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4.19 Payments for Medical and Remedial Care Services
usual and customary charge information supplied by the provider community which was analyzed using accepted mathematical
principles to establish the mean dollar value for the service, or the provider’s customary charge, whichever is less. An upper limit
is established using a resource-based relative value for the procedure times a conversion factor as determined by  the type of
services. The conversion factors were developed using utilization and payment level data for the defined service  group.
Payment will be the lesser of the upper limit or the provider’s customary charge for the service to the general public. The
agency’s fees were updated January 1, 2010 and are effective for services on or after that date.

6. d.2 Gerontological Nurse Practitioner Services
Adult Nurse Practitioner Services
Women’s Health Nurse Practitioner services
Psychiatric Nurse Practitioner Services

An upper limit is established using a resource-based relative value for the procedure times a conversion factor as determined by
the type of service. The conversion factors were developed using utilization and payment level data for the defined service
group. The conversion factors are published annually in the “Resource Based Relative Value (RBRVS) Policy and Procedure
Manual.”

Payment may not exceed the amount paid to physicians for the service the provider is authorized by State Law to perform or
the provider’s customary charge, whichever is less. All private and governmental providers are reimbursed according to the
same published fee schedule that may be accessed at: www.wvdhhr.org then medical services, then manuals.

d.3 Other Licensed Practitioners

Pharmacy reimbursement for vaccines will be based on the appropriate NDC code at the current pharmacy reimbursement rate
for covered drugs and may include an administration fee. If the vaccine is free, only an administration fee will be reimbursed.
Reimbursement will be through the MMIS point-of-sale system.

7. Home Health Services
A&B Medicaid reimbursement of Medicare certified home health services shall be based on ninety percent (90%) of the Medicare

established low-utilization payment adjustment (LUPA) per visit rate by discipline or the provider’s charge whichever is less. The
calculated LUPA rate will include an applicable Core-Based Statistical Area (CBSA) wage index adjustment for the county in
which the provider has its initially assigned physical location. If services are rendered to beneficiaries outside of the initially
assigned county, payments will be limited to the provider’s LUPA rates with no payment recognition for any difference between
county wage indexes. The LUPA rate will be adjusted in accordance with Medicare’s scheduled adjustments. LUPA per visit
payment amounts are considered payment-in-full. All private and governmental providers are reimbursed according to the same
published fee schedule that may be accessed at www.wvdhhr.org.org.

c. Medical Equipment
Reimbursement for medical equipment (ME), medical supplies, esthetics and prosthetics is the lesser of 80% of the Medicare fee
schedule or the provider’s charge to the public. Reimbursement for unlisted/unpriced codes is based on cost invoice and
reimbursed per WV Medicaid's established fee schedule. The Agency's fees were updated January 1, 2010 and are effective for
services on or after that date. All private and governmental providers are reimbursed according to the same published fee
schedule that may be accessed at www.wvdhhr.org or the Agency's Provider Manuals.

For medical supplies provided on or after January 1, 2022 that are subject to Section 1903 (i)(27) of the Social Security Act, the
Medicaid allowable shall be the lowest West Virginia Medicare Durable Medical Equipment, Prosthetics, Orthotics, and Supplies
(DMEPOS) fee schedule amount or competitive bidding single payment amount effective as of January 1 of each year and
updated on an annual basis, if available.
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Medicaid will reimburse a monthly rental fee for a period not to exceed 13 months for certain medical equipment, after which
ownership of the equipment is transferred to the Medicaid member.

Examples of this type of equipment include but are not limited to: Hospital beds, wheelchairs, alternating pressure pads,
air-fluidized beds, continuous airway pressure (CPAP) devices, patient lifts, insulin pumps, enteral nutrition pumps,  and
pneumatic compressors (lymphedema pumps); etc. See Appendix 506A for DME codes and a complete list of items.
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12. b. Dentures 

Payment for dentures is included in item 10.  

1. Prosthetic Devices  

Payment is based on the upper limit established for the service by Medicare.  

2. Eyeglasses 

Payment will not exceed an upper limit established considering cost information from national 
sources; i.e., Optometry Today and Review of Optometry; a survey of practitioners in the State; 
and the upper limits established by Medicare adjusted to reflect complexity of material.  

An upper limit is established for each lens code. The upper limit for frame is wholesale cost up to 
$40.00 multiplied by a factor of 2.5. Payment for low vision aids may not exceed invoice cost plus 
30 percent.  
Reimbursement may not exceed the provider’s customary charge for the service for the general 
public. 

13. c. Preventive Services  
Vaccine Administration  
For vaccine administration, providers listed in 13c of Attachment 3.1-A will be reimbursed from the 
fee schedule, located at https://dhhr.wv.gov/bms/fees/pages/default.aspx, according to existing 
approved payment methodology for each provider type. 
 Disease State Management  
1. The state developed fee schedule rates are the same for both public and private providers of 

these 1905(a) services. The fee schedule and any annual/ periodic adjustments to the fee 
schedule are published.  

d. Rehabilitative Services  
Behavioral Health Services  

1. Reimbursement to those agencies licensed as behavioral  

(continued next page) 
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4.19 Payments for Medical and Remedial Care Services 

health agencies only is based on payment rates for each service by units of time with limitations 
established for occurrences. The payment upper limit is established by arraying charges of providers for the 
services to establish a reasonable and customary and prevailing charge. Effective for dates of service on or 
after April 1, 2022, the behavioral health services rates will be increased by five (5) percent. Unless 
specifically noted otherwise in the plan, the state-developed fee schedule rate is the same for both 
governmental and private providers. The BMS fee schedule is published at: 
https://dhhr.wv.gov/bms/fees/pages/default.aspx.  

Community-Based Mobile Crisis Intervention Services Providers will be reimbursed in Fee for Service using 
the BMS fee schedule for licensed behavioral health center (LBHC) services and the BMS fee schedule 
shall be the minimum rate paid for Mobile Crisis Services rendered in Managed Care for these services. 
LBHC rates are distinct from FQHC encounter rates. The service codes and rates for Community-Based 
Mobile Crisis Intervention Services are all inclusive of the Mobile Crisis Response Team. Therefore, each 
provider on the team is not being paid separately for the service as they are paid through the rate 
reimbursed for the team.  
 
LBHC codes and rates effective for dates on or after April 1, 2022 are published here: 
https://dhhr.wv.gov/bms/FEES/Documents/LBHC%20Rates%20as%20of%204.1.22_rev_b.pdf    
 

Reimbursement for Assertive Community Treatment (ACT) is based on an assessment of the fees of those 
service codes included in the ACT array of services together with a review of the staff level and hours of 
the professionals included in the ACT team. A per diem or a monthly rate will be based on the historical 
data of the frequency of those service codes included in ACT and the number of staff and average wages 
of the professional team. Effective for dates of service on or after April 1, 2022, the ACT services rates will 
be increased by five (5) percent. Unless specifically noted otherwise in the plan, the state-developed fee 
schedule rate is the same for both governmental and private providers. The BMS fee schedule is published 
at: https://dhhr.wv.gov/bms/fees/pages/default.aspx.  

Cardiac Rehabilitative Services: Cardiac Rehabilitative Services as defined per Attachment 3.1A and 3.1B 
page 5g and 5h are reimbursed effective 1/1/14 based on the physician fee schedule as outlined per 
Attachment 4.19-B, page 3aa. Other practitioners providing these services as described in Attachment 3.1A 
and 3.1B page 5g and 5h shall be reimbursed at the lesser of the practitioners’ usual and customary fee or 
the West Virginia Medicaid fee scheduled, if applicable, at www.dhhr.wv.gov/bms.  

Pulmonary Rehabilitation: Pulmonary Rehabilitation as defined per Attachment 3.1 A and 3.1-B page 5i and 
5j are reimbursed effective 1/1/14 based on the physician fee schedule as outlined per Attachment 4.19-B, 
page 3aa. 
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PERSONAL CARE 4.19 Payment for Medical and Remedial Care and Services

Methods and Standards for Establishing Payment Rates

26. Personal Care Services

Personal Care Services

Personal Care services will be reimbursed using a statewide fee-for-service rate scheduled based on units of services
authorized in the approved plan of care. Payment for Personal Care services under the State Plan will not duplicate
payments made to public agencies or private entities under other program authorities for the same purpose. Medicaid will
be the payer of last resort. Effective for dates of service on or after April 1, 2022, the personal care services rates will be
increased by five (5) percent. Unless specifically noted otherwise in the plan, the state-developed fee schedule rate is the
same for both governmental and private providers. Providers will be reimbursed at the lesser of the provider’s usual and
customary billed charge or the Bureau for Medical Services (Bureau) fee schedule. The BMS fee schedule is published at:
https://dhhr.wv.gov/bms/fees/pages/default.aspx.

Personal care services are limited on a per unit, per month, basis (15 minutes per unit) with all services subject to prior
authorization. Individuals can receive up to a maximum of 840 units (210 hours) each month.

Rate Methodology:

Rates for Personal Care services are developed using a market-factor rate-setting model. The model reflects individual
service definition, operational service delivery, administrative, capital and technology considerations. The following factors
are used in determining the rates:

● Wage- Wage data is obtained from the Bureau of Labor Statistics (BLS). The age is based on two elements
consisting of occupation/wage categories reported by BLS and identified by Medicaid staff as comparable to
services delivered under the personal care program as well as results of a formal provider survey.

● Inflation- The base wage is adjusted by an inflationary factor determined by the percent change in the Consumer
Price Index (CPI-U. U.S. City: All Items 1982-84 = 100) from base period 2009 to current rate period.

● Payroll Taxes- The payroll taxes factor represents the percentage of the employer’s contribution to Medicare,
Social Security, workers’ compensation and unemployment insurance.

● Employee Benefits- The employee benefits factor represents the percentage of employer’s contribution to
employee health insurance and retirement benefits. The employee benefit factor varies by employee type. This
factor is discounted to reflect the Medicaid agency’s share of cost based on the Medicaid payer mix.

● Allowance for Administrative Costs- The allowance for administrative costs factor represents the percentage of
service costs that results from non-billable administrative activities performed by direct care staff and services
provider by employer administrative support and executive start. This factor is discounted to the Medicaid payer
mix as determined by provider survey conducted in 2010 and 2011.

● Allowance for Transportation Costs- The allowance for transportation costs factor represents an allowance for
average travel time by the provider as indicated by the provider survey.

● Allowance for Capital and Technology- The allowance for capital and technology factor represents weighting of
various income and balance sheet account information and provider survey data to calculate a capital and
technology cost per dollar of employee wages. This factor is discounted to reflect the Medicaid agency’s share of
cost based on the Medicaid payer mix.

● Room and Board- Room and Board shall not be a component used in developing the rate methodology.

TN No.: 22-0009 Approval Date: Effective Date: 04/01/2022
Supersedes: 12-006



























STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State: West Virginia Attachment 4.19-B 

Page | 26 
1905(a)(29) Medication-Assisted Treatment (MAT) 
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Medication-Assisted Treatment Services 
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4.19 Payments for Medical and Remedial Care and Services
 

 
REIMBURSEMENT FOR DRUG FREE MOMS AND BABIES (DFMB) CARE COORDINATION 

SERVICES TO WEST VIRGINIA DFMB SITES 
 
A. Reimbursement Methodology for DFMB Services 
 

1. Rate Development has been built on the following: 
a. Payment is made to the DFMB site on a per-member-per-month (PMPM) basis.   
b. At least one of the services included in the bundled payment must be provided within the service 

payment unit (calendar month) in order for providers to bill the bundled rate. 
c. The PMPM rate is designed to reimburse care coordination activities related to DFMB services, 

with other discrete Medicaid State Plan services not included in the bundle rate to be considered 
separately billable.  

d. Any provider delivering services through the DFMB care coordination rate will be paid through the 
bundled payment rate and the provider cannot bill separately for services covered under the 
bundled payment.  

e. Medicaid providers delivering separate services outside of the bundled payment may bill for those 
separate services in accordance with the Medicaid billing procedures.  

f. The DFMB care coordination PMPM rate is not paid in a residential setting, and it does not include 
costs related to room and board or other unallowable facility costs.  

2. The DFMB case management PMPM rate is intended to cover key care coordination activities 
including: 

a. Comprehensive assessment and periodic reassessment of individual needs to determine the need for 
any medical services, educational services, social services, or other services, 

b. Development (and a periodic revision) of a specific care plan that is based on the information 
collected through the assessment, 

c. Referral and related activities to help the eligible individual obtain needed services, and 
d. Monitoring and follow-up activities. 

 
3. The bundled payment methodology complies with the provision in Section 1902(a)(32) of the Social 

Security Act. The rate methodology represents a “bottom-up” approach that incorporates costs for all the 
time, expertise, and materials needed to deliver the service. The State will periodically monitor the actual 
provision of services paid under a bundled rate to ensure that beneficiaries receive the type, quantity, and 
intensity of services required to meet their medical needs and to ensure that the rates remain economic and 
efficient based on the services that are actually provided as part of the bundle. 

 
4. The payment rate is the same for governmental and private providers and is available at: 

https://dhhr.wv.gov/bms/FEES/Documents/DFMB%20PM%20%281%29.pdf 
 


