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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop 53-14-28
Baltimore, Maryland 21244-1850

Ñ/ts
cENtfts fo¡ MIDtcAt[ & MtOtCAtD SERVTCE!;

CENTEI TOß AIETDICATD & CHIP SENY¡CES

X'inancial Management Group

Allison Taylor, Medicaid Director
Family Social Services Administration
402 V/est V/ashington, Room W46l
Indianapolis,IN 46204

ATTN: Gabrielle Koenig

November 5,2018

Dear Ms. Taylor:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid state plan
submitted under transmittal number (TN) l8-0009. Effective October 1, 2018, this state plan
amendment makes conforming changes to revise the inpatient hospital transfer reimbursement
policy. This amendment will reimburse both the transferring hospital & transferee hospital at the
DRG daily rate. This change is being made to more equitably reimburse hospitals for inpatient
transfer cases.

We conducted our review of your submittal according to the statutory requirements at sections
1902(a)(2),1902(aX13), 1902(a)(30), and 1903(a) of the Social Security Act and the
implementing Federal regulations at 42 CFR 447 Subpart C. We hereby inform you that
Medicaid State plan amendment 18-0009 is approved effective October 1,2018. We are
enclosing the HCFA-179 andthe amended plan pages.

If you have any questions, please call Fredrick Sebree at (2I7) 492-4122 or via email at
Fredrick. sebree@cms.hhs. gov.

Sincerely,

Kristin Fan
Director

Enclosures
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State: lndiana Attachment 4.19A

and cost report data to reflect changes in trealment patterns, technology, ano,otfrer tactors that may
change the capital costs associated with efficiently providing hospital särvices. ifr" 

"ãpìtu¡ 
paymeni

amount is calculated as follows:
o for stays reimbursed under the DRG methodology, capital payment is equal to the product

of the per diem capital rate and the average tengitr ot stay ioithe assignLd DRG. ôapital
payments shall be pro-rated for a transferring or transferée facility to jmaximum of the
average length of stay.e For stays reimbursed under the level-of-care methodology, capítal payment is equal to the
product of the per diem capitaf rate for each covered day-of care.

The office shall not set separate capital per diem rates for different categories of facilities, except as
specifically noted in this plan.

Med¡cal Education rates shall be prospective, hospital-specific per diem amounts. Medical educationpayment amounts are calculated as follows:

' for stays relmbursed under the DRG methodology medical educat¡on payments are equal to
the product of the.medical educat¡on per diem rãt'e and the average tengitr ot stay assigned
to the DRG. Medical education rates for a transferr¡ng or transferãe faciity shatt 
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raled not to exceed the average length of stay.

' for stays reimbursed under the level-of-care methodology, medical education payments are
equal to the medical education per diem rate for each côvered day of care.

Medical education rates are facility-specific rates based on medical education costs per day multiplied by
the number of residents reported by the facility. No more often than every second yåar, the office will use
t19 lnosJ recent.cost report data to determine a cost per day that more accuratety ränects the cost of
efficiently providing hospital services as it relates to operatiñg a medical educatión program. The number
of residents will be determined according to the most recent ãvailable cost report that ñ"s Uuun filed and
audited by the office or its contractor.

Medical Education payments will be available to hospitals only so long as they cont¡nue to operate
medical education programs. Hospitals must notify the office within tñirty leoj days following
discontinuance of their medical education program. For hospitals estaOisiring new medical education
programs, the medical education per diem will not be effective prior io notificãtion to the office that the
program has been implemented. The medical educat¡on per diem shall be based on the most recent
reliable claims data cost report data.

A M^edicaid stay that exceeds a predetermined threshold, defined as the greater of: (1) twice the DRG rate
or(2) the ouilier threshold, is a cost outlier case. The calculation for outliàr paymentàínáunts is made as
follows:

TN 18-009
Supersedes:
TN 03-035
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State: lndiana Attachment 4.19A
page 1G

(1) Multiply¡ng the overafl facirity cost-to-charge ratio by submitted charges. The
outlier payment is equal to the marginal cost factor multiplied by the-difference between the
prospective cost per stay and the greater of ihe DRG rate or thè outl¡er threshold amount.

(2) Day o.utliers as required under section 1902(s) ofthe social security act are
provided for through imptementation of the DRG/LOC per diem, wniôh ¡s
designed to account for unpredictable and fengthy hospital admissions.

Outlier thresholds will be revised as necessary when DRG re¡ative weights are adjusted. Cost ou¡¡er
payments are not available for.cases reimbursed using the level-of-care methodology, except for burn
cases that exceed the established threshold.

Other Payment Policies

Readmissions for a related condition as defined by the office within three (3) calendar days after
discharge will be treated as the same admission fór payment purposes. Êeãdm¡ss¡ons liat occur after
lhree (3) calendar days will be treated as separate siays for payment purposes but will be subject to
medical review.

Special payment policies shall apply to transfer cases. The transferring hospital and the transferee, or
rece¡ving, hospital are paid the sum of the following:

(1) A DRG daily rate for each Medicaid day of the recipient's stay, not to exceed the appropriate
full DRG payment, or the level-of-care per diem payment raté for each Medlcaid dáy of care
provided.

(2) The capital per diem rate.
(3) The medical education per diem rate.

Transferring hosp¡tals will not receive separate reimbursement for Medicaid patients subsequent to theiÍ
return.from. a transferee hospital if the patient is readmitted to the transferring hospital 30 or fewer days
fromthe original admission. Additional costs incurred as a result of the patient's rèturn from a transferee
hospital are eligible for cost outlier reimbursement. The office may establish a separate ou¡ier threshold
or marginal cost factor for such cases. Transferr¡ng hospitals w¡ll receive separate reimbursement for
Medicaid patients subsequent to their return from a transferee hospital if the pat¡ent is readm¡tted to the
transferring hospital more than 30 days after the original admission.

Each facility that submits an Indiana Medicaid cost report will receive a cost-to-charge ratio. The cost-to-
charge ratio_will be computed from claims data and will be used to determine applicãble cost ou¡ier
payments' Facilities with less than 30 Medicaid claims annually will be g¡ven the siatewide median cost-
to-charge ratio.
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