DEPARTMENT-OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, M/5 53-13-13

Baltimiore, WAD 21244-1850

CENTERS FOR MEEHCARE £:MEIMCAID SERVICES

, , RECEIVED
DEC 20 201 : gigie of Connecticut
Roderick L. Bremby, Commissioner DEC 2 3 2083
Department of Social Services
25 Sigourney Street Dept.of Social Services
Hartford, CT 06106-5033 Commissioner's Office

RE: Connecticut 13-029
Dear Mr. Bremby:

We have reviewed the proposed amendment to Attachments 4.19-A, of your Medicaid State plan
submitted under transmittal number (TN) 13-029. This amendment revises reimbursement for
inpatient hospital services. Specifically, it revises the inpatient hospital supplemental payment
pool for specified acute care hospitals. The total for state fiscal years (SFYs) 2014 and 2015 will
be $229.8 million ($214.7M and $15.1M) and $95.6 million ($80.5M and $15.1M) respectively.
Additionally, it authorizes the pool amount of $15.1M each year with defined eriteria.

We conducted our review of your submittal according to the stafutory requirements at sections
1902(a)}(2), 1902(a)(13), 1902(a)(30), 1903(a) and 1923 «of the Social .Security Act and the
tmplementing Federal regulations at 42 ‘CFR 447. We are pleased o inform you that Medicaid
State plan amendment 13-029 is approved effective July 1,2013, We are enclosing the CMS-179
and the amended plan pages. '

If you have any questions, please call Novena James-Hailey at (617) 565-1291.

S/iirely,
Heo Digpupe b
ARk
Cindy Mann
Director
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Attachment 4.19-A
Page 1 (viii)
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State.of Connecticut

(b) Asa rate-of payment to hospitals for cost settlement purposes, the Department will pay: (1) for
the first seven days of hospital care for patients who no longer reqirire acute care, a tate which
is equal to fifty percent (50%) of the hospital’s non-intensive care-per diem rate; (2) forthe
eight through fourteenth day of such care, a rate which is equal o seventy-five percent {75%)
of the hospital’s non-intensive care unit per diem rate; and {2} for days ef such care after the
fourteenth day, a rate equal to one hundred percent (100%) ‘of the hospital’s non-intensive
care unit per-diem rate.

(2.A) Supplemental Reimbursement for Inpatient Hospital Services: Supplemiental payments to eligible
hospitals shall be made from a pool of funds in-the amount of $229.8 million for the. year ending June
30,2014 and $95.6 million for the vear ending June 30, 2015. The payments shall be made periodically
throughout each fiscal year. The payments:are comprised of two pools:

A pool of $214.7 million for the year-ending June 30, 2014 and a pool of $80.5 million for the year
ending June 30, 2015:

(a) Hospitals-eligible for supplemental payments undet this-paragraph areshort-term genieral hospitals
other than short-term ‘Children’s General Hospitals and short-term acute-care hospitals operated
exclusively by the State, otherthan a short-term acute care hospital operated by the State as a
receiver. k

(b) Each eligible hospital’s share of the supplemental payment pool shall be equal to that hospital’s pro
rata share of the total Medicaid inpatient revenues:of all eligible hospitals in the-aggregate. For
purposes of this supplemental payment, “Medicaid inpatient revenues” meatis payments for
Medicaid inpatient hospital services provided in federal fiscal year 2010 1o each-eligible hospital
up to $25 million per year per hospital as reported in each 'hdspitalé‘s filing with the State of
Connecticut Office of Health Care Access (OHCA).

A pool-of $15.1 million per year for the years ending June 30, 2014 and June 30, 2015:

Qualifying hospitals are those described in the pocl above that also nieet all-of the following criterial
(1) Medicaid case rate lower than the weighted average, (2) expense per case-mix adjusted equivalent
discharge lower than the - weighted average, and (3) combined Medicare and Medicaid payer mix higher
than the weighted average. Criteria are based on the cutrent case rates and each hospital’s most recent
finalized filing with OHCA., Qualifiers shall be redetermined annually.

Allocation to qualifying hospitals shall be calculated as follows: (1) A minimum case rate shall be
cajeulated based on the current case rates for qualifying hospitals-and the fanding available of $15.1
million, (2) The difference between each hospital’s case rate-and the minimum is multiplied by
Medicaid discharges for the qualifying year to determine each hospital®s share-of the supplemental
payment. {3) The minimum anmual payment to a qualified hospital shall'be $100,000.

TN# 13-029 Approval Date_DEC 20 100 Effective Date: 07-01-13
Supersedes
TN# 12:002




