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Department of Health & Human Services
Centers for Medicare & Medicaid Services
233 North Michigan Avenue, Suite 600
Chicago, Illinois 60601-5519

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

June 25, 2014

Julie Hamos, Director

[llinois Department of Healthcare and Family Services
Prescott E Bloom Building

201 South Grand Avenue East

Springfield IL 62763-0002

RE: Illinois State Plan Amendment (SPA) 12-016

Dear Ms. Hamos:

Enclosed for your records are the correct amended plan pages for the amendment submitted
under transmittal number (TN) 12-016. This SPA was approved on June 11, 2014. The enclosed
amended pages reflect several technical corrections which should have been included with the

version sent on June 11, 2014. The CMS-179 form has also been included for your convenience.

If you have any questions, please have a member of your staff contact Michelle Beasley at
(312) 353-3746 or by email at michelle.beasley@cms.hhs.gov.

Sincerely,

/s/
Verlon Johnson
Associate Regional Administrator
Division of Medicaid and Children’s Health Operations
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Attachment 4.19-A
‘ Page 59
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: llinols

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPTIAL REIMBURSEMENT;
MEDICAL ASSISTANCE-GRANT (MAG) and MEDICAL ASSISTANCE-NO GRANT (MANG) .

07/95 4. Trauma Center Adjustment Limitations. Hospitals that qualify for trauma center
adjustments under this Section shatl not be eligible for the total trauma center
adjustment if, during the TCA rate period, the hospital is no longer recognized by the
lilinois Department of Public Health, or the appropriate licensing agency, as a Level |
or a Level Il trauma center as requiired for the adjustment described in Section E.
above. In these instances, the adjustments calculated under this Section shall be pro-
rated, as applicable, based upon the date that such recognition ceased.

07/96 5. Trauma Center Adjustment Definitions. The definitions of terms used with
reference to calculation of the trauma center adjustments required by Section E are as
follows:

07/95 a. “Available funds” means funds which have been deposited into the Trauma

Center Fund, which have been distributed to the Department by the State
Treasurer, and which have been appropriated by the Illinois General Assembly.

711 b. “Medicaid trauma admission” means those claims billed as admissions,_for
recipients of medical assistance under Title XIX of the Social Security Act,
excluding admissions for normal newborns, which were subsequently
adjudicated by the Department through the last day of June preceding the TCA
rate period and contained within the Department’s paid claims data base, with an
ICD-9-CM principal diagnosis code of: 800.0 through 800.99, 801.0 through
801.99, 802.0 through 802.99, 803.0 through 803.99, 804.0 through 804.99,
805.0 through 805.98, 806.0 through 806.99, 807.0 through 807.69, 808.0
through 808.9, 809.0 through 809.1, 828.0 through 828.1, 839.0 through 839.3,
839.7 through 839.9, 850.0 through 850.9, 851.0 through 851.99, 852.0 through
852.59, 853.0 through 853.19, 854.0 through 854.19, 860.0 through 860.5, 861.0
through 861.32, 862.8, 863.0 through 863.99, 864.0 through 864.19, 865.0
through 865.19, 866.0 through 866.13, 867.0 through 867.9, 868.0 through
868.19, 869.0 through 869.1, 887.0 through 887.7, 896.0 through 896.3, 897.0
through 897.7, 900.0 through 900.9, 902.0 through 904.9, 925, 926.8, 929.0
through 929.99, 958.4, 958.5, 990 through 994.99. For those hospitals
recognized as Level I trauma centers solely for pediatric trauma cases, Medicaid
trauma admissions are only calculated for the claims billed as admissions,
excluding admissions for normal newborns, which were subsequently
adjudicated by the Department through the last day of June preceding the TCA
rate period and contained within the. Department’s paid claims data base, with
ICD-9-CM diagnoses within the above ranges for children under the age of 18.

TN# 12-018

Supersedes

Approvaldate 17 UNT1 7010 Effective date 07/01/2012
TN # 95-22 '




Attachment 4.19-A
. Page 66
STATE PLAN UNDER TITLE XIX OF THE SOCI/AL SECURITY ACT
State: Illinois

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPTIAL REIMBURSEMENT;
’ MEDICAL ASSISTANCE-GRANT (MAG) and MEDICAL ASSISTANCE-NO GRANT (MANG)

a,  First Interim Payment

A hospital may request an interim payment after a Medicaid client has been in the
hospital at least 60 days. Payment for the interim bill is determined as if the bill
were a final discharge bill and includes any outlier payment determined as of the
last day for which services have been billed.

b.  Additional Interim Payments

A hospital may request additional interim payments at intervals of at least 60 days
after the date of the first interim bill submitted under Section D.2.a of this Chapter.
Payment for these additional interim bills, as well as the final bill, is determined as
if the bill were the final bill with appropriate adjustments made to the payment
amount to reflect any previous interim payment made under the provisions of
Section D.2.of this Chapter. S '

3. Outlier Payments

Except as provided in Section D.2 of this Chapter, payment for outlier cases (described
in Chapter V.) are not made on an interim basis. The outlier payments are made based
on submitted bills and represent final payment.

0991 E. Reductions to Total Payments
1.  Co-payments

07112 Co-payments will be assessed on inpatient hospital services in accordance with
At 4.18-A.
&
TN# 12-016 Approval date: /1 JUN 11201,  Effective date 07/0112012
Supersedes

TN # 95-22




State: IHinois

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPTIAL REIMBURSEMENT;
MEDICAL ASSISTANCE-GRANT (MAG) and MEDICAL ASSISTANCE-NO GRANT (MANG)

Attachment 4.19-A
Page 67

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

07/12

09/91 F.

07/97 G.

Third- Party Payments

Hospitais shall determine that services rendered are not covered, in whole or in part,
under any other state or federal medical care program or under any other private group
indemnification or insurance program, health maintenance organization, preferred
provider organization, workers compensation or the tort liability of any third party. To
the extent that such coverage is available, the Department’s payment obligation shall be
reduced.

Effect of Change of Ownership on Payments under the DRG Prospective Payment System.
When a hospital’s ownership changes, the following rules apply:

L

The owner on the date of discharge is entitled to submit a bill for all inpatient hospital
services furnished to a Medicaid client regardless of when the client’s coverage began
or ended during a stay, or of how long the stay lasted.

Each bill submitted must include all information necessary for the Department to
compute the payment amount, whether or not some of that information is attributable to
a period during which a different party legally owned the hospital.

All payments calculated under Sections B and C above, in effect on January 18, 1994, shall
remain in effect hereafter.

TN# 12-016

Supersedes
TN #87-11

Approval date / IJUN 1 1 sz ) Effective date 07/01/2012




State: lllinois

Attachment 4.19-A
Page 74A

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPTIAL REIMBURSEMENT;
MEDICAL ASSISTANCE-GRANT (MAG) and MEDICAL ASSISTANCE-NO GRANT (MANG)

07/12

ii.

iii.

iv.

B) Whose care is primarily paid under Title XIX of the Social Security Act,
or if dually eligible under Medicare, after the patient has exhausted their
benefits under Medicare.

The LTAC Hospital Supplemental Per Diem rate will not be paid if any of
the following conditions are met:

A) The LTAC hospital no longer meets the requirements of subsection
A.3.a. of this Chapter, or terminates the agreement required under
subsection A.3.a.6. of this Chapter.

B) The patient does not meet the LTAC hospital criteria, as defined in
subsection A.3.c.iv. upon admission.

C) The patient’s care is primarily paid for by Medicare and the patient has
not exhausted their Medicare benefits.

The LTAC Hospital Supplemental Per Diem rate shall be calculated using
the LTAC hospital’s Inflated Cost Per Diem, as defined in subsection
A.3.c.ii. and subtracting the following :

A) The LTAC hospital’s Medicaid per diem inpatient rate as calculated in
subsection A.2. of this Chapter.

B) The LTAC hospital’s disproportionate share (DSH) rate as calculated in
subsection C.7. of Chapter VL.

C) The LTAC hospital’s Medicaid Percentage Adjustment (MPA) as
calculated in subsection C.7. b. of Chapter VL

D) The LTAC hospital’s Medicaid High Volume Adjustment (MHVA) rate
as calculated in section F. of Chapter VL.

The LTAC Supplemental Per Diem rates are effective July 1, 2012 shall be
the amount in effect as of October 1, 2010 and adjusted pursuant to Chapter
XXXIX. No new hospital may qualify for the program on or after July 1,

2012 a manthe bacinnine on ha af anch anr and - muct ha

In the case of an Illinois hospital that begins operations as an LTAC hospital
after January 1, 2009, that is designated by Medicare as a long term acute
care hospital, and that does not have a filed cost report covering a twelve
month period of operation as an LTAC provider, a default Supplemental Per
Diem Rate shall be established as follows;

a. For a new LTAC provider that is part of a larger corporately held system
of LTAC providers in the state of Illinois, the new providers’
supplemental rate shall be the average of all supplemental per diem
rates, as calculated in A.3.b.iii, of the other LTAC providers in the
system.

b. For anew LTAC provider that is not part of a larger corporately held
system of LTAC providers, the new providers’ supplemental rate shall
be the statewide average of all supplemental per diem rates as calculated
in A.3.b.iii.

TN# 12-016

Supersedes
TN #10-10

Approval date: / QUN rl 2014 Effective date 07/01/2012




State: lliinois

Attachment 4.18-A
i Page 126

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPTIAL REIMBURSEMENT;
MEDICAL ASSISTANCE-GRANT (MAG) and MEDICAL ASSISTANCE-NO GRANT (MANG)

04/05

04/08

07112

04/08

07106

04/09

d

Hospitals that have a Combined MIUR that is equal to or greater than two
standard deviations above the Statewide mean Combined MIUR will receive
$142.00 per day for hospitals that do not provide obstetrical care and $179.00
per day for hospitals that do provide obstetrical care.

2. Hospitals qualifying under subsectlon C.1.a.of this Chapter will also receive the
following rates:

a,

County owned hospitals as defined in Section C.8 of Chapter II, with more
30,000 Total days will have their rate increased by $455.00 per day.

Hospitals that are not a county owned with more than 30,000 total days will
have their rate increased by $354.00 per day for dates of service on or after
April 1,2009.

Hospitals with more than 80,000 Total days will have their rate increased by
an additional $423.00 per day.

Hospitals with more than 4,500 Obstetrical days will have their rate
increased by $101.00 per day.

Hospitals with more than 5,500 Obstetrical days will have their rate
increased by an additional $194.00 per day,

Hospitals with an MIUR rate greater than 74 percent will have their rate
increased by $147.00 per day.

Hospitals with an average length of stay less than 3.9 days will have their
rate increased by $385.00 per day through December 31, 2014 June-30;-2042.

For dates of service on or after January ]. 2015 July-$-2042, the rate is
$131.00.

Hospitals with a MUIR greater than the statewide mean plus one standard
deviation that are designated a Perinatal Leve! 2 Center and have one or more
obstetrical graduate medical education programs as of July 1, 1999, will have

their rate increased by $360.00 per day for dates of service on or after April
1, 2009.

Hospitals receiving payments under subsection (D)X 1)Xb) that have an
average length of stay less than 4 days will have their rate increased by
$650.00 per day for dates of service on or after April 1, 2009.

Hospitals receiving payments under subsection (D)X 1) that have a MIUR
greater than 60 percent will have their rate increased by $320.50 per day.

Hospitals receiving payments under subsection (D)(1)(d) that have a
Medicaid inpatient utilization rate greater than 70 percent and have more
than 20,000 days will have their rate increased by $185.00 per day for dates
of service on or after April 1, 2009,

TN# 12-016

Supersedes
TN #08-00

A | date / / |
pproval date JUN 11 N Effective date 07/01/2012




Attachment 4.18-A
Page 126A
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: lllinols

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPTML REIMBURSEMENT;
MEDICAL ASSISTANCE-GRANT (MAG) and MEDICAL ASSISTANCE-NO GRANT (MANG)

07/08 . Hospitals with a Combined MIUR greater than 75 percent, that have more
than 20,000 total days, have an average length of stay less than five days and
have at least one graduate medical program will have their rate increased by
$148.00 per day.

3. Hospitals qualifying under sufbsection C.1.b. of this Chapter will receive the
following rates: :

a. Qualifying hospitals will receive a rate of $421.00 per day.

07/12 b. Qualifying hospitals with the more than 1,500 Obstetrical days will have
their rate increased by $824.00 per day through December 31, 2014 June-30;

2042, For dates of service on or after January 1, 2015 July-1-2642, the rate
is $369.00.

07/02 4. Hospitals qualifying under subsection C.1.c. of this Chapter will receive the
following rates:

a. Hospitals will receive a rate of $28.00 per day.

b. Hospitals located in [llinois and outside of HSA 6 that have a Medicaid
inpatient utilization rate greater than 60 percent, will have their rate
increased by $55.00 per day.

TN# 12-016 Approval date: // . Effective date 07/01/2012
s JUN 11 2014
TN #00-09




State: lllinois

Attachment 4.19-A
Page 127

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPTIAL REIMBURSEMENT;
MEDICAL ASSISTANCE-GRANT (MAG) and MEDICAL ASSISTANCE-NO GRANT (MANG)

07112

01/06

07/02

04/09

07/05

12/08

10/03

c. Hospitals located in Illinois and inside HSA 6 that have a Medicaid inpatient
utilization rate greater than 80 percent, will have their rate increased by
~ $573.00 per day. For dates of service on or after January 1, 2011 through
December 31, 2014June-30,2012, this rate shall be increased by an
additional $47.00 to $620.00 per day.

d. Hospitals that are not located in Illinois that have a Medicaid inpatient
utilization rate greater than 45 percent will have their rate increased by:
i.  $32.00 per day for hospitals that have less than 4,000 total days; or
ii. $363.00 per day for dates of service through December 31, 20143une-36;
2042, for hospitals that have greater than 4,000 total days but less than
8,000 total days; for dates of service on or after January 1, 2015Faly4;
2012, the increase is $246.00 per day; or
iii. $295.00 per day for dates of service through December 31, 2014June-30;
2012, for hospitals that have greater than 8,000 total days; for dates of
service on or after January 1, 20153uby1:-2042, the increase is $178.00
per day.
e. Hospitals with more than 3,200 Total admissions will have their rate
increased by $328.00 per day.

Hospitals qualifying under subsection C.1.d. of this Section will receive the

following rates:

a. Hospitals will receive a rate of $41.00 per day.

b. Hospitals with a MIUR between 18 percent and 19.75 percent will have their
rate increased by an additional $14.00 per day.

c¢. Hospitals with a MIUR equal to or greater than 19.75 percent will have their
rate increased by an additional $191.00 per day for dates of service on or
after April 1, 2009.

d. Hospitals with a combined MIUR that is equal to or greater than 35 percent
will have their rates increased by an additional $41.00 per day. For dates of
service on or after January 1, 2011 through December 31, 2014Fune-30;
2042, this rate shall be further increased by $54.00 per day to $95.00 per day.

Hospitals qualifying under subsection C1.e above will receive $188.00 per day.

Hospitals qualifying under subsection C.1.f. of this Section will receive a rate of
$55.00 per day.

Hospitals that qualify under subsection(c)(1)(G) of this Section will receive the
following rates:

a. Hospitals with an MIUR equal to or less than 19.75 percent will receive a
rate of $11.00 per day.

b. Hospitals with an MIUR greater than 19.75 but equal to or less than 20.00
percent will receive a rate of $69.00 per day.

Hospitals qualifying under subsection (c)(1)(H) of this Section will receive a rate
of $268.00 per day.

TN# 12-016

Supersedes
TN # 11-03

Approval date: // JUN 1 1 2014 Effective date 07/01/2012




State: lllinois

Attachment 4.19-A
Page 131D

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPTIAL REIMBURSEMENT;
MEDICAL ASSISTANCE-GRANT (MAG) and MEDICAL ASSISTANCE-NO GRANT (MANG)

02/08

07/08

07/08

07/08
07/12

xi. A qualifying hospital that provided greater than 35,000 days in the safety
net hospital base year—$43.25.

xii. A qualifying hospital with two or more graduate medical education
programs, as listed in the “2000-2001 Graduate Medical Education
Directory”, with an average length of stay less than 4 days—$48.00.

For a hospital qualifying under Section (1)(b) of these rules, the rate shall be
f“ijz‘(})fc)).spital qualifying under Section (1)(c) of these rules, the rate is the
sum of the amounts for each of the following for which it qualifies:
i. A qualifying hospital—$40.
ii. Ifit has an average length of stay less than 4.00 days and:
A. More than 150 licensed beds —$20.
B. Fewer than 150 licensed beds—$40.
iii. The eligible hospital with the lowest average length of stay—§$15.
iv. It has a CMIUR greater than 65 per centum—$35.

v. It has fewer than 25 total admissions in the safety net hospital adjustment
base period—S$160.

For a hospital qualifying under subsection (1)(d) the rate shall be $110.

For a hospital qualifying under subsection (1)(e), the rate is the sum of the
amounts for each of the following for which it qualifies divided by the
hospital’s total days:
i The hospital that has the highest number of obstetrical care admissions—
$30,840.
ii. The greater of:
A. The product of $115 multiplied by the number of obstetrical care
admissions.

B. The product of $11.50 multiplied by the number of general care
admissions.

For a hospital qualifying under subsection (1)(f), the rate is $56.00.

For a hospital qualifying under subsection (1)(g) of this Section, the rate is
$315.50 through December 31, 2014JFuane-36,2642. For dates of service on
or after January 1, 2015Faly-1,2012, the rate is $210.50.

For a hospital qualifying under subsection (1)(h) of this Section, the rate is
$124.50.

For a hospital qualifying under subsection (1)(i) of this Section, the rate is
$133.00. For dates of service on or after January 1, 2011 through December
31, 2014Fune-36,2012, this rate shall be increased by $72.00 to $205.00. For
dates of service on or after January 1, 201 5Faly-35-2642, the rate is $85.50.

TN# 12-016

Supersedes
TN # 11-03

Approval date: / Effective date 07/01/2012
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Attachment 4.19-A
Page 137

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: llinois

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPTIAL REIMBURSEMENT,;
MEDICAL ASSISTANCE-GRANT (MAG) and MEDICAL ASSISTANCE-NO GRANT (MANG)

07112 XVIIl. Excellence-in-Academie-Medicine-Payments-REPEALED

TN# 12-018 : Approval date .I ! Effective date 07/01/201
S I RER . ¢ ?
TN #01-16 C




Attachment 4.19-A
Page 138

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: Illinois '

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPTIAL REIMBURSEMENT;
MEDICAL ASSISTANCE-GRANT (MAG) and MEDICAL ASSISTANCE-NO GRANT (MANG)

TN 12018 Approval date / / JUN 11201, Eflecive date 07/0172012
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STATE PLAN UNDER TITLE XIX OF THE SOCI/AL SECURITY ACT
State: lllinois

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPTIAL REIMBURSEMENT;
MEDICAL ASSISTANCE-GRANT (MAG) and MEDICAL ASSISTANCE-NO GRANT (MANG)
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Attachment 4.19-A

Page 140
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: Illinois

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPTIAL REIMBURSEMENT;
MEDICAL ASSISTANCE-GRANT (MAG) and MEDICAL ASSISTANCE-NO GRANT (MANG)

TN# 12-016 Approval date / / . Effective date 07/01/2012
Supersedes JUN 1 201
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Attachment 4,19-A
Page 141

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: Hinois

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPTIAL REIMBURSEMENT;
MEDICAL ASSISTANCE-GRANT (MAG) and MEDICAL ASSISTANCE-NO GRANT (MANG)

TN# 12-016 Approval date / / JUN 11 2004 Effective date 07/01/2012

Supersedes
TN#01-18




Attachment 4.19-A

Page 168
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: lllinois

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPTIAL REIMBURSEMENT;
MEDICAL ASSISTANCE-GRANT (MAG) and MEDICAL ASSISTANCE-NO GRANT (MANG)

-

Rate Reductions

For dates of service on or after July 1, 2012, all inpatient payment methodologies described in
this attachment shall be reduced by 3.5%, for the rates that were otherwise in effect on July 1,
2012, except for payments to Long Term Acute Care Hospitals as defined under Chapter
VIII(A)(3) which shall have their reimbursement rates reduced by 3.5% from rates that were
otherwise in effect on October 1, 2010. Rates reductions defined in this chapter shall not
apply to:

1. Rates or payments for hospital services delivered by a hospital defined as a safety net
hospital under Section XV(K)(1) of this attachment.

2. Rates or payments for hospital services delivered by a hospital defined as a Critical

Access Hospital that is an Illinois hospital designated by Illinois Department of Public
Health in accordance with 42 CFR 485 Subpart F.

3. Rates or payments for hospital services delivered by a hospital that is operated by a unit
of local government or state university that provides some or all of the non-federal share
of such services.

W

4. Rates or payments for hospital inpatient services defined in Chapters XXXV through
XXXIX.

XLI1 Payment Limitations

A hospital that is located in a county of the State in which the Department of Healthcare and
Family Services mandates some or all of its beneficiaries of the medical assistance program
residing in the county to enroll in a care coordination program, shall not be eligible for any
non-claims based payments for which it would otherwise be entitled to receive, unless the
hospital is a coordinated care participating hospital no later than August 14, 2012, or 60 days
after the first mandatory enrollment of a beneficiary in a coordinated care program. This
payment limitation does not apply to inpatient payments defined in Chapters XXII through
XXIX, or Chapters XXXV through XXXIX.

TN# 12-016 Approval date / /JUN l 1 20“ Effective date 07/01/2012

Supersedes
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