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DEPARTMENT OF HEALTH AND HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop 52-26-12
Baltimore, MD 21244- I 850

rvrs
ctNrcls fot MEDrcÂ[t & MfDlc ll¡ sÊ.¡vtcts

cfi{rtn fon MCDIGATD & CfilP 3rßvlCCS

Financial Management Group

Roderick L. Bremby, Commissioner
Department of Social Services
55 Farmington Avenue 9th Floor
Hartford, CT 06105

DEc lC U0l8

RE: Connecticut 18-0027

Dear Commissioner Bremby:

V/e have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan

submitted under transmittal number (TN) 1S-0027. This amendment modifies the standard out-of-

state inpatient hospital all patient refined diagnosis-related group (APR-DRG) payment

methodology. Specifically, the standard base rate is changed from $7,855.63 to $7,505.68. The

amendment also clarifies reimbursement for cost associated with organ acquisition. Additionally,
the state makes technical changes pertaining to the other payment option and services not covered

in-state.

We cônducted our review of your submittal according to the statutory requirements at sections

1902(a)(2), 1902(a)(13), 1902(aX30), 1903(a) and 1923 of the Social Security Act and the

implementing Federal regulations at 42 CFR 447. We are pleased to inform you that Medicaid

State plan amendment 18-0027 is approved effective August 1, 2018. We are enclosing the CMS-

179 and the amended plan pages.

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

Sincerely

Kristin Fan,
Director
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Attachment 4.19-A
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Statc Connecticut

J. Out-of-State and Border Hospital Reimbursement

1. Standard Payment Methodology. Except as otherwise provided below, each out-of-state
and border hospital will be paid as follows and which is also the minimum amount to be
paid:

a. Except as otherwise provided in b. and c. below, in reimbursing for inpatient hospital
services to out-of-state and border hospitals, the Depadment shall pay a DRG base
payment of $7,505.68 multiplied bythe applicable DRG weight for the discharge plus
any applicable outlier payment. Organ acquisition costs for kidneys, livers, heafts,
pancreas and lungs are reimbursed at the lower of the statewide average ofactual
average acquisition cost using the in-state Medicare cost repoÍs, inflated by the
inpatient hospital narket basket as published by CMS, or actual charges. The
Medicare cost repoú for the period two years prior to the cuffent state fiscal year,
submitted to the Office of Health Strategy, formerly the Office of Health Care Access,
by July 1st will be used in the calculations. Ifthere is no in-state average for a

particular organ, the applicable hospital's most recent Medicare cost report will be
used to compute actual average acquisition cost.

b. Out-oÊstate and border hospitals shall be paid a per diem rate of $ 1 ,050.00 for
psychiatric discharges.

c. Out-of-state and border hospitals shall be paid a per diern rate of$ 1,370.00 for
rehabilitation discharges.

2. Hospital Option. Each out-of-state and border hospital may request to have its rate set

based on its horne state Medicaid base rate excluding add-ons,

3. Services Not Available In-State. If the Department determines that a service is not
available in Comecticut, the Department may pay an out-of-state or border hospital up to
a nraximum of the provider's usual and customary charges.

TN# r8-0Q27
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TN# r 5-003
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