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Mrs. Jen Steele, Director
Bureau of Health Services Financing
Department of Health
Post Office Box 91030
Baton Rouge, Louisiana 70821-9030

RE: LouisianalT-0012

Dear Mrs. Steele:

We have reviewed the proposed amendment to Attachment 4.19-^ of your Medicaid State plan

submitted under transmittal number (TN) l7-0012. The Louisiana Department of Health
submitted this amendment to revise the reimbursement methodology for disproportionate share

hospital (DSH) payments to Louisiana low-income academic hospitals in order to revise the

reimbursement schedule from annual to quarterly payments.

We conducted our review of your submittal according to the statutory requirements at sections
1902(a)(2),1902(a)(13), 1902(a)(30), 1903(a), and 1923 of the Social Security Act and the

implementing Federal regulations at 42 CFP. 447 Subpart C. As part of the review process the
State was asked to provide information regarding funding of the State share of expenditures
under Attachment 4.19- A.

Based upon your assurances, Medicaid Søte plan amendment 17-0012 is approved effective July
I , 2017 . We are enclosing the CMS- I 79 and the new plan pages.

If you have any questions, please call Tamara Sampson at(214)767'6431.

Sincerely,

lfc
Kristin Fan
Director

Enclosures



DEPARTMENÎ OF HEALTH AND HUM^N SERVICES

TRANSMTTTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL

FOR: HEALTH CARE FINANCINC ADMINISTRATION

TO: REG¡ONAL TOR
HEALTH CARE FINANCING ADMINISTRATION

OF AND H
5. TYPE OF PLAN MATERIAL Ond:

¡¡EW AMENDMENT TO BECONSIDERED AS NEW PLAN
6 THRU I ¡S AN

6. FE STATUTE/REGULATION CITA

2. STATE

Louisi¡na
3. PROGRAM IDENTIFICATION: TITLE XIX

SOCIAL SECURITY ACT (MEDICAID)

4. PROPOSED EFFECTIVE DATE

July 1,2017

AMENDMENT

?. FEDERAL BUDGET IMPACT:
a. FFY J0la
b, FFY .201r

$
sg

9. PAGE NUMBER OF THE SUPERSEDED PLAN
SECTION OR ATTACHMENT (If Applicable):

S¡me (TN 164014)
Same (TN 1ffi014)

FORM APPROVED

42 CFR 447, Subpart C

8. PACE NUMBER OF THE PLAN SECTION OR ATT

Att¡chment 4.19-4, ltem l, P¡ge l0 k (5)
Att¡chment 4.19'4, Item I, Page l0 k (5Þ

t0. SUBJECT OF AMENDMENT: The purpose of this SPA is to revise the provisions goveruing the
reimbursement methodotory for disproportionate sh¡re hospital (DSH) payments to Louisi¡n¡ low-income
ac¡demic hospitals in order to revise the reimbursement schedule from ¡nnusl to quarterly payments.

I l. GOVERNOR'S REVIEW (Check One)t
D
û

GOVERNOR'S OFFICE REPORTED NO COMMENT
COMMENTS OF GOVERNOR'S OFFICE ENCLOSED

E OTHER. AS SPECIFIED:
The Governor does not revierr state plan mster¡al.

Ió. RETURNTO:
Jen Steele, Medic¡id Director
St¡te of Louisi¡na
Deparùnent of Health
628 North 4rb Street
P.O. Box 91030
B¡ton Rouge, LA 70821-9030

Ts.DATEAPPROVED: 
MAy

OF OFFICIAL:

(?

D No REPLY RECEIVED WITHIN 45 DAYS OF SUBMTTTAL

I2. SIONA

Rebek¡h E. Gee
I4. TITLE:

DATE
M¡rch

1,7

APPROVED -
TERIAL:

July 1, 2Ol7

2I. TYPEDNAME: 22. TITLE:

State requests to replace the Form 179 with this final version.

17-0012

FORM HCFA-I79 (07-92)



STATE PLAN UNDER TITLE XIX OF THE SOCTAL SECURITV ACT
MEDICAL ASSISTANCE PROGRAM

STATE OF LOuISI,ANA

ATTACHMENT 4,I 9,A
Item I, Page 10k(5)

PAYMENT
METHODS AND STANDAR.DS FOR ESTABLISHING PAYMEN'I' . IN-PATIËNT HOSPITAL CARE

2. having Medicaid inpatìent days urilization, greater than 45 percent. Qualification shali be calculated by
dividing the Medicaid inpatienrdays by the total hpatient days reportôd on the Medicaid as filed cost
report endíng during SFY 2015, received by April 30, 20i6, and shall irìclude traditional, shared, and
mânaged ca¡e Medicaid days per the worksheet S-3 pan I, lines 1 through 18. Column ? shall be used to
determine allowablc Medicaid days and colurnn 8 shall bc used to detormitre tot¿l inpatient days; and

3. having a ratio of i¡tem a¡d residenl FTES to total iüpåtient beds thâ1 is greater than 1.25. Qualincadon
shall be based on total inpatiett beds and intem and resident FIES reported on the Medicare.Medicaid
cost repofi eüding duríng SFY 2015. The ratiô of intems and resident FIËs shall be calculated by
divíding the unweighæd intem and resident FIEs as reported on the Medicare Cost Report Vy'orksheet
E-4, Line 6 by the lotal inpalient beds, excluding nursery and Medicare designâted distinct pärt
psychíâtrio uÍit beds, reported on worksheet S-3, column 2, linss I thrÕûgh 18,

PûY .metrt Methodologv

A. Ëach qualifying hospital shall be paid DSH adjusfrenl påyments equal to 100 percent of allowable hospital
specific uncompensated cárc costs,

l. Costs, palienl specific data and documsntation that quaüfying criteria is met shall be submitted in a
format specified by the DêÞartrûent.

2. The Department shall review cost data, charge data, lengths of stay and Medicaid claims datã per the
Medicaid Malagemgnt and Infoffiation Systems for reåsonableness before payments are made.

B. Effective for dates of service oq or after July 1, 2017, for paymont calculations, thê most recent Medicaid
filed cost repol, along wilh actual Medicaid and uninsured patient charge data from the most recently filed
Mediçaid cost report with l¿ledicaid and uninsured charge dÊ[å fiom the same time period, is utilized to
calculaie hospital specific ulrcompensated sare cosls, Costs and patient utilizatíon from a more current
time period may be considefed in lhe calculation ofthe DSH paynent ifsignificant changes in costs,
services, or utilization c¿n be docuinented. This change ín the time period utilized must roceive prior
approval by the Dopartment,

C. Ëf;lective for dates of servioe orr oÌ after July I , 201 7, the fißt paymeût of eâch fiscal year will be made by
October 30 and will be 25 percent gfthç annual calçulated uncompensated carc costs^ The remainder of
tha payment wìll be made by Jaquary 30, dpril 30 and June. 30 of each year.

l, Reconciliation ofthese payuenls to aoh¡al hospitàl specific uncompeusated care costs will be made

when the cost f€port(s) covèriûg the actual dates ofservice from the state fiscal year are filed and

reviewed.

2, If additional paymçnts or recoupments a¡e needed bå6qd on the results ofthe mandated DSH audit report,lhey
shall be madè within one year añer tho frnal rrport for drs state fiscal year is submitted to the Canters for
Medicare and Medicaid Sewices (CMS).

State: Louisiana
Date Received: March 29 , 2017
Date Approved; [ilAY 2 il 2017

Date Effective: July 1 , 2Q17
f ransmittal Number: 17-0012

TN

ApprovalDate,, MAY, 2 I 2fì17 Effective Date / - L-20r /TN Lt - o0L2
Supetsedes

16-0014



STATE PLAN UNDËR TTTLE XIX OF THË SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM

STATË OF LOTIISIANA

AÏTACHMËNT 4,I9-A
Item 1, Page lOk (5)a

AND

D. No pâ)mènt unde¡ this section is dçendenf on any agfeement or aíangement for providers or felated
entities to donate moRey or services to ô gÒvèrn¡ìentâl entily.

METHODS AND STANDAR,DS FOREST PAYMENT RATES - IN.PATTENT HOSPITAL CARE

Aggr€gate DSH pâyments for hôspitals that receive payment from this category and any other DSH
câtegory, shâll not excÈcd thc hospital's çecific DSH limit.

State: Louisiana
Date Received: March 29, 2017
Date Approved; MAY 2 S 2017
Date Effective: July 1 , 2017
Transmittal Number: 17 -0012

D.

Sunersedes
Tñ 15-0014

Approval oate MAY 2 $ 2017 Effective Date 7 -!-2077TN 11 - 001"2


