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VIA ELECTRONIC MAIL ONLY 

 

 

September 20, 2021 

 

 

James G. Scott, Director 

Division of Program Operations 

Medicaid & CHIP Operations Group 

601 East 12th Street, Room 0300 

Kansas City, Missouri  64106-2898 

 

RE:  Louisiana Title XIX State Plan 

        Transmittal No. 21-0022 

 

Dear Mr. Scott: 

 

I have reviewed and approved the enclosed Louisiana Title XIX State Plan material. 

 

I recommend this material for adoption and inclusion in the body of the State Plan. 

Should you have any questions or concerns regarding this matter, please contact Karen 

Barnes at (225) 342-3881 or via email at Karen.Barnes@la.gov. 

 

Sincerely, 

 

 
    

Dr. Courtney N. Phillips 

Secretary 
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John Bel Edwards 
GOVERNOR 

 

Dr. Courtney N. Phillips 
SECRETARY 
SECRETARY 

State of Louisiana 

Louisiana Department of Health 
Office of the Secretary 
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LA TITLE XIX SPA

TRANSMITTAL #:  21-0022 FISCAL IMPACT:

TITLE:

EFFECTIVE DATE: 

year % inc. fed. match *# mos range of mos. dollars

1st SFY 2022 0.00% 9.36 September 20, 2021 - June 2022 $12,901,266

2nd SFY 2023 0.00% 12 July 2022- June 2023 $15,481,521

3rd SFY 2024 0.00% 12 July 2023 - June 2024 $12,385,217

*#mos-months remaining in fiscal year

SFY 2022 $12,901,266 for 9.36 months September 20, 2021 - June 2022 $12,901,266

SFY 2023 $15,481,521 for 12 months July 2022- June 2023

$15,481,521 / 12 X 3 July 2022 - September 2022 = $3,870,380

$16,771,646

) = $16,771,646 X 68.02% = $11,408,074

SFY 2023 $15,481,521 for 12 months July 2022- June 2023

$15,481,521 / 12 X 9 October 2022 - June 2023 = $11,611,141

SFY 2024 $12,385,217 for 12 months July 2023 - June 2024

$12,385,217 / 12 X 3 July 2023 -  September 2023 = $3,096,304

$14,707,445

)= $14,707,445 X 68.13% = $10,020,182FFP (FFY 2023

2023

Increase

September 20, 2021

Total increase or decrease cost FFY 

Total increase or decrease cost FFY

2022

2022

COVID-19 Laboratory Testing

FFP (FFY



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT    ATTACHMENT 4.19-A 

MEDICAL ASSISTANCE PROGRAM             Item 1, Page 1 

 

STATE OF LOUISIANA 

 

PAYMENT FOR MEDICAL AND REMEDIAL CARE AND SERVICES  

METHODS AND STANDARDS FOR ESTABLISHING RATES - IN-PATIENT HOSPITAL CARE 

 

TN 21-0022          Approval Date   Effective Date  September 20, 2021 

Supersedes 

TN 12-06 
 

 

CITATION 

42 CFR 413.30  

and 413.40 lnpatient hospital services (other than those provided in an institution for Tuberculosis or mental 

disease) are reimbursed as follows: 

  

 

1. Reimbursement Methodology  

 

Medicaid uses the Medicare (Title XVIll) principles of reimbursement in accordance with HIM I5 

requirements as a guide to determine Medicaid (Title XIX) reimbursement. 

 

A. Methods of Payment for State-operated hospitals. 

 

1. For all hospitals participating as a Title XVIII/XIX provider, the State 

agency shall apply: 

 

a. Medicare standards for reporting. 

 

b. Medicare cost reporting periods for the ceiling on the rate of increase in 

operating costs under 42 CFR 413.40  The base year cost reporting 

period to be used in determining the target rate shall be the hospital's 

fiscal year ending on or after September 30, 1982. 

 

2. Inpatient hospital services provided by state acute hospitals shall be 

reimbursed at allowable costs and shall not be subject to per discharge or per 

diem limits. 

 

3. Effective for dates of service on or after October 16, 2010, a quarterly 

supplemental payment up to the Medicare upper payment limits will be 

issued to qualifying state-owned hospitals for inpatient acute care services 

rendered. 

Qualifying Criteria: State-owned acute care hospitals located in DHH 

Administrative Region 8 will receive a quarterly supplemental payment. 

 

4. Effective for dates of service on or after October 16, 2010, the Medicaid 

payments to state hospitals that do not qualify for the supplemental payment 

in #3 above as paid through interim per diem rates and final cost settlements 

shall be 60 percent of allowable Medicaid costs. 

 

 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT   ATTACHMENT 4.19-A 

MEDICAL ASSISTANCE PROGRAM       Item 1, Page 1a 

 

STATE OF LOUISIANA 

 

PAYMENT FOR MEDICAL AND REMEDIAL CARE AND SERVICES  

METHODS AND STANDARDS FOR ESTABLISHING RATES - IN-PATIENT HOSPITAL CARE 
 

TN 21-0022          Approval Date    Effective Date  September 20, 2021 

Supersedes 

TN 19-0025 

5. Effective for dates of service on or after February 1, 2012, medical 

education payments for inpatient services which are reimbursed by a prepaid 

risk-bearing managed care organization (MCO) shall be paid monthly by 

Medicaid as interim lump sum payments.  

 

a. Hospitals with qualifying medical education programs shall submit a listing of  

inpatient claims paid each month by each MCO.  Qualifying medical education 

programs are defined as graduate medical education, paramedical education, and 

nursing schools. 

 

b. Monthly payments shall be calculated by multiplying the number of qualifying 

inpatient days times the medical education costs included in each state hospital’s 

interim per diem rate as calculated per the latest filed Medicaid cost report. 

 

c. Final payment shall be determined based on the actual MCO covered days and 

allowable inpatient Medicaid medical education costs for the cost reporting 

period per the Medicaid cost report. 
 

6.  Effective for the dates of service on or after August 1,2012, the inpatient per diem rate 

paid to state-owned acute care hospitals, excluding Villa Feliciana and inpatient 

psychiatric services, shall be reduced by l0 percent of the per diem rate on file as of July 

31,2012. 

 

7.  Effective for dates of service on or after January 1,2020, the inpatient per diem rate paid 

to state-owned acute care hospitals, excluding inpatient psychiatric services shall be 

calculated based on allowable costs per the latest filed cost report. Final reimbursement 

is determined based on the allowable costs per the finalized Medicare/Medicaid cost 

report. 

 

8. Effective for dates of service on or after September 20, 2021, acute care hospitals shall 

receive reimbursement for COVID-19 laboratory testing, in addition to the hospital per 

diem payment for the inpatient hospital stay. 

 

 

 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT  ATTACHMENT 4.19-B 

MEDICAL ASSISTANCE PROGRAM  Item 9, Page 4 

STATE OF LOUISIANA 

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES 
 
 

TN 21-0022                                    Approval Date       Effective Date September 20, 2021 

Supersede 

TN 12-35 

 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - OTHER TYPES OF 

CARE OR SERVICE LISTED IN SECTION 1905 (A) OF THE ACT THAT ARE INCLUDED IN THE 

PROGRAM UNDER THE PLAN ARE DESCRIBED AS FOLLOWS: 
 

    CITATION 

    42 CFR 447 

    Subpart F 

Medical and 

Remedial Care 

and Services 

Item 9 (cont'd.) 

four groupings, not to exceed the Medicare  maximums for ambulatory  

surgeries.  Surgeries not included in these groupings continue to be  

reimbursed at the State’s flat fee amount. 

 

The flat fee amounts for the four groupings and the State’s flat fee amount 

cover all operative functions attendant to medically necessary surgery 

performed at the center by a private physician, osteopathic physician, or 

dentist (for emergency and life threatening conditions and for EPSDT 

eligibles) including admitting and laboratory tests, patient history and 

physical, operating room staffing and attendants, recovery room charges and 

discharge, except for those certain procedures that have been identified as 

having a separate reimbursement.  It includes all supplies related to the 

surgical care of the patient while in the center.  The flat fee payment 

excludes the physician fee, the radiologist fee, or the anesthesiology fee for 

private physicians not under contract to the Center as well as any prosthetic 

devices related to the surgery which must be billed separately. 

Except as otherwise noted in the plan, state developed fee schedule rates are 

the same for both governmental and private providers and the fee schedule 

and any adjustments to the fee schedule are published on the agency’s 

provider website at www.lamedicaid.com.  The agency's fee schedule rate 

was set as of December 1, 1985 and is effective for services provided on or 

after that date.  All rates are published on the agency's website. 

Effective for dates of service on or after February 26, 2009, the 

reimbursement for surgical services provided by an ambulatory surgical 

center shall be reduced by 3.5 percent of the rate in effect on February 25, 

2009. 

Effective for dates of service on or after February 5, 2010, the 

reimbursement for surgical services provided by an ambulatory 

surgical center shall be reduced by 5 percent of the rate in effect on 

February 4, 2010. 
 

Effective for dates of service on or after August 1, 2010, the 

reimbursement for surgical services provided by an ambulatory 

surgical center shall be reduced by 4.4 percent of the fee amounts 

on file as of July 31, 2010. 

 

 

  



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT  ATTACHMENT 4.19-B 

MEDICAL ASSISTANCE PROGRAM  Item 9, Page 4a 

STATE OF LOUISIANA 

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES 

 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - OTHER TYPES OF CARE OR 

SERVICE LISTED IN SECTION 1905 (A) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM 

UNDER THE PLAN ARE DESCRIBED AS FOLLOWS: 
 
 

TN 21-0022                                    Approval Date       Effective Date September 20, 2021 

Supersede 

TN 12-35 

Effective for dates of service on or after January 1, 2011, the reimbursement 

for surgical services provided by an ambulatory surgical center shall be 

reduced by 2 percent of the fee amounts on file as of December 31, 2010. 

 

Effective for dates of service on or after July 1, 2012, the 

reimbursement for surgical services provided by an ambulatory 

surgical center shall be reduced by 3.7 percent of the fee amounts 

on file as of June 30, 2012. 

Effective for dates of service on or after September 20, 2021, 

reimbursement for COVID-19 laboratory testing shall be made, in 

addition to the ambulatory surgical center flat fee reimbursement 

amount. 

C. Tuberculosis (TB) and Sexually Transmitted Disease (STD) Control 

Clinics 
 

Effective for services on or after October 1, 2003, TB and STD 

clinics are reimbursed according to fee schedule amounts which in 

the aggregate are less than or equal to the Medicare payment.
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