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Attachment 4.19-B 

          Page 19 Addendum 
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

STATE: DELAWARE 
 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES  
 

Early and Periodic Screening, Diagnostic and Treatment (EPSDT)   
Rehabilitative Mental Health Services and Substance Use Disorder Services 

 
Reimbursements for services are based upon a Medicaid fee schedule established by the Delaware 
Medical Assistance Program (DMAP).  
 
The fee development methodology built fees considering each component of provider costs as outlined 
below. These reimbursement methodologies produced rates sufficient to enlist enough providers so 
that services under the State Plan are available to beneficiaries at least to the extent that these services 
are available to the general population, as required by 42 CFR 447.204. These rates comply with the 
requirements of Section 1902(a)(3) of the Social Security Act and 42 CFR 447.200, regarding payments 
and are consistent with economy, efficiency, and quality of care. Provider enrollment and retention will 
be reviewed periodically to ensure that access to care and adequacy of payments are maintained. The 
Medicaid fee schedule is equal to or less than the maximum allowable under the same Medicare rate, 
where there is a comparable Medicare rate. Room and board costs are not included in the Medicaid fee 
schedule. 
 
Except as otherwise noted in the State Plan, the State-developed fee schedule is the same for both 
governmental and private individual providers and the fee schedule and any annual/periodic 
adjustments to the fee schedule are published in the Delaware Register of Regulations. 
 
The Agency’s fee schedule rate was set as of July 1, 2016 and is effective for services provided on or 
after that date. All rates are published on the Delaware Medical Assistance Program (DMAP) website at 
http://www.dmap.state.de.us/downloads/feeschedules.html. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

STATE:  DELAWARE 
 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES CONTINUED  
 

Early and Periodic Screening, Diagnostic and Treatment (EPSDT) 
Rehabilitative Mental Health Services and Substance Use Disorder Services Continued 

 
The fee development methodology will primarily be composed of provider cost modeling, through 
Delaware provider compensation studies, cost data, and fees from similar State Medicaid programs may 
be considered, as well. The following list outlines the major components of the cost model to be used in 
fee development: 
 

 Staffing Assumptions and Staff Wages 

 Employee-Related Expenses – Benefits, Employer Taxes (e.g., Federal Insurance Contributions Act 
(FICA), unemployment, and workers compensation) 

 Program-Related Expenses (e.g., supplies) 

 Provider Overhead Expenses  

 Program Billable Units 
 
The fee schedule rates will be developed as the ratio of total annual modeled provider costs to the 
estimated annual billable units. A unit of service is defined according to Healthcare Common Procedure 
Coding System (HCPCS) approved code set unless otherwise specified. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 
STATE:  DELAWARE 

 
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES – OTHER TYPES OF CARE 

 
REIMBURSEMENT FOR PHARMACEUTICALS 

 
Overview 
The Delaware Medical Assistance Program (DMAP) will reimburse pharmaceuticals using the lower of: 
 

 The usual and customary (U & C) charge to the general public for the product, 

 National Average Drug Acquisition Cost (NADAC) or if a NADAC is not available the Average 
Wholesale Price (AWP) minus 19%, 

 A State-specific maximum allowable cost (DMAC) when the purchase price is not appropriately 
represented by either the NADAC or the Average Wholesale Price (AWP) minus 19%, 

 The Federal Upper Limit (FUL) will not be used since the NADAC reflects the actual acquisition cost.  
 

Entities that qualify for special purchasing under Section 602 of the Veterans Health Care Act of 1992, 
and entities exempt from the Robinson-Patman Price Discrimination Act of 1936 must charge the DMAP 
no more than their actual acquisition cost (AAC) plus a professional dispensing fee.  The AAC must be 
supported by invoice and payment documentation. 
 

Entities that purchase Section 340B of the Public Health Service Act products must request to use these 
drugs for all DMAP patients, including Medicaid fee-for-service patients and for patients whose care is 
covered by Medicaid Managed Care Organizations.   
 

Professional Dispensing Fee  
The professional dispensing fee rate is ten dollars ($10.00). There is one-time professional fee per thirty 
(30)-day period unless the class of drugs is routinely prescribed for a limited number of days. 
 
Definitions 
Delaware Maximum Allowable Cost (DMAC) - a maximum price set for reimbursement: 
 

 when a single source product has Average Selling Prices provided by the manufacturer that indicates 

the AWP is exaggerated, or 

 when the NADAC does not reflect the most current cost of a multiple source drug, or 

 if a single provider agrees to a special price.   

 
Any willing provider can dispense the product. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE:    DELAWARE 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES – 
OTHER TYPES OF CARE 

 
5. Other EPSDT Services Continued 
 

(f) Services to Treat Autism Spectrum Disorder (ASD) Pursuant to EPSDT as defined per Attachment 3.1-A, 
Page 6, Addendum 1a -1g: 

    
As available, rates are developed using the Resource Based Relative Value Scale (RBRVS) methodology. Rates 
are established and updated based on the RBRVS methodology as adopted by the Medicare Fee Schedule 
Data Base. 

  
If no RVU exists, the agency examines the CMS-approved Medicaid fee-for-service rate schedules of other 
states for similar services that are comparable in program design, program structure and relative costs to 
Delaware’s services. For those services that are substantially similar, another state’s fee for the procedure 
may be adopted. 

 
The agency’s fee schedule rate was set as of October 1, 2016 and is effective for services provided on or after 
that date.  Except as otherwise noted in the plan, fee schedule rates are the same for both governmental and 
private providers of these services.  Rates are published on the agencies website at the link below: 

 
The fee schedule and any annual periodic adjustments to these rates are published on the Delaware Medical 
Assistance Program (DMAP) website at:  http://www.dmap.state.de.us/downloads/feeschedules.html 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: DELAWARE 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES 
 

Standards for Payment of Reserved Beds During Absence from Long-Term Care Facilities 
 

42 CFR 447.40 
 

Payment will be made for reserving beds in long-term care (LTC) facilities for recipients during their temporary 
absence for the following purposes: 
 
1. Hospitalization for acute conditions: 

 
a. For periods of hospitalization for acute conditions up to fourteen (14) days per hospitalization in any 

thirty-day period for individuals residing in an Intermediate Care Facility for Individuals with Intellectual 
Disabilities (ICF/IID). 

 
b. For periods of hospitalization for acute conditions up to seven (7) days per hospitalization in a thirty-day 

period for individuals residing in all other LTC facilities. 
 

2. For leaves of absence up to eighteen (18) days per calendar year as provided for in the recipient’s plan of 

care. 

 

3. If a recipient’s physical condition is being negatively impacted by his or her emotional need to be in a family 

setting, prior approval may be obtained for a waiver of the eighteen-day leave of absence limitation (for 

other than acute care hospitalization) from the Title XIX Medical Consultant in order to allow the patient 

more time to visit with his or her family, as long as such absences are provided for in the recipient’s written 

plan of care. 

 
To obtain approval, a written request must be submitted by the long-term care facility to the Long-Term 
Care Coordinator and must include: 
 

a. Reason for the request; 
b. Medical summary; 
c. Statement from the LTC facility’s medical director regarding the medical necessity of the patient 

being absent from the facility in excess of eighteen (18) days per year;  
d. Anticipated frequency of absence; and 
e. Number of days the recipient was absent from the LTC facility during the previous six-month period. 

 
The number of days waived must fall within a six-month period. 
 
Any request for a waiver after the six-month limit must be resubmitted and approved for payment to be 
continued. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE: DELAWARE 

DEFINITION OF SPECIALIZED SERVICES 

Specialized Services for PASRR 

As defined in 42 CFR 483.120, Specialized Services for Preadmission Screening and Resident Review 
(PASRR) means services that are provided to supplement the care provided by a nursing facility under its 
Medicaid per diem payment that are intended to result in the continuous and aggressive 
implementation of an individualized plan of care for a nursing facility resident who has a mental illness 

or intellectual disability or developmental disability. 

Mental Illness 

For individuals with serious mental illness, defined in 42 CFR 483.102(b)(1), specialized services, as 
defined in 42 CFR 483.120(a)(1), means the services specified by the State which, combined with 
services provided by the nursing facility, results in the continuous and aggressive implementation of an 

individual plan of care that: 

• Is developed and supervised by an interdisciplinary team, which includes a physician, qualified 
mental health professional and, as appropriate, other professionals, 

• Prescribes specific therapies and activities for the treatment of persons experiencing an acute 
episode of serious mental illness, which necessitates supervision by trained mental health 

personnel, and 
• Treatment is directed toward stabilization and restoration of the level of functioning that 

preceded the acute episode. 

Specialized Services do not include services that can be routinely managed by a primary care provider. 
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