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Payment Adjustment for Provider Preventable Conditions 

The Medicaid agency meets the requirements of 4 2 CFR Part 44 7, Subpart A, and sections 
1902( a)( 4 ), 1902( a)( 6), and 1903 with respect to non-payment for provider-preventable 
conditions. 

Health Care-Acguired Conditions 

The State identifies the following Health Care-Acquired Conditions for non-payment under 
Section 4.19 (A) of this State Plan. 

[gj Hospital-Acquired Conditions as identified by Medicare other than Deep Vein Thrombosis 
(DVT)/Pulmonary Embolism (PE) following total knee replacement or hip replacement 
surgery in pediatric and obstetric patients. 

Other Provider-Preventable Conditions 

The State identifies the following Other Provider-Preventable Conditions for non-payment under 
Section 4.19 (A) of this State Plan. 

[gj Wrong surgical or other invasive procedure performed on a patient; surgical or other invasive 
procedure performed on the wrong body part; surgical or other invasive procedure performed 
on the wrong patient. 

D Additional Other Provider-Preventable Conditions identified below: 
NOT APPLICABLE 

Effective July I, 2012, reimbursement for services shall be based on the Provider Preventable 
Conditions (PPC) policy defined in 42 CFR 447.26. 

Provider-Preventable Conditions are defined as two distinct categories: Health Care-Acquired 
Conditions (HCAC) and Other Provider-Preventable Conditions (OPPC). 
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Payments for Hospital Acquired Conditions (HACs) shall be adjusted in the following manner. 
For DRG cases, the DRG payable shall exclude the diagnoses not present on admission for any 
HAC. For per diem payments or cost-based reimbursement, the number of covered days shall be 
reduced by the number of days associated with diagnoses not present on admission for any HAC. 
The number of reduced days shall be based on the average length of stay (ALOS) on the 
diagnosis tables published by the International Classification of Diseases (lCD) vendor used by 
the Louisiana Medicaid Program. For example, an inpatient claim with 45 covered days 
identified with an HAC diagnosis having an ALOS of3.4, shall be reduced to 42 covered days. 

No payment shall be made for inpatient services other than Other Provider Preventable 
Conditions (OPPCs). OPPCs include the three Medicare National Coverage Determinations: 
wrong surgical or other invasive procedure performed on a patient; surgical or other invasive 
procedure performed on the wrong body part; surgical or other invasive procedure performed on 
the wrong patient. 

No reduction in payment for provider preventable condition (PPC) will be imposed on a provider 
when the condition defined as a PPC for a particular patient existed prior to the initiation of 
treatment for that patient by that provider. 

Reductions in provider payment may be limited to the extent that the following apply: 

i. The identified provider-preventable conditions would otherwise result in an 
increase in payment. 

ii. The state can reasonably isolate for nonpayment the portion of the payment 
directly related to treatment for, and related to, the provider preventable 
conditions. 

Non-payment of provider-preventable conditions shall not prevent access to services for 
Medicaid beneficiaries. 
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lnpatient hospital services (other than those provided in an institution for Tuberculosis 
or mental disease) are reimbursed as follows: 

I. Reimbursement Methodology 

Medicaid uses the Medicare (Title XVIll) principles of reimbursement in accordance with 
HIM I 5 requirements as a guide to determine Medicaid (Title XIX) reimbursement. 

A. Methods of Payment for State-operated hospitals. 

l. For all hospitals participating as a Title XVUI/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. 

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 
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education, and nursifig 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. 

Effective for the dates of service on or after August l, 2012, the inpatient per diem 
rate paid to state-owned acute care hospitals, excluding Villa Feliciana and 
inpatient psychiatric services, shall be reduced by 10 percent of the per diem rate 
on file as of July 31,2012. 
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B. Effective for dates of service on or after July 1, 1994, Medicaid 
reimbursement for inpatient hospital services in a non-state operated 
hospital will be n1ade according to prospective per diem rates for various 
peer groups of hospitals/units. 

I 

Excep(ion: Reimbursement for the following specialty units differs from the 
methodology in ltem B., and each is calculated using a unique methodology as 
described in the specified letter location under Section I. Costs for rhese units are 
carved out of the costs for the general or specialty hospitals, and used to calculate 
rates speciric to these units. 

Hospital/Unit Type I Item Letter I 
Distinct Part Psychiatric Units F 

Transplant Units G 

Head Injury Neurological Rehab Care Units H 

l. Peer Groups 

a. The five general hospital peer groups are: 
(1) Major teaching hospitals 
(2) Minor teach[ng hospitals 
(3) Non-teaching hospitals with less than 58 beds 
(4) Non-teaching hospitals with 58 through 138 beds 

. /{2. . b. 

(5) Non-teaching hospitals with more than 138 beds 

Separate peer group payment rates are established for each 
group of these specialty hospitals: 

A 

(1) Long-term (ventilator) hospitals (for services other 
than psychiatric treatment, which are reimbursed at 
the prospective per diem rate describ~d in the 
following items in Attachment 4. 19-A: Item 14a, 
Item 16, and Item l.F. beginning on page 101) 

(2) Children's hospitals 

c. Separate peer group payment rates are established for each 
group of resource-intensive inpatient services listed be1ow. 
Costs for these units are carved out of the costs for the 
general or specialty hospitals I is ted above, and used to 
calculate rates specific to these units. 
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(1) Neonatal Intensive Care (NICU) Unit (3 levels) 
(2) Pediatric Intensive Care (PICU) Unit (2 levels) 
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(3) Burn Care Unit 

2. General Information About Calculation of Rates 

Costs are proportionately allocated in cost reports filed by the provider to 
ensure that there is no duplication of costs to the hospital and its specialty 
unit(s). 

Allowable costs are those unaudited reported costs which conform to the 
Medicare principles of reimbursement. 

Swing bed days and costs are excluded from reported costs. 

3. Base Cost 

Cost for each component for each hospital that was enrolled as a Medicaid 
provider in 1991 is derived from that provider's allowable cost per day for that 
component from its filed cost report for the hospital's reporting period ending 
in calendar year 1991. 

For hospitals that completed six months or more of operation and filed a cost 
report by 1 une 30, 1994, component cost will be derived from the first cost 
report filed. 

Hospitals not having completed six months or more of operations and not 
having filed a cost report by June 30, 1994 will receive the applicable peer 
group rates for SFY 1994/95 and subsequent years. 

Hospitals begirming operations subsequent to FY 1991 (the base year) will be 
placed into the appropriate peer group. Change of ownership or acquisition of 
a different provider number by an operating, participating hospital does not 
result in a hospital becoming a new hospital. A hospital that existed but was not 
enrolled in the base year is considered a new hospital. 

Base costs for hospitals or specialty units that change peer groups are derived 
from 1991 allowable cost per day for that component from its filed cost report 
for the hospital's reporting period ending in calendar year 1991. 
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4. Inflation Factor 

The Data Resources Incorporated (DRl) Hospital Market Basket index for non-PPS 
hospitals, Table 2 was used to inflate components prior to rates applicable July 1, 
1995. 

Derivation of first year payment components. For hospitals enrolled as Medicaid 
providers in 1991, cost for each component (fixed capital costs, medical education 
costs, movable equipment costs, and operating costs) for each hospital is calculated 
based on each provider,s allowable cost per day for that component from its filed cost 
report for the hospital's reporting period ending in calendar year 1991 inflated from the 
hospital's fiscal year midpoint of the base year ( 1991) to the midpoint of the 

a-------..-· rnplementation year (December 3l, 1994) using the index from the fourth quarter 
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<( ercent movable average. 

ospitals that have completed six months or more of operation and have filed a cost 
eport by June 30, 1994 have components trended forward from the midpoint of the 
ospital's first cost report year to the midpoint for the state fiscal year beginning July 
, 1994 (which is December 3 1, 1994) using the index from the fourth quarter percent 
ovable average. 

alculation of subsequent year components. Medical education costs, movable 
quipment costs, and operating costs are inflated by applying the lowest of the most 
ecen~ly published Data Resources Incorporated (DRl) Hospital Market Basket Index 

for non-PPS hospitals, Table 2; Consumer Price Index-All Urban Consumers; or 
~ Medicare PPS Market Baske.t Index before the start of the next fiscal year (between 

w ::( April 1 and June 30) to the tnost recent component cost for each hospital effective with 
~ ~ rates effective July 1, 1995. 
0 I 

Recalculated rates resulting from application of inflation factors are effective for 
services provided on or after July l of each year except that rates for Hospital Intensive 
t~eurologicai RehaL~litation Units, Fsjchiai.t·ic Hosp;LZ:.i.5, &nd Di5tind Pm Psycl:iatric 
LniLS are effedive fol' services pro· . .:ided on Ol" after J<:inuary ! . 

5. Cost Components Used in Calculating Rates 

a. Fixed capital cost. 

Step 1 - Peer grouping. 
A single fixed capital rate cap was established for all hospitals in the five general 
peer groups by combining all hospitals in the five general peer groups into one 
array. Separate fixed capital rate caps were established for each specialty hospital 
peer group and each specialty unit peer group. 
Step 2 - Cap calculation. 
Fixed capital cost for each hospital was intlated from the midpoint of the base 
year to the n1idpoint of the implementation year (December 3 I, 
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UNDER TilE PLAN ARE DESCRIBED AS FOLLOWS: 

1994) then arrayed by peer group from high to low in order to determine the median cost for 
the peer group. Fixed capital cost for each hospital/unit above the median was capped at the 
median. Exception: Long term hospitals are capped at the 30th percentile facility as reported 
on the as-filed cost report for the hospital cost report year ending between July 1, 1995 
through June 30, 1996. 

Step 3 • Calculation of blended component. • • 
A blended component for ea<t,h hospital was cillculated comprised of 70% of the peer group 
median and 30% of the hospital specific component (capped at the median). 

Step 4 • Calculation of capped weighted average. 
A capped weighted average for each pee-r group was calculated by multiplying the per diem 
cost for each hospital (capped at the median) by the number of Medicaid days provided by the 
hospital in 1991, adding the products then dividing the resulting sum by the total number of 
Medicaid days in 1991 for all hospitals in the group. 

Step S - Determination of hospital specific component 
Each hospital's fixed capital cost component was set at the lower of the hospital's blended rate 
or the capped weighted average for the peer group. ' 

¥ 
The inflation factor is not applied annually. 

b. Medleal education eost. 

A facility-specific cost component is allowed for any hospital that maintains a program or 
"Approved Educational Activities" as defined in the Medicare Provider Reimbursement 
Manual§ 402.1 and listed in § 404. The audit intermediary determines whether the hospital 
program qualifies to have medical education costs included in each hospital's rate. In addition 
to the above, hospitals qualifying for graduate medical education reimbursement must meet 
the criteria specified in either II.D. orE, and n F. 

Hospitals which begin new qualifying programs are eligible to have this component included 
in the calculation of the hospital's rate at the beginning of the state fiscal year subsequent to 
the hospital's valid request for medical education costs to be included, trended forward from 
the most recent filed cost report year to the current state fiscal year. 

The component cost fur each hospital that had qualifying program(s) in the hospital's base year cost 
report was inflated from the midpoint of the base year to the midpoint of the implementation year 
(December 31, 1994). Costs are inflated for each subsequent non-rebasing year when the state 
legislature allocates funds for this purpose. '"• ....... ~ · ..... .-.~. ·- .................. .._ .. --;· ............ ~-·t 
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c. Movable equipment cost. 

Items considered co be movable equipment are those included in rhe Medicare Provider 
Reimbursement Manual § 104.4 definition of 11 Major Movable Equipmenr::''. 

Step 1- Pw groupingw 
Separate movable equipment cost component caps were established for each general hospital peer 
croup, specialty hospital peer group and specialry unit peer group. In the case of a group with only 
one hospital. rhe hospital specific cost is used. 

Step 2 .. Cap calculation. 
Movable equipment cost for each hospital was inflated from the midpoint of r:he base year to the 
midpoint of the implementation year (December 31, 1994). then arrayed by peer group from high 
to low to determine the median cost for the peer group. Movable equipment cost for each 
hospital/unit above the median was capped at the medi.an. Exception: umg term hospitals are 
capped at the 30th percentile facility as reported on the as,ftled cost report for the hospital cost report 
year ending between July 1. 1995 chrough June 30, 1996. 

Step 3 .. Calculation of blended component. 
A blended component for each hospital was calculated comprised of 70% of th~ peer group median 
and 30% of the hospiralJspecific component (capped at me median). 

Step 4 ... Calculation of capped weighted average. 
A capped weighted average for each peer group was calculated by multiplying the per diem cost for 
each hospital (capped at the median) by the number of Medicaid detys provided by d1e hospital in 
1991, adding the products, then dividing the resulting sum by tht total number of Medicaid days in 

1991 for all hospitals/units in the group. 

Step 5 .. Determination of hospital .. specific component. 
Each hospital's movable equipment cost component was set at the lower of rhe hospital's blendec 
rate or the capped weighted avcrage for the peer group. 

Costs are inflated for each subsequent non~rebasing year when me state legislarure allocates fun~ 
for this purpose:. 

d. Operating cost. 

TN# () 2-2/ 
Supersedes i.f 
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Step 1 .. Peer grouping. 
Separate operating cost component caps were c.srablished for each general hospital peer grou~ 
specialty hospital peer group and specialty unit p~er group. In the case of a group with only on 
hospiral. the hospital specific cost is used. 
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Step 2- Supplementation. 
Operating cost for each hospital was inflated from the midpoint of the base year to the 
midpoint of the implementation year (December 31, 1994), then arrayed by peer group 
from high to low to detennine the weighted median cost for the peer group. In peer 
groupings with less than three facilities, the median is used. In the case of a group 
with only one facility, the facility-specific cost is used. ·For those hospitals below the 
weighted median, the operating cost was supplemented by 25% of the difference 
between the hospital-specific cost per day and the median cost per day for the peer 
group. 

Step 3 - Cap calculation. 
Operating cost for each hospital as determined in Step 2 was arrayed by peer group 
from high to low to determine the weighted median cost for the peer group. Operating 
cost for each hospital/unit above the weighted median was capped at the weighted 
median. Exception: Long term hospitals are capped at the 30th percentile facility as 
reported on the as-filed cost report for the hospital cost report year ending between 
July 1, 1995 through June 30, 1996. 

Step 4 - Calculation of blended component. 
A blended component for each hospital was calculated comprised of 70% of the peer 
group weighted median and 30% of the hospital-specific component (as supplemented 
in Step 2 and capped in Step 3). 

Step 5- Calculation of capped weighted average. 
A capped weighted average for each peer group was calculated by multiplying the per 
diem cost for each hospital (as supplemented in Step 2 and capped in Step 3) by the 
number of Medicaid days provided by the hospital in 1991, adding the products, then 
dividing the resulting sum by the total number of Medicaid days in 1991 for all 
hospitals/units in the group. 

Step 6 - Determination of hospital-specific component. 
Each hospital's operating cost component was set at the lower of the hospital's blended 
rate or the capped weighted average for the peer group. 
Costs are inflated for each subsequent non-rebasing year when the state legislature 
allocates funds for this purpose. 

6. Calculation of Payment Rates 

TN# 03- 3cg 
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Individual facility rates are calculated annually by adding together the four components 
listed above for each facility. 

Effective for dates of service on or after October 1, 2003 inpatient services rendered in 
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private (non-state) i.lCutc hospitals. including long term hospitals. with a Medicaid 
utilization rate of less than 25 percent shall be reimbursed as rollows: in state fiscal year 
2003-2004 only, the reimbursement shall be 98.75 percent (a 1 .25 percent reduClion) of 
the per diem rates in effect on September 30, 2003, and for subsequent years. the 
reimbursement shall be 99.2 percent (a .8 percent reduction) of the per diem rates in 
effect on September 30, 2003 for private hospitals. 

The Medicaid inpatient days utilization rate shall be calculated based on the filed cost 
report for the period ending in state fiscal year 2002 and received by the Department 
prior to April 30, 2003. Only Medicaid covered days for inpatient hospital services, 
which include newborn days and distinct part psychiatric units, are included in this 
calculation. Inpatient stays covered by Medicare Part A can not be included in the 
determination of the Medicaid inpatient days utilization rate. Small rural hospitals as 
defined by the Rural Hospital Preservation Act (R.S. 40: 1300.143) shall be excluded 
from this reimbursement reduction. Also, inpatient services provided to fragile newborns 
or critically ill children in either a Level Ill Regional Neonatal Intensive Care Unit or a 
Level I Pediatric Intensive Care Unit, which units have been recognized by the 
Department on or before January I, 2003. shall be excluded from this reimbursement 
reduction. 

Effective for dates of services on or after August I, 2006, the inpatient prospective per 
diem rates paid to private acute hospitals, including long term hospitals_ shall he 
increased by 3.85°/o of the rates in erfect on July 31' 2006. 

For dates of service on or after September I. 2007, the prospective per diem rate paid to 
non-rural private (non-state) acute care hospitals, including long term care hospitals, for 
inpatient services shall be increased by 4.75 percent of the rate on file for August 3 I, 
2007. 

) <( ) Effective for dates of service on or after February 20, 2009, the prospective per diem rate 
r-,__-------= - .. ~ paid to acute care hospitals shall he reduced by 3.5 percent of the per diem rate on file as 
~ I I • I I 5 • ~ 1 l ; ! ; ?t r:~bruary 1_9. 2009_. Payments to the fol~owing hospitals_ and/or specialty units for 
t ~~ ~ 1 ; ~ mpat1ent hosp1tal serv1ces shall be exempted I rom these reductiOns: 
• --~ ".;:Jj -~~ ~ r-t: :: 1. Small rural hospitals, as de lined in D.J.b.~ and ! ~ ~ ~~ ~~~ '1, , ~ ; 2 _ Leve I Ill Regional Neon a ta I I nt ensi ve Care Units and I eve I I Ped ia !ric I nt ensi ve 

- ~ 1 Care Units as defined in Louisiana R.S. 46 .979. 
; -<3 ~ ,;1 ~ i ~ j J_ High Medicaid hospitals as defined in Louisiana R.S. 46.979_ For the purposes 
1 j ·; 1

1 ~l I; of qualifying for the exemption to the reimbursement reduction as a High 
· 'j ..; 2 [ ~ i Medicaid hospital. the following conditions must be met. 
; ~ ;Ji 1.\ Lt ~ ~ a. The inpatient Medicaid days utilization rate for high Medicaid hospitals 

~} :; :.fj ~~ :;. ~ shall he calculated hased on the cost report filed for the period ending in 
i 1--- ~ ~~ ~ ~~: state fiscal year ~007 anJ received hy the Derartmcnt rrior to /\pril20. 
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b. Only Medicaid covered days for inpatient hospital services, which include 
newborn and distinct part psychiatric unit days, are included in this 
calculation. 

c. Inpatient stays covered by Medicare Part A cannotbe included in the 
determination of the Medicaid inpatient utilization days rate. 

Effective for dates of service on or after August 4, 2009, the prospective per diem rate paid to 
acute care hospitals, including long tenn care hospitals, shall be reduced by 6.3 percen~ of the 
per diem rate on file as of August 3, 2009. Payments to small rural hospitals as defined in 
Louisiana R.S. 40:1300.143 shall be exempt from this reduction. 

Effective for dates of service on or after October 1, 2009, current per diem rates shall be 
adjusted as follows: 

A. Acute Care General Hospitals: 

I. Qualifying major teaching hospitals with current per diem rates that are less than 80 
percent of the current peer group rate shall have their per diem rates adjusted to equal 80 
percent of the current peer group rate. 

2. Qualifying minor teaching hospitals shall have their per diem rates adjusted to equal I 03 
percent of the current peer group rate. 

3. Qualifying non-teaching hospitals with less than 58 beds shall have their per diem rates 
adjusted to equal 103 percent of the current peer group rate. 

4. Qualifying non-teaching hospitals with 58 through 138 beds shall have their per diem 
rates adjusted to equal 122 percent of the current peer group rate. 

5. Qualifying non-teaching hospitals with more than 138 beds shall have their per diem 
rates adjusted to equal I 03 percent of the current peer group rate. 

B. Specialty Hospitals: 

I. Qualifying long-term acute care hospitals shall have their prospective per diem rates for 
inpatient services other than psychiatric treatment increased by 3 percent of the rate on 
file. 

C. Specialty Intensive Inpatient Services: 

TN# 09 ·-y<, 
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I. Qualifying NICU Level Ill services with current per diem rates that are less than the 
NICU Level III specialty peer group rate shall have their per diem rates adjusted to equal 
I 00 percent of the specialty group rate. 
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2. QualifYing NICU Level III regional services with current per diem rates that are less than 85 
percent of the NICU Level III regional specialty group rate shall have their per diem rates 
adjusted to equal 85 percent of the specialty group rate. 

3. QualifYing PICU Level I services with current per diem rates that are less than 77 percent of the 
PICU Level I specialty peer group rate shall have their per diem rates adjusted to equal 77 
percent of the specialty peer group rate. 

4. QualifYing PICU Level II services with current per diem rates that are less than the PICU Level 
II specialty peer group rate shall have their per diem rates adjusted to equal l 00 percent of the 
specialty group rate. 

Effective for dates of service on or after February 3, 2010, the inpatient per diem rate paid to private 
(non-rural, non-state) acute care hospitals, including long term hospitals, shall be reduced by 5 percent of 
the per diem rate on file as of February 2, 2010. 

Effective for dates of service on or after August 1, 2010, the inpatient per diem rate paid to private (non
rural, non-state) acute care hospitals, including long term hospitals, shall be reduced by 4.6 percent of 
the per diem rate on file as of July 31, 2010. 

Effective for dates of service on or after January 1, 2011, the inpatient per diem rate paid to private (non
rural, non-state) acute care hospitals, including long term hospitals, shall be reduced by 2 percent of the 
per diem rate on file as of December 31,2010. 

Effective for dates of service on or after August 1, 2012, the inpatient per diem rate paid to 
private (non-rural, non-state) acute care hospitals, including long term hospitals, shall be reduced 
by 3.7 percent of the per diem rate on file as of July 31, 2012. 

Effective for dates of service on or after February 1, 2013, the inpatient per diem rate paid to private 
(non-rural, non-state} acute care hospitals, including long term hospitals, shall be reduced by 1 percent of 
the per diem on file as of January 31, 2013. 

NICU Rate Adjustment 

Effective for dates of service on or after March 1, 2011, the per diem rates for Medicaid inpatient 
services rendered by NICU Level III and NICU Level III regional units, recognized by the Department 
as such on December 31, 2010, shall be adjusted to include an increase that varies based on the 
.following five tiers: 

Tier 1. The qualifYing hospital's average percentage exceeds 10 percent, the additional per 
diem increase shall be $601.98; 

Tier 2. The qualifYing hospital's average percentage is less than or equal to 10 percent, but 
exceeds 5 percent, the additional per diem increase shall be $624.66; 

Tier 3. The qualifYing hospital's average percentage is less than or equal to 5 percent, but 
exceeds 1.5 percent, the additional per diem increase shall be $419.83; 
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Tier 4. The qualifying hospital's average percentage is less than or equal to 1.5 
percent, but greater than 0 percent, and the hospital received greater than .25 percent of 
the outlier payments for dates of service in state fiscal year (SFY) 2008 and SFY 2009 
and calendar year 20 I 0~ the additional per diem increase shall be $263.33; or 

Tier 5. The qualifying hospital received less .than 25 percent, but greater than 0 
percent of the outlier payments for dates of service in SFY 2008 and SFY 2009 and 
calendar year 20 lOt the additional per diem increase shall be $35. 

Tier Placement Criteria 

Placement into a tier will be detennined by the average of a hospital's percentage of paid NICU 
Medicaid days for SFY 2010 dates of service to the total of all qualifying hospitals' paid NICU 
days for the same time period, and its percentage of NlCU patient outlier payments made as of 
December 31, 2010 for dates of service in SFY 2008 and SFY 2009 and calendar year 20 I 0 to 
the total NICU outlier payments made to all qualifying hospitals for these same time periods. 

I. This average shall be weighted to provide that each hospital's percentage of paid 
NICU days will comprise 25 percent of this average. while the percentage of outlier 
payments will comprise 75 percent. 

2. Jn order to qualify for Tiers I through 4, a hospital must have received at least .25 
percent of outlier payments in SFY 2008t SFY 2009, and calendar year 20 I 0. 

3. SFY 2010 is used as the base period to determine the allocation ofNICU and PICU 
outlier payments for hospitals having both NICU and PICU units. 

4. If the daily paid outlier amount per paid NICU day for any hospital is greater than 
the mean plus one standard deviation of the same calculation for all NlCU Level Ill 
and NICU Level Ill regional hospitals, then the basis for calculating the hospita('s 
percentage of NICU patient outlier payments shaH be to substitute a payment 
amount equal to the highest daily paid outlier amount of any hospital not exceeding 
this limit, multiplied by the exceeding hospital's paid NICU days for SFY 2010, to 
take the place of the hospital's actual paid out I ier amount 

The Department shall evaluate all rates and tiers two years after implementation. 
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PICU Bate Adiustment 

Effective for dates of service on or after March I, 2011 t the per diem rates for Medicaid 
inpatient services rendered by PICU Level I and PICU Level II units, recognized by the 
Department as such on December 31 , 20 I 0, shall be adjusted to include an increase that varies 
based on the following four tiers: 

Tier I. The qualifying hospital's average percentage exceeds 20 percent, the additional 
per diem increase shall be S418.34; 
Tier 2. If the qualifying hospital's average percentage is less than or equal to 20 
percent, but exceeds 10 percent, the additional per diem increase shall be $278.63; 

Tier 3. If the quaJitying hospital's average percentage is less than or equal to I 0 
percent, but exceeds 0 percent and the hospital received greater than ..25 percent of the 
outJier payments for dates of service in SFY 2008 and SFY 2009 and the calendar year 
20 I 0, the additional per diem increase shall be $178.27; and 

Tier 4. If the qualifying received less than .25 percent, but greater than 0 percent of the 
outlier payments for dates of service in SFY 2008~ S FY 2009 and calendar year 20 I 0, 
the additional per diem increase shall be $35. 

Tier Placement Criteria 

Placement into a tier will be detennined by the average of its percentage of paid PICU Medicaid 
days for SFY 20 I 0 dates of service to the total of all qualifying hospitals' paid PICU days for 
the same time period, and its percentage of NICU patient outlier payments made as of 
December 31, 20 I 0 for dates of service in SF Y 2008 and SF Y 2009 and calendar year 20 I 0 to 

the total PICU outlier payments made to all qualifying hospitals for these same time periods. 

I. This average shall be weighted to provide that each hospital's percentage of paid 
PICU days will comprise 25 percent of this average, while the percentage of outlier 
payments will comprise 75 percent. 

2. In order to qualify for Tiers l through 3, a hospital must have received at least .25 
percent of outlier payments in SFY 2008, SFY 2009, and calendar year 20 I 0. 

3. SFY 2010 is used as the base period to determine the allocation ofNICU and PICU 
outlier payments for hospitals having both NICU and PICU units. 

4. If the daily paid outlier amount per paid PICU day for any hospital is greater than 
the mean plus one standard deviation of the same calculation for all PICU Level I 
and PICU Level II hospitals, then the basis for calculating the hospital•s percentage 
of PJCU patient outlier payments shall be to substitute a payment amount equal to 

the highest daily paid outlier amount of any hospital not exceeding this limit, 
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multiplied by the exceeding hospital's paid PICU days for SFY 2010, to take the place 
of the hospital's actual paid outlier amount. 

The Department shall evaluate all rates and tiers two years after implementation. 

RESERVED ,• 
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Qualification for teaching hospital status shall be reestablished ~t the beginning of each 
fiscal year. 

To be reimbursed as a teaching hospital a facility shall submit a signed "Certification For 
Teaching Hospital Recognition" form to the Bureau of Health Services, Supplemental 
Payments Section at least thirty days pri01: to the beginning of each state fiscal year, or at 
least 30 days prior to the effective date of converting a state owned and operated teaching 
hospital to private operation and management. 

Each hospital which is reimbursed as a teaching hospital shall submit the following 
documentation with their Medicaid cost report filing: 

1. a copy of the Intern and Resident Information System report that is submitted annually to 
the Medicare intermediary; and 

2. a copy of any notice given to the ACGME that residents rotate through a facility for more 
than one sixth of the program length or more than a total of six months. 

Copies of all affiliation agreements, contracts, payroll records and time allocations related to 
graduate medical education must be maintained by the hospital and available for review by 
the state and federal agencies or their agents upon request. 

If it is subsequently discovered that a hospital has been reimbursed as a major or minor 
teaching hospital and did not qualify for that peer group for any reimbursement period, 
retroactive adjustment shall be made to reflect the correct peer group to which the facility 
should have been assigned. The resulting overpayment will be recovered through either 
immediate repayment by the hospital or recoupment from any funds due to the hospital from 
the department. 

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. 
1. 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. 

2. Qualifying hospitals must have a direct medical education add-on component included in 
their prospective Medicaid per diem rates as of January 31, 2012 which was carved-out 
of the per diem rate reported to the MCOs. 

3. Monthly payments shall be calculated by multiplying the number of qualifying inpatient 
days submitted by the medical education costs component included in each hospital's fee
for-service prospective per diem rate. Monthly payment amounts shall be verified by the 
Department semi-annually using reports ofMCO covered days generated from encounter 
data. Payment adjustments or recoupment shall be made as necessary based on the MCO 
encounter data reported to the Department. 
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a. lofant Care 

(1) Nursery Boarder Infants Payment 

On some occasions a newborn remains in a hospital nursery after the mother has 
been discharged. Reimbursement is established at the weighted median for all 
hospitals providing maternity care, based on 1991 cost inflated to the 
implementation year as described in "Inflation Factor" above, and annually 
thereafter. 

(2) WeD Baby Care 

A separate prospective per diem rate is established for well baby care rendered 
to infants who are discharged at the same time that the mother is discharged 
The separate per diem rate for well baby care shall be available to private 
hospitals that perform more than 1500 Medicaid deliveries per year. The per 
diem rate for well baby care shall be the lesser of actual costs as documented 
on the last finalized cost report or the rate for a nursery boarder. 

b. Outller Payments 

In compliance with the requirement of§ 1902(s)(l) of the Social Secwity Act, additional 
payment shall be made for catastrophic costs associated with services provided to 1) 
children under age six who received inpatient services in a disproportionate share 
hospital setting, and 2) infants who have not attained the age of one year who received 
inpatient services in any acute care setting. 

Cost is defined as the hospital .. specific cost to charge ratio based on the hospital's cost 
report period ending in state fiscal year (SFY) 2000 (July l, 1999 through June 30, 
2000). 

For new hospitals and hospitals that did not provide Medicaid NeonataJ Intensive Care 
Unit (NICU) services in SFY 2010, the hospital-specific cost to charge ratio will be 
calculated based on the first full year cost reporting period that the hospital was open or 
that Medicaid NlCU services were provided. 

The hospital specific cost to charge ratio wm be reviewed bi-annually to determine the 
need for adjustment to the outlier payment. 

A deadline of six months subsequent to the date that the final claim is paid shall be 
established for receipt of the written request filing for outlier payments. In addition, 
effective March 1, 2011, outlier claims for dates of service on or before February 
28, 2011 must be received by the Department on or before May 31, 2011 in 
order to qualify for payment Claims for this time period received by the 
Department after May 3 I, 2011 shall not quaJ i fy for payment. 
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Outlier payments are not payable for transplant procedures, and services 
provided to patients with Medicaid coverage that is secondary to other payer 
sources. 

Effective for dates of service on or after March 1, 20 II, a catastrophic outlier 
pool shall be established with annual payments limited to $10,000,000. In order 
to qualify for payments from this pool, the following conditions must be met: 

I. The claims must be for children less than six years of age who received 
inpatient services in a disproportionate share hospital setting; or infants 
less than one year of age who receive inpatient services in any acute care 
hospital setting; and 

2. The costs of the case must exceed $150,000. The hospital specific cost to 
charge ratio utilized to calculate the claim costs shall be calculated using 
the Medicaid NJCU or PJCU costs and charge data from the most current 
cost report. 

The initial outlier pool will cover eligible claims with admission dates from the 
period begiMing March I, 2011 through June 30, 2011. 

1. Payment for the initial partial year pool will be $3,333,333 and shall be 
the costs of each hospital's qualifying claims net of claim payments 
divided by the sum of all qualifying claims cost in excess of payments, 
multiplied by $3,333,333. 

2. Cases with admission dates on or before February 28, 201 I that continue 
beyond the March I , 20 I I effective date, and that exceed the $150,000 
cost threshold, shall be eligible for payment in the initial catastrophic 
outlier pool. 

3. Only the costs of the cases applicable to dates of service on or after 
March 1, 2011, shall be allowable for detennination of payment from this 
pool. 

Beginning with SFY 20 J 2, the outlier pool will cover eligible claims with 
admission dates during the state fiscal year (July I through June 30) and shall not 
exceed $1 0,000,000 annually. Payment shall be the costs of each hospital's 
eligible claims less the prospective payment, divided by the sum of all eligible 
claims costs in excess of payments, multiplied by $1 0,000,000. 
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8. Reimbursement for Small Rural Hospitals 

a. Effective for dates of service on or after July 1, 2008, small rural hospitals as 
defined in D.3 .b. shall be reimbursed at a prospective per diem rate. The per diem 
rate shall be the mectian cost plus ten percent which shall be ca1culated based on 
each hospital's year-·end cost report period ending in calendar year 2006. If the 
cost reporting peG .. u js not a full period (twelve months), the latest filed full period 
cost report shall oe us.oo. The Medicaid cost per inpatient day for each small rural 
hospital. shall be inflated from their applicable cost reporting period to the midpoint 
of the implementation year (December 31, 2008) by the Medicare 1narket basket 
inflation factor for PPS hospitals, then arrayed from high to low to determine the 
median inpatient acute cost per da.y for all small rural hospitals. The payment rate 
for inpatient acute services in smal1 rural hospitals shall be the median cost amount 
plus ten percent. The median cost and rates shall be rebased at least every other 
year using the latest filed full period cost reports as fiJed in accordance with 
Medicare timely filing guidelines . 

b. Effective for dates of service on or after August 1, 20 I 0, quarterly supplemental 
payments will Of~ issned to qualifying small rural hospitals for inpatient services 
rendered during the quarter. 

1. Qualifying criteria 

a). Public (non-state) small rural hospital - a small rural hospitaJ as 
defined in D.3.b.(l) which is owned by a local government and as 
of August 1,2010 and bas a certified neonatal intensive care unit. 

b). Private small rural hospital- a small rural hospital as defined in 
D.3.b.(l )(i). 

2. Reimbursement methodology - each qualifying hospital shall receive 
quarterly supplemental payments for the inpatient services rendered 
during the quarter. QuarterJy payr1nents shall be the difference between 
each qualifying hospital's inpatient Medicaid billed charges and 
Medicaid payments the hospital receives for covered inpatient services 
provided to Medicaid recipients. Medicaid billed charges and payments 
will be based on a 12 consecutive month period for claims data selected 
by the Department. In the event that the above supplemental payments 
exceed state appropriated amounts, payment amounts to qualifying 
hospitals shall be reduced on a pro rata basis to equal the state 
appropriated level of funding. 
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c. Supplemental Payments for Low Income and Needy Care CoUaboration (Small 
Rural Hospitals) 
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Effective for dates of service on or after October 20, 2011, quarterly 
supplemental payments shall be issued to qualifying non-state acute care 
hospitals for inpatient services rendered during the quarter. Maximum aggregate 
payments to aU qualifying hospitals in this group shall not exceed the available 
upper payment limit per state fiscal year. 

1. Qualifying Criteria In order to qualify for the supplemental payment, the 
non-state hospital must be affiJiated with a state or local governmental entity 
through a Low Income and Needy Care Collaboration Agreement. 

a) A non-state hospital is defmed as a hospital which is owned or 
operated by a private entity. 

b) A Low Income and Needy Care Collaboration Agreement is defined 
as an agreement between a hospital and a state or local governmental 
entity to collaborate for purposes of providing healthcare services to 
low inc01ne and needy patients. 

2. Each qualifying hospital shall receive quarterly supplemental payments for 
the inpatient services rendered during the quarter. Quarterly payment 
distribution shall be limited to one-fourth of the lesser of: 

a) The difference between each qualifying hospital's inpatient Medicaid 
billed charges and Medicaid payments the hospital receives for 
covered inpatient services provided to Medicaid recipients. Medicaid 
billed charges and payments will be based on a 12 consecutive month 
period for claims data selected by the Department; or 

b) For hospitals participating in the Medicaid Disproportionate Share 
Hospital (DSH) Program, the difference between the hospital's 
specific DSH limit and the hospital's DSH payments for the 
applicable payment period. 
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b. Non-Rural Non-State Hospital Supplemental Payments 

Effective for dates of service on or after July I, 2009, Medicaid Supplemental payments 
will be made to qualifying non-rural non-state public and privale hospitals for dates of 
service from July 1, 2009 through December 31, 20 l 0 as follows. 

I) Hospitals impacted by Hurricane Katrina 

Maximum aggregate payments to all qualifying hospitals in this group (which 
includes outpatient supplemental payments described in Attachment 4.19-B, Item 
2.a.) will not exceed $170,000,000. 

a) Qualifying criteria- Non-rural non-state public or private hospital which is 
located in DHH Administrative Regio_n 1 and identified in the July 17, 2008 
United States Governmental Accountability Office report as a hospital that has 
demonstrated substantial financial and operational challenges in the aftermath 
of Hurricane Katrina. 

b) Payment Methodology- Each eligible qualifying hospital shall receive 
quarterly supplemental payments which in total do not exceed a specified 
individualized hospital limit. Each hospital's limit shall be calculated by 
multiplying their Medicaid paid days for SFY 2008 dates of service 
weighted by 1.5 (to cover the 18 month payment period) and then 
multiplied by 90o/o by the following rates: 

East Jefferson 
Ochsner Baptist Medical Center 
Ochsner Foundation Hospital 
Ochsner Medical Center Kenner 
Touro Infirmary 
Tulane University Hospital and Clinic 
West Jefferson Medical Center 

$1,083.57 
$4,607.06 

$850.75 
$1,486.24 

$927.06 
$1,267.40 

$406.67 

]fa hospital's number of licensed beds at the end of SFY 2008 were less 
than 50o/o of the number of licensed beds at the end of SFY 2009, 
Medicaid paid days for SFY 2009 dates of service shall be multiplied by 
the above rates to determine the limit. If two qualifying hospitals merged 
under a single Medicaid provider number subsequent to the end of SFY 
2008, the paid days of the two hospitals will be combined under the 
surviving hospital provider number. 

Effective for dates of service on or after July 1, 2009, supplemental 
payments will be made quarterly for the inpatient services provided during 
that quarter. Quarterly payment distribution shall be calculated using the 
Medicaid paid days for SFY 2008 (or SFY 2009 as applicable) serving as 
a proxy for SFYs 2010 and 2011 service days and multiplying by the 
above hospital specific rate. Payments are applicable to Medicaid service 
dates provided during each quarter and wilt end when the hospital specific 
cap is reached or December 31, 2010 whichever occurs first. 
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2) Other Hospitals impacted by Hurricanes Katrina and Rita. 
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Maximum aggregate payments to all qualifying hospitals in this group (which 
includes inpatient psychiatric hospital supplemental payments described in 
Attachment 4.1 9-A, Item l4a and Item 16) will not exceed $10 million. 

a) Qualifying criteria- Non- rural non-state public or private general acute care 
or freestanding inpatient psychiatric hospital which did not qualify for 
inclusion in Group 1) above, which is located in either the New Orleans or 
Lake Charles metropolitan statistical area (MSA), and had at least 1 ,000 paid 
Medicaid days for SFY 2008 dates of service and is currently operational. 

b) Payment Methodology - Effective for dates of service on or after July I, 2009, 
each eligible qualifying hospital shall receive quarterly supplemental payments 
which in total do not exceed $1,200,000 per hospital for the 18 month period. 
Payments are applicable to Medicaid service dates provided during each 
quarter and wil1 end on December 31,2010 or when the $1,200,000 limit is 
reached, whichever occurs first. Payments distributed in the qualifying 
quarters will be calculated as follows using Medicaid paid days for state fiscal 
year 2008 service dates serving as a proxy for state fiscal years 20 l 0 and 20 II 
service dates. 

1. Qualifying hospitals with greater than 7,500 paid Medicaid days for state 
fiscal year 2008 service dates will be paid $60 per Medicaid paid day. 

11. Qualifying hospitals with greater than 1,000. but less than or equal to 
7,500 paid Medicaid days for state fiscal year 2008 service dates will be 
paid $130 per Medicaid paid day. 

Hospitals Impacted by Hurricanes Gustav and Ike. 

Maximum aggregate payments to all qualifying hospitals in this group (which 
includes inpatient psychiatric hospital supplemental payments described in 
Attachment 4.19-A, Item 14a and Item 16) will not exceed $7500,000. 

a) Qualifying Criteria- Non- rural non-state public or private general acute care 
or freestanding inpatient psychiatric hospital which did not qualify for 
inclusion in either Group I) or Group 2) above may receive a supplemental 
payment if the hospital is located in either DHH Administrative Region 2 
(Baton Rouge) or 3 (Thibodaux), had at least 1,000 paid Medicaid days for 
state fiscal year 2008 service dates and is currently operational. 

b) Payment Methodology- Effective for dates of service on or after July I, 2009, 
each eligible hospital shall receive quarterly supplemental payments which in 
total do not exceed $1,200,000 per hospital for the 18 month period. Payments 
are applicable to Medicaid service dates provided during each quarter and will 
end on December 3 1, 2010 or when the $1 ,200,000 1 imit is reached, whichever 
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occurs first. Payments distributed in the qualifying quarters will be calculated 
as follows using Medicaid paid days for state fiscal year 2008 service dates 
serving as a proxy for state fiscal years 20 I 0 and 20 II service dates. 

1. Qualifying hospitals with greater than 20,000 paid Medicaid days for state 
fiscal year 2008 service dates will be paid $60 per Medicaid paid day. 

11. Qualifying hospitals with greater than 2,500, but less than or equal to 
20,000 paid Medicaid days for state fiscal year 2008 service dates will be 
paid $105 per Medicaid paid day. 

111. Qualifying hospitals with greater than 1 ,000, but less than or equal to 
2,500 paid Medicaid days for state fiscal year 2008 service dates will be 
paid $225 per Medicaid paid day. 

4) Hurricane lmpacted Freestanding Rehabilitation and Long Tenn Acute Care 
Hospitals 

Maximum aggregate payments to all qualifying hospitals in this group will not 
exceed $500,000. 

a) Qualifying Criteria- Medicare designated freestanding rehabilitation 
hospital or long term acute hospital that is located in DHH Administrative 
Region 1 (New Orleans), 2 (Baton Rouge), 3 (Thibodaux), 5 (Lake 
Charles), or 9 (Mandeville), and had at least I 00 paid Medicaid days for 
SFY 2008 dates of service. 

b) Payment Methodology- Effective for dates of service on or after July l, 
2009, each eli gi b I e hospi ta I s ha II receive quarterly supplemental 
payments. Payments distributed in the qualifying quarters will be 
calculated using Medicaid paid days for state fiscal year 2008 service 
dates serving as a proxy for state fiscal years 2010 and 20 I I service dates 
multiplied by $40 per Medicaid paid day. Payments are applicable to 
Medicaid service dates provided during each quarter and wi II end on 
December 31, 2010 or when the $500,000 maximum payment limit for 
this group is reached, whichever occurs first. 

c. Teaching Hospitals 

i. Definition of Qualifying Hospitals 

TN# 09-~ 
Supersedes 
TN# Ne~ \'C\~e__ 

In order to qualify for the supplemental payment, an acute care hospital must 
meet the following criteria. The hospital must: 

1. be a non-rural, non-state hospital; 

2. have a documented affiliation agreement with a Louisiana 
medical school accredited by the liaison Committee on Medical 
Education (LCME); 
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TN# 0 J- 3~ 
Supersedes 
TN# OJ-31 

3. have greater than 5 additional intern and resident full time 
equivalencies (FTEs) in SFY 2007 and lhe fl!St six months of 
2008 as compared to the Pre-hurricane. Katrina period of SFY 
2005. These additional intern and residency FTEs must directly 
result from the graduate medical education (GME) programs that 
were formerly taught at the Medical Center of Louisiana at New 
Orleans (MCLNO) and the suspension of ·training at MCLNO 
due to the impact of Hurricane Katrina; and 

4. reimburse the medical school for the direct GME costs. Direct 
GME costs are defined as the costs of the residenfs salaries and 
the faculty and administrative costs from the medical school. 

ii. Reimbursement Methodology 

Effective for dates of services on or after October 1, 2007, a quarterly 
supplemental payment will be issued to non-rural, non-state acute care hospitals 
that furnish additional graduate medical education (GME) services. 

Each eligible hospital shall be paid a quarterly supplemental payment which 
shall be calculated based on the pro rata share of each qualifying hospital~s 
weighted paid Medicaid days to the total Medicaid days of all eligibJe hospitals 
multiplied by $5,000,000 which is the amount appropriated for these 
supplemental payments. 

Paid Medicaid days (including newborn days included with the mother's stay) · 
for dates of service in SFY 2007 shall be weighted using the following factor{s) 
as applicable: 

l. l.O- if the qualifying hospital has average additional resident 
FTEs of greater than 5, but less than or equal to 10, or 

2. 1.5- if the quaJifying hospital has average additional resident 
FTEs of equal to or greater than 10, but less than or equal to 20, 
or 

3. 2.0- if the qua]i.fying hospital has an average additional resident 
FTEs of equal to or greater than 20, and 

4. 1.5- if the qualifying hospital's cost is at least 20 percent more 
than the current Medicaid per diem rate . 

. Payment of one third of $5,000,000 will be made at the beginning of the three 
remaining calendar quarters in SFY 2008 beginning with October 2007. The 
$5,000,000 pool amount will be paid to qualifying hospitaJs in four equal 
quarterly payments beginning with SFY 2009. 
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d. Major Teaching Hospitals Supplemental Payments 

i. Qualifying Criteria 

In order to qualify for the supplemental payment. a non-rural. non-state acute 
care hospital must: 

I. be designated as a major teaching hospital by the department in 
state fiscal year 2009; 

2. have provided at least 25,000 Medicaid acute care paid days for 
state fiscal year 2008 dates of service; and 

3. have provided at least 4,000 Medicaid distinct part psychiatric 
unit paid days for the state fiscal year 2008 dates of service. 

ii. Reimbursement Methodology 

Effective for the dates of service on or after October I, 2009, a quarterly 
supplemental payment shall be issued to qualifying non-rural, non-state acute 
care hospitals for inpatient services rendered during the quarter. These 
payments shall be used to facilitate the development of public-private 
partnerships to preserve access to medically necessary services for Medicaid 
enrollees. Aggregate payments to qualifying hospitals shall not exceed the 
maximum allowable caps of $17,451,935 for SFY 20 I 0 and $56,4 75,4 74 for 
SFY 2011. 

Payments shall be distributed quarterly and shall be calculated using the 
Medicaid acute and distinct part psychiatric unit paid days for service dates in 
state fiscal year 2009 serving as a proxy for SFY s 20 l 0 and 201 I service dates. 
The annual days from 2009 shall be divided by 4 to obtain the quarterly days. 

Payments shall be calculated as followed: 

• For dates of service 10/1/09- 12/31/l 0- the Medicaid acute and distinct 
part psychiatric unit paid days for service dates in state fiscal year 2009 
shall be multiplied by the rate of $712.65. 

• For dates of service 1/1/l t -6/30/11 -the Medicaid acute and distinct 
part psychiatric unit paid days for service dates in state fiscal year 2009 
shall be multiplied by the rate of $2, 746.59. 

Payments are applicable to Medicaid service dates provided during each quarter 
and shall be discontinued for the remainder of the state fiscal year in the event 
that the maximum payment cap is reached or by June 30, 20 II, whichever 
occurs first. 

A pprov a I Dale __ J_\_J _N---=-3_0_2 O:......:i-=-0 Effective Date 10 .. o I - 0 q 
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iii. Effective for the dates of service July I, 20 I I, thmugh September 30, 20 II, a 
supplemen1al payment will be issued subject to upper payment limits to qualifying 
non-rural, non-state acute care hospitals for inpatient services rende~d during 
this quarter. These payments shall be used to facilitate the development of 
public-private partnerships to preserve access to medically necessary services 
for Medicaid enrollees. Aggregate payments to qualifying hospitals shall not 
exceed the maximum allowable cap of $4,403.403 for the quarter. 

Payments shall be distributed quarterly and shall be calculated using the 
Medicaid acute and distinct part ,sycniatric paid days for service dates in state 
fiscal year 20 I 0 serving as a proxy for SFYs 2012. The annual days from 20 I 0 
shall be divided by four to obtain the quarterly days. 

Payments shall be calculated as follows : 

• For dates of service 7/J/11 - 9/30111 -the Medicaid acute and &,tinct 
part psychiatric unit paid days for service dates in state fiscal year 2010 
shall be ·multiplied by the rate of$559.45 . 

Payments are applicable to Medicaid service dates provided during the quarter 
noted above only and shall be discontinued for the remainder of the state fiscal 
year after the maximum payment cap is reached. 

TN# 1 0- ;t ~ Approval Date SFP Z S ZOU Effective Date a 7- C \ - ) \ 
Supersedes 
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f. S~pplemental Paymenu for Private Hospitals 

1. Batoa Ro11ce Area 

Qualifying Criteria 

Effective for dates of service on or after April 15, 2013, a quarterly supplemental 
payment shall be made to Our Lady of the Lake Hospital, Inc. 

Reimb•nemeat Methodology 

Payments shall be made quarterly based on the annual upper payment limit 
calculation per state fiscal year. Payments shall not exceed the allowable 
Medicaid charge differential. The Medicaid inpatient charge differential is the 
Medicaid inpatient charges less the Medicaid inpatient payments (which includes 
both the base payments and supplemental payments). The payments will be 
made in four equal quarterly payments based on 100 percent of the estimated 
charge differential for the state fiscal year. The qualifying hospital will provide 
quarterly reports to DHH that will demonstrate that, upon implementation, the 
annual Medicaid inpatient payments do not exceed the annual Medicaid inpatient 
charges per 42CFR 447.271. 

The Department will verify the Medicaid claims data of these interim reports 
using the state's MMIS system. When the Department receives the annual cost 
report as filed, the supplemental calculations will be reconciled to the cost report. 
lfthere is additional cap room, an adjustment payment will be made to assure 
that supplemental payments are the actual charge differential. The supplemental 
payments will also be reconciled to the fin!JI cost report. The annual . 
supplemental payments will not exceed the allowable Medicaid inpatient charge 
differential per 42CFR 447.271. Maximum inpatient Medicaid payments shall 
not exceed the upper payment limit per 42CFR 447.272. 

TN# L e ra·U3 Approval Date JUt Z9 2013 
Supersedes 
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ll. Reimbursement for Our Lady of tbe Lake Hospital, Inc. 

Effective for dates of service on or after April 15, 2013, Our Lady of the Lake 
Hospital, Inc. will qualify for reilnbursement at 95 percent of allowable Medicaid 
costs. 

Reimbursement methodology 

The inpatient reimbursement shall be reimbursed at 95 percent of allowable 
Medicaid costs. The interim per diem reimbursement will be paid based on a per 
diem rate and will be cost settled to 95% of allowable costs based on the as filed 
cost reports. The final reimbursement will be cost settled u~ing the final audited 
coSt report CMS-2552-1 0 to 95 percent of allowable Medicaid costs. 

TN# f3 'dO Approval Date JO[ Z 3 lOll Effective 
Date f¥1\.~ \ I~ .0l01,3. 
Supersedes 
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13. Qualifying Loss Review Process 

Any hospital seeking an adjustment to the operations, movable, fixed capital, or 
education component of its rate shall submit a written request for administrative 
review within 30 days after receipt of the letter notifYing the hospital of its rate. Rate 
notification date is considered to be five days from the date of the letter or the 
postmark date, whichever is later. 

The time period for requesting an administrative review may be extended upon 
written agreement between the Department and the hospital. 

The Department will acknowledge receipt of the written request within 30 days after 
actual receipt. Additional documentation may be requested from the hospital as may 
be necessary to render a decision. A written decision will be rendered within 90 days 
after receipt of all additional documentation or information requested. 

L Definitions 

"Qualifying loss" in this context refers to that amount by which the hospital's 
operating costs, movable equipment costs, fixed capital costs, or education costs 
(excluding disproportionate share payment adjustments) exceeds the Medicaid 
reimbursement for each component. 

"Costs" when used in the context of operating costs, movable equipment costs, 
fixed capital costs, and education costs, means a hospital's costs incurred in 
providing covered inpatient services to Medicaid and indigent clients as allowed 
by the Medicare Provider Reimbursement Manual. 

"Uninsured Patient" in this context is defined as a patient that is not eligible for 
Medicare and Medicaid and does not have insurance. 

"Uninsured Care Costs" in this context means uninsured care charges multiplied 
by the cost to charge ratios by revenue code per the last filed cost report, net of 
payments received from uninsured patients. 

b. Permissible Basis 

Consideration for qualifying loss review is available only if one of the 
following conditions exists: 

Approval Date __ JH_L_Z_3_%_ft_f3 __ Effective 
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I) rate-seu.ing methodologies or principles of reimbursement are incorrectly 
applied; or 

2.) incorrect or incomplete data or erroneous calculations were used in the 
establishment of the hospital's rate; or 

3) the amount allowed for a component in the hospital's prospeaive rate is 70 
percent or les.s of the component cost it incurs in providing services that 
conform to the applicable state and federal laws of quality and safety 
standards. 

ror administrative review request in cases that reJa[e to an unresolved dispute 
between the hospital and its Medicare fiscal intennediary as to any cost reported in 
the hospital's base year cost report, tile Department will resolve such disputes for 
purposes of deciding the request for administrative review. 

c. Basis Nol Allowable 

·The following matters are not subject to a qualifying loss review: 

I) the use of peer grouped rates; 

2) the use of teaching and non~teaching stAtus, specialty hospital slaiUs, and 
bed-size as criteria for hospital peer groups; 

3) the use of approved graduate medical education and incem and resident full 
time equivalents as criteria for major teaching status; 
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4) the use of fiscal year 1991 medical education costs to establish a hospits I~ 
specific medical education component of each teaching hospit..a.l~speciflc 
medical education component of each teaching hospital's prospective ll:lte: 

5) the application ofinflationary adjustments contingent on funding 
appropriated by the legislature; 

6) the criteria used to establish the levels of neonatal intensive care; 

7 the criteria used to eslab lish the levels of pediatric intensive care: 

8) the methodology used to calculate the boarder baby rates for nursery; 

9) th.e criteri.a !,l~d t~ .identify special.ty hospital peer g~oups; 

10) the criteria used to establish the level of bum care; and 

11) the use of hasp ita. I speci fie costs for transplant per diem limits. 

d. . . Burden- of Proo£ 

e. 

The hospital shall bear the burden of proof in establishing the facts and 
circumstances necessary to ·support a. ra1e adjustment. Any costs that the provider 

. cites as a basis for relief under this provision must be:ca[cu1ab1e and auditable. 
- - I - • ~ ~ ' - • J -

"Information to be Pro\'ided. , . 

All requests for qualifying loss review shall specify the following: 

I) .the natur~ of'~e ~djustment 50.u~ht·~. 1 .. _,:. :: . l::· : '·~ ·.· '. ··= 
- • - • J • • • ~ l. , I • , • • ~ • ,. I _ , • '" ~ , , o ,J .'; • 0 • 

2) the amount· of the adjustment sough~. - 1 • .• 

3) the reasons. or factors that the .hospital believes jusrifY an adjustment; and 

4) an·arialysis demonstrating the extent to which the hospital is incurring or 
expects to incur a qualifying ·l.c>s:s in providing covered se.vices to Medicaid 
und indigent patients. However, such a.ru1lysis is not required if the request 
is limited to a claim that: · ··· · · · · ·· · 

a·) ·the ra.te~setting methodology1or C"riteria. for classifying hospitals or 

· __ ., '"· ·--~()~P~~_L~l.~.i~.~~~.r~ ~llE9mi_<;t~Y~.~P.PJi~~t. ~-.- . , .. _ ·' :·~ 
b) incorrect or incomplete data or erioneo"us calculations were used in 
··· : · · establishment~f·t.he hbspltal~teS:~-or · _. ~ · · · · ... ·-· 

.~) ...... ,t~e ~~sr:!i~l ~-~JrrY~..::.aMi\i.4?.f:'~l_.~.~"~rc~~s_t? ,~f ~.catastrophe. 

\ ·. 

• • I 0 1 _ • L ~. • o' 1 ' . 
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MEltiODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES- OTHER TYPES OF CARE OR 
SERVICE LISTED IN SECTION 1902(A) OF THE ACT THAT IS INCLUDED lN THE PROGRAM UNDER THE 
PLAN ARE DESCRIBED AS FOLLOWS: 

f. Factors Considered 

In determining whether to award additional reimbursement to a hospital that has made tne 
showing required, th.e following factor~ shall be considered: 

I) whether unreimbursed costs are generated by factors generally not snared by other 
hospitals in the hospital's peer group. Such factors may include, but are not limited to, 
extraordinary clrcumsrances beyond the control of the hospital. and improvements 

· required to comply with licensing or accrediting standards. Where it appears from the 
evidence presented that the hospital's costs are controllable through good management 
practices or cost containment measures, or the hospital through advertisement to the 
general public pmmoted the use of high costs services that could be pro\'ided in a more 
cost effective m11nner, the request for rate adjustment may be denied. 

2) financial ratio data indicative of the hospital's perfonn.a.nce quality in particular areas 
of hospital operation. The hospital rna>' be required to provide additional data. 

3) whether every reasonable action to contain costs on a hospital-wide basis has been 
taken. ihe hospital may be required to provide audited cost data or other quantitative 
data (including but not limited to) occupancy statistics, average hourly wages paid, 
nursing salaries per adjusted patient day, average length of stay, cost per ancillary 
procedure, avemge cost per meal served, average cost per pound of laundry, average 
cost per ph.e.cmacy prescription. housekeeping costs per square foot, medical records 
costs per admission, full-time equivalent employees per oceupied bed, age of 
receivables, bad debt percentage, inventory turnover rate, and information about 
actions that the hospital has taken to contain costs. 

4) An on site operational review/audit of the hospital by the Department may be required. 

g. Determination to Award Relief 

Additional reimbursement shall be awarded to a hospital that demonstrates to the Department by 
clear and convincing evidence that: 

I) the hospital demonstrated a qualifying loss; and 

2) the hospital's current prospective rate jeopardized lhe hospital's long-term financial 
viability; and 

3) the Medicaid population ser.-cd by the hospital has no reLISonable access to other inpatient 
hospitals for the services that the hospital provides and that the hospital contends are under
reimbursed; or 

rn# (o -so 
Supersedes 
TN# 9'1-a2 
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METHODS AND STANDARDS FOR ESTABLISHING PA VMENT RATES- OTHER TYPES OF CARE OR 
SERVICE LISTED IN SECTION 1902(A) OF THE ACT THAT IS INCLUDED IN THE PROGRAM UNDER THE 
PLAN ARE DESCRIBED AS FOLLOWS: 

4) Alternatively, demonstrates that its uninsured care hospital costs exceeds S percent ofits 
total hospital costs, and a minimum of$9,000,000 in uninsured care hospital cost in the 
preceding 12 month time period and the hospital's uninsured care costs has increased at least 
35 percent during a consecutive six month time period during the hospit.al's latest cost 
reporting period. 

I. The increase in uninsured care costs must be a direct resu It of a permanent or long tenn 
(no less than six months) documented cha11ge in services that occurred at a state owned 
and operated hospital !ocated tess than eight miles from the impacted hospit.al. 

2, Hospitals with multiple locations of service shall measure uninsured costs separately and 
qualify each location as an individual hospital and rate adjustments shall not exceed 5 
percent of the applicable per diem rate. 

h. R"elie£ AwJlrded 

Notification of decision regarding qualifying loss review shall be provided in writing. Should 
the decision be to award relief, relief consists of making appropriate adjustments so as to 
correctly apply the rate~sening methodology, or to correct _calculations, data errors, or omissions. 
or increase one or more of the hospital's rates by an amount that cnn reasonably be expected to 
ensure co11tinuing access to sufficient inpatient hospital services of adequate quality for 
Medicaid patients served by the hospital. A hospiiBI's corrected rate component shall not 
exceed the lesser of its recalculated cost for that component or I 05% of the provider's peer 
group rate for that component. 

If subsequent discovery reveals that the provider was not eligible for qualifying logs relief, any 
relief awarded under this qualifying loss process shall be recouped. 

i. Effect of Decision 

Decisions to recognize omitted. additional, or increased costs incurred by any hospital; to adjust 
the hospital rates; or to otherwise award additional reimbursement to any hospital shall not result 
in any change in the peer group calculations for any rate component. 

Rate adjustments granted under this provision shall be effective from the first day of the rate 
period to which the hospital's request for qualifying loss review relates. HospiLals must 
document their continuing eligibility at the beginning of ea.cn subsequent state fiscal year. 

However, no retroactive adjustment will be made to the rate or rates that were paid during any 
state fiscal year prior to the year for which qualifYing loss review was requested. 

ru# 1 o-so 
Supersed~ 
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -OTHER TYPES OF CAR.E OR 
SERVICE LISTED IN SECTION 1902(A) Of THE ACT THAT IS INCLUDED IN THE PROGRAM UNDER THE 
PLAN ARE DESCRIBED AS FOLLOWS: 

j. Administrati\'e Appeal 

The hospital may appeal an adverse qualifying loss decision to the Office of the Secreta!)', 
Bureau of Appeals for the Department of Health and Hospitftls, P.O. Box 418.3, Baton Rouge, 
LA 70821-4183. The appeal must be lodged in writing with the Bl.lreau of Appeals within thirty 
days of receipt of the written decision, and state the basis for the appeal. R.ate notification date 
is considered to be five days from the date of the letter or the postmark date, whichever is later. 
The administrative appeal shall be conducted in accordance with the Louisiana Administrative 
Procedures Act (L.R.S. 49:951 el seq). The Bureau of Appeals shall submit a recommended 
decision to the Secretary of the Department, who will issue the final decision. 

k. Judicial Review 

Judicial review of the Secretary's decision shall be in accordance with the Louisiana 
Administrative Procedures Act) L.R.S. 49:9S1 et seq) and shall be filed in the Nineteenth 
Judicial District Court. 

TNfl /C-SC 
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CITATION 
42CFR 
447.253 
OBRA-90 
P.L. 
101-508 
Sections 
4702-4703 

Medical and 
Remedial 
Care and 
Services 
Item I (Contd.) 

1. Qualifying criteria for a Disproportionate Share Hospital: 

a. Hospital has at least two obstetricians who have staff 
privileges and who have agreed to provide obstetric 
services to individuals who are Medicaid eligible. In the 
case of a bospital located in a rural area (i.e., an area 
outside of a metropolitan statistical area), the tenn 
obstetrician includes any physician who has staff privileges 
at the hospital to perform nonemergency obstetric 
procedures; or 

b. 

c. 

d. 

Hospital treats inpatients who are predominantly individuals 
under 18 years of age; or 

Hospital which did not offer nonemergency obstetric services 
to the general population as of December 22, 1987; and 

Hospital has a utilization rate in excess of one or more of the 
following specified minimum utilization rates: 

(i) Medicaid Utilization Rate is a fraction (expressed as a 
percentage). The numerator is the hospital's number of 
Medicaid (Title XIX) inpatient days. The denominator 
is the total number of the hospital's inpatient days for a 
cost reporting period. Inpatient days include newborn 
and psychiatric days and exclude swing bed and skilled 
nursing days. Hospitals shall be deemed 
disproportionate share providers if their Medicaid 
utilization rates are in excess of the mean, plus one 
standard deviation of the Medicaid utilization rates for 
all hospitals in the state receiving payments; or 

(ii) Hospitals shall be deemed disproportionate share 
providers if their low-income utilization rates are in 
excess of 25 percent. Low-Income Utilization Rate is 
the sum of: 

(a) the fraction (expressed as a percentage), the 
numerator of which is the smn (for the period) 
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of the total Medicaid patient revenues plus the 
amount of the cash subsidies for patient services 
received directly from state and local 
governments. The denominator is the total 
amount of revenues of the hospital for patient 
services (including the amount of such cash 
subsidies) in the cost reporting period from the 
fmancial statements; and 

(b) the fraction (expressed as a percentage), the 
numerator of which is the total amount of the 
hospital's charges for inpatient services which are 
attributable to charity (free) care in a period, less 
the portion of any cash subsidy as described in (ii) 
(a) above in the period which are reasonably 
attributable to inpatient hospital services; and the 
denominator of which is the total amount of the 
hospital's charges for inpatient hospital services in 
the period. For public providers furnishing 
inpatient services free of charge or at a nominal 
charge, this percentage shall not be less than zero 
(0). The above numerator shall not include 
contractual allowances and discounts (other than 
for indigent patients ineligible for Medicaid), i.e., 
reductions in charges given to other third party 
payors, such as HMOs, Medicare, or Blue Cross; 
nor charges attributable to Hill-Burton 
obligations. 

A hospital providing "free care" must submit its 
STATE ---~ui.~ov0-__ 

1

. criteria and procedures for identifying patients who 
DATE REC'D __9_.::.~q_::_0__3 qualify for free care to BHSF for approval. The 

DA'E A,.... -v·j\ 4 · ~ q -1"'>4 A policy for free care must be posted prominently 
DA~~ ~~; ··· -1-~ -~~~--J and all patients must be advised of the availability 

11 of free care and procedures for applying. 
tcw:H_£F~~~~~_g~O::J-:~-:;;:;:~;:;!~.=·~· :.=~""""""~dJ! Hospitals not in compliance with free care criteria 

will be subject to recoupment of DSH and 
Medicaid payments; or 
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b. Appropriate action including, but not limited to, deductions from DSH. Medicaid 
payments and cost report settlements shall be taken to recover any overpayments 
resulting from the use of ~rroneous data, or if it is determined upon audit that a 
hospital did not qualify. 

c. DSH payments to a hospital determined under any of the methodologies below 
shall not exceed the disproportionate share limits as defined in Section 
1923(g)( l )(A) of the Social Security Act for the state fiscal year to which the 
payment is applicable. Any Medicaid profit will be used to offset the cost of 
treating the uninsured in determining the hospital specitic DSH limits. 

d. Qualification is based on the hospital's latest filed cost report and related 
uncompensated cost data as required by the Department. For hospitals with 
distinct part psychiatric units, qualification is based on the entire hospital's 
utilization. Qualification for small rural hospitals is based on the latest filed 
cost report. Hospitals must tile cost reports in accordance with Medicare 
deadlines, including extensions. Hospitals that fail to timely file Medicare cost 
reports and related uncompensated cost data shall be assumed to be ineligible 
for disproportionate share payments. 

Hospitals are notified by letter at least 60 days in advance of calculation of the 
DSH payment to submit documentation required to establish DSH 
qualifi~tion. Required documents are: 1) obstetrical qualification criteria 
form; 2) low income utilization revenue calculation; 3) Medicaid cost report: 4) 
uncompensated cost calculation. Only hospitals that timely return 
disproponionate share qualification documentation will be considered for 
disproportionate share payments. 

After the final payment during the state fiscal year has been issued. no 
adjustment will be given on DSH payments, with the exception of public state
operated and public non-rural community hospitals. even if subsequently 
submined documentation demonstrates an increase in uncompensated care 
costs for the qualifying nospital. 
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e. Hospitals and/or units which close or withdraw from the Medicaid 
Program shall become ine1igible for further DSH pool payments for the 
remainder of the current DSH pool payment cycle and thereafter. 

f. Effective for dates of service on after March 21, 20 1 0, the 
uncompensated care costs associated with outpatient high-tech imaging 
that do not meet the established criteria for radiology utilization 
management are not allowable for disproportionate share payments. 

g. Effective for dates of service on after July 1, 2010, the Medicaid shortfall 
resulting from Medicaid days that did not meet the established criteria for 
pre-admission certification and length of stay assignment is not allowable 
for the uncompensated care costs for the disproportional share payment 
calculation. The exclusion of these costs and associated days (if 
applicable) does not affect the hospital specific uncompensated care Jimit 
or eligibility for disproportionate share payments. 
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3. Rcimhurscmcnt Methodologies 

Qualifying hospitals shall be reimbursed in accordance with only one of the 
following reimbursement methodology categories. 

a) 1npatient Distinct Part Psychiatric Units 

l. Etlectivc for dates of ~ervicc on or after february I 0, 2012, a 
Medicaid enrolled non-state acute care hospital that enters into a 
Cooperative Endeavor Agreement (CEA) with the Department of 
Health and Hospitals, Office of Behavioral Health to provide inpatient 
psychiatric hospital services to Medicaid and uninsured patients, and 
which also assumes operation and management of a state owned and 
formerly state operated hospital distinct part psychiatric unit, shall be 
paid a per diem rate of $581.11 per day for each uninsured inpatient. 

2 . Qualifying hospitals must submit costs and patient specific data in a 
format specified by the Department. Cost and lengths of stay will be 
reviewed for reasonableness before payments are made. 

3. Payments shal I be made on a quarterly basis. 
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I) A Small Rural Hospital is ddincd as a hospititl (other tha11 a long
term care hospital. rehabilitation hospital. or frcc-!ttandillg psychiatric 
hospital but including distinct part psychiatric units) that m<:ets the 
criteria below. 

A qualifying hospital: 

a) has no more than sixty beds as of July I. 1994; and: I) i~ 

located in a parish with a popu !at ion of less than {j ny thousand; 
or 2) is located in a municipality with a population of ks~ than 
twenty thousand . 

OR 

b) meets the qualifications of a sole comJHunity hosp ital under 42 
CFR §412 . 92(a)~ or met the qualiti(;ations or a sole comrnun ity 
hospital as of June 30, 2005 and subsequently co1werts to 
critical access hospital status~ 

OR 

c) effective October I, 1999. has no more than sixty hospital bed:, 
as of July I, 1999, and is located in a parish \\ ith a pop\dt~tion of 
less than 17 .00() as measured by the 1990 ct:nsus. 

OR 

d) effective October 1, 1999 has no more tlwn 'ixty hospital bed~ 
as of July I. 1997 and is a publicly owned and operaled hospital; 
and; l) is located in a parish with a population 0f less than filly 
thousand; or 2} is located in a municipality with a population of 
tess than twenty thousand ; 

OR 

e) effective August 8. 200 I, has no mt>re tlwn ,;jxty ho-.;pital bed' 
as of June 30, :woo and is located in a nHtnlcipalit; "ith a 
population of less than 20.000 as measured hy the I 990 cL:n..;u:-.. 

f) 

OR 

effective August 8. 200 I, has no mnre thnn sixty hospital bed~ 
as of July I. 1997 and is located in a parish with a population of 
less than fifty thousand as measured by the 1990 and 2000 
census; 

DATEAPPV'O 3- Lf -0 1 A OR 

DATE EFF I - l - 0 1 
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g) effective August 8, 2001, was a facility licensed by the 
Department that had no more than sixty hospital beds as 
of July l, 1994, which hospital facility has been in 
continuous operation since July l, 1994, is currently 
operating under a license issued by the Department, and 
is located in a parish with a population of less than fifty 
thousand as measured by the 1990 census~ 

OR 

h) has no more than 60 hospital beds or has notified the 
Department as of March 7, 2002 of its intent to reduce its 
number of hospital beds to no more than 60, and is 
located in a municipality with a population of less than 
13,000 and in a parish with a population of less than 
32,000 as measured by the 2000 census. 

OR 

i) has no more than 60 hospital beds or has notified DHH as 
of December 31, 2003, of its intent to reduce its number 
of hospital beds to no more than 60; and is located in a 
municipality with a population of less than 7,000, as 
measured by the 2000 census~ and is located in a parish 
with a population of less than 53,000, as measured by the 
2000 census; and is located within I 0 miles of a United 
States military base; 

OR 

j) has no more than 60 hospital beds as of September 26, 
2002; and is located in a municipality with a population 
of less than 1 0,000, as measured by the 2000 census; and 
is located in a parish with a population of less than 
33,000, as measured by the 2000 census; 

OR 

has no more than 60 beds as of January I, 2003; and is 
located in a municipality with a population of less than 
II ,000, as measured by the 2000 census; and is located in 
parish with a population of less than 90,000, as measured 
in the 2000 census. 

OR 

has no more than 40 hospital beds as of January l. 2005. 
and is located in a municipality with a population of less 
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than 3,100; and is located in a parish with a population of less 
than 15,800 as measured by the 2000 census; 

OR 

has no more than 60 hospital beds as of November I, 2013, 
and is located in a municipality with a population of less than 
33,000 as measured by the 2000 census; and is located in a 
parish with a population of less than 68,000, as measured in 
the 2000 census; and is located within 3 miles of Jackson 
Barracks. 

2) Payment is based on uncompensated cost for qualifying small rural hospitals in 
one of the following pools: 

a) Public (non-state) Small Rural Hospitals are small rural 
hospitals as defined above which are owned by a local 
government; OR 

b) Private Small Rural Hospitals are small rural hospitals as 
defined above that are privately owned; OR 

c) Small Rural Hospitals as defined above in sections I )i) through 
l)k). 

d) Small Rural Hospitals as defined above in section 1) 1). 

3) DSH payments to small rural hospitals are prospective and paid once per year 
for the federal fiscal year. Payment to hospitals included in 2)8) through 2)d) 
above is equal to each qualifying hospital • s pro rata share of net 
uncompensated costs from the hospital's latest filed cost report for all hospitals 
meeting these criteria multiplied by $49, 775,657which is the state 
appropriation for disproportionate share payments aUocated for this pool of 
hospitals for SFY 2010-2011. Net Uncompensated Cost is the cost of 
furnishing inpatient and outpatient hospital services, net of Medicare costs, 
Medicaid payments (excluding disproportionate share payments), costs. 
associated with patients who have insurance for services provided, and all other 
inpatient and outpatient payments received from patients. If the cost reporting 
period is not a full period (twelve months), actual uncompensated cost data for 
the previous cost reporting period may be used on a pro rata basis to equate to a 
full year. 

4) A pro rata decrease necessitated by conditions specified in l.D.2.a. above for 
hospitals described in this section will be calculated based on the ratio 
detennined by dividing the hospital's uncompensated costs by the 
uncompensated costs for all qualifying hospitals in this section, then 
multiplying by the amount of disproportionate share payments caJculated in 
excess of the federal DSH allotment. Additional payments shall only be made 
after finalization of the CMS mandated DSH audit for the state fiscal year. 
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Payments shall be limited to the aggregate amount recouped from small ruraJ 
hospitaJs based on these reported audit results. If the small rural hospitals' 
aggregate amount of underpayments reported per the audit results exceeds the 
aggregate amount overpaid, the payment redistribution to underpaid shall be 
paid on a pro rata basis calculated using each hospital's amount underpaid 
divided by the sum of underpayments for al1 small rural hospitals. 

5) Qualifying hospitals must meet the definition for a small rural hospital 
contained in 1.0.3 .b. l ). Qualifying hospitals must maintain a log documenting 
the provision of uninsured care as directed by the Department. 
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d. Public Stste-Operated Hospitals 

1) Public State Operated Hospital is a hospital that is owned or operated 
by the State of Louisiana. 

2) DSH payments to individual public state-owned or operated hospitals 
shall be up to 100 percent of the hospital's net uncompensated costs. 
Final payment will be made in accordance with final uncompensated 
care costs as calculated per the CMS mandated audit for the state fiscal 
year. DSH payments calculated under this payment methodology shall 
be subject to the adjustment provision below in§ 3). 

3) In the event that it is necessary to reduce the amount of 
disproportionate share payments to remain within the federal 
disproportionate share allotment, the depanment shalt calculate a pro 
rata decrease for each public state-owned or operated hospital based on 
the ratio detennined by: 

(i) dividing that hospitals' uncompensated cost by the total 
uncompensated cost for all qualifying public state-owned or 
operated hospitals during the state fiscal year: and then 

(ii) multiplying the amount of disproportionate share payments 
calculated in excess of the federal disproportionate allotment. 

4) It is mandatory that hospitals seek all third party payments including 
Medicare, Medicaid and other third party carriers and payments from 
patients. Hospitals must certify that excluded from net uncompensated 
cost are any costs for the care of persons eligible for Medicaid at the 
time ofregistration. Acute hospitals must maintain a log documenting 
the provision of uninsured care as directed by the Department. 
Hospitals must adjust uninsured charges to renect retroactive Medicaid 
eligibility determination. Patient specific data is required after July I. 
2003. Hospitals shall annually submit: 

(i) annual attestation that patients whose care is included in the 
hospitals' net uncompensated cost are not Medicaid eligible at the 
time of registration; and 
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provisions of subsection b). The second pool shall include all other 
hospitals qualifying under this DSH category. Hospitals in the 
second pool shall be eligible to receive OSH payments under the 
provisions of subsection c). 

b) In each quarter, to the extent the Department appropriates funding to 
this DSH category, hospitals that qualify under this subsection shall 
receive I 00 percent of the total amount .appropriated by the 
Department for this DSH category. 

i) If the net uncompensated care costs of these hospitals exceed the 
amount appropriated for this pool, payment shall be made based 
on each hospital's pro rata share of the pool. The pro rata share 
shall be calculated by dividing the hospital's net uncompensated 
care costs by the total of the net uncompensated care costs for all 
hospitals qualifying under this subsection and multiplying by the 
amount appropriated by the Department. 

ii) If the amount appropriated for this DSH category exceeds the net 
uncompensated care costs of all hospitals qualifying under this 
subsection, payment shall be made up to each hospital's net 
uncompensated care costs. 

iii) Any amount available after all distributions are made under the 
provisions in this subsection shall be distributed subject to the 
provisions in subsection c) below. 

c) In each quarter, to the extent distributions are available, and after all 
distributions are made under provisions in the previous subsection b), 
distributions under the provisions of this subsection c) sha11 be made 
according to the following terms. 

i) If the net uncompensated care costs of all hospitals qualifying for 
payment under the provisions of this subsection exceed the 
amount available·for this pool, payment shall be made based on 
eac.h h9spital~s pro rata share of the pool. The pro rata share 
shall be calculat~d by dividing its net uncompensated care costs 
by th_e total of the net uncompensated care cosls for all hospitals 
qu~lifyi.n_~ under this subsection. 

ii) If the amount available for payments under this subsection 
exceeds the net uncompensated care costs of all qualifying 
hospitals, payments shall be made up to each hospital's net 
uncompensated care cos.ts a_nd the remaining amount shaH be 
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used by the Department to make disproportionate share payments 
under this DSH category in future quarters. 

d) In the event it is necessary to reduce the amount of disproportionate 
share payments under this DSH category to remain within the federal 
disproportionate share allotment in any quarter, the Department shall 
caleulate a pro rata decrease for each hospital qualifying under the 
provisions of subsection c). The pro rata decrease shan be based on a 
ratio d etenn i ned by: 

i) dividing that hospital's DSH payments by the total DSH 
payments for all hospitals qualifying under subsection c) in that 
quarter, and 

H) multiplying the amount of DSH payments calculated in excess of 
the federal disproportionate share allotment. 

If necessary in any quarter, the Department will reduce Medicaid 
DSH payments under these provisions to zero for all applicable 
hospitals. 

e) After the reduction in subsection d) has been applied, if it is necessary 
to further reduce the amount of DSH payments under this DSH 
category to remain within the federal disproportionate share allotment 
in any quarter, the Department shall calculate a pro rata decrease for 
each hospital qualifying under subsection b). The pro rata decrease 
shall be based on a ratio determlned by: 

i) dividing that hospital's DSH payments by the total DSH 
payments for all hospitals qualifying under subsectio.n b) in that 
quarter; and 

ii) multiplying the amount of DSH payments calculated in excess of 
the federal disproportionate share allotment. 

lf necessary in any quarter, the Department shall reduce Medicaid 
DSH payments under these provisions to zero for all applicable 
hospitals. 

f) Qu·alifying hospitals must submit costs and patient specific data in a 
fonnat specified by the Department. Costs and lengths of stay will be 
reviewed for reasonableness before payments are made. 

g) Payments shall be made on a quarterly basis~ however, each hospital's 
eligibility for DSH and net uncompensated care costs shall be 
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determined on an annual basis. 

h) Payments to hospitals qualifying under this DSH category shall be 
made subsequent to any DSH payments for which a hospital is 
eligible under another DSH category. 

i) Aggregate DSH payments for hospitals that receive payment from 
this category, and any other DSH category, shall not exceed the 
hospital's specific DSH limit. If payments calculated under this 
methodology would cause a hospital's aggregate DSH payment to 
exceed the limit, the payment from this category shall be capped at 
the hospital's specific DSH limit. The remaining payments shall be 
redistributed to the other hospitals in accordance with these 
provisions. 

i. Freestanding Psychiatric Hospitals 

Qualifying Criteria: Effective for dates of service on or after January 1, 2013, a 
Medicaid enrolled non-state (including private hospitals) owned and operated 
free standing psychiatric hospital may qualify for this category: 

1 ). assuming the management and operation of services at a facility 
where such services were previously provided by a state owned and 
operated facility (Meridian Behavioral Health dba Northlake 
Behavioral); or 

2). providing services that were previously delivered and terminated or 
reduced by a state owned and operated facility (River Oaks Hospital, 
and Community Care Hospital). 

Reimbursement Methodology: Qualifying hospitals shall be paid a per diem rate 
of $5 81.11 per day for each uninsured patient. Qualifying hospitals must 
submit costs and patient specific data in a format specified by the Department. 
Cost and lengths of stay will be reviewed for reasonableness before payments 
are made. Payments shall be made on a monthly basis. Aggregate DSH 
payments for hospitals that receive payment from this category, and any other 
DSH category, shall not exceed the hospital's specific DSH limit. If payments 
calculated under this methodology would cause a hospital's aggregate DSH 
payment to exceed the limit, the payment from this category shall be capped at 
the hospital's specific DSH limit. 

Approval Date _S_E_P_3_0_2_01_3 __ Effective Date \" J "df:> \3 
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F. Dist i net Part Psych iatric Units 

1. Effective for services on or after January I, 1989, psychiatric 
units within an acute care general hospital which meet the criteria 
for exemption from Medicare's Prospective Payment System 
(PPS) shall have admissions to this unit carved out and handled 
separately as a sub-provider. A separate provider number shall be 
assigned to differentiate admissions to these units and their related 
costs from other hospital admissions and 
costs. Separate cost centers must be established as costs related to 
Distinct Part Psychiatric Unit admissions shall not be allowed in 
the cost settlement process applicable to other admissions. 
Rather, reimbursement for inpatient services provided in these 
units shall be a prospective statewide per diem rate. 

2. Effective for dates of service October 21, 2003, the 

Approval Date 

reimbursement is increased for inpatient psychiatric hospital 
services provided in a state owned or operated free-standing 
psychiatric hospital or distinct part psychiatric unit to a per diem 
rate based on the 50th percentile facility for costs as reported on 
the cost report for the year ending between July I, 200 I and June 
30, 2002. The costs uti-lized to detennine the 50th percentile 
facility will include all free-standing psychiatric hospitals and 
distinct part psychiatric units providing services to Medicaid 
recipients in the state. Costs will be trended to the midpoint of the 
rate year using the Medicare PPS Market Basket Index. 

DEC 1 7 ?009 Effective Date 9- J - 0 9 
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3. Effective March I, 1994, a unit in a PPS exempt hospital which 
meets PPS exempt psychiatric unit criteria as specified II.B.2. 
shall also be considered a Distinct Part Psychiatric Unit included 
in the methodology described above. 

4. Effective for dates of service on or after July I, 2004, the 
reimbursement is increased for inpatient psychiatric hospital 
services provided in private and public non-state owned and 
operated distinct part psychiatric units based on the weighted 
average for costs reported on the cost report ending in SFY 2002. 
The costs utilized to determine the weighted average shall 
include all free-standing psychiatric hospitals and distinct part 
psychiatric units providing services to Medicaid recipients in the 
state. Costs shall be trended to the midpoint of the rate year 
using the Medicare PPS Market Basket Index. 

5. Effective for dates of services on or after August I, the inpatient 
psychiatric per diem rates paid to private hospitals are increased 
by 3.85°/o of the rates in effect on July 31, 2006. 

6. For dates of service on or after September I, 2007, the 
prospective per diem rate paid to non rural private (non-state) 
di"sti.nct part psy-chiatric units shall be In-creased by 4.75 percent 
of the rate on file for August 31, 2007. 

7. Effective for dates of service on or after Juty I, 2008, distinct part 
psychiatric services provided in small rural hospitals as defined 
in D.3.b. shall be reimbursed at a prospective per diem rate. The 
per diem rate shall be the median cost plus ten percent which 
shall be calculated based on each hospital's year-end cost report 
period ending in calendar year 2006. If the cost reporting period 
is not a full period (twelve months), the latest filed full period 
cost report shall be used. The Medicaid cost per inpatient 
psychiatric day for each small rural hospital shall be in11ated from 
their applicable cost reporting period to the midpoint of the 
implementation year (December 31, 2008) by the Medicare 
market basket inflation factor for PPS hospitals, then arrayed 
from high to low to detennine the median inpatient acute cost per 
day for all small rural hospitals. The payment rate for inpatient 
psychiatric services in small rural hospitals shall be the median 
cost amount plus ten percent. The median cost and rates shall be 
rebased at least every other year using the latest filed full period 
cost reports as filed in accordance with Medicare timely tiling 
·guidelines. 

TN# 09- </~ Approval Date DF( 1 7 /009 Effective Date q · I - 0 9 
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8. Effective for dates of service on or after February 20, 2009, the prospective per 
diem rate paid to non-rural, non-state distinct part psychiatric units shall be reduced 
by 3.5 percent of the rate on file as of February l9, 2009. Distinct part psychiatric 
units that operate within an acute care hospital that qualifies as a high Medicaid 
hospital, as defined below, are exempt from the rate reduction. 

a. High Medicaid hospitals as defined in Louisiana R.S. 46.979. For the 
purposes of qualifying for the exemption to the reimbursement reduction as a 
High Medicaid hospital, the following conditions must be met. 

(l) The i!'1patient Medicaid days utilization rate for high Medicaid 
hospitals shall be calculated based on the cost report filed for the 
period ending in state fiscal year 2007 and received by the Department 
prior to April 20, 2008. 

(2) Only Medicaid covered days for inpatient hospital services, which 
include newborn and distinct part psychiatric unit days, are included 
in this calculation. 

(3) Inpatient stays covered by Medicare Part A cannot be included in the 
determination of the Medicaid inpatient utilization days rate. 

9. Effective for dates of service on or after August 4, 2009, the prospective per diem rate 
paid to non-rural, non-state distinct part psychiatric units shall be reduced by 6.3 
percent of the rate on file as of August 3~ 2009. 

I 0. In-state Children's Specialty Hospi ta Is 

a. In order to qualify to receive Medicaid reimbursement as an in-state children's 
specialty hospital, a non-rural, non-state acute care hospital must meet the 
following criteria. The hospital must: 

(l) be recognized by Medicare as a prospective payment system (PPS) 
exempt children's specialty hospital; 

(2) not qualify for Medicare disproportionate share hospital payments~ and 

(3) have a Louisiana Medicaid inpatient days utilization rate greater than the 
mean plus two standard deviations of the Medicaid utilization rates for all 
hospitals in the state receiving Medicaid payments. 

Approval Date Of"T 1 2 .· ..,,_~ Effective Date ,;2 - .3 - I 0 
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11. Effective for dates of service on or after October I, 2009, the prospective 
per diem rate paid to non-run.d. non-state distinct part psychiatric units 
shall be increa'ied by 3 pt>rcent of the rate on file. 

12. Effective for dates of service on or after February 3, 2010, the prospective 
per diem rate paid to non-rural, non-state distinct part psychiairic unit() 
shall be reduced by 5 percent of the rate on file as ofFchruary 2, 2010. 

13. UTcctive for dates of service on or after August l, 2010, the 
prospec1ive per diem rate paid to non-rural. non-state distinct part 
psychiatric units shall be rctluccd by 4.6 percent of the rate on file 
as of July 3 1, 20 l 0. 

14. eflectivc for dates of service on or after January J. 201 1, the prospective 
per diem rate paid to non-ruraL non-state distinct part psychiatric units 
shall be reduced by 2 percent of the rate on file as of December 31. 2010. 

15. EITeclive for dates of service on or after February 10,2012, a Medicaid 
enrolled non-state acute care hospital that enters into a Cooperative 
Endeavor Agreement (Cf~A) with the Department ofHeallh and 
Hospitals. Office of Behavioral Health to pro\· ide inpatient psychiatric 
hospital services to Medicaid and uninsured patients. and which also 
assumes opcrmion and management of a strue owned and formerly state 
operated hospital distinct part psychiatric unit, shall be paid a per diem 
rate of$581.11 per day. 

G. Transplant Sen·ices 

TN# ... ~;~:~f?'-:f 
Supersedes 
TN# 

Routine opl:rating costs and <utcillary charges associated with an approvt>d 
tran~planl are carved out of the hospital's cost report. Reimbursement is 
limited to the lesser of cost or the hospital-specific per diem limitation for each 
type of transplant. Cosl is defined as the hospital-specific ratio of cost to 
charges from the base period multiplied by the covacJ charges for the specirtc 
transplanl type. 

Per diem limitation is caJculated by deriving the ho~pita!'s per diem for the 
transplant type from the hospital's base period trended ll.H"\Vard using the 
Medicare target rate percentage for PPS-cxempt hospitals each year. 

The base period is the cost reponing period for the hospital fiscal year ending 
September 30, 1983 through August 31, 1984 or the first cost report filed 
subsequently that contains costs for that type or transplant. 

Effective Oau~ _Q ,.t_:.:"Q'.{:...\..1~ .~ 
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H. Hospital Intensive Neurological Rehabilitation Care Units 

Effective for services on or after January 1, 1993, 
reimbursement for neurological rehabilitation services 
provided by a Hospital Intensive Neurological Rehabilitation 
Care (HINRC) unit within an acute care general hospital is 
available separately from other hospital services. 
Establishment of such a unit is optional. Reimbursement for 
HINRC units is all inclusive and is not in addition to the 
hospital rate. 

Admissions for neurological rehabilitation services provided 
by an enrolled HINRC unit shall be carved out and handled 
separately as a subprovider. A separate provider number shall 
be assigned to differentiate admissions to these units and their 
related costs from other hospital admissions and costs. 
Separate cost centers must be established as costs related to 
exempt neurological units shall not be allowed in the cost 
settlement process applicable to other admissions. 
Reimbursement for inpatient services provided in these units 
shall be a prospective statewide per diem. 

An interim rate is established using reported partial year cost 
report data from state fiscal year 92-93 . The prospective per 
diem rate is established using the audited statewide weighted 
average cost per day for all costs associated with IDNRC 
units, using cost reporting periods ending in state fiscal year 
93-94 as a base period. All payments made utilizing the 
interim rate shall be retroactively adjusted to concur with the 
prospective rate. Rates for subsequent years will be updated 
annually effective January 1 of each year by increasing the 
previous year's prospective per diem rate by HCFA's target 
rate percentage of non-PPS (PPS exempt) hospitals/units for 
the current federal fiscal year. The subsequent application 

l D 
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of the inflationary adjustment shall apply only in years when the 
state legislature allocates funds for this purpose. The 
inflationary adjustment shall be made by applying the innation 
factor applicable to the current fiscal year to the most f'e(;ently 
ipaid per diem rate. 

New units enrolling will be paid the statewide prospective per 
diem rate in effect at the time of enrollment. 

If a unit enrolls at a time other than the beginning date for the 
hospital's new fiscal year. partial-year cost reports shall be 
submitted by the hospital for the pre-HINRC time period, and 
by the hospital and the HINRC unit for the period from the 
enrollment date of the HINRC unit through the end of the 
hospital's fiscal year. 

Effective for dates of services on or aft~r August 1. 2006, the 
statewide prospective per diem reimbursement rate shall be 
increased by 3.&5%> of the rates in effect on July 3 1 y 2006. 

For dates of service on or after September J. 2007, the 
prospective per diem rate paid to hospital intensive 
neurological rehabilitation care units shall be increased by 4.75 
percent of the rate on tile for August 3 J. 2007. 

DEC l 2 2007 
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I. Supplemental Payments for Low Income and Needy Care 
Collaboration Hospitals 

Effective for dates of service on or after January 1. 2010, quarterly 
supplemental payments will be issued to qualifying non-rural, non-state 
acute care hospitals for inpatient services rendered during the quarter. 
Maximum aggregate payments to all qualifying hospitals in this group 
shall not exceed the available upper payment limit per state fiscal year. 

I. Qualifying Criteria. In order to qualify for the supplemental 
payment, the non-rural, non-state hospital must be affiliated with a 
state or local governmental entity through a Low Income and 
Needy Care Collaboration Agreement 

a. A non-state hospital is defined as a hospital which is owned or 
operated by a private entity. 

b. A Low lncome and Needy Care Collaboration Agreement is 
defined as an agreement between a hospital and a state or local 
governmental entity to collaborate for purposes of providing 
healthcare services to low income and needy patients. 

2. Reimbursement' Methodology. Each qualifying hospital shall 
receive quarterly supplemental payments for the inpatient services 
rendered during the quarter. Quarterly payment distribution shall be 
limited to one-fourth of the lesser of: 

a. the difference between each qualifying hospital's inpatient 
Medicaid billed charges and Medicaid payments the hospital 
receives for covered inpatient services provided to Medicaid 
recipients. Medicaid billed charges and payments will be based 
on a 12 consecutive month period for claims data selected by 
the Department; or 

b. for hospitals participating in the Medicaid Disproportionate 
Share Hospital (DSH) Program, the difference between the 
hospital's specific DSH limit and the hospital's DSH payments 
for the applicable payment period. 

Approval Date NOV - 2 2010 Effective Date I - I - I 0 
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ll. Standards for Pavment 

A. To be eligible for full participation in the Bureau's vendor payment plan, a hosrital in 
Louisiana: 

1. Shall be licensed by the Department of Henhh and Hospitals, Bureau of 
Health Services Financing. Health Standards Section: and 

2. Shall have been approved and accepted hy the Bureau as a participating 
hospital under Title XIX; and 

3. Shall be eligible for certification tor the Hospital Insurance Progr<~lll, 
:\1cdicare Title XVJII-A; and 

4. Shall agree not to accept payment. except for collectible insurance. from 
any source other than this Bureau for services for which this Bureau pays. 

B. To be eligible for reimbursement for inpatient psychiatric services (including 
substance abuse treatment) in an acute care general hospital: 

I. The services must be provided in a Distinct Part Psychiatric Unit, except 
reimbursement to an acute care gener;~\ hospital may be available when 
limited to emergency admissions which must be stobilized and transferred 
to an appropriate facility; and 

2. The Distinct Part Psychiatric Unit shall be Medicare PPS exempt certified 
or. if in a Medicare PPS exempt hospital, meet PPS exempt ps}chiatric unit 
criteria as stated at 42 CFR 412.25 [e:-.cept 4 J 2.25(a)( I )(ii)J and be certilicd 
by Medicaid only. 

.'II 
3. Ellective for dates of service on or after'Fcbruru)' I 0, 2012, a Medicaid 

enro\k.d non-state acute care hospil.lll that enters into a Coop~:!rative 
Endeavor Agreement (CEA) with the Department of Health and Hospital!,. 
Office of Behavioral Health to provide inpatient psychiatTic hospital serviL:cs 
to Medicaid and uni11surcd pati~nts.. and which also assumes operation and 
management of a state owned and timnerly state operatetl hospital distinct 
part psychiatric unit, may make a one-time increase in its number of beds. 

a. This expansion or opening of a new unit will not be rccogniz~::J. for 
Medicare purposes, until the hcginning of the next cost reporting period. 
At the next cost reporting reriod, the hospital must meet the Medicare 
Prospcctin· Pa~mcnt System (Pf>S) nemption criteria and enroll as a 
Medicare PPS cxcludcxl di5tinct par1 p<,ychialric unit. 

b. At the time of any exp<lll~ion or opt:ning of a new distinct part psychiatric 
unit. the provider must provide n written aHestlltion that they meet all 
Medicare PPS rate exempt ior1 t:riteria. 

c. AJmis5ions to this expanded orne\\ distinct part: psychiatric unit may not 
be based on payer source. 

TN#_U Oi~-~~- Approval Dati!. _ MAY~l-U012 RfTcctiYe Date_Q_~:.Qr- i'i .... ~ 
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C. To be eligible for reimbursement for services provided by a Hospital 
Intensive Neurologieal Rehabilitation Care (HINRC) unit, a hospital 
must: 

1. Meet the requirements of A. above; 
·and .. 

2. Be accredited by the Joint Commission of Accreditation of Healthcare 
Organizations (JCAHO) and by the Comlilission on Accreditation of 
Rehabilitation Facilities (CARF); 

and 

3. Contain a unit that meets the requirements for a HINRC unit as described 
in Attachment 3.1-A, Item 1; 

and 

4. Enroll the HINRC unit separately as a Medicaid provider of Hospital 
Intensive Neurological Rehabilitation Care . 

..... 
D. To be eligible for reimbursement for services j,rovided by a major teaching 

hospital, a hospital must: 

1. Meet the requirements of A. above; 
and 

2. Have a documented affiliation agreement with a Louisiana medical school 
accredited by the Liaison Committee· on Medical Education (LCME). 
These facilities must be a rrugor participant in at least four approved 
medical residency programs and maintain at least 15 intems and resident 
un-weighted full time equivalent positions. Full time equivalent positions 
will be calculated as defined in 42 CFR 413.78. At least two of the 
proif8D18 must be in medicine, surgery, obstetrics/gynecology, pediatrics, 
family practice, emergency medicine or psychiatry; or 

3. Maintain at least 20 intern and resident unweigbted full time equivalent 
positions. with an approved medical residency program in family practice 
located more than 150 miles from the medical school accredited by the 
LCME. Full time equivalent positions will be calculated as defined in 42 
CFR413.78. 

4. For the purposes of recognition as a m~Vor teaching hospital, a facility 
shall be considered a "major participanf' in a graduate medical education 
program if it meets the following criteria. 

Approval Date NOV 2 U 2dij Effective Date j-J-!lo 13 
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The facility must participate in residency programs that: 

TN# . \3)~ alt\; 
Supersedes ~ 'I \ 
TN# ~--o-

a. require residents to rotate for a required experience~ and 

b. require explicit approval by the appropriate Residency Review 
Committee (RRC) of the medical school with which the facility is 
affiliated prior to utilization of the facility, and • .. 

c. provide residency rotations of more than one-sixth of the program 
length or more than a total of six months at the facility and are listed 
as part of an accredited program in the Graduate Medical Education 
Directory of the Accreditation Council for Graduate Medical 
Education (ACGME). 

E. To be eligible for reimbursement for services provided by a minor teaebiDg 
hospital, a hospital must: 

"" 1. Meet the requirements of A above; 
and 

2. Have a documented affiliation agreement with a Louisiana medical school 
accredited by the Liaison Committee on Medical Education (LCME). 
These facilities must participate significantly in at least one approved 
medical residency program. Maintain at least six intern and resident un
weighted full time equivalent positions. Full time equivalent positions 
will be calculated as defined in 42 CFR 413.78. At least one of these 
programs must be in medicine, surgery~ obstetrics/gynecology, pediatrics, 
family practice, emergency medicine, or psychiatry. 

3. For the purposes of recognition as a minor teaching hospital, a facility is 
considered to "participate significantly" in a graduate medical education 
program if it meets both of the following criteria: The facility must 
participate in residency programs that: 

a. require residents to rotate for a required experience, and 

b. require explicit approval by the appropriate Residency Review 
Committee (RRC) of the medical school with which the facility is 
affiliated prior to utilization of the facility, and 

c. provide residency rotations of more than one-sixth of the program 
length or more than a total of six months at the facility and are 
listed us part of an accredited program in the Graduate Medical 

Approval Date N g v z a ZOli Effective Date ,_,, :2 0 t:S 
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Education Directory of the Accreditation Council for Graduate 
Medical Education (ACGME). If not listed, the sponsoring 
institution must have notified ACGME, in writing, that the residents 
rotate through the facility and spend more tban one-sixth of the 
program length or more than a total of six months at the facility. 

,. 

F. An approved medieal resicleaey program is one that meets one of the 
following criteria: 

1. Is approved by one of the national organizations listed in 42 CRF 
415.152;2. 

2. May count towards certification of the participant in specialty or 
subspecialty listed in the current edition of the following publications: 

a. The Directory of Graduate Medical Education Programs published 
by the American Medical Association, and available from American 
Medical Association, Depart~Wlnt of Direc~es and Publications; or 

b. The Annual Report and Reference Handbook published by the 
American Board of Medical Specialities, and available from American 
Board of Medical Specialties; 

3. Is approved by the Accreditation Council for Graduate Medical Education 
(ACOME) as a fellowship program in geriatric medicine; or 

4. Is a program that would be accredited except for the accrediting agency's 
reliance upon an accreditation standard that requires an entity to perform 
an . induced abortion or require, provide. or refer for training in the 
performance of induced abortions, or make arrangements for such 
training, regardless of wbetbet the standard provides exceptions or 
exemptions. 

0. To be eligible for reimbursement for services provided by a specialty hospital, 
a hospital must: 

1. Meet the requirements of A. above; and 

Approval DateMDY Z p 2013: Effective Date fFJ ":So 13 
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H. 

J. 
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2. Be recognized as a rehabilitation hospital, long-term (ventilator) hospital, 
or children's hospital recognized by Medicare as a PPS-exempt hospital. 
A specialty hospital is always classified in the appropriate specialty 
hospital peer group, irrespective of technical qualification to be included 
in any other peer group. The Medicaid Agency obtains verification from 
the Medicare fiscal intermediary of Medicare PPS-exempt status initially 
and annually thereafter prior to calculation of the next state fiscal year's 
rate. 

The following regulations are applicable: 

Loss of Medicare P.P.S.-exempt status: The hospital must report loss of 
Medicare P.P.S.-exempt status within 15 days of notice from Medicare. 
Hospitals will be placed into the appropriate peer group effective with the date 
of the change. Any resulting overpayment will be recouped. 

Newly-obtained Medicare P.P.S.-exempt status: The hospital must report 
acquisition of Medicare P .P .S.-exempt status at least 90 days prior to the 
beginning of the State fiscal year to be eligible for consideration of placement 
into the appropriate specialty hospital peer group. 

To be eligible for reimbursement for services provided by-a Burn Care Unit, 
the unit must meet the following qualifications: 

1. The hospital in which the unit is located must meet the requirements of A. 
above; and 

2. The unit must meet the criteria specified in the hospital services provider 
manual. 

To be eligible for reimbursement for services provided by a Neonatal Intensive 
Care (NICU) Unit, the unit must meet the following qualifications: 

1. The hospital in which the unit is located must meet the requirements of A. 
above; and 

2. The unit must be rated at one of four levels of care based on severity of 
illness and intensity of service grouped by guidelines developed by the 
Louisiana Perinatal Commission and described in the Hospital Services 
Manual. 

To be eligible for reimbursement for services provided by a Pediatric Intensive 
Care (PICU) Unit, the unit must meet the following qualifications: 

Approval Date I -I 8 - d5 Effective Date /6 ·· I- 0<1-



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 

ATTACHJv{ENT 4.19-A 
Item 1, Page 10m (5) 

nT ATE OF LOUISIANA 
·\ YMENT FOR MEDICAL AND REMEDIAL CARE AND SERVICES 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - Thl-PATIENT HOSPITAL CARE 

TN# () 4-- d-. I 
Supersede?_. 

TN#~-----

1. The hospital in which the unit is located must meet the requirements of A. 
above: and 

2. The unit must be rated at one of two levels of care based on severity of 
illness and intensity of service described in the Hospital Services Manual. 

K. To be eligible for reimbursement for services provide by a Transplant Unit, the 
hospital must meet the following qualifications: 

1. The hospital in which the unit is located must meet the requirements of A. 
above; and 

2. The unit meets the requirements for an Organ Transplant Unit described in 
Attachment 3. 1-A, I tern 1 ; and 

3. The hospital meets the criteria to qualify as a Medicare-designated 
transplant center. 

NOTE: The Bureau's Health Standards Section may grant an exception to the 
qualifying criteria for a hospital whose transplant program was recognized by 
Medicaid of Louisiana prior to July 1, 1994. 

? j- ••• -
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CITATION 
42CFR 
Sec. 447 
Subpart C 

Medical and Remedial 
Care and Services 
Item 1 (cont'd) 

III. Appeals Procedure 

1. A hospital owner, administrator, board, or other 
governing body may appeal the rates determined for 
the hospital for inpatient services. 

2. Appeals will be heard by the Department of Health 
and Hospitals Appeals Bureau. 

3 . The appeal procedures are as follows: 

a. An appeal must be filed within thirty (30) days of 
receipt of notice of rate determination. The appeal 
must be in writing and shall be submitted to the 
Chief Administrative Law Judge, Department of 
Health and Hospitals Appeals Bureau. The appeal 
must contain the specific points and grounds of the 
appeal. 
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b. ~ receipt of an a~, the 
Crief Administrative Law J~e 
shall schedule an informal 
discussion between the hospital 
and/or its representative ( s) arrl 
state agency officials within ( JO) 
thirty days of receipt of the 
appeal. nle hospital is required 
to participate in this discussion 
ard may present the grievance ( s) 
contained within the a~l at 
this discussion. The ho;pi tal 
shall also be provided the 
opportunity to talk to agency 
personnel involved in the rate 
detenni.natian, to revieN perti.nent 
documents on which the rate is 
base1, to ask questions and seek 
clarificatl.ons, or to provide 
add i ti anal infOI'lUaticn Wi c:h may 
i.rrp:lct the ~ rate. 

c. Following the informal discussion, 
the agency shall inform the 
hospital in wri ~ of the resu1 ts 
of the informal discussion 
incl u:ting such information as the 
names and identification of 
participants, place, date arxi tilDe 
of meetirg and surmrary of items 
diso1ssed an1 infcnration provided 
by the DeparOtent of Health arrl 
Hospitals, Bureau of Health 
Services Financing and the 
~llant. 

cer ApproVal rate ~ • '! ~ ~ 13?0 Effective rBte. ____ l_lS~· · 
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If the infernal dj SO'ssion does 
not resolve all of the tnspi tal's 
grievances, the hc:spital has the 
right to nquest an administrative 
heari.rg within ( 30) thirty days of 
the written mt.ice of the results 
of the infonnal dj so'ssion. 

d. Requests for an adrninstrati ve 
hearing shall be submitted in 
writing to the Department of 
Social Services/Department of 
Health and Hospitals Appeals 
Bureau within thirty ( 30) days of 
the agency's written notice of the 
results of the informal 
discussion. '!be request must 
oontain a statement sett.in;J forth 
the qrievanoe(s) of the hospital 
regardirg the rate detennination 
and must be accompanied by 
supp:lrtin;} docurtents. 

Unless a timely arrl proper re:Jllest 
is received by the De}:artlnent of 
Social services/Department of 
Health and Hospitals --,;ppeals 
B.lreau, the firrlings of the }qency 
shall be considered a final arrl 
binding administrative decision. 

Any party may a~ an:i be heard 
at any ~ described herein 
through an attorney-at-law or 
through a designated 
representative. 
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f. \rhm an adrni..nist:rati ve hear~ 
is sche:iule::l, the IES,I!JiH Appeals 
D.lreau shall ootify the pruvider 
and/or his attorney in writing of 
the date, time arrl place of the 
hearing. Notice shall be nailErl 
oot less than ten cale.rrlar days 
before the schEdule::i date of the 
hear~. 

g. The administrative hear~ shall 
be conducted by a hear~ officer 
~ is authorized to corrllrt such 
hearings in acxxmiance with the 

\ 

procedures and policy of the 
DSS/DHH A~s atreau, arrl I.a .. 
R.S. 49:951- et. seq .• 

h. A complete record of the 
proceedings shall be rep:tcrluced 
when directed by the hearing 
officer. 'lhe re::xn-d will also be 
transcribed and reproduced at the 
~est of a party to the hearing 
provided he bears the cost of the 
CXJPY of the transcript. 

Within sixty ( 60) days of the 
hearing, the DSS/DHH Appeals 
an:-eau shall .eke a re:xmrendation 
to the Secretary which addresses 
each grievance arxl the grourrls for 
eny recol'm"Derl:led rate c:harqe, or 
will ~ify the appealirg party of 
the reason why a recanmerdation 
cannot be made within that tiJre 
pericx:l. 

j. Within ninety ( 90) days of the 
hearing, the decision of the 
DSS/DHH Arreals Bureau shall te 
provided in writing to the 
appealin;J party ar the appeal in; 
party will be notified of the 
reason why a decision cannot be 
made within that tiJre per icxi. 
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STATE OF __ LaJIICIQI::o&.=SLII!ANAII...&.Z'-L..--

PAYMENT FOR MEDICAL AND REMEDIAL CARE AND srnvJ<;r;S 

CITATICN 
42 CFR 
Sec.447 
sutp:u-t c 

MEDICAL AND REMrniAL 
CARE AND SEl{VICES 
ltem 1 (cont'd.) 

'Ihe decision of the OSS/I)HH 
~s Bzeau shall be final 
subject only to judicial review 
by the cxrurts as provided in La. 
R. S. 49:951 et. seq .• 

k. Subsequent to the decision of 
DSS/DHH Appeals Bureau, the 
hospitals's rate for inpatient 
services shall be adjusted 
ao:ordirgly. 
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The cost or all blood \lh~le hos;i ~::..::. 
ized, if not oovered by o:ner source 
or replaced in the amou.~~ used sha: 
be reimbursed on the bas;~ o 
reasonable ccs~. 
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