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Dear Ms. Teeter and Ms. Lindeblad: 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

CENTER FOR MEDICAID & CHIP SERVICES 

The Centers for Medicare & Medicaid Services (CMS) is responding to your request for approval of 
Washington's State Plan Amendment (SPA) Transmittal Number 13-04, submitted to CMS on March 28, 
2013. Washington submitted this SPA to include Medicaid Treatment Child Care (MTCC) as an included 
state plan service under Section 1905(a)(13) of the Social Security Act (Act). The proposed effective date 
for this amendment is January 1, 2013. 

The CMS is requesting the following additional clarifying information under the provisions of Section 
1915(f) of the Act (added by P.L. 97-35). This has the effect of stopping the 90-day clock for CMS to 
take action on the material. A new 90-day clock will not begin until we receive your response to this 
request. Before we can render a decision on this request we need the state to provide additional 
information as outlined below. 

Technical Issues or Questions: 

1. The CMS Form-179 is not complete. Please provide a valid Federal authority for this proposed 
SPA in box 6. 

2. The current state plan, in Attachment 1.2-A, has no provision for the Department of Early 
Learning (DEL) to assist in the operation of the Medicaid program. The state plan needs to be 
updated to reflect the relationship of DEL with the Washington Health Care Authority (HCA) and 
the appropriate organizational chart. 

3. Please explain the organizational structure for this MTCC program. Is DEL the operating agency 
or the provider? 

4. Tribal notice was provided on February 14,2013 (less than 60 days from the proposed SPA 
submission date) and did not provide for a consultation period. It does not appear that the notice 
adequately described the MTCC program. Please explain and provide evidence of how the tribal 

\ .. 
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notice provided on February 14, 20 13 complies with the state's requirements fo r tribal notice in 
Section 1.4 of its state plan. 

Questions Related to Statutory or Other Authorities: 

5. Covered State Plan Services: Services provided in a state plan must be listed in Section 1905(a) or 
elsewhere in the Act. 

a. In Attachment 3.1-A, Pages 54a (and Attachment 3. 1-B, Page 54a), the state cites 
Section 1905( a)( 13) of the Act as authority for the component MTCC services. 
Several of these services are no · ordinar"ly considered rehabilitative services under 
Section 1905(a)(l3). Please explain how the services listed comport with the 
rehabilitati ve services defi nition. Also, please revi se the SPA language to include only 
services that reduct a phys ical or mental disability and restore a recipient to his or her 
best possible functional level. 

b. The one serv ice that is specifically authorized under Section 1905(a) is transportation 
but transportation is already offered in the State Plan through a brokerage under SSA 
Section 1902(a)(70) authority. Do children in the MTCC program have Individualized 
Family Service Plans (IFSPs) or Individuali zed Education Programs (IEPs)? Do the 
IFSPs and/ r rEPs include specialized medical transportation? Under the state plan, 
the transportat ion brokers are to provide all nonemergency medical transportation, 
even specialized transportation, for all chi ldren's eligibility groups. Please explain 
why transportation separate from the established and approved brokerage system is 
needed as an MTCC service. This may require addi tional amendments to the state 
plan. 

c. The component servi e definitions in Anachment 3. 1-A, pages 54a through 54c (and 
Attachment 3. 1-B, Pages 54a- 54c) are not suffic iently defined. Please clearly define 
each component ·ervice including service settings and limitations (if there are any 
service limitations, please respond to the questions in the "Service Lim itation 
Questions" section for each service limitation). While qualifications for some of the 
professionals are I" sted in the proposed SPA, these qualifications may not be adequate 
once tied to a service and appear to be inconsistent with other documentation 
submitted with the proposed SPA. Please specify what type of professional or worker 
can administer each of these services and the qualifications for each type. 

d. Describe the c inical supcrv isio 1 r~ ationship between a licensed professional and 
supervised staff under that professional' s direction. Ex plain how th is clinical 
superv ision differs from admi ni strative supervision. If services are provided under the 
direction of a qualified MTCC provider (i .e. Childhav n), please describe in the state 
plan amendment what this direc tion entails. Do RS shave the same licensed 
· roiess·on.::t s and superv ised staE'? 

6. Duplication o(Services: Section 1902(a)(30) of the Act require that payments for services be 
consistent with efficiency, economy and quality of care. Services should be unique and not 
duplicative of other state plan or waiver services. The state indicates in its SPA submission 



(Ms. Teeter and Ms. Lindeblad, WA 13-04 RAI, Page-3) 

package that MTCC services are offered to eligible individuals outside of parts ofKing and 
Yakima Counties through the Regional Support Networks (RSNs). The RSNs are mental health 
Prepaid Inpatient Health Plans authorized under a Section 1915(b) waiver authority to provide 
various services for a monthly risk-based fee. 

a. Please verify whether individuals eligible for MTCC services are also eligible for RSN 
services and whether the state pays monthly risk-based payments to RSNs for 
individuals receiving MTCC services. 

b. If the RSNs provide these MTCC services, the state is already paying the RSNs to 
provide them. Please clarify if the services described in this proposed SPA would be 
encompassed in or excluded from the Washington State Integrated Community Mental 
Health Program Waiver (1915(b) Waiver). Ifthe services in the proposed SPA are 
included in the 1915(b) Waiver and provided by the RSNs, please explain why the 
state believes the provision of and payment for MTCC services is not duplicative of 
those services required to be provided by the RSN s. 

7. Services Offered Statewide: Section 1902(a)(1) of the Act requires that state plan services be 
offered statewide, absent a waiver of this provision. 

a. In the SPA submission package, the state indicated that it has contracted with two 
providers to deliver MTCC services: (1) Childhaven which covers parts of King 
County; and (2) Catholic Charities ofDiocese ofYakima which covers parts of 
Yakima County. Please explain how the state assures that the same services are 
available statewide to all children who qualify for them. 

b. Please provide the access to care standards for children who receive the MTCC 
services and how the state assures that those access to care standards are applied the 
same way for all children for all the services statewide. 

c. In its response to informal question number 13 from CMS, the State said that 
individuals must live within 1.25 hours of an MTCC provider to participate in the 
MTCC program. Please explain how the state assures access to MTCC services 
regardless of where the beneficiary lives, or if access is limited, why the state believes 
this does not violate Sections 1902(a)(l) and (10) of the Act. 

8. Comparability: Section 1902(a)(10) of the Act requires (with limited exceptions) that services 
under the state plan be comparable for all Medicaid eligible individuals, absent a waiver of this 
provision. 

a . In the SPA submission package, the state attests that it meets statewideness and 
comparability statutory requirements because the component services offered by the 
MTCC providers are comparable to services offered by the Regional Support 
Networks (RSNs). Please provide data that reflects how many children have received 
these services in the last two years (i.e. calendar years 2011 and 2012), broken down 
by service category and by county for both MTCC providers and RSNs. 
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b. The state provided a cross-walk of services to demonstrate compliance with 
comparability requirements. The cross-walk provided by the state does not appear to 
show that the services offered by the MTCC providers are the same as offered by the 
RSNs. For example, therapeutic play, individual counseling for behavior modification 
and group therapy offered by the MTCC providers are not listed as offered services by 
the RSNs in the cross-walk. Also, the RSNs are limited to 20 hours of services per 
year per eligible individual while the MTCC providers appear to have no limits on the 
amount of services. Please clarify and provide supporting evidence that the 
component MTCC services, such as day support, therapeutic play, individual child 
therapy for behavior modification, group treatment, family counseling/psycho
educational family intervention and facilitated support group for parents, are approved 
under the state plan or waiver authority as services to be provided by the RSNs. 

c. Please provide the set of criteria and processes used by the state to determine how 
Medicaid eligible individuals qualify for MTCC services and how the state assures 
that those processes and criteria are applied the same way for all children for all the 
services irrespective of provider or setting. Do the criteria and processes differ from 
the 1915(b) Waiver "access to care" standards? If yes, please provide a comparison 
that demonstrates the differences. 

d. Please explain how MTCC services available to any categorically needy individual 
are equal in amount, duration, and scope for all beneficiaries within that eligibility 
group. 

e. Please explain how MTCC services available to any medically needy individual are 
equal in amount, duration, and scope for all beneficiaries within that eligibility group. 

f. Please clarify whether all MTCC services are comparable for all eligibility groups and, 
if not, please provide justification of how these limitations are permissible under 
Federal law ( 42 CFR 440.250). 

g. Covered services in a state plan cannot be limited based on the location of a provider 
or specified provider settings (i.e. , child care center, school district, etc.). It appears 
from the SPA submission package that the state limits MTCC services only to 
beneficiaries who attend one of the two contracted providers' locations. Please 
confirm that MTCC services are also available to eligible individuals who do not 
attend one of the two contracted providers' locations. Also, please provide a list of 
providers who have received reimbursement for providing MTCC services in calendar 
years 2011 and 2012. Please include in that list the physical address of their business, 
and the amount they have been reimbursed over the last two years. 

h. Covered services in a state plan cannot be limited to beneficiaries of a particular 
community (i.e. , individuals engaged with the state child welfare system, individuals 
attending a certain school or child care, etc.). It appears from the SPA submission 
package that the state limits MTCC services only to beneficiaries engaged with the 
state child welfare system. Please confirm that MTCC services are also available to 
eligible individuals who are not engaged with the state child welfare system. 
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1. It appears from the SPA submission package that the state bundles MTCC component 
services together so that an individual receiving one component service must also 
access all other component MTCC services from the same provider. Requiring some 
individuals eligible for state plan services to receive them bundled while not allowing 
others to receive them in the same manner is a violation of Section 1902(a)(10) ofthe 
Act. Please explain why the state does not believe the bundling of MTCC services is a 
violation. 

9. Freedom of Choice: Section 1902(a)(23) of the Act requires that a SPA not limit the beneficiary's 
choice of provider qualified to perform the service or services. Absent a waiver of this provision, 
any willing and qualified provider must be allowed to provide covered services. 

a. In the SPA submission package, the state indicated that it has two MTCC providers; 
Childhaven and Catholic Charities ofDiocese ofYakima. Please describe the process 
for individuals eligible for MTCC services to elect providers. Please describe how the 
state assures that individuals eligible for MTCC services receive these services from 
any qualified institution, agency or person of their choice as required under Section 
1902(a)(23). 

b. It appears from the SPA submission package that the state bundles MTCC component 
services together so that an individual receiving one component service must also 
access the same provider to receive all other component MTCC services. It is unclear 
that individuals are provided a choice of qualified providers consistent with the 
requirements of Section 1902( a)(23) of the Act. Please explain why the state does not 
believe this is a violation. 

c. It appears from the SPA submission package that the state has put a numerical cap or 
other limits on the number of providers who can provide MTCC services. For 
example, the proposed SPA refers to "both providers" and the state has contracted 
with two providers instead of using a fee schedule. Please clarify whether all willing 
and qualified providers are allowed to provide MTCC services regardless of their 
setting or physical location. Also, please describe the method through which other 
providers can apply and be approved as providers of these services. 

d. The proposed SPA does not appear to allow IHS facilities to become qualified MTCC 
providers if they meet all the qualifications. Please clarify and include this provision 
in the proposed SPA. 

10. Providers: Attachment 3.1-A, pages 54 -54a (and Attachment 3.1-B, pages 54- 54a) describes 
professionals that can be hired by the MTCC provider in general but does not define an MTCC 
provider, any MTCC provider qualifications and how an MTCC provider differs from the 
professionals listed in the SPA. Please provide this information. 

11. Qualifying Criteria (or MTCC Program: Attachment 3.1-A, page 54 (and Attachment 3.1-B, page 
54) of the proposed SPA and supporting documentation appear to be inconsistent regarding 
criteria to qualify for the MTCC program. The proposed SPA states that children age 0 to 5 years 
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of age are eligible who have experienced biological, familial and environmental risk factors such 
as abuse and/or neglect. Then the proposed SPA states that "young" children who are 
demonstrating challenging behavior, are living in at-risk situations, need placement in an early 
learning environment and need family-centered services qualify. In the contracts between DEL 
and the two MTCC providers, the eligibility requirement is children 0 to 71 months of age. 
Children 72 months and older may be eligible for MTCC services by special exception in writing 
by DEL. The contracts require the MTCC providers to do eligibility determinations, including 
income determinations that are inconsistent with Medicaid eligibility requirements. 

a. Please clarify, and provide in the proposed SPA, the set of criteria used to determine 
participation in the MTCC program. 

b. The criteria for participation into the MTCC program do not appear to be medically 
based. Please provide the medically based metrics used to determine participation in 
the MTCC program. Please clarify how medical needs are considered and describe 
these medical needs. 

c. The MTCC provider contracts are unclear as to who determines Medicaid eligibility 
for children referred to the MTCC program and who determines a child has met the 
criteria for program participation. Please clarify at what point and by whom Medicaid 
eligibility is determined and at what point and by whom a determination is made that 
an individual meets the criteria. 

d. The proposed SPA states that referrals into the MTCC program come from public 
health nurses, the Department of Social and Health Services (DSHS)/Children' s 
Administration (CA) and DSHS' Economic Services Division (ESD) social workers. 
All children must have access to the MTCC benefit and all referrals must be accepted, 
even self-referrals. Please clarify whether all individuals eligible for the MTCC 
benefit can be referred by any provider and by self-referral, and how information 
about the availability ofMTCC services is provided broadly throughout the state. 

12. Single State Agency Authority: Section 1902(a)(5) ofthe Act and 42 CFR 431.10(e) require a 
state to designate a single state agency to administer and supervise the Medicaid program. The 
single state agency cannot delegate or assign that responsibility away to another agency. Under 
the contracts with the MTCC providers and other supporting documentation, DEL has the 
discretion to change or redefine policy, including eligibility criteria to participate in the MTCC 
program. Please explain how the state maintains RCA's role as the single state agency with 
administrative and supervisory control over the MTCC program and is not operating the MTCC 
program in violation of Section 1902(a)(5) ofthe Act. 

13 . EPSDT: The early and periodic screening, diagnosis, and treatment (EPSDT) benefit is one of the 
limited exceptions to comparability of services for all Medicaid eligible individuals ( 42 CFR 
440.250(b)). If the state is claiming MTCC services as an EPSDT benefit, the MTCC services 
must be included under the EPSDT section of the state plan. If the state is claiming MTCC 
services as an EPSDT benefit, these services must be available to all Medicaid eligible individuals 
under the age of21 and cannot be limited to a smaller subset of this group. 
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a. The state's proposed SPA places the MTCC services under the rehabilitative services 
section of the state plan. Please clarify whether the state intended the MTCC services 
to be covered as an EPSDT benefit and, if so, please amend the proposed SPA to 
reflect this. 

b. The EPSDT benefit is available to children under the age of 21. The proposed SPA 
limits the MTCC services to children ages 0 to 5 years of age. If the state intended the 
MTCC services to be an EPSDT benefit, please clarify whether all individuals eligible 
for the EPSDT benefit are eligible for MTCC services and not just individuals of a 
certain age subset in this group. If only a certain age subset of those entitled to the 
EPSDT benefit are eligible to participate in MTCC services, explain why the state 
does not believe this violates Section 1902(a)(10) of the Act. 

c. RSNs must comply with EPSDT requirements. If the state agrees in the prior question 
that MTCC services are a part of the EPSDT benefit and, since the RSNs are already 
required to provide these services and receive a capitated amount to do so, why are the 
RSN s not providing these MTCC services? Are MTCC providers licensed mental 
health care providers under the RSNs? 

Funding Questions/Comments: 

14. The methodology in the proposed SPA is not comprehensive. The provision of services is based 
on a contract with DEL, and DEL sends an invoice to the Medicaid Agency. For the purposes of 
describing the methodology in the State plan, the State must either describe the process by which 
the payment amount is determined for the allowable Section 1905(a) Medicaid service, or include 
a reference to the rates located on the state' s Medicaid fee schedule via the effective date language 
(see example below), or list the actual payment amount in the State plan. For payments at cost, 
the State must describe the cost allocation method, the cost reporting process, and the cost 
reconciliation process. Since it is unclear which methodology the State has elected, CMS cannot 
determine that the State plan is approvable. Please provide more detailed information on the 
payment methodology. Here is sample language: 

"Except as otherwise noted in the plan, state-developed fee schedule rates are the same for 
both governmental and private providers of (ex. case management for persons with chronic 
mental illness). The agency's fee schedule rate was set as of(insert date here) and is 
effective for services provided on or after that date. All rates are published (ex. on the 
agency's website)." 

15. Please provide clarification as to which agency (HCA or DEL) is funding the non-federal share for 
the MTCC program. 

16. If the State is funding the payments with an IGT, the sister state agency must send the funding to 
the Medicaid agency and the Medicaid agency will send the total computable payment amount 
directly to the providers. The invoicing process that is presented in the proposed SPA does not 
meet these requirements. 
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17. If the State is funding the payments with a CPE, the sister state agency must annually certify, via a 
cost report, the expenditures made on behalf of the Medicaid program. The State must clearly 
describe and demonstrate a comprehensive cost identification process in the State plan. The 
auditable cost identification process must adhere to Medicare cost principles and OMB Circular 
A-87. The certified costs can then be matched with federal dollars. The State may not use a CPE 
to fund payments set at a fee for service rate. The process currently described in the pending SPA 
does not meet these standards. 

18. W A 13-04 references a "classroom setting" and also provides varying rates for different age 
groups under the age of71 months. Please clarify how rates are set and applied when services are 
provided to an individual versus a group setting. 

19. Does the state preclude payment for MTCC services to individuals that are residents of 
Washington but are temporarily absent? 

20. The language at the bottom of page 21 b of Attachment 4.19B also indicates that MTCC rates are 
set through provider contracts. Setting rates through a contract means that the State is setting 
negotiated rates with individual providers of the MTCC services. These negotiated rates are not 
allowable because they are not considered comprehensive under the State plan. Rates may vary 
based on the calculation of the methodology, not negotiation of a contract. Please clarify how 
rates are set for MTCC services under the proposed SPA. 

21. Does the state receive funds from other federal grant programs that support the MTCC program? 
If yes, please identify the other Federal grant programs which support the MTCC program. Does 
the state receive other state funds other than those from the Medicaid agency and DEL to fund the 
non-federal share of the payments? If yes, please specify all sources of state funding which 
support the MTCC program. Does the state consider these sources of funds (i.e. , Federal and state 
sources) and any third party liability in setting the payment rates for MTCC services? If so, please 
describe how those other funds are accounted for in establishing the payment rates for MTCCs. 

22. What process does the state use to determine how the MTCC providers receive funds from other 
Federal, state or third party reimbursements that may be duplicative to the Medicaid funding 
methodology? 

Standard Funding Questions: 

23. Section 1903(a)(1) provides that Federal matching funds are only available for expenditures made 
by States for services under the approved State plan. Do providers receive and retain the total 
Medicaid expenditures claimed by the State (includes normal per diem, supplemental, enhanced 
payments, other) or is any portion of the payments returned to the State, local governmental entity, 
or any other intermediary organization? If providers are required to return any portion of 
payments, please provide a full description of the repayment process. Include in your response a 
full description of the methodology for the return of any of the payments, a complete listing of 
providers that return a portion of their payments, the amount or percentage of payments that are 
returned and the disposition and use of the funds once they are returned to the State (i.e. , general 
fund, medical services account, etc.) 
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24. Section 1902(a)(2) provides that the lack of adequate funds from local sources will not result in 
lowering the amount, duration, scope, or quality of care and services available under the plan. 
Please describe how the state share of each type of Medicaid payment (normal per diem, 
supplemental, enhanced, other) is funded. Please describe whether the state share is from 
appropriations from the legislature to the Medicaid agency, through intergovernmental transfer 
agreements (lOTs), certified public expenditures (CPEs), provider taxes, or any other mechanism 
used by the state to provide state share. Note that, if the appropriation is not to the Medicaid 
agency, the source of the state share would necessarily be derived through either an lOT or CPE. 
In this case, please identify the agency to which the funds are appropriated. Please provide an 
estimate of total expenditure and State share amounts for each type of Medicaid payment. If any 
of the non-federal share is being provided using lOTs or CPEs, please fully describe the matching 
arrangement including when the state agency receives the transferred amounts from the local 
governmental entity transferring the funds. If CPEs are used, please describe the methodology 
used by the state to verify that the total expenditures being certified are eligible for Federal 
matching funds in accordance with 42 CFR 433.51(b). For any payment funded by CPEs or lOTs, 
please provide the following: 

• a complete list of the names of entities transferring or certifying funds; 
• the operational nature of the entity (state, county, city, other); 
• the total amounts transferred or certified by each entity; 
• clarify whether the certifying or transferring entity has general taxing authority: 

and, 
• clarify whether the certifying or transferring entity received appropriations (identify 

level of appropriations). 

25. Section 1902(a)(30) requires that payments for services be consistent with efficiency, economy, 
and quality of care. Section 1903(a)(1) provides for Federal financial participation to States for 
expenditures for services under an approved State plan. If supplemental or enhanced payments are 
made, please provide the total amount for each type of supplemental or enhanced payment made to 
each provider type. 

26. Does any governmental provider receive payments that in the aggregate (normal per diem, 
supplemental, enhanced, other) exceed their reasonable costs of providing services? If payments 
exceed the cost of services, do you recoup the excess and return the Federal share of the excess to 
CMS on the quarterly expenditure report? 

Service Limitation Questions 

27. What is the impetus/reason for this limitation? 

a. If the reason is budgetary, please provide the assumptions used to support the 
savings, if not already provided. 

b. If the reason for the limitation is duplication of services, abuse or inappropriate 
utilization, please provide the evidence that supports this reasoning. What other 
approaches/initiatives/processes have you tried or considered to address this 
matter? 
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28. Will the proposed limitation apply to services performed through managed care contracts, fee-for
service (FFS) or both? If applied in managed care, indicate whether or not the capitation rates will 
be adjusted to reflect the change. 

29. Please describe what will or is likely to occur to beneficiaries who will be impacted by this 
limitation. Can additional services beyond the proposed limit be provided based on a 
determination of medical necessity? That is, will there be an exception or prior authorization 
process for beneficiaries· that require services beyond the limitation? 

30. If the limit cannot be exceeded based on a determination of medical necessity: 

a. How will those affected by the limitation obtain the medical services they need 
beyond the stated limits? 

b. Will beneficiaries be billed and expected to pay for any care that may not be 
covered? Or, instead will the provider or practitioner be expected to absorb the 
costs of the provided services? 

c. Will beneficiaries be reassessed to determine need for the service prior to the plan 
amendment's effective date? 

d. If the beneficiary' s covered services are being reduced, will the beneficiary be 
notified of their appeals rights per 42 CFR 431.206? 

31. How will the limitation be tracked? 

32. Will both providers and beneficiaries be informed in advance so they know they have reached the 
limit? Please summarize the process. 

33. How will the State be implementing/imposing a limit? Will the State be doing retrospective 
review of claims? If so, please describe the process/purpose for such review. How will this 
impact the provider/beneficiary if the claim is denied? 

34. What is the clinical purpose of this benefit and will that purpose be achieved under this limit? 

35. Based on this purpose indicated and using claims data within the last 12 months, what percentage 
of Medicaid beneficiaries would be fully served (i.e. , receive all the services they require) under 
the new limit? Please provide this information for the following eligibility groups: 

a. Aged, Blind and Disabled 

1. Non-Dually Eligible Adults (for analyses of primary services for which 
Medicare would be primary payer) 

n. Dually Eligible 
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b. Pregnant Women 

c. Parents/Caretakers /Other Non-Disabled Adults 

36. If you're unable to provide the data analysis requested above, or such an analysis is not 
appropriate to the reduction, please indicate support for this proposed scope of services through 
clinical literature or evidence-based practice guidelines, or describe your consultation with your 
provider community that resulted in assurance that this proposed scope of services has clinical 
merit to achieve its intended clinical purpose. 

General Comments: 

Subsequent to the review ofthe initial submission ofthis SPA, CMS has concerns, based on the way the 
program and SPA are currently configured, that the MTCC services do not appear to be a good fit for 
approval under Medicaid state plan authority. The CMS remains available and open to further discussion 
to determine whether the costs for these services qualify for Federal Financial Participation (FFP) under 
the state plan or other potential authorities. In order to facilitate that determination, the state may want to 
consider withdrawing this SPA. We are aware that the state has recently requested assistance from CMS 
via the Medicaid State Technical Assistance Team (MSTAT) process. We are confident that this will 
provide the state with a more comprehensive look at state options for its MTCC program. 

In accordance with our guidelines to all State Medicaid Directors dated January 2, 2001 , we request that 
you provide a formal response to this request for additional information no later than 90 days from the 
date of this letter. 

If you do not provide us with a formal response by that date, we will conclude that the State has not 
established that the proposed SPA is consistent with all statutory and regulatory requirements. Therefore, 
we may initiate disapproval action on the amendment. 

In addition, because this amendment was submitted after January 2, 2001, and is effective after January 1, 
2001, please be advised that we will continue to defer Federal Financial Participation (FFP) for State 
payments made in accordance with this amendment until it is approved. Upon approval, FFP will be 
available for the period beginning with the effective date through the date of approval. 

Please note that additional revisions to the CMS-179 transmittal and additional page revisions may be 
necessary upon further review and technical assistance calls during the off-the-clock period. Based on 
information provided by the state for questions 2 through 4, the state may be required to withdraw the 
SPA and correct the technical deficiencies to the state plan and tribal noticing before resubmitting the 
proposed SPA. Additionally, questions 2 and 5b may require additional state plan amendments that could 
push back the effective date ofthis proposed SPA. 
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If you have any questions or comments, please contact me, or have your staff contact Gary Ashby at (206) 
615-2333 or via email at gary.ashby@cms.hhs.gov. 

cc: 
Kelli Bohanon, Assistant Director, DEL 
Linda Shea, ChiefFinancial Officer, DEL 
Preston W. Cody, Divisions Director, HCS, HCA 

Sincerely, 

~=:~ 
Associate Regional Administrator 
Division of Medicaid and Children' s Health 
Operations 


