conforming to some cost 
finding methodology (i.e. Medicare) and 
not just eliminating costs at will 

For there to be one 

Nevada  X  No change necessary 

New Jersey  X  
We all agreed that the Medicare cost 
report is sufficient. 

The methodology is much too complicated 
and the Medicaid staff does not know how 
to process these items. 

New Hampshire X  

We have to submit them because it's 
required by law. And we have not 
adopted a PPS system.  If the state 
shifts to a favorable PPS system, then 
yes, we would like them to eliminate the 
requirement. 

We currently do not have a change in 
scope process agreed to.  We are working 
with the department on this. 

New Mexico  X  Not at all 

New York X  
The answer is still yes and CHCs have 
suggested that we consider working to 
see them eliminated. 

EHR 

North Carolina X    

North Dakota  X   
We would like to have ND Medical Services 
issue policies which will be definitive and 
reviewed on a regular basis. 

Ohio  X   

Oklahoma X   

Formalized application and instruction, and 
budgetary format with narrative explanation 
including a given timeframe for responses 
both from the Medicaid agency and 
requests for further information of the 
health center. 

Oregon  X  
This is a brand new process so we're pretty 
happy. 

Pennsylvania  X  

Would like state to accept an expanded 
definition to include addition of new sites, 
changes in intensity, new technology, and 
any significant change that impacts the cost 
of services. 

South Carolina  X  

Still under retrospective methodology.  
Yes would like them eliminated, but 
concerns about going prospective with 
rate change process lag. 

Not sure since we haven't experience 

South Dakota X   

We are planning to open discussion with 
the North Dakota Medicaid Agency due to a 
new service being added at one of the 
Health Centers.  We will use this 
experience to then work with the SD 
Medicaid Agency. 

Tennessee X   
Better defined for CHCs so that CHCs will 
know when a change in scope would be 
beneficial to them. 

Texas   X 

They are no longer required to reset 
their rate after the initial cost report 
process.  The PPS rules provides for an 
automatic adjustment of MEI plus 1.5%. 

There has been little use of the process - 
not enough data to show how or whether 
changes need to be made.  The process is 
satisfactory at this time. 
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State (N=41) 

Are FQHCs required to provide cost reports to the 
state? 

How would you like to see a change in 
scope process changed? 

Yes No 
If yes, why? Would you like the state 
to eliminate them? If no, how did you 

get the state to eliminate these? 

Virginia X    

Washington X  

2010--choice of cost report for rebasing 
or state-specific health care index.  
2013 and every 4 years thereafter--all 
must submit cost reports. 

Improve definition of change of scope at 
national level.  Require timeliness standard 
for state to respond to change of scope 
requests. 

Wisconsin X   Unknown 

Wyoming  X Unknown  

Total 29 10   
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Table 6. Effective Date of Adjusted Payment Rate 

State 
(N=38) 

 

When Rate Change Takes Effect 

Avg. Time 
Request to 
Payment 

Date New 
Service 
Added 

Date 
Medicaid 
Received 
Request 

Date 
Request 

Approved 
Other 

Unknown or No 
Answer 

Alabama   X    

Arkansas     

Later of date service added or began 
FY the later of the two (1) the first 
date that the scope of services 
changed or (2) the beginning date of 
the cost report period for which the 
changes should have been reported 

 

3 months 
change must 
have existed 
during the last 
full 6 months 
of the 
provider's 
fiscal year. 
<Medicaid will 
notify within 90 
days of written 
request for a 
rate change its 
approval or 
disapproval. 
Technically 
payment for 
the approved 
rate change, 
which must be 
equal at least 
to a 5% total 
difference in 
the allowable 
per encounter 
costs as 
determined for 
the fiscal 
period, is paid 
at a minimum 
of 9 months 
after the 
change 
occurred  

California     

The adjusted reimbursement rate for 
that scope-of-service change shall be 
made retroactive to the date the 
scope-of-service change was initially 
implemented. 

 

According to a 
survey 
conducted by 
CPCA, the 
state has been 
able to 
process scope 
of service 
change 
requests within 
6 months time.  

Colorado  X     Unknown 

Connecticut    

In rare instances the new rate has 
been applied retroactively. Almost 
always a date certain for new rates 
becoming effective is specified. 

 
six months to 
nine months 

D.C    
The rate change takes effect no later 
than 90 days after the establishment 
of the negotiated rate. 
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State 
(N=38) 

 

When Rate Change Takes Effect 

Avg. Time 
Request to 
Payment 

Date New 
Service 
Added 

Date 
Medicaid 
Received 
Request 

Date 
Request 

Approved 
Other 

Unknown or No 
Answer 

Florida   X    

Georgia   X   6 months 

Hawaii  X  

 

 

Has taken 
years in some 
cases because 
of ill-defined 
process. 

Idaho X    X 1 month 

Illinois     
 

X 
Unknown 
(appeal 
pending) 

Indiana    
retroactive to the date the change in 
scope of service was fully 
implemented 

 N/A 

Iowa    
n/a because no provision for making 
change 

 N/A 

Kentucky X   
 

 
something 
over 12 
months 

Louisiana    

Not resolved as of today 

X 

Some sites 
have been 
working on this 
issue for at 
least 1 1/2 
years! 

Maine X X    3-4 months 

Michigan  X     45 days 

Minnesota  X     

Mississippi X     1 year 

Missouri     X  

Montana      30 days 

Nebraska    n/a no scope change  
n/a no scope 
change 

Nevada X   

 

 

unknown--
neither of the 
NV FQHC's 
have 
submitted a 
request for a 
rate change 

New Jersey  X   

 

 

It could be one 
year to two 
years before a 
full change of 
scope is 
approved. 

New Hampshire    PPS/APM not in effect   

New York X     6-12 months 

North Carolina   X 
 

X 
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State 
(N=38) 

 

When Rate Change Takes Effect 

Avg. Time 
Request to 
Payment 

Date New 
Service 
Added 

Date 
Medicaid 
Received 
Request 

Date 
Request 

Approved 
Other 

Unknown or No 
Answer 

North Dakota     
The first month following the date the 
request was submitted 

 
Generally no 
more than 30 
days 

Ohio  X    3-4 months 

Oklahoma    
Day request received or service start 
date whichever is later  

 2 weeks 

Oregon   X 
 

 
Start of the 
next quarter. 

Pennsylvania    
effective date as specified in HRSA 
acknowledgement  

  

South Dakota    Two year cost report required before 
adjustment 

 
Generally no 
more than 30 
days  

Tennessee     X Unknown 

Texas     
New service added first day of month 
after approved 

  

Virginia     X  

Washington    
From date change of scope of 
service is effective. 

 

N/A.  New rate 
system 
effective 
1/1/2009. 

Wyoming    Jan. 1  6 months 

Total 9 4 5  7  
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Table 7. Experience of FQHCs Seeking a Change in the Payment Rate 

State 
(N=34) 

 

#/% FQHC 
Seeking 

Rate 
Change 

#/% Approved 
Rate Change 

Avg. Amount of 
change (roundest 

to nearest dollar/%) 
Services Involved In Rate Change 

Alabama     

Arkansas  none none none none 

California  Unknown Unknown Unknown Unknown 

Colorado  Unknown Unknown Unknown This typically happens when sites are added or closed. 

Connecticut 50% 45% 20 Medical, Dental and mental health 

Florida nearly 100 100 $10-$20 various 

Georgia 1 0 20 peds and new location 

Hawaii 14% 100% unknown multiple 

Idaho 1    

Illinois  1 0 NA NA 

Indiana 
2 currently 
under 
consideration 

  
Various services are involved in both FQHCs under 
consideration.  These two FQHCs are currently seeking 
clarification from CMS on change in scope. 

Iowa 0 0 0 0 

Kentucky unknown 
most are 
approved 

unknown OB/GYN, dental 

Louisiana 3 0 0 OB 

Maine 
10 CHCs or 
56%  

10 approved  
increases from 07 to 
08 due to MEI only  

 

Massachusetts  0 0 0 0 

Michigan  Under 10% Under 10% 
$2.00 to $3.00 per 
encounter 

Frequently OB 

Minnesota Unknown Unknown Unknown Unknown 

Mississippi 

1 scope of 
service for 
change for 
08, .04%  

1 approved 
scope of 
service for 
change for 08, 
for .04%  

$4.20  OB  

Montana 
2 CHCs or 
14% 

1 change 
resulted in rate 
increase, 1 
resulted in NO 
DIFFERENCE 
in RATE - 50% 

The one rate change 
was around $5/visit 

Both changes were addition of dental services 

Nebraska 0 0 0 0 

New Jersey  25% 10% not sure adding services and new sites 

New Mexico 2 - 14% 2  -14% 30 Medical - Dental 

New York 10 TBD $3-$20 
Capital costs, making case that CHC is different from 
peers (to allow to move out of peer group ceiling), dental 

North Dakota  One None N/A N/A 

Ohio 0 0 0  
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State 
(N=34) 

 

#/% FQHC 
Seeking 

Rate 
Change 

#/% Approved 
Rate Change 

Avg. Amount of 
change (roundest 

to nearest dollar/%) 
Services Involved In Rate Change 

Oklahoma 6  3  
28.50 -see 2006 
report  

obstetrics; behavioral health; oral health  

Oregon 10 of 24 10 of 10 

varies between 
$15.00/encounter 
and 
$125.00/encounter 

Medical/Dental/Mental Health/Enabling Services 

South Dakota 0 0 0 0 

Tennessee None n/a n/a n/a 

Texas  1/1.5% 1/1.5% $11.46 increase dental 

Virginia 0    

Washington 
0--new rates 
went into 
effect 1/2009 

N/A N/A N/A 

Wyoming 
1 CHC or 
13%  

1  $25  
Expanded medical capacity, oral health, Ryan White Title 
III, mental health, children's advocacy, vision  
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Table 8. Wrap-around Payments 

State 
(N=43) 

 

Wrap-around payments to FQHCs Treating Medicaid Managed Care Enrollees 

Provide payments 

How often 
payments 

made 

Provide at 
the end of 
the year? 

Problematic process? Why worked so well? 

Yes No 

No 
managed 

care 
enrollees 

Yes No 

Alabama  X      

 

Arkansas    X     

 

California  X   

For Medi-Cal 
managed 
care, each 
health center 
in a 
managed 
care county 
sets up a 
rate that 
reflects the 
per claim 
payment that 
they receive 
from 
managed 
care plans 
and each 
time they 
claim a 
managed 
care 
encounter, 
the clinic 
receives a 
wrap around 
payment that 
reflects the 
difference 
between 
their 
managed 
care 
payment and 
their full PPS 
rate. 

X  

We can see delays of up 
to 3 years.  Our state 
does pay 60% of the 
reconciliation amount 
claimed up front, but will 
not provide the 
remainder of the 
payment until they 
complete their audit, 
which again can take 3 
years in some instances. 
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State 
(N=43) 

 

Wrap-around payments to FQHCs Treating Medicaid Managed Care Enrollees 

Provide payments 

How often 
payments 

made 

Provide at 
the end of 
the year? 

Problematic process? Why worked so well? 

Yes No 

No 
managed 

care 
enrollees 

Yes No 

Colorado  X   

 
Technically 
the state is 
not making 
wrap-around 
payments to 
FQHCs.  
The state 
makes wrap-
around 
payments to 
the HMOs, 
who are 
required to 
pay the full 
MK APM 
rate up front 
to CHCs.  
The state 
pays the 
actual 
difference 
between the 
FFS/Cap 
rate and 
what the 
CHCs were 
paid to the 
HMOs, so 
no 
reconciliatio
n is 
necessary 
between the 
HMO and 
the state. 
 
 

 X No 

Our process is problem 
free for the CHCs 
because they receive 
their full rate right away 
from the HMO.  We 
have been asked if this 
deters HMOs from 
contracting with CHCs 
(due to hassle, 
payment lag from 
state) and the answer 
is no.  When we had 
more managed care, 
the big player is a non-
profit owned in part by 
CHCs.  Additionally, 
state regs require good 
faith attempts to 
contract with CHCs 
and the contracts 
happen. 

Connecticut X   

 
CT FQHCs 
receive their 
full FQHC 
rate for 
every claim 
that is paid 
by the 
managed 
care 
organization
s or by EDS 
under fee for 
service 
 

 X 

Yes, CT FQHCs have an 
addendum to all 
managed care contracts 
that specify how claims 
must be handled and 
what recourse they have 
if the MCOs do not pay 
promptly. 
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State 
(N=43) 

 

Wrap-around payments to FQHCs Treating Medicaid Managed Care Enrollees 

Provide payments 

How often 
payments 

made 

Provide at 
the end of 
the year? 

Problematic process? Why worked so well? 

Yes No 

No 
managed 

care 
enrollees 

Yes No 

D.C X   

Per our 
Medicaid 
State Plan, 
wrap-around 
payments 
are to be 
made on a 
quarterly 
basis. 

 X 
Delays can be as long as 
90 days out from when 
the invoice is submitted. 

 

Florida X   
every 120 
days 

 X months sometimes 

 

Georgia  X      

 

Hawaii X   
Every 120 
days 

X  

The reconciliation has 
been problematic.  
Medicaid agency didn't 
have a good process or 
adequate staffing.  Also 
required that FQHC-
submitted data match up 
to Plan-submitted data, 
which never matched 
because of different 
ways of reporting visits 
vs. submitting claims.  

Idaho   X     

 

Illinois  X   

Monthly $12 
capitated 
payment 
generated 
by state 
based on 
enrollees 
assigned to 
CHCs as 
reported by 
the MCOs 

 X No 

Because it is a 
sufficient capitated 
payment that is 
automatically 
generated and 
because there is no 
reconciliation process 

Indiana X   monthly X  
Difficulty encountered 
with MCO data 
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State 
(N=43) 

 

Wrap-around payments to FQHCs Treating Medicaid Managed Care Enrollees 

Provide payments 

How often 
payments 

made 

Provide at 
the end of 
the year? 

Problematic process? Why worked so well? 

Yes No 

No 
managed 

care 
enrollees 

Yes No 

Iowa X   
Quarterly or 
they will pay 
monthly 

X  No 

Form indicates 
quarterly but you can 
submit monthly - form 
is simple and 
straightforward 

Kansas X   monthly X  No 

 

Kentucky  X      

 

Louisiana   X     

 

Maine X   monthly X  no 

The state manages 
their enrollment 
relatively well and 
hence there is little 
need for health center 
time and energy to 
adjust or manage. 

Massachusetts   X      

 

Michigan  X   

The 
supplementa
l is part of 
the year end 
reconciliatio
n process 
and takes 
into 
consideratio
n any 
Medicaid 
payments 
including 
quarterly 
interim 
payments. 

X  

It can be based on 
difficulty in establishing 
agreement on number of 
encounters or due to 
state processing issues.  
Can be over a year. 
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State 
(N=43) 

 

Wrap-around payments to FQHCs Treating Medicaid Managed Care Enrollees 

Provide payments 

How often 
payments 

made 

Provide at 
the end of 
the year? 

Problematic process? Why worked so well? 

Yes No 

No 
managed 

care 
enrollees 

Yes No 

Minnesota X   

CHCs 
receive 
payment 
once every 
four months, 
however, 
often with 
little 
documentati
on as to 
which claims 
these 
payments 
are applied 
to.  
Furthermore, 
2003-2007 
payments 
have still not 
been 
finalized in 
Minnesota 

 X 

Payments have been 
delayed since 2003.  
This is after a previously 
backlog was eliminated 
from 1993 - 2002. 

 

Mississippi   X     

 

Missouri X   

The wrap-
around 
payments 
occur 
pursuant to 
the schedule 
agreed to by 
the state 
Medicaid 
agency and 
each 
individual 
CHC, but 
occur no 
less 
frequently 
than every 4 
months. 

X  No 

Health centers that 
serve Medicaid 
patients in the 
managed-care regions 
of the state receive 
wrap-around payments 
of up to 97% of 
managed care 
charges. This 
reimbursement makes 
up the difference 
between payments 
made by the managed 
care plans to the 
health center for 
covered services and 
97% of the health 
centers charges. 
These wrap around 
charges are 
considered interim 
reimbursement of the 
health centers 
Medicaid costs, which 
are then to be 
reconciled at the end 
of the year. 
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State 
(N=43) 

 

Wrap-around payments to FQHCs Treating Medicaid Managed Care Enrollees 

Provide payments 

How often 
payments 

made 

Provide at 
the end of 
the year? 

Problematic process? Why worked so well? 

Yes No 

No 
managed 

care 
enrollees 

Yes No 

Montana   X     
 

Nebraska X   annually X  
only that they only pay it 
once per year 

 

Nevada X   quarterly  X No 
unable to provide an 
answer 

New Jersey  X   
Once a 
quarter 

 X No 

It is working right now, 
because Medicaid 
takes the health center 
data and does not 
reconcile to MCO data. 
They wish to do this 
kind of reconciliation, 
but we have been able 
to convince them that 
this is contrary to 
federal requirements. 
 

New Hampshire   X     

 

New Mexico X   monthly X  No 

Annual Reconciliation 
determines the 
average per visit 
collection received 
from the MCOs. This is 
subtracted from the 
approved FQHC rate 
for the coming year 
and that amount 
becomes the per visit 
wraparound. E.g. 
average per visit 
collection from MCOs - 
$72. Current PPS rate 
$136. Wraparound 
$64. FQHCs submit 
one page form with the 
number of FQHC  
Managed care visits 
(including Dental and 
Behavioral Health) and 
receive a check for the 
wraparound amount 
(e.g. 2,000 visits x $64 
= $13,200) 
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State 
(N=43) 

 

Wrap-around payments to FQHCs Treating Medicaid Managed Care Enrollees 

Provide payments 

How often 
payments 

made 

Provide at 
the end of 
the year? 

Problematic process? Why worked so well? 

Yes No 

No 
managed 

care 
enrollees 

Yes No 

New York X   

The state 
pays in 
batches 
following 
receipt of 
centers' 
individual 
claims. 

 X 

The state has developed 
wrap around policy 
without input from the 
FQHCs. 

 

North Carolina  X      

 

North Dakota    X     

 

Ohio X   
No less than 
once every 
four months 

   

 

Oklahoma   X     

 

Oregon X   

Quarterly 
wrap around 
payments 
based upon 
a report filed 
by the 
Centers for 
services 9 
months ago. 

 X 
The built in 9 month 
delay has been a 
problem. 

 

Pennsylvania X   quarterly  X No 

PCA has worked with 
OMAP staff individually 
and collectively, 
informally and formally, 
to address issues of 
mutual concern.  
Information sharing 
has generally reduced 
any problems. 

South Carolina  X   quarterly X  

causing cash flow 
problems since HMO has 
to send in information for 
reconciliation and 
Medicaid was short 
staffed 
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State 
(N=43) 

 

Wrap-around payments to FQHCs Treating Medicaid Managed Care Enrollees 

Provide payments 

How often 
payments 

made 

Provide at 
the end of 
the year? 

Problematic process? Why worked so well? 

Yes No 

No 
managed 

care 
enrollees 

Yes No 

South Dakota   X     

 

Tennessee X   Quarterly  X 

 
Yes, for some CHCs the 
delay is too long.  There 
is a 60 day window 
following the end of the 
quarter to file the report.  
The report is then 
processed and the 
payment made.  So, it 
could be 6 months or so 
after the service was 
delivered that the PPS 
payment is made to the 
CHC. 
  

Texas  X   quarterly X  

 
The reconciliation 
process is extremely 
difficult. Health must 
monitor closely and 
maintain meticulous 
records regarding 
patients and payments 
from managed care 
plans.  The onus of the 
reconciliation process is 
on the center.  The 
managed care plan has 
no incentive to make this 
process smooth - if the 
health plan has errors, 
the centers must 
document all 
inaccuracies.  The state 
does not enforce health 
plan requirements for 
timely reporting. 
  

Virginia X   

Eligible for 
quarterly 
payments, 
some take 
payments 
annually to 
allow for 
adjustments 
 

X  no Centers base their 
cash flow on their 
schedule of payments.  
Medicaid is very timely 
in making payments 
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State 
(N=43) 

 

Wrap-around payments to FQHCs Treating Medicaid Managed Care Enrollees 

Provide payments 

How often 
payments 

made 

Provide at 
the end of 
the year? 

Problematic process? Why worked so well? 

Yes No 

No 
managed 

care 
enrollees 

Yes No 

Washington X   monthly X  

2006 CMS Medicaid 
managed care audit 
determined state not 
documenting how "wrap-
around" payments are 
calculated and no 
evidence of reconciliation 
process in place.  

Wisconsin X   

Payments 
come 
sometime 
after the cost 
reports are 
submitted, 
which are a 
few times a 
year. 

X  No 

because the state 
employee who handles 
the payments is 
fantastic, in that he 
understands FQHCs 
and is responsive and 
open-minded 

Wyoming  X      
 

Total 28 6 9  15 12  
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Table 9. Impact of the State Payment System on Type of Health Center 

State 
(N=41) 

 

Are some health centers faring better, worse or no different under PPS than other health centers? 

 

Smaller Larger Rural Urban New Start Special Pop. 
Other 

 

Alabama Worse No Different No Different No Different No Different No Different 
 

Arkansas  No Different No Different No Different No Different Better  
 

California  No Different No Different No Different No Different Better No Different 

County and Indian Health 
Service facilities tend to 
have extremely high PPS 
rates. 

Colorado  No Different No Different No Different No Different No Different No Different 

Health Centers are 
reimbursed for their true 
costs, which vary based on 
size, location, etc. 

Connecticut No Different No Different No Different No Different No Different No Different  

D.C No Different No Different No Different No Different No Different No Different  

Florida No Different No Different No Different No Different No Different No Different  

Georgia No Different No Different No Different No Different No Different   

Hawaii No Different No Different No Different No Different Better No Different  

Idaho No Different No Different No Different No Different Better   

Illinois  No Different No Different No Different No Different No Different No Different 

The disparity in PPS rates 
among Illinois centers is 
caused by the way rates 
were rebased and by the 
caps used in the 
methodology 

Indiana No Different No Different No Different No Different No Different No Different Unknown 

Iowa No Different No Different No Different No Different No Different No Different  
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State 
(N=41) 

 

Are some health centers faring better, worse or no different under PPS than other health centers? 

 

Smaller Larger Rural Urban New Start Special Pop. 
Other 

 

Kansas No Different No Different No Different No Different No Different No Different  

Kentucky No Different No Different No Different No Different No Different No Different 

PPS hurt the centers in this 
state.  Prior to the pps we 
had a true cost based 
reimbursement system.  
There is no difference 
between centers of different 
sizes.  The centers which 
are doing better are the 
ones who had the higher 
cost going into the pps 
system. 

Louisiana No Different Worse Better Better Worse No Different  

Maine No Different No Different No Different No Different No Different No Different  

Massachusetts  No Different No Different No Different No Different No Different No Different  

Michigan  No Different No Different No Different No Different Better No Different  

Minnesota Worse Worse Worse Worse Worse Worse  

Missouri No Different No Different No Different No Different Worse No Different 

New starts in our state feel 
they may receive higher 
reimbursement under a PPS 
payment methodology. 
However, because the 
reimbursement is pegged to 
MEI from a base year, some 
of our more established 
health centers are 
concerned that a PPS rate 
would keep their 
reimbursements much lower 
than they receive under 
cost-based. 
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State 
(N=41) 

 

Are some health centers faring better, worse or no different under PPS than other health centers? 

 

Smaller Larger Rural Urban New Start Special Pop. 
Other 

 

Montana No Different No Different No Different No Different No Different No Different  

Nebraska No Different No Different No Different No Different No Different No Different  

Nevada No Different No Different No Different No Different No Different No Different  

New Jersey  Better Better Better Better Better   

New 
Hampshire 

No Different No Different No Different No Different No Different No Different 

 
Most of our CHCs are at 
their cap and therefore this 
is driving our renegotiation 
with the state 
 

New Mexico No Different No Different No Different No Different No Different No Different  

New York Worse Better Worse Better Better   

North Carolina No Different No Different No Different No Different No Different No Different 

 
Each health center fairs 
differently based on if and 
when they received a scope 
of service change, and also 
the re-basing options. 
 

North Dakota  No Different       

Ohio No Different No Different No Different No Different No Different No Different  

Oklahoma No Different No Different No Different No Different No Different No Different  

Oregon No Different No Different No Different No Different Better No Different  

Pennsylvania       Unknown 
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State 
(N=41) 

 

Are some health centers faring better, worse or no different under PPS than other health centers? 

 

Smaller Larger Rural Urban New Start Special Pop. 
Other 

 

South Carolina  No Different No Different No Different No Different No Different No Different 

This question is not 
applicable to our centers, 
but an answered was 
required.  Our centers are 
under APM and some are 
doing better than others--
center size nor geographic 
location seem to be an 
indicator 

South Dakota No Different No Different No Different Worse No Different No Different  

Tennessee No Different No Different No Different No Different No Different No Different  

Texas  No Different No Different No Different No Different No Different No Different  

Virginia No Different No Different No Different No Different No Different No Different  

Washington No Different No Different No Different No Different No Different No Different 

Under the new APM 
effective 1/1/2009, centers 
that had the largest 
discrepancy between actual 
costs and previous rates 
fare the best. 

Wisconsin No Different No Different No Different No Different No Different No Different  

Wyoming No Different No Different      

 
Totals 

 

 Better 1 2 2 3 8 0 

Worse 3 2 2 2 3 1 

No Different 37 38 35 34 28 33 
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Table 10. Detrimental Aspects of the State Payment System 

State 
(N=27) 

 
Are there any elements in your state program that you believe have been particularly harmful and/or 

have had an adverse impact on FQHCs 

Alabama limit to one encounter per day 

Arkansas  

The 5% difference in the cost and the requirement that the change must have occurred within the last full 6 
months of the CHC's fiscal year can cause major delays in recouping costs if those changes occurred within 
the first six months of the CHC's fiscal year....and the Medicaid has up to 90 days to respond with approval or 
disapproval.  

California  Not being included in the Medicaid provisions for timely payment of claims. 

Colorado  An opportunity for an adverse impact is that our FQHC reimbursement methodology is not in statute.  

Connecticut 
Involvement of MCOs has always been a detractor.  As of September 1, 2009 all FQHCs claims for all 
Medicaid and CHIP patients will go directly to the state contractor EDS so the health centers will no longer 
struggle with MCO systems and the attendant delays. 

Florida payment too low 

Georgia Transfer of PPS to the CMO's has killed cash flow. 

Hawaii 
The never-ending process of trying to get clarity around change of scope rules and process has discouraged 
FQHC growth. We are currently disputing the state's (and CMS's?) interpretation on PPS payments related to 
perinatal care which, if they stand, will discourage FQHCs from providing that much-needed service. 

Illinois  

The only means available for health centers to fund expanded or enhanced services through the operating 
provisions of our PPS system is to create and maintain a margin on services provided. Additionally, the ability 
to utilize Change in Scope appeals to retroactively fund expansion or the provision of enhanced services has 
not been an option.  

Indiana Timely reconciliation process is difficult due to frequently faulty MCO data 

Kansas None. 

Kentucky 
PPS payment system is slow strangulation for centers.  It is basically a fixed rate which escalated something 
short of the true inflation rate. 

Louisiana The lack of clarity in change of scope  

Maine Conditioning scope of service changes on scope of project approval  

Minnesota 
Lack of timely payments.  Lack of transparency in program rules and regulations.  Communication issues 
between state and CHCs.  Continued frustration. 

Missouri 

There is a major backlog of cost-reports that have not been reconciled with Medicaid. Some dating all the way 
back to 2001. This has created a situation in which several health centers have built up large payables owed 
to the state, while others have built up large receivables owed to them by the state. We are working on 
bringing these to be current right now. 

Nebraska 

State started PPS using APM-in 8/08 it was learned the SPA provided for APM only for first 9 months and 
then went to PPS-centers signed APM MOA's - were submitting cost reports-get paid APM-rules and regs 
spoke to cost based reimbursement but when CMS audited state learned they should be paying PPS-one 
center contested-state just reversed their position 

Nevada No. 

New Jersey  
The payment and wrap around for deliveries was problematic but has been resolved since July 1, 2008 when 
Medicaid agreed to carve deliveries and certain OB procedures out of the PPS system.  

New York Peer group ceilings. 

Oklahoma 
Covering restorative and diagnostic dental services (those outside certain preventive codes) is detrimental to 
at least one health center.  Others believed this method to be beneficial. 

Pennsylvania The limited definition of change in scope of services 

South Carolina  
late wrap and cost reconciliation payments; methodology being used to reconcile reports changed with 
change in staff at Medicaid performing the duty 

South Dakota Lack of written policies and procedures developed by Medicaid.  

Tennessee No. 
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State 
(N=27) 

 
Are there any elements in your state program that you believe have been particularly harmful and/or 

have had an adverse impact on FQHCs 

Virginia The cap on FQHC payments is negative for those that are low cost providers of services.  

Washington Reconciliation process rewards encounters vs. efficient care model. 
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Table 11. Beneficial Aspects of the State Payment System 

State 
(N=23) 

 
Are there any elements in your state program that you believe have been particularly helpful or 

beneficial to FQHCs? 

Arkansas  Change of Scope definition is excellent  

California  
A well articulated scope of service change statutory process has helped health centers, especially because 
this process also allows for rebasing.  

Colorado  

Our APM allows most Health Centers to get a rate higher than they would under PPS (PPS is the floor)  -
Requirement for HMOs to pay the full rate without a wrap-around or reconciliation process  -Strong 
relationship with cost-report contractor at PCA and CHC level  -Strong language encouraging contracts 
between HMOs and CHCs 

Connecticut 
When managed care changed in CT in 2008 the FQHCs were able to negotiate special terms to protect them 
from MCO's delaying payment 

D.C 
Yes, the use of the Medical Economic Index to adjust the rate for inflation cost and the average rule used to 
reimbursements for FQHCs  

Illinois  
When combined with hold harmless provisions, rebasing can be beneficial. Excellent relationship with state 
Medicaid staff.  

Indiana Monthly wrap payments are great in assisting cash flow. 

Iowa They have kept cost based reimbursement 

Kansas 1. No productivity screens 2.No Medicare cost cap 3.Allowance of more than one visit per day  

Maine 
1. Reimbursement for two visits per day, with a third possible if for unforeseen emergencies; 2. Inclusion of 
LCPC's as core providers  

Massachusetts  
Medicaid MCO payments are equivalent to Medicaid FFS, so no state wraparound payment process is 
necessary. 

Minnesota 
No elements whatsoever are helpful to FQHCs in the State of Minnesota.  Very confusing program with almost 
non-existent guidance and payment delays. 

Nebraska None. 

Nevada None. 

New York Capital pass through allows rate increase; has allowed some CHCs to take on major projects. 

Oklahoma Relative consistency - predictability.  

Pennsylvania The elimination of annual cost reports and good collaborative working relationship with OMAP staff. 

South Carolina  No. 

South Dakota Access to state Medicaid staff  

Tennessee Updating the rates to more recent year costs has been helpful.  

Texas  MEI plus 1.5% is very helpful by keeping us more in line with rising costs.  

Washington 
Use of fee-for-service equivalent payments vs. actual managed care premiums paid to health centers when 
calculating reconciliation. 

Wyoming 
The FQHCs are such a small player in this market historically and at this time that there has been little need to 
develop a payment schedule that would favor these clinics seeing a larger number of Medicaid/SCHIP 
patients. As the number of FQHCs expands (ongoing community development activities) this should change.  
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Table 12. Changes to PPS 

State (N=41) 
In the past year, has your state promulgated any regulatory or other written policy changes 

to PPS? 

Alabama No 

Arkansas  No 

California  

We continue to work with the state on implementation of dental hygienists as reimbursable 
providers.  We are establishing a managed care rate-setting process for dual eligible individuals 
enrolled in Medicare Advantage.  We are trying to simplify our inpatient carve out for CHCs and 
have secured recognition of both physicians and nurse midwives as providers that can be carved 
out for PPS purposes.  Our state is currently developing SPA and FQHC Provider Bulletin to 
implement the elimination of optional benefits on FQHCs. 

Colorado  
As part of budget balancing efforts, the state proposed to pay CHCs in CO our PPS rate rather than 
APM.  This change did not happen. 

Connecticut 
We hope to have new regulations about payment for obstetrics and other inpatient procedures that 
are now underpaid because the PPS visit rate is paid rather than the Medicaid fee schedule for 
deliveries and other GYN procedures i.e. hysterectomies etc. 

D.C No 

Florida No 

Georgia Update the policy manual with our help 

Hawaii No 

Illinois  No 

Idaho No 

Indiana No 

Iowa No 

Kansas No 

Kentucky We are currently engaged is rewriting the regs in collaboration with the state Medicaid program. 

Louisiana No 

Maine No 

Massachusetts  No 

Michigan  No 

Minnesota 
Medicaid state plan amendment to incorporate health care home payments into the PPS/APM rates 
for FQHCs. 

Missouri No 

Montana No 

Nebraska No 

Nevada No 

New Hampshire No 

New Jersey  
They are trying to put forth a requirement that a center must file change of scope versus it being up 
to the center to decide. Some changes are so small that it makes no sense to file. 

New Mexico No 

New York 
NYS DOH released a policy document (though did not go through the process of promulgating 
regulations) on wraparound billing 

North Carolina No 

Ohio No 

Oklahoma 

Established that under a new Patient Centered Medical Home model for all provider types, that 
FQHCs would be paid FFS for all services versus having a wrap-around for a state-based managed 
care system and FFS.  In this model, health centers are not paid a separate case management fee 
as are other provider types.  This is considered within the health centers rates.  Also, as of January 
2009, health centers may be paid a telemedicine site origination fee outside of PPS. 

Oregon No 

Pennsylvania No 

South Carolina  No 

South Dakota No 

Tennessee No 

Texas  

No written changes, but the state has indicated they will be reviewing every health center's rate.  
They also indicate verbally they plan to implement CHIP PPS with health plans paying the full rate to 
health centers up front.  TACHC opposes this process because it discourages health plan from 
assigning patients to health centers. 
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State (N=41) 
In the past year, has your state promulgated any regulatory or other written policy changes 

to PPS? 

Virginia No 

Washington 
New APM process effective January 1, 2009.  Emergency rules adopted July 1, 2009, with 
retroactive rate impact back to 1/1/2009.  Regular rules will be adopted in the next 120 days. 

Wisconsin No 

Wyoming No 
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Table 13a.  CHIP Payment Rates 

State (N=43) 

Do health centers receive PPS (same as Medicaid) for CHIP beneficiaries? 

YES NO 
Combination: PPS for Medicaid 

expansion children/fee-for-
service for separate programs 

Combination: PPS for both Medicaid 
expansion children and separate 

programs 

Alabama  X   

Arkansas  X    

California   X   

Colorado   X   

Connecticut X    

D.C X    

Florida    X 

Georgia X    

Hawaii X    

Idaho X    

Illinois     X 

Indiana X    

Iowa  X   

Kansas  X   

Kentucky X    

Louisiana  X   

Maine X    

Massachusetts  X    

Michigan   X   

Minnesota X    

Mississippi  X   

Missouri X    

Montana  X   

Nebraska X    

Nevada X    

New Hampshire  X   

New Jersey  X    

New Mexico   X  

New York  X   

North Carolina   X  

North Dakota   X   

Ohio X    

Oklahoma X    

Oregon    X 

Pennsylvania  X   

South Carolina  X    

South Dakota X    

Tennessee  X   

Texas   X   

Virginia X    

Washington X    

Wisconsin X    

Wyoming  X   

Total 22 16 2 3 
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Table 13b. CHIP Payment Rates (conôt) 

State (N=16) 
What rate do the health centers receive for 

standard (intermediate) office visits? 
How does the rate compare to your current PPS 

rate? 

California  
It varies based on the managed care plan. All CHIP managed care rates are significantly lower 

than the PPS rates. 

Colorado  
FQs are paid like any other providers on FFS 
basis.  Currently that is 83% of RBRVs and it 
is about $92 for a typical visit. 

Our average current payment (APM) is $162 -- so 
the CHP+ average is much lower. 

Iowa 80 Less 

Kansas 57.64 This rate is FFS 

Louisiana PPS Same 

Michigan  Blue Cross office visit rate Lower 

Mississippi FFS rate Not applicable 

Montana 
$120 Standard pediatric visit; allowed charge 
$90; CHIP reimbursement $80. 

Lower 

New Hampshire They receive their APM rate. N/A 

New Mexico Medicaid FFS - $52 See average and range of PPS rates in Table 4. 

New York Depends -CHIP is managed care. Lower 

North Carolina 

FQHCs receive various based on average 
overhead costs per visit.  It's adjusted to take 
into account any increases and decreases 
during the fiscal year.  Initial rate is = to 100% 
of average reasonable costs for covered 
services provided during the center's fiscal 
year. 

The PPS rate will increase by percentage based on 
the MEI per fiscal year. 

Tennessee Unknown Unknown 

Texas  
CHIP fee for service rates FFS rates are much lower than PPS rates - no 

more than 1/3 to 1/2 of median PPS 
reimbursement. 

Washington 
APM encounter rate N/A--state has always paid CHIP at Medicaid rates-

-CHIP kids are managed care and wrap-around 
payments are made. 

Wyoming N/A N/A 
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Table 14. CHIP Benefits 

State (N=43) 

Are CHIP benefits the same as 
Medicaid? 

 
 
 
 

Which key Medicaid benefits does CHIP not 
cover? 

YES NO 

Yes for 
Medicaid 

expansion 
children/NO 

for CHIP 
children 

(combination 
state) 

Alabama    None 

Arkansas   X  

ArKids A -(Medicaid waiver)comprehensive full 
benefits 133% of FPL for age 6 and under and 100% 
FPL age 7-18  ArKids B (CHIP) 250% of FPL co-pay 
required, limited benefits  Key Medicaid Benefits NOT 
covered  Orthodontics, occupational and physical 
therapy, transportation (non-emergent), EPSDT, in-
patient psychiatric care, hospice, audiology, child 
health management services, developmental day 
treatment clinic services, in-stage renal disease 
services, hearing aids, hyper alimentation, nursing 
facilities, orthotics. Personal care, private duty 
nursing, prosthetics, ventilator services, and targeted 
case management. 

California   X  
There are some services, but will need to analyze 
this. 

Colorado   X  
The benefits package is similar, however there are 
limits on the number of visits/services and there is a 
$600 cap for dental. 

Connecticut X    

D.C X    

Florida X    

Georgia X    

Hawaii X    

Idaho X    

Illinois  X    

Indiana X    

Iowa X   Unknown 

Kansas X    

Kentucky X    

Louisiana X    

Maine X    

Massachusetts  X    

Michigan   X  Limited mental health services 

Minnesota X    

Mississippi  X  not applicable 

Missouri  X  
Actually, CHIP covers dental in Missouri while 
Medicaid does not. 

Montana  X  
ambulance, chiropractic, durable medical equipment, 
orthodontist, home health care, hospice 

Nebraska X    

Nevada X    

New Hampshire X    

New Jersey  X    

New Mexico  X  
All CHIP children receive full Medicaid. NM covers 
adults using CHIP money on a separate non-
Medicaid plan and does not pay PPS 

New York X   
 
 




