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JUN 2õ 2018

RE: V/isconsin State Plan Amendment (SPA) 18-0002

Dear Ms. Smith:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan
submitted under transmittal number (TN) 18-0002. Effective for services on or after January l,
2018, this amendment revises reimbursement methodologies for inpatient hospital rates and

methodologies for state plan rate year 2018. The state updated the APR-DRG rates for the year

2018.

We conducted 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

regulations at 42 CFR 447 Subpart C. V/e hereby inform you that Medicaid State plan

amendment 18-0002 is approved effective January 1, 2018. We are enclosing the HCFA-179
and the amended plan pages.

Ifyou have any questions, please call Tom Caughey at (517) 487-8598.

Fan
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Director
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1000
OVERVIEW OF INPATIENT HOSPITAL REIMBURSEMENT

Ïhis section is a brief overv¡ew of how reimbursement to hospitals is determined for inpatient services that are
prov¡ded by hosp¡tals to el¡gible recipients of the Wisconsin Med¡ca¡d program (WN/lp). The WMp uses a
reimbursement system bâsed on Diagnosis Related Groups (DRGs). The DRG system covers acute care, ch¡ldren's,
longlerm care, and cr¡tical access hosp¡tals. Excluded from the DRG system are rehabil¡tation hospitals, State
lnstitutions for Mentâl D¡sease (lMDs), psych¡âtric hospitals, and long term care hospitals which are re¡mbursed at
rates per diem. Also, reimbursement for certain spec¡alized services is exempted from the inpat¡ent DRG system.
These include ventilator-assisted patients, unusual cases, and brain injurycases. Special provisions for payment of
eâch of these DRG-exempted services are included in th¡s State Plan. Organ transplants are covered by the DRG
system.

Approved inpat¡ent hosp¡tal rates are not appl¡cable for hospital-acqu¡red cond¡t¡ons that are identìfied as non-payable
by Medicare. Th¡s hospital-acquired cond¡tions pol¡cy does not apply to wl\4p supplemenlal payments and wMp
disproportionate share hospital (DSH) payments.

The WMP DRG re¡mbursement system uses the grouper that has been developed by 3l\4rM that uses an âll patient
sample, the All Patient Refined (APR) DRG. The grouper classifies a patient's hospital stay into an establ¡shed DRG
based on the diagnosis of and procedures prov¡ded to the patient. A grouped claim is then assigned â weight that ¡s
intended to reflect the relative resource consumptìon of each ¡npât¡ent stay. For example, the avèrage hospital¡zation
w¡th an APR DRG weight of 1.5 woulcl consum€ 50 percent more resources lhan thc avcrage hospitalization with an
APR DRG weight of 1,0, while the average hospitalizat¡on w¡th a DRG w¡th a weight of 0.5 would consume half the
resources of the average hospita¡¡zât¡on w¡th a DRG we¡ght of 1 .0. APR DRG weights and average length of stay are
establ¡shed and maintained by 3lvlrM.

Each hospital is assigned a un¡que hospital-specific DRG base rate. This hospital-specific DRG base rate includes an
adjustment for differences ¡n wage levels between areas throughout the state. It also ¡ncludes an amount for direct
medical educâtion costs.

G¡ven a hospital's spec¡f¡c DRG rate and the we¡ght for the APR DRG into which a stay is classified by the grouper,
payment to the hosp¡lal for the stay is determined by multiplying the hospital's rate by the DRG weight and ãny
appl¡cable policy adjustor, and by tak¡ng into account the WMp's charge cap and transfer policies.

A "cost outlier" payment ¡s made when the cost of prov¡ding a seryice exceeds a pre-determ¡ned "trimpo¡nl". Each
inpatient hosp¡tal ulairn is lested tÕ dètèrm¡ne Whether the claim qualifies for a cost ou ier payment.

For additional information, Çontact:
Bureau of F¡scal Management
Department of Health Scrviccs
1 W. Wilson Street, Room 3'lB
P. O. Box 309
Madison, W¡sconsin 53701-0309.

Telephone (608) 266-8922
FAX (608) 264-9847

E-mail DHSDMSBFIVI@dhs.w¡scons¡n.gov

TN # 18-0002
Supersedes
TN # 17-0002

JUN 25 2018
Apprôval Date: _ Effective Date: 01 101 12018



lnpatient Hospital State Plan
Attachment 4. 19-A

Page 2

2000
STATUTORY BASIS

The Wiscons¡n inpatient hospital payment system is designed to promole the objectives of the Wisconsin state
statutes regarding payment for hospital serv¡ces (Chapter 49, Wis. Stats.) and to meet the criteria for Title XIX
hospital payment systems contained ¡n the federal Social Security Act and federal regulations (Title 42 CFR, Subpart
C). The inpatient payment system shall comply with all current and future applicable federal and state laws and
regulations and reflect all adjustments required under said laws and regulations. Federal regulations (42 CFR

5447 .272) require that the payment system not pay more for inpatient hospital services than hospital providers would
rece¡ve for comparable services under comparable circumstances under Medicâre.

TN # 18-0002
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3000
DEFINITIONS

Access PaymenL To promote Wl\,4P member access to acute care, children's, rehabil¡tation, and cr¡tical access
hospitals throughoul Wisconsin, the WMP provides a hospital access payment amount per elig¡ble inpat¡ent discharge.
See S9700 for further deta¡ls.

AÇute Care Hosp¡tal. A hospital thât provides inpatient med¡cal care ând other related services for surgery, acute
med¡cal conditions, or injuries (usually for a short-term ¡llness or condition).

A Paf¡ent Ref¡ned D¡agnos¡s Related Group (APR DRG). A patient class¡fication system developed and maíntained
by 3l\4rM establishing clinically-s¡milar groupings of serv¡ces that can be expected to consume s¡m¡lar amounts of
hospital resources.

Annual Rate Updale. The process of annually adjusting hosp¡tal payment rates to be effective January 1 of each year
based on more current l\¡edicare cost reports and Medicaid claims.

Base DRG. The fißt three numeric values assigned to an ¡npatient v¡sit under APR DRG.

Border Status Hosplfai. A hosp¡tal not located in Wisconsin, which has been certified by the WMP as a border status
hospital to provide hosp¡tal serv¡ces to WMP recip¡ents. Exact cr¡ter¡a for eligibility for border status are prov¡ded ¡n
s4240.

Centerc for Med¡care and Medica¡d Sevices (CMS). The federal agency which regulates the Wl\.4p.

CMS Market Baskel. The inflatìon ¡ndex publ¡shed by C¡/S used to estimate hospital inflation during the rate setting
process.

Ch¡ldren's Hosp¡tal. Acule care hospital that meets the federal definition of a children's hospital (42 CFR 412.23(d))
and whose primary activity is to serve ch¡¡dren.

C¡ltrcal Access Hosp ital (CAH). A hospital tlìat rrìeets both the requirëments under 42 CFR Part 485, Subpart F and
the following requirements: no more than 25 beds for inpatient acute care and/or swing-bed services; no more than 4
beds for observation serv¡cesi an annUal averâOe inpatient stây of no more than 96 hours; provision of emergency
services and ava¡lability of registered nurses on a 24-hour-per-day bas¡s; and establ¡shment of a written referral
agreement w¡th one or more network hospitals.

Depañment. The Wisconsin Department of Health Services (or its agent); the State agency respons¡hle for the
administration of the WMP.

D¡agnos¡s Related Group (DRG). A patient Çlassification system that estahlishes cl¡nically-similar grollpings of
services thal can be expected to consume sim¡lar amounts of hospital resources.

Fee-for'Service (FFS). A WMP payment methodology ¡n which providers are reimbursed service-by-service for serv¡ng
Wl\4P members. f\ilost Wl\ilP members are either enrolled with Health l\.4a¡ntenance Organizations (HMOs) or have their
seÍvices reimbursed on a FFS bas¡s.

Gtaduate Med¡cal Educalion (GME). The phase of training that occurs after the completion of medical school in which
physic¡ans serve as residents, typ¡cally at a teaching hosp¡tal, and receive several years of supervised, hands-on
tra¡n¡ng ¡n a part¡cular area of expertise. Hosp¡tals that train residents incur real and s¡gnificant costs beyond those
customarily associated with providing patient care; ¡n recogn¡tion of this, the WMP provides var¡ous payment
adjustments to help cjefray the direct costs of GN/lE programs,

HealthÇare Cost Repoft lnformat¡ot1 SystenT IHCRISJ. Tlre centralized eleÇtronic cleãringhouse for lvledicare cost
repols mainta¡ned by CMS.

Hosp¡lal P4P Gulde. The annual pUblicalion, avarlahle on the W¡scons¡n ForwardHealth Portal, that supplements this
State Plan with addit¡onal details about, among other things, the HWP4P program.

Hosp¡tal-Specif¡c DRG Base Rate. The payment rate per discharge which will bc calculated for and ass¡gned to eâch
hospital by the Depârtment for the RY. Th¡s is the râte by which a DRG we¡ght and appl¡cable policy adjustor is
rrìult¡pl¡ed 10 establish the amount of payment for an individual inpatrent stay.

Hosp¡tal Wìthhold Pay-for-Peiormance (HWP4P) Program. A performance-based reimbrrrsement system in which the
WN.4P withholds 3% of payment for inpatient hosp¡lal services and allows hospitals to earn back those dollars by meeting
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various quality benchmarks. See S6620 for further deta¡ls.

HWP4P Pool Amounf. The amount of money w¡thheld from inpatient hosp¡tal reimbursement for use ¡n the HWP4P
progfam.

/MD. lnst¡tution for l\4ental Disease, as defined in 42 CFR 435.'1009.

Long-Term Care Hospltal. A separately licensed hospital thât meets the requilements of 42 CFR 412.23(e) and is
reimbursed by l\,4ed¡care under the Medicare prospective payment system for longlerm care hospitals.

Measurement Year (MY). The claims experience period used to develop a benchmark for evâluat¡on, as in the Hosp¡tal
Withhold Pay-for-PeÍformance (HWP4P) program.

Med¡ca¡d Defic¡t. The amount by wh¡ch the cost of providing inpat¡ent serv¡ces to WMP recipients exceeds the Wl\y'P
payment for those serv¡ces. See S9100 for fulher details.

'Mecl¡ca¡d Management lnformat¡on System (MMIS). The system used by the WNiIP to process and document provider
cla¡ms for payment.

Medícare Cost Reporf. The CMS 2552 fotm.

Metropol¡tan Stat¡stical Area (MSA). Geographic regions des¡gnated by the Off¡ce of lvlanagement and Budget
(Ol\,48) cons¡sling of one or more counties used by the Department for wage index assignment.

Non-Borcier Status HospÍai. A hospital not located in Wisconsin and which has not been certified by the Wl\,4P as a
border status hospital.

Off¡ce of Management and Budget (OMB). The federal âgency that, among other th¡ngs, sets standards and
announces results for clâss¡fications with¡n Core Based Statist¡cal Areas.

Pol¡cy Adjustor. A factor used when calculating provider pâyment whereby the provider specific rate ¡s multiplied by
the DRG weight and applicable policy adjustor. Examples of policy adjustors ¡nclude but are not lim¡ted to: specific
serv¡ces rendered, specif¡c facility types and specific age categories.

Prospective Rate per D¡em. The hospitalspecific rate for each day of service.

PsyÇh¡atr¡c Hospilal. A general psychiatric hosp¡tal which is not a satell¡te of an acute care hosp¡tal and for which the
department has issued a certif¡cate of approval thât appl¡es only to the psychiatric hosp¡tal. A subcategory of
psych¡atr¡c hospital is Inst¡tution for l\,4ental D¡sease (lMD), wh¡ch is defined in 42 CFR 435.1009, though lMDs are
only eligible for N/ledica¡d re¡mbursement under spec¡fic c¡rcumslances.

Rate Not¡ficat¡on LetÍer. fhe notif¡cation sent to hosp¡tals at the conclusion of the annual rate update ¡nforming each
hosp¡tal of its updated reimbursement rates and how to appeal them ¡f necessary.

Rate Year (RY). The time period from January '1 through December 31 during which rates established under the
annual rate update are to be effective for most, if not all, hospitals.

Rehabil¡tatíon HospÍal A separately licensed hosp¡tal that meets the requirements of 42 CFR 412.23(b) and ¡s

reimbursed by l\4edicare under the Medicare prospect¡ve payment system for rehabilitat¡on hosp¡tals. The hosp¡tal
provides intensive rehabilitative serv¡ces for conditions such as stroke, brain injury, spinal cord injury, amputation, hip
fractures, and mult¡ple traumas to at least 75% of its patient population. IMD hospitals cannot be considered
rehabilitation hospitâls under the provis¡ons of this p¡an.

Severity of l ness (SOi). The numeric value assigned to the fourth position under APR DRG to provide additional
stratif¡cation of the base DRG. SOI values include 1 (minor), 2 (moderate), 3 (severe) and 4 (extreme).

Sfandard DRG Group Rate. lhe stalew¡de DRG base rate that serves as the starting po¡nt for the hospital-spec¡fic
DRG base rate development process.

Slate F¡scal Year(SFY).July1-June30.Forexample,SFY2014isdefinedasJuly1,2013-June30,2014.

Upper Payment L¡m¡t (UP]. fhe maximum amounl the WIVIP may reimburse a hospital for services provided to Wl\4P
members. Th¡s is formally specified in 42 CFR 447 .272.

Usual and Cuslomary Charges. A provider's charge for the provision of a given service to persons not enlitled to
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Wl\,4P benefits.

W¡sconsin CheckPo¡nl. A centralized electronic clearinghouse for quality data for Wisconsin hospitâls, maintained by
the Wisconsin Hospital Association, available ât www.w¡checkpoint.org.

W¡scons¡n Foru/adHealth Potlal. A webs¡te administered by the Wl\rP listed at www.forwardhealth.wi.gov.

W¡sconsin Med¡ca¡d Program (WMP). The State of Wiscons¡n's implementation of l\ledical Assistance as per T¡lle
XIX of the federal Socia¡ Security Act.
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4000
D¡FFERENCES IN RATE SETTING BETWEEN
IN-STATE AND OUT-OF-STATE HOSPITALS

4100 Hospitals Located ¡n W¡sconsin

General acute care hosp¡tâls, including children's, and critical access, located in Wisconsin (in-state hosp¡tals) are
reimbursed according to the DRG-based payment method descr¡bed in 56000 here¡n. All inpatìent stays within these
hospÌtals âre re¡mbursed under the DRG-based payment method with certain exceptions. These exceptions include
vent¡lator pat¡ent care, unusuâl cases, and brain injurycare. Organ transplanls are paid underthe DRc-based
payment method. Rehabilitation, long{erm care, psych¡atr¡c hospitals and stâte lMDs are reimbursed under a rate per
diem methodology, not the DRG-based payment system.

4200 Hospitals Not Located ln W¡scons¡n and Border Status Hosp¡tals

Hospitals not located in Wisconsin but which prov¡de inpatient serv¡ces to WMP recip¡ents may be re¡mbursed by the
WMP for their services. Some such hospitals may be grânted "border status" by the WMP. Others w¡ll not have
border status under the W MP (i.e, non-border status hosp¡ta ls). All out of state hosp¡tals regardless of border status
do not rece¡ve add-on payments for direct graduate medical education costs.

4210 Non-Boñer Sfalus Hosplfa/s
Out-of-stâte hospitals which do not have border status are reimbursed under lhe DRG-based payment method
described in S1 1000 herein. Payment ¡s bâsed on the standard (statewide) portion of the DRG base rate only. The
rate ¡s not adjusted to recognize hospital-specific direct med¡cal education costs and applies the lowest, ¡n-state wage
index adjuster. All non-emergency services at out-of-stâte hospitals which do not have border status require prior
author¡zatìon from the WIVP. This differs from the pr¡or âuthor¡zat¡on requirements for ¡n-stâte ând border status
hospitals.

4230 Bordet Status Hospitals
Border status hosp¡tals are reimbursed accordìn9 to the DRG-based payment method. Th¡s is the same DRG method
as is used for ¡n-state hospitals and contains a wage area adjustment. A border provider's wage index is the state-
wide average wage index for the state in wh¡ch the provider is physically located.

4240 Citer¡a for Border Status
Border status hospitals are hospitals provid¡ng essent¡al and substant¡ve services toWMP recipients. To be
considered for border status, the prov¡der must demonstrate an average of 100 or more inpat¡ent claims annually
over three consecutive years. Not ¡ncluded in the count of clâims are (1 ) stays wh¡ch were pâid ¡n full orpartby
Medicare and (2) stays paid in full by a payer other than Med¡care or Medicaid. Paid ¡n full means the amount
received by the hospital equals or exceeds the amount the WIV1P would have paid for the stay. Border status ¡s

reviewed on a per¡od¡c basis by the WN¡P.

4250 Rehab¡|¡tat¡on Hosp¡tals with Border Status
A border status hospital that the Depadment determines qualifies as a rehabilitation hosp¡tal, as defined in 53000, is
reimbursed on a prospect¡ve rate per d¡em consistent with in-state rehabilitation hospilals.

4260 Alternal¡ve Payments to Border Status Hospilals fot Certa¡n Serv¡ces
For any out-of-state acute, children's, or critical access hosp¡tal, regardless of border status, all inpat¡ent stays are
re¡mbursed under the DRG-based payment method except vent¡lator patient care, unusual cases, and brain injury
care. These cases are reimbursed under the alternat¡ve payment methods descr¡bed in S7000 if the hospital requests
and qualifies for the alternative reimbursement according to S7000.
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5000
COST REPORTING

5'100 Use of Cost Reports ¡n Rate Sett¡ng

The WN/P uses the lvledicale cost repod to establish certain components of an in-state hospital's specific payment for
d¡rect graduate medical education. Cost reports are also used to establish crit¡cal access hospitals' estimated costs
and cost-to-charge ratio for outlier payments. The DepaÍtment obtains lvledicare cost reports through the Healthcare
Cost Report lnformat¡on System (HCRIS) ma¡ntained by the Centers for Med¡care and lvled¡caid Services (CN¡S).

5200 Selection of Cost Reporting Period

The Depadment uses the most recently submitted 12-month Med¡care cost report available ¡n HCRIS as of the March
31 prior to the start of the RY. For example, rates effect¡ve January 1 , 2015 (i.e. RY '1 5) would use the most recently
subm¡tted 12-month lvled¡care cost repoñ available in HCRIS as of March 31 ,2014. lf the most recently submitted
12'month l\.4ed¡care cost report âvailable is a "no utilizat¡on" cosl repoft, the Department may request an alternate 12-
month cost report from the hospital.

5300 Cost Reports for Recent Hospital Combin¡ngs

A "hospital combining" is the result of two or more hosp¡tals comb¡ning ¡nto one operation, under one Wl\4P prov¡der
certif¡cation, oither through merger or consol¡dation, or â hospital absorb¡ng a major portion of the operat¡on of
another hosp¡tal through purchase, lease, or donation of a substantiâl port¡on of another hosp¡tal's operalìon or a
substantial amount of another hospital's physical plant. For comb¡ning hospitals lor which there is not a submitted 12-
month l\,4ed¡care cost report availâble for the combined operation, the Department combines data from the most
recent submitted 12-month l\,ledicare cost reports of the ¡nd¡v¡duâl combining hospitals prior to the hospital combining.
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6000
DRG-BASED PAYMENT SYSTEM

6100 lntroduct¡on

A hosp¡tal is pa¡d a prospectively-established amount for each discharge under the DRG-based payment system. ln
the Department's annual râte update, a "hosp¡tal-specif¡c DRG base rate" is calculated for each hospital. This rate is
the result of adjust¡ng a un¡form "standard DRG group rate" to recognize the wage area of each hospital. ln addit¡on,
a hosp¡tal-specif¡c rate supplement for d¡rect graduate med¡cal education is added lo the "DRG group rate" described
in the following pages.

For each Wl\.4P recipient's stây, the hospital's specific DRG base rate is multiplied by the weight for the DRG and any
applicable policy adjuster which appl¡es to the hospital stay. The result of this multipl¡cat¡on ¡s the DRG payment to
the hospital for the spec¡fic stay. ln addition to the DRG payment, an "outlier" payment may be made to the hospital
for very h¡gh-cost cases.

6110 Hosp¡tals Covered by the DRG-Based Payment System

The DRG-bâsed payment system as descr¡bed ¡n 56000 appl¡es to ¡n-state and border status acute care, children's,
and cr¡tical access hospitals. Reimbursement for rehab¡l¡tation, psychiatric, and longlerm care hospitals is described
¡n S8000. Reimbursement for out-of-state hospitals ¡s described in S1 1000.

6120 Seru¡ces Covered by DRG Payments

All covered serv¡ces provided dur¡ng an inpat¡ent hosp¡tal stay, except professional services described in S6130, are
considered inpatient hosp¡tal services for which payment is provided under this DRc-based payment system.
(Reference: Wis. Adm¡n. Code, HS 107.08(3) and (a))

All covered ¡npatient hosp¡tal stays are reimbursed under the DRG-based payment method except ventilator patient
care, unusual cases, and brain injury care. These cases are reimbursed under the alternative payment methods
descr¡bed in S7000 ¡f the hospital requests and quâlifies for the âlternat¡ve re¡mbursement accord¡ng to S7000.

Organ transplants are covered by the DRc-based payment method.

6130 Profess¡onal Serv¡ces Excluded from DRG Payments

Certain professional and other serv¡ces are excluded from the DRG payment system. Professional services must be
billed by a separately-certified provider and billed on the CMS 1500 claim form. Services are excluded when the
professionals providing them or the services themselves are funct¡on¡ng as:

Physicians Optometrists Pharmacy, for take home drugs on
the date of d¡schargePsvchiatr¡sts Hear¡no aid dealers

Psvchologists
Phvsiciân âssistants

Audioloq¡sts
Podiatrists

llurable med¡cal equ¡pment and
supplies for non-hosD¡tal use

Nurse midwives
Chiroorâctôrs

lndependent nurse praclit¡oners
Anesthesia assistants

Special¡zed medical veh¡cle
tIansporlat¡on

Dentists lìêrtif iê.1 rê.riçtêrêrl nl ¡rsê ânêslhêf istc A¡r wâtêr ând lânai âmhfilâncp
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6200 Standard¡zed DRG Payment Factors

Certain standard factors are used ¡n determining the amount of payment hospitals receive for services covered by the
DRG-based pâyment method. The Department adjusts tl'ìese stândard facLors for each RY. These include thê DRG
grouper, DRG weights and pol¡cy adjusters.

6210 DRG Grouper

Ihe DRG grouper ¡s a class¡ficat¡on syslem that sots each patient stây into one DRG. The WMp DRG
reimbursement system uses the grouper developed by 3MrM for an all palienl population, the All Pat¡ent Refined
(APR) DRG grouper. The version of the APR DRG grouper used by the WN/lp is updated for each Ry.

6220 DRG We¡ghts

DRG weights are designed to reflect the relât¡ve resource consumption of each inpat¡ent stay. Under APR DRG, the
WMP has adopted DRG national we:ghts. Developed and mainta¡ned by 3MrM, national weights rely upon â national,
all patient sample including private, Med¡care and Med¡ca¡d payers. For each Ry where grouping software ¡s
updated, applicable weights are updâted to reflect the grouper change.

6230 Pol¡cy Adjusters

Policy adjusters are appl¡ed at the cla¡m level and are a numeric factor, much t¡ke a DRG weighl, and are intended to
enhance payments for select serv¡ces, age groups, provider types, etc. The current rate year uses lhe follow¡ng
policy adjuslers:

Only one policy adiuster is applied per claim. When a claim is elig¡ble for more than one adjuster, the single largest
factor ¡s appl¡ed when calculating payment. whon no policy adjusters are applicable, a factor of 1.00 useà.

JUN 25 20ts
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6230 Hosp¡tal-Spec¡f¡c DRG Base Rale

The Depadment calculates a hosp¡tal-spec¡f¡c DRG base rate for in-state and border status hosp¡tals as follows:

F¡rst, the Department develops a uniform, standard DRG group rate based on the RY's projected WN4P inpat¡ent
util¡zation, case m¡x, and budget for DRG hospitals (less the projected expenditures for CAH base rales, which are
developed such that projected reimbursement for CAHs fully covers cost, and providers pa¡d on â per diem basis
wh¡ch is projected to reimburse at 85 percent of cost). The standard DRG group rate is available on the Wisconsin
ForwardHealth Portal here:
https:/i\^\ iw.forwardhealth.wi.gov/W lPortal/Subsystem/SW/StaticContent/Provider/medicaid/hospital/drg/drg.hlm.spag
e#IHDRGR.

Second, the Department determines hospital-spec¡fic DRG base rates by adjusting the standard DRG group rate for
each hosp¡tal to account for differences ¡n the wage area index and d¡rect graduate medical education costs. The
labor poft¡on of the standard DRG group rate ¡s adjusted by the wage area adjustment index appl¡cable to the
hospital; the sum of the adjusted labor portion and the unadjusted nonlabor port¡on forms the "total labor-adjusted
group rate." 56240 describes the wage area adjustment index. To form the hospital-spec¡fic DRG bâse rate, the
Depârtment adds to the hospital's total labor-adjusted group rate its specific base payment add-on amounts for
graduate medical education costs (¡f âpplicable), described in S6250 through S6270.

Finally, the Department adjusts the standard DRG group rate to account for the ¡mpact of including wage index
adjustments and direct graduate med¡cal educat¡on in the development of the hospital-spec¡fic DRG bâse râtes. This
act¡on, in turn, serves to adjust the hospital-specif¡c DRG base rates as well.
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6240 Wage Arca Adjustment lnd¡ces

6241 lntroducÍ¡on. The Department adjusts the portion of the standard DRG group rate attributable to lâbor by a wage
arca adjustment index specific to the locâl of each hospital. The follow¡ng sections describe how the Depañn]ent
applies these wage ind¡ces. The Department applies two dist¡nct sets of wage indices, one for ¡n-state hosp¡tals and
one for border status hospitals includ¡ng non-border out of state hosp¡tals. Providers receiving a cost-based
re¡mbursement melhod have no wage ¡ndex adjustment.

6242 Sources of Data. The Department adopts the raw Cl\,4S Final Rule lnpatient Prospective Payment System
(IPPS) wage indexes values. IPPS values are published annually and are managed and ma¡ntained by ClVlS.
Values are based upon geographical Metropolitan Statist¡cal Area (N,4SA) and providers physically located in the
same MSA are assigned the same wage index unless reclassified or an adjustment ¡s applied such as out migration.

The follow¡ng hospitâls are not considered for wage area adjustment index.

(3)

Hospitals not covered by the DRG payment system.
Hospitals ¡n Wiscons¡n designated as CAHS as of the June 30 lmmediately precedìng the RY.
Hosp¡tals known to be closed or to have d¡scontinued operating as a hospital as of the June 30 ¡mmediately
preceding the RY, not ¡ncluding hospitals combin¡ng or merg¡ng wìth another hospital.

6243 Wage Arca Adiustment lnd¡ces for Hosp¡tals Located ¡n the State of Wiscons¡n The Department applies the
CMS Final Rule IPPS wage areâ acljushDeDt to e¿ch IPPS parL¡c¡pating prov¡der. lf a provider häs a wage indêx
reclassificalion or adjustment, the final adjusted wage index is applied. ln cases where a prov¡der does not part¡cipate
in the CMS IPPS program, the wage ¡ndex for the MSA lhe prov¡der is physicalty located in is apptied.

6244 Wage Area Adiustment lnd¡ces for Border and non-Border Sfafus HospÍa/s. The Department applies a wage
area âdjustment index for border status hosp¡tals using the F¡nal Rule IPPS state-wide wage index for the state ¡n
wh¡ch the provider is physicâlly located. For non-border status hospitals, the lowest in-state wage indexvalue ¡s
appl¡ed to the standard DRG group rate.

(1)
(2)
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6260 D¡rect Graduate Med¡cal EduÇat¡on Adiustmenl

6261 General. Under the DRG-based payment system, the Department adds an amount for costs associated with
direct graduate medical education programs to the hospital-specific DRG base rates of hospitals located in
Wiscons:n. The amounts for th¡s âdd-on are prospectively established based on each individual hosp¡tal's h¡storical
direct graduate medical educat¡on costs.

6262 Standard Calculal¡on Methodology.

The Department determines the direct graduate medical education add-on amount for a hosp¡tal using cost
information from the hospital's rate sett¡ng l\,4ed¡care cost repod.

'1. The Department determines the direct graduate medical education costs attributable to WMP inpat¡ent
seruices by mult¡plying the overall allowed inpatient cost attr¡butable to WMP recipients by the ratio of total
allowed direct graduate medical education costs to total allowed hosp¡tal costs.

2. Ihe Department ¡nflates the resulting amount to the RY using an inflât¡on rate der¡ved from the CMS Market
Basket for hosp¡tals.

3. The Department d¡vides the result¡ng amount by the number of WIVIP rec¡pient discharges for the period of
the rate setting lVedicare cost report.

4. The Department d¡v¡des the resulting amount per discharge by the average DRG case mix index peI
discharge.

5. The result from step 4 is the hospital's spec¡fic base direct graduate medical education add-on amount at a
1.00 DRG weight. The Department adds th¡s amount to the hospital's spec¡fic DRG base râte.

6263 Calculation Where No Cost Repoñ ls Ava¡lable. For hosp¡lals for which there ¡s no submitted 12-month
Medicare cost report available and wh¡ch have not filed a prev¡ous appeal with the WMP, the Department applìes the
statew¡de average d¡rect graduate medical education payment adjustment.

For acute care hospitals, the Department determines this adjustment by d¡v¡ding the totalWN/lP direct graduate
medical education costs of all acute care hospitals by the total number of rec¡pient discharges for the period of the
rate setting period of all acute care hospitals. This averâge direct graduate medical education cost per discharge
calculation yields the statew¡de average d¡rect graduate medical education cost payment that the Department adds
onto the qualify¡ng hospital's specific DRG base rate.
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6270 Transfer Payment Policy

An acute care provider transferring a Wl\ilP member to another acute care prov¡der is subject to a trânsfer payment
policy review. DRG we¡ghts are derived using full length of stay claims and therefore do not reflect the relat¡ve
resources of transfers. Transfers from an acute to post-acute setting are not subject to the transfer payment policy.

6271 Calculat¡on of Transfer Base Payment

Transfer base payments are the lesser of: the full DRG payment or a calculated DRG per d¡em pâyment.

Full DRG payment is calculated asl

[provider-specific rate x DRG we¡ght x applicable po¡icy adjuster]

Calculated DRG per diem payment is calculâted as:

lFull DRG Base Payment] + DRG Average Length of Stay x [Actuat Length of Stay + 1]

DRG average length of stay is maintained by 3l\.4rM and calculated during APR DRG weight development. One day is
added to the WN.4P member's actual length of stay to recognize the additional relative resources used dur¡ng the
admission process. After select¡ng the appropr¡ate transfer base payment, the claim is reviewed for any applicable
outl¡er payment. Transfer base payment rev¡ew is applied to all acute care providers paid via DRG, A receiving
provider is pâid v¡a standard DRG unless they too transfer the WMp member.

6272 DRG Transfer Payment Policy Exclusions

DRGS specific to a neonate transfer [580 and 581] are nol subject
neonate transfer DRGs include only transfer cla¡ms and therefore

to trânsfer payment policy review. Weights for
appropr¡ately reflect relative resources.
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6300 Outlier Payments under DRG-Based Payment System

6310 General

An outlier payment to the hosp¡tal prov¡des a measure of relief from the finâncial burden presented by extremely high
cost cases. lt is a provider and claim-specific, cost-based amount paid on an individual stay in âdd¡tion to the DRG
paymenl. The Department may evâluate the medical necessity of serv¡ces provided and appropriateness of outlier
cases pr¡or to the ¡ssuance of outlier paymenls or, if payment has been made, recoup the same.

6320 Qualifying C ter¡a for a Cost Outl¡er Payment

For a hospital's claim to qual¡fy for cost outlier payment, the follow¡ng cr¡teria apply:

1. The charges for a given case must be usuâl ând customary.

2. The services provided must be medically necessary and the level of care appropriate to the med¡cal needs
of the pat¡ent.

3. The claim's cost, that is, charges-adjusted-to-cost, must exceed the DRG pâyment by the amount of the
current rate year trimpoint applicable to the hosp¡tal. The applicable tr¡mpo¡nt will depend on the provider
type and s¡ze and can be found on the ForwardHealth poñal here:
https://www.forwardhealth.wi.gov/WlPoñal/contenVprov¡der/medicaid/hospital/drgidrg.htm.spage#.

4. Hospital stays for which payment is !q! provided under the DRG payment system do not qual¡fy for outlier
payment cons¡deralion. Th¡s includes, but is not necessar¡ly limited to, cases treâted at rehabilitation
hospitals and lMDs exempt from DRGs, cases treated at hospitals reimbursed on a percent-of-chârges
basis, and câses for services exempted from DRG payment system under 57000. Claims for chronic, stable
ventilator-dependent hospital patients shall be reimbursed under the vent¡lator rate and, therefore, are not
eligible for a cost outlier payment.

6330 Charge s Adj usled-Io-Cost

Claim charges are adjusted to costs using the hospital's spec¡fic cost-to-charges rat¡o for ¡npat¡ent serv¡ces. For Acute
Care Hospitals the cosllo-charge rat¡o published in the Cl\,4S Provider Specific File (PSF) is used. When a CCR ¡s

not published w¡thin the PSF, the state-w¡de average CCR is applied, adjusting for urban versus rural sett¡ng.

TN # 18-0002
Supersedes
TN # 17,0002

Approvar Date: JUN 25 20lS Effect¡ve Date: 0 1 101 l2O'18



lnpatient Hospital State Plan
Attachment 4.'19-A

Page l5

6340 Ou ¡er Payment Calculat¡on

Variable costs in excess of the DRG payment and the tr¡mpoint w¡ll be paid. Following are the steps for calculâtion of
an outlier payment. An example of a cost outlier calculation ¡s presented in âppendix 521000.

'1. Allowed claim charges are adjusted to cost by multiply¡ng the charges by the hospital's coslto-charge ratio.

2. The allowed excess claim cost is calculated by subtracting the DRG payment (provider-spec¡fic rate x DRG
weight x applicable poliÇy adjuster) and the hospital's trimpo¡nt from the cla¡m cost. (Claim cost - DRG
payment - ïrimpo¡nt = Excess cost, must be positive to qual¡fy).

3. The outlier payment ¡s the result of multiplying the excess claim cost by the variable cost factor. The variable
cost factors are:

6350 Bed Count, Source and Changes

The trimpo¡nt amount for each hosp¡tal shall be established effeot¡ve,lanuary 1 ofthe râte year based on the bed
count on file with the Department's Division of Quality Assurance, as of July 1 of the preceding rate year.

lf a hospital changes ¡ts bed count after July 1, the hospital must notify the Depârtment and any change in the
trimpoint amount will not be effective until the subsequent rate year.

6360 Outl¡er Tr¡mpo¡nt for Hosp¡tal Combin¡ngs

A "hospital combining' ¡s the result of two or more hospitals comb¡nìng into one operation, under one WMP provider
certification, either through merger or consolidation, or a hospital absorbing â major portion of the operation of
another hosp¡tal through purchase, lease, or doÌìaLiorÌ of a substantial portion of another hosp¡tâl's operation or a
substantial amount of another hospital's physical plant. For combining hosp¡tals, the applicable tr¡mpoint will depend
on the type and size of Lhe comb¡ned operation. One trimpo¡nt will apply to all individL¡al combining hospitals under
the combined operation, regardless of the type and s¡ze of the individual comb¡n¡ng hospitals.
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6400 Alternat¡ve DRG Base Rates

6410 Reímbursement for Cr¡l¡cal Access Hosplfals
Critical access hospitals are re¡mbursed the lower of the hosp¡tal's âllowable cost or charges for the services provided
to WMP recìp¡ents.

The Department calculates a prospective cost based rate per discharge, using the Medicare cost repod used for râte
setting, per the following steps:

1. A cost per day will be calculated for rout¡ne inpat¡ent serv¡ces using Medicare and l\,4edicâid cost principles.
2. Costs w¡ll be appoflioned to the WN/P by multiplying the cost per day t¡mes WMP days from the l\i]edicaid

Management lnformation System (MMIS).
3. WIVIP ancillary costs w¡ll be calculated by deriving costlo-charge ratios for ancil¡ary service cost centers.

The total anc¡llary Wl\4P costs will be calculated by multiplying the cost-to-charge rat¡os by WMP ancillary
charges from the Med¡ca¡d Management lnformation System (MNllS).

4. The WMP routine costs plus ancillary costs w¡ll be ¡níated to the current rate year using the CMS lvlarket
Basket for hosp¡tals.

5. Claims used to estimate cost wlll be priced under current rate yeâr APR DRG pr¡cing parameters unt¡l the
sum of simulated payment (base DRG plus outlier) ¡s equal to the ¡nflated, est¡mated cost of the claim
per¡od. The final base rate that results in simulated payments equal to the estimated claim costs willserve
as the rate year prov¡der-spec¡f¡c base rate.

The prospective cosl based rate will not be subject to an annual WIVlP cost settlement. lf no submitted 12-month
Medicare cost report is available, the hospital will receive the statewide average payment rate. Total ¡npatient
payments may not exceed charges as described in S10000.

6420 Payment Rates for New Acute Care and Children's Hosp¡tals

The Department will establish payment rates for new acute care and children's hospitals under a method other than
that described ¡n S6200 until Medicare cost reports are ava¡lable for application of that methodology.

6421 New Acute Care Hosp¡tal and Stañ-Up Period. The start-up period for a new acute care or children's hospital
begins the date the hospital admits its first WIVIP recipient. The stan-up per¡od ends when a subm¡tted 12-month
Med¡câre cost report is available to the Department at time of rate calculation.

6422 Rates fot Start-Up Per¡od. New acute care ând children's hospitals are pa¡d a statew¡de average "DRG payment
rate adjusted by case m¡x." New hosp¡tals are eligible to receive an "outlier" payment for very high cost cases. The
statewide average cost-to-charge ratio will be used in determining outlier payments during the start-up period, The
statewide average cost-to-charge ratio will be calculated by summing the total cost of treating WIVIP patients in
ex¡sting in-state acute care hosp¡tals div¡ded by totalWNilP charges associated w¡th WIVIP patients in the rate year.
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6500 Other Provisions Relat¡ng to DRG Payments

6510 Rev¡ew by External Qual¡Iy Rev¡ew Organízat¡on (EQRO)

The Depaftment contracts with an External Quality Rev¡ew Organizat¡on (EQRO) to review selected hospitalizations
of WMP recipients for medica¡ necessity and appropriateness. The process to select those hosp¡talizations which are
reviewed ìs approved by the Depalment. The EQRO rev¡ew cr¡teria are prem¡sed on object¡ve clinical signs of patient
illness and documentat¡on that intens¡ve hospital services were being provided. The EQRO rev¡ew process
represents a highly profess¡onal, cl¡n¡cally sound approach for assuring thât hosp¡tal services are used only when
medically necessary. EQRO criter¡a are approved by the federal Center for Medicare and Med¡caid Serv¡ces (CMS).
The review criteria and per¡odic updates to it are disseminated to all hospitals ¡n the state.

6511 EQRO Control Number. The hosp¡tal must contact the EQRO and acquire a un¡que case-specific control
number from the EQRO for eâch of the following types of inpatient admissions:

. urgent/emergent admiss¡ons to hospital ll\4Ds for recip¡ents under 21 years of age,

. med¡cal elective adm¡ss¡ons, and

. admissions for ambulatory/outpat¡ent procedures identified by the Department as need¡ng control numbers.

Payment of inpatient claims for these âdmissions will be denied if the claims do not include the requ¡red case-spec¡fic
control number from the EQRO.

6512 DRG Val¡dat¡on Review. As part of the EQRO review process, the ¡nfoÍmat¡on provided on the hosp¡tal claim is
ver¡fied w¡th the med¡cal record documentat¡on. This review may determine that the DRG init¡ally ass¡gned to the
hospitâl stay was inappropriate. The Department mây adjust DRG payment pursuant to the result of EQRO reviews
and recover any overpayment wh¡ch has been made.

6520 Med¡cauy Unnecessa¡y S¡ays

l\,4ed¡cally unnecessary stays are those stays thal are not reasonâbly expected to ¡mprove the patient's condition, that
are not for diagnostic study, or that do not requ¡re the intensive therapeut¡c services normâlly associated with
inpat¡ent care. (See 56510 regardi g cr¡tër¡ä.)

The Department w¡ll recover payments previotlsly made or deny payments for medically unnecessary hosp¡tal stays
and/or inappropriate services based on determinations by the Department, the External Quality Rev¡ew Organizatìon
(EQRO) or other organ¡zations under contract w¡th the Departmerlt. lhe Depadrrenl is requiÌed l.ly federal law to
monitor the medtcal necessity and appropr¡âteness of services provided to W[/P rec¡pients and payments made to
providers of such services. Wisconsin statute, 549.45(3XD2m, authorizes the Department to âdopt criteria on merlical
necess¡ty and appropriateness and to deny cla¡ms for services fâ¡l¡ng to meet these criteria.

6530 I napprop r¡ale Admlssions

6531 lnappropr¡ate lnpat¡ent Adm¡ss¡on. Payment for inpatient care which could have been performed on an
outpatient basÌs shall not exceed the facility's outpatient rate-per-visit paid under Attâchment 4.19-B of this State
Plan. lf pâyment has been made, the d¡fference between the payment and the outpatient rate-per-visit w¡ll be
recovered.

6532 lnappropr¡ate D¡scharge and Readmlsslon. lf the EQRo determines that it was medically inappropriate for a
patient to have been dischârged from a hospital and as a result, lhat patient needed to be readmitted to a hospital, no
payment will be made for the first discharge. lf payment has been made, it will be recouped.
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6540 Transfers

6541 Hosp¡tal to Hospital Transfers. Patient transfers may be reviewed by the EQRO or the Department for medical
necessity. lf the transfer is determined not to have been medically necessary, then no payment w¡ll be made for the
stay that was not deemed medically necessary.

6542 IMD lo Hospital Transfers. An inpatient at an IMD may transfer to an acute câre hospital for a shorl term stay,
then return to the IMD and eventually be discharged from the lMD. lf the person's absence from the ll\.4D is due to the
person being an inpâtient of one or more acute care hospitals for a period of three or less consecul¡ve days, the IMD
w¡ll lqt be pa¡d a payment for the transfer to the acute care hosp¡tal. lf the absence is for a period exceed¡ng three
consecutive days, the ll\ilD w¡l¡ receive payment for the transfer to the acute care hosp¡tal. Three or less consecut¡ve
days means the patient ¡s absent or onleave from the IMD for three or less successive midnight census counts of the
lN.4D. The lN4D will be el¡g¡ble for payment for each medically necessary day the patient was ¡ncluded in the census
counts of the ll\y'D. The acute care hospital, to which the patient was trânsferred, will be reimbursed for the medically
necessary stay without regard to the patient's length of the stay in the acute care hospital. Any payment to the IMD
for a person's inpatient stay is subject to the person being eligible for MA coverage for their stay in the lN/lD.

6550 Days Awa¡ting Placement

Days awaiting placement are those days of an inpatient hosp¡tal stây dur¡ng wh¡ch mediÇally necessary servìces
could have been provided to the patient ¡n a nurs:ng facil¡ty or some other alternative treatment setting. A DRG
weighted discharge payment w¡ll not be âdjusted for days a WIVP recipient patient awaited placement to an
alternative living arrangement. lf placement to a NF or an ICF-MR ís delâyed, not on the hospital's part, for
completion of requ¡red pre-admiss¡on screening for mental illness and/or mental retardation (required under Subtitle '

C, Part 2 of PL 100-203, the Omnibus Budget Reconcilíât¡on Act of 1987), the hosp¡tal may request ând rece¡ve a per
diem payment for each allowed day ident¡fied as wa¡ting placement due to the lack of the pre-admission screen. Th¡s
payment shall be ¡n add¡tion to the DRG payment, not to exceed the eslimated statewide average NF rate. Each
allowed day await¡ng placement must be adequately documented for review ¡n the pat¡ent chad.

6560 Outpat¡ent Serv¡ces Related to lnpat¡ent Stays

Outpatient hospital claims for services provided to a recipient during an inpatient stay are cons¡dered part of lhe
inpatient stay and wi¡l be denied. Emergency room services shall be cons¡dered part of the ¡npât¡ent stay, not
outpatient services, ¡f the patient was admitted and counted in the midn¡ght census. Outpatient or profess¡onal cla¡ms
on the date of adm¡ss¡on or dischârge will be allowed if billed by a prov¡der other than the admitting inpatient hospital.

6570 Obstetr¡cal and Newborn Same Day Adm¡ss¡on/D¡scharge

A hospital stay shall be consìdered an ¡npatient stay when a WMP rec¡pient is admitted to a hospital and del¡vers a
baby, even if the mother and the baby are discharged on the date of admission and not ¡ncluded ¡n the midnight
census. This consideration applies to both the newborn infant and the mother and âlso applies in those ¡nstances
when the recip¡ent and/or newborn are lransferred to another hospital.

6580 Changes of Ownersh¡p

Payment rates will not change solely as a result of a chânge of ownership. At the time of ownersh¡p change, the new
owner will be assigned the hosp¡tal-spec¡fic DRG base rate of the pr¡or owner. Subsequent changes to the hospital-
specific DRG base rate for the new owner w¡ll be determined as if no change in ownership had occurredl that is, the
prior owner's l\,4edicare cost reports will be used until the new owner's l\iledicare cost reports come due for use in the
annual rate update.
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6590 Prov¡sions Relat¡ng to Organ Ttansplants

6591 Coverage Cr¡ter¡a. ln ordet Ior a hospital to receive payment for transplant services, the following criteria must
apply:

a. The transplant must be performed at an institution approved by the Orgân Procurement and Transplant
Netwolk and/or CMS for peforming organ transplantat¡on for the type of transplant prov¡ded.

b. Any transplant other than a transplant of a solid organ must be prior authorized by the Department. Criteria
for coverage of solid organ transplants are provided in Attachment 3.'1-E and the organ transplants listed are
heart, heartlung and lung, Iiver, and pancreas. Prior author¡zat¡on requests must be subm¡tted jointly by the
hospital and the transplant surgeon, and must ¡nclude wr¡tten documentation attesting to the
appropriateness of the proposed transplant. Payment will not be made without pr¡or authorizat¡on approval.

c. ln order to ¡nclude the acquisition costs in the allowable charges, and nol have the "acqu¡s¡tion costs"
deducted from the transplant payment, the hospital will have lo prov¡de assurance to the Department that
organs are procured from an organ procurement organization.

6592 Organ Procurernerì¿ Organs must be obtâ¡ned ¡n compliance w¡th the requ¡rements of Federal and State statute
and regulations.

6593 Transplant Log. Hosp¡tals which perform organ transplants must ma¡ntain a log for every organ transplant
pertormed for a WIVlP recipient (except bone marrow) ¡nd¡catìng the organ procuremenl organ¡zation or agency or
source of the organ and all costs assoc¡âted with procurement. A copy of this log mLrst be submitted along with the
transplant hospital's WMP cost report, so thal the WMP may document compliance.

6600 Charye Cap Paymenl Pol¡cy

All claimspaid via DRG are subject to a charge cap payment policy. Underthe policy, cla¡ms are paid lesserofthe
submitted charges or DRG calculated pâyment amount. The DRG calculated payment amount is the allowed amount
(DRG base pâyment + outlier paymenl) m¡nus other healthcare coverage and copayment. DRG calculated payment
does not ¡nclude P4P or accsss payment adjustments.
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6700 Performance"Based Payments

67 1 0 Assessment-Funded Peìlormance-Based Payments

The Department reserves $5 million (all funds) in each SFY for its Hospital Assessment Pay-for-Performance
(HAP4P) program, which provides for payments to ch¡ldren's, rehab¡litation, and acute care, including long term care,
hosp¡tals located in W¡sconsin. Critical access hospitals are not ¡ncluded in the HAP4P program because they
already receive cost-based reimbursement. Psychiatric hosp¡tals are not included because they are paid under a

different reimbursement methodology in the State Plan.

The HAP4P program is administered on a meâsurement year (MY) bas¡s. Each MY runs from January '1 through
December 31 . Payments for each MY are made annually by the September 30 following the conclusion of the N,4Y.

The rema¡nder of this sect¡on descrittes the program's design and requ¡rements for the current measurement year. ln
order to be elig¡ble for HAP4P program payments, hospitals are required lo repod performance measure data and
meet performance-based targets âs specif¡ed in the Hospital Pay-for-Performance (P4P) Guide, which ¡s effective
January 1 and published on the Wisconsin FoMardHealth Portal here:
https://wlMw.forwardhealth.wi.qov/wiportali contenUprovider/medica¡d/hospital/resources 01 .htm.sÞaoe.

Hospitals rece¡ve payment for scor¡ng at or above the averages published ¡n the P4P Guide for the three CheckPoint
measures, and the¡r respective sub-measures, as l¡sted below.

1) Per¡natal Measures ($2 mill¡on) - Hosp¡tals are scored on two sub-measures (Cesarean Section and
Newborn Screen¡ng Turnaround Time). A hosp¡tal cân earn a 75% "partial share" of the $2 million by scoring
at or above the published average on one of the sub-measures, or can earn a 100% "full share" of the $2
million by scoring at or above the publ¡shed average on both of the sub-measures.

2) Patient Experience of care ($1.5 million) - Hosp¡tals are scored on 10 sub-measures drawn from the
-31 question Hospital Consumer Assessment of Healthcare Prov¡ders and Systems (HCAHPS) survey
completed by pat¡ents. A hospital can earn a '100% "full share" of the $ 1.5 million by scoring at or above the
published average on at least three of the sub-measures.

Central Line Associated Blood Stream Infections (CLABSI) ($1.5 million) - Hospitals are scored based on
their performance on this standard infectìon ratio that is calculated for allW¡sconsin hospitals. A hosp¡tal can
ea'n a ljjyo "full share" of the $1 .5 million by scoring at or âbove the publ¡shed average for this measure.

Only data submitted to CheckPoint as of the June 30 following the conclusion of the MY are included in the
calculations of performance on these measures.

The Department determines the payment amounts and recipienls for each measure separately. The Department
calculates the "full share" payment âmount for a measure by d¡v¡d¡ng the budget for the measure by the sum of
("part¡al" and "full")shares earned by hospitals; the "part¡al share" payment amount ¡s the "full share" payment amount
multiplied by the "partial share" percentage. For example, if, for the Per¡nata¡ Measures, 25 hospitals qualify for "full
shares" and 20 hospitals qualify fot 7 50Â "patlial shares," the sum of the shares is 40 (25 + (0,75 x 20)), so the 25
hospitals each earn $50,000 ($2 million / 40) while the 20 hospitals each earn $37,500 ($50,000 x 0.75).

HAP4P payments are l¡mited by the federal UPL regulat¡ons at 42 CFR 5447.272. All HAP4P payments are included
in the UPL calculat¡on for the MY regardless of when payments are actually mâde.

3)
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6720 Withhold Based Performance Based Payments

Ïhe Department has a Hospital W¡thhold Pay-for-Performance (HWP4P) program that provides for payments for
acute care, children's, and critical access hospital services. Psych¡atric, long term care, and rehab¡litation hospitals
are exempt from the HWP4P program.

The Department administers the HWP4P program on a measurement year (N/Y) basis. MYs are on a 12-month cycte,
from January 'l through December 31.

For each MY, the Department pays FFS inpatient cla¡ms at the rate of 97% of the re¡mbursement in effect during the
MY. Ihe HWP4P pool amount is the remain¡ng 3% of the reimbursement in effect during the MY for those same FFS
cla¡ms. Hosp¡tal supplemental payments made to eligible providers, including access payments, are excluded from
lhe HWP4P pool amount.

The Department makes HWP4P payments for each MY annuaìly by the September 3O following the conctusion of the
MY,

The rema¡nder of th¡s section describes the program's des¡gn and requirements for the current measurement year. ln
order to earn eligibility for HWP4P program payments, hospitals are requ¡red to meet performance-based targets as
specif¡ed in the Hospital Pay-for-Performance (P4P) Guide, wh¡ch is effective January '1 and published on the
Wisconsin ForwardHealth Portal here:
httDS://www.forwardhealth.wi.qov/wioortâl/content/prov¡der/medicaid/hosÞitali resources Ol .htm.spaoe.

The HWP4P program cons¡sts of lhe Potentially Preventable Readmissìons (PPR) measure, which focuses on
ident¡fy¡ng inpatient admiss¡ons that occur w¡thin 30 days after an initial inpatient v¡s¡t and could have been potentially
prevented through a variety of d¡scharge planning, outpat¡ent or professional services, or other preventat¡ve care.
W¡scons¡n Medicaid uses 3MrM software lo ident¡fy these polentially preventable readmissions, as well as to generate
an expected number of PPR cha¡ns based on the h¡storic W¡sconsin ¡npat¡ent hospital experience. The Department
compares each prov¡del,s number of PPR chains ìn the measurement year to the number of PPR chains expected
from that provider, based on h¡storical data evâluâted by the 3MrM software, to create the methodology for
performânce standarcls and returns.

Providers that meet the requ¡rernenls are elig¡ble to receive payments from the HWp4p pool as follows:

1) lf a hospital meets all of its performance targels for âll applicable measures, it receives a payment equal to
¡ts ind¡v¡dual HWP4P pool allìoulll.

2) lf a hospital does not meel or surpass its performance targets, it receives either no return, or a partial return
calculâted in a graduated manner as specified in the Hosp¡tal p4p Guide.

3) lf all particÌpating hospitals meet all of their individually applicable largets, no additional HWP4P pool funds
are ava¡lable and thus no bonus payments beyond those described above can be made to any hospital.

4) lf al least one part¡cipating hosp¡tal does not rece¡ve ¡ts full HWp4p pool amount, the Department
aggregates all remaining HWP4P pool funds and distributes them as additional bonus payments to hosp¡tals
that met their pedormance targets, up to 10% of the¡r total fee for serv¡ce inpatient re¡mbursement.

Each elig¡ble hospital may review the performance meâsure requirements to receive the HWP4P pool payment prior
to the l\4Y in the ForwardHealth P4P Guide, here:
httos://www.forwa!-d,he-alth.wj.gpv-¿Wiþo¡tal/contenVorovider/medicaid/hosÞitali resources 01 .htm.snaae. The data
prov¡ded includes criteria for which cla¡ms are excluded from the measure.

HWP4P payments, including the add¡tional bonus payments, are l¡mited by the federal UPL regulations at 42 CFR
5447 772-. All HWP4P payments, including the additional bonus paym€nts, arê i¡rcludecl ¡n lhe UPL culculat¡on for the
IVIY regardless of when pavments are actually made.
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6800 Payment Ad¡ustment for Prov¡der Preventable Cond¡tions

The Department meets the requirements of 42 CFR Part 447, Subpart A, and S 1902(aX4), S1902(aX6), and S1903
w¡th respecl to non-payment for provider-preventâble condit¡ons.

Health Care-AÇquired Condit¡ons

The State identif¡es the following Health Care-Acquired cond¡t¡ons for non-payment under
Attachment 4.19-A:

Vein Thrombosis
replacement surgery in

Other Provider-Preventable Cond¡tions

The State identifies the following Other Provider-Preventable CondÌtions for non-payment under Attachment 4.19-4.

X Wrong surg¡cal or other invasive procedure performed on a patient; surgical or other invasive
procedure performed on the wrong body part; surg¡cal or other invasive procedure pedormed on
the wrong patient.

A.l.lìtional other Provider-Preventable Cond¡tions identified below.

ln compl¡ance with 42 CFR 4447 .26 (c), the State provides:

'1. That no reduction in payment for a provider preventable condition (PPC) will be ¡mposed on a provider when
the condition defined as a PPC for a pârt¡cular pat¡ent existed prior to the ¡nitiation of the treatment for the
patient by that provider.

2. That reductions in prov¡der payment may be limited to the extent that the following apply:
a. The ident¡fied PPC would otherwise result in an ¡ncrease in payment.
b. The State can reasonably isolate for nonpayment the portion ofthe payment directly related to

treatment for, and related to, the PPc.
3. Assurance that non-payment for PPCs does not prevent access to services for WIV1P beneficiar¡es.

X Hospital-Acquired Condit¡ons as ¡dentified
(DVT)i Pulmonary Embol¡sm (PE) follow¡ng
pediatr¡c and obstetric pat¡ents.

by Medicare other than Deep
totâl knee replacement or hip
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7200 Payment for Vent¡lator-Assisted Patients

7210 Rate of Payment

The per diem payment rate for long-term vent¡lator seru¡ces is listed in S7900. Hospitals are required to bill at least on
a monthly basis. This rate applies to instate hospitals border-status hospitals and non-border status hospitals.

7220 Cr¡ter¡a for Approval to Rece¡ve Vent¡lator-Ass¡stance payment Rate

7221 Pat¡ent Cr¡ter¡a. Payment of the ventilator-assistance râte for a patient's hosp¡tal stay must be requested by the
hosp¡tal and âpproved by the Wl\¡P based on the following cr¡teria, The request ¡s to be submitted through the WMp
pr¡or authorizalion (PA) process. lf one or more of lhe following criteria are not met, payment of the vent¡lator-
assistance rate may be approved by the WN.4P ¡f it is determined that payment of such rate to the hosp¡tal for the
patient's stay is expected to be less costly than alternat¡ve ventilator assistance servjces.

a. The pat¡ent must have been hospital¡zed continuously in one or more hospitals for ât least thirty consecutive
days;

b. The vent¡lator-assisted patient must be in a med¡cally stable condit¡on requiring an inpalient level of carei
c. Attempts at weaning the patietìt froflr the vent¡lator are inâppropr¡ate or must have fa¡led;
d. The ventilator-assisted patienl must require vent¡lator ass¡stance s¡x or more hours per dayi
e. Home care must be an unacceptable alternat¡ve because of f¡nancial/economic hardship or because oflhe

lack of adequate support system; and
f. Nursing home placement must be inappropriate because of the high level or type of care required or non-

ava¡lab¡lity.

7222 Ded¡caled Un¡t Provis¡ons. lf a hosp¡tal has a specialized nursing unit dedicaled to the care of venlilator-
assisted patients, the Department will allow the hospital to be reimbursed retroactive to the f¡rst dây of the stay ¡n the
dedjcated unit even if that date ¡s prior to the date of approval for payment at the venlilâtor-assistance rate.

7223 Transfers. Hospitals will continue to be pa¡d lhe vent¡lator rate when ventilator-assisted patients are transferred
to äcute care or intênsive care units within the hospital for complications associated with their ventilator dependency.
Hospitals w¡ll be paid the prospect¡ve DRG rate for transfers and/or admissions to acute care settings for mecl¡cal
problems rrnrelaterJ to the¡r ventilator dependency, provided the acuto caro stay lasts more than five days.

7230 lf Vent¡lator-Ass¡stance Exemption D¡scont¡nued

ln the event that the Department discontinues the ventilator-assisted payment rate, the Department is obligated to
pay for serv¡ces at the most current rate adjusted annuâl¡y for inflation until such t¡me as an alternate placement for
patients is found. The hospitalwill continue to provide care to these patients at th¡s rate unt¡l alternal¡ve placement ¡s
found.

7000
SERVICES EXEMPTED FROM THE DRG-BASED PAYMENT SYSTEM

lnpatient Hospital Stâte Plan
Attachment 4.19-A
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7300 Payment for Department of Corrections lnmates

7310 lnlroduction

As authorized under 20'13 Wiscons¡n Act 20, the WIVIP reimburses hospitals for state pr¡son inmate inpat¡ent hosp¡tal
stays, when the inmate has been determined eligible for lvledicaid, for dates of admission on or after April 1,2014.

7320 El¡g¡b¡l¡ty

Ihe inmate must meet the following eligibility criteria:

a) Only inmates of a state prison, not a county ja¡|, are elig¡ble.

b) Only Wisconsin Medicaid or Badgercare Plus benef¡t plans are eligible for reimbursement. To qualify for
Wiscons¡n Medica¡d or BadgerCare Plus, state pr¡son ¡nmates must meet all applicable eligibil¡ty criter¡a.

c) lnmates are eligible for the Wl\¡P for the duration of their hospital stay only, Eligibility begins on the inmate's
date of âdmiss¡on and ends on the inmate's dale of discharge.

d) Med¡cal services provided to ¡nmates who do not qualify for the Wl\,4P are coord¡naled and reimbursed by
the Deparlment of correct¡ons (DOC).

7330 Serv¡ces Covered

The following services are covered for state prison inmates:

a) lnpatient hosp¡tal services that are âllowed by the WMP and last for at least 24 hours.

b) Emergency room (ER) services that result in an adm¡ssion to the hosp¡tal, directly from the ER, which
persists through the next midnight census or 24 hours after the inmate's release from the prison, whichever
is longer. ER services meeting these criter¡a are subsumed under the inpat¡ent services prov¡ded.

c) Observation stays that result in an admission to the hospital, directly from the observation, which pers¡sts
through lhe next midn¡ght census or 24 hours after the inmate's release from the prison, whichever is longer.
Observat¡on services meeting these crileria are subsumed under the inpat¡ent servìces provided.

7340 Re¡mbursemenl

The WN/lP reimburses for services provided to Wl\¡P-eligible state pr¡son inmates as follows:

a) Acute care hospitals are reimbursed at a percent of their usual and customary charges equal to the average
in-state, acute hospital cost-to-charge ratio.

b) Other types of hosp¡tals are reimbursod according to the¡r existing Wl\4P reimbursement methodology.

7350 Prior Author¡zat¡on

WIVIP services provided to state prison inmates are subject to the same prior author¡zation (PA) requirements as
WIVIP services provided to other Wl\4P enrollees. lf PA ¡s denied for a given service, the DOC is responsible for
reimbursement of that service.
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7400 Negotiated Payments for Unusual Cases

Notwithstanding othet reitìlbursernerì[ provisions of this plan, the Department may allow an a¡ternat¡ve payment for
non-experimental inpat¡ent hospital serv¡ces if the WMP determines that all of the following requirements are met:

1. The services are;
a. Necessary to prevent death of a recip¡ent; or
b. Necessary to prevent life threatening impa¡rment of the health of a recipient; or
c. Necessary to prevent grave and long lasting physical health impairment of a recipient; or
d. Cost effect¡ve compared to an alternative service or alternative services.

2. At the time this plan was submitted, the service(s) as proposed:
a. Was not reasonably access¡ble for WIVIP rec¡pienlsi or
b. Had not been a Wl\y'P approved service provided for the particular purpose(s) intended; or
c. Had not been a WMP approved service provided under s¡m¡lar medical c¡rcumstancesl or
d. Required pelormance in the hospjtal which, given the c¡rcumstances of the recipient's case, ¡s the. only feasible provider or one of the only feas¡ble providers known to the WMp.

3. Existing payment methods are inadequate to ensure access to the serv¡ces proposed for the recipient.
4. All appl¡cable pr¡or authorization requirements are met.

This 57400 appl¡es to in-state hospitals, border status hospitals, and out-of-state hospitals not having border status.
Alternat¡ve payments made under this provision shall be set on a case by case basis and shall not exceed the
hospital's charges.

Requests for alternat¡ve payments underth¡s provision areto bemadetothe: Office of the Administrâtor,
Depaftment of Health Services, 1 West Wilson Street, Suite 350, p.O, Box 309, l\.4adison, Wl 53701-0309
(telephone 608-266-2522 or FAX 608-266-1 096).

Requests must be submitted prior to âdmission, dur¡ng the hospital stay or not later than 1BO days after the WMP
recipient's discharge from the requesting hosp¡tal in order for an alternat¡ve payment to apply, at the discretion of the
Wl\ilP, beg¡nning w¡th the adm¡ssion date (if applicable prior authorization requirements have been met to ailow
retroact¡ve paymcnt).
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7500 Brain lnjury Care

751 0 ln-Slate and Border-Status Hosp¡tals

A per diem rate is provided for prior authorized care of fVlA recipients in a hosp¡tal's brain ¡njury care program wh¡ch
has been approved by the W[,4P. The hosp¡tal's bra¡n injury care program must be approved by the WIV]P and each
recipient's participation in the program must be prior authorized by the Wl\ilP. The cr¡teria for approval of â program
and for pr¡or authorizat¡on of an MA recip¡ent's partic¡pat¡on ¡n the program ¡s available from the Department of Health
Services (see address, S'1000, page 1).

Period¡c payment w¡ll be made to the hospita¡ at the applicable rate per diem specified below. After completion of the
hospital's fiscal year, total payments ât the per d¡em rates in effect for brain injury care of prior authorized MA
rec¡pient services dur¡ng its fiscal year w¡ll be determined. These total payments will be compared to the hospital's
charges for the services and to the hosp¡tal's aud¡ted cost of providing the services. lf the total payments exceed the
totâl charges or the total costs, whichever ¡s lesser, then lhe excess amount of pâyments will be recovered from the
hosp¡tal.

The rates per diem for bra¡n injury care programs for in-state and border status-hospitals are listed in S7900. The
WMP may determine and approve add¡tional rates for brain-injury care programs wh¡ch provide sìgnificantly different
services than are provided in the types of programs l¡sted in 57900.

7600 Long-Acting Reversible Contraception

7610 ln-State and Border-Status Hospitals

An additional payment will be made to a hospital when a long-acting contraceptive (LARC) is provided immediately
postpartum to a Wl\ilP member in the ¡npatient sett¡ng, effective for dates of service on and afler January 1,2017.
Costs associated with LARC device are to be billed separately from the inpat¡ent v¡s¡t (wh¡ch ¡s paid v¡â DRG).
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7900 Payment for Serv¡ces Exempted from DRG-Based Payment System

These payn'lellt rates are established by applying the general payment rate increase provided by the state's b¡enn¡al
budget to the rate in effect for the prior rate year. The payment rates are effective fot rale year 2014 and subsequent
years.

Section

7200

7500

Services

Long-Term Vent¡lator Serv¡ces......

Brain lnjury Care
Neurobehavioral Program Care......
Coma-Recovery Program Care......

Rate Per D¡em Effective
January 1, 2014

$ 1 ,564

$ 1 ,222
$ 2,182

7910 Sev¡ces Covered by Payment Rates ¡n Th¡s Section

All covered services provided during an inpat¡ent stay, except profess¡onal services described in S7920, are
considered hosp¡tal inpatient services for which paynle¡ìt is provided utìder the paynìerìl rates l¡sted in S79OO âbove.
lReference: Wis. Admin. Code, HS 107.08(3) and (4)]

7920 Profess¡onal Serv¡ces Excluded from PaymenÍ Rates in lhls Secfion

Ceda¡n profess¡onal and other services are not covered by lhe payment rates listed in S79OO above. To be
re¡mbursed by the WMP, profess¡onal services must be billed by a separately cert¡fied provider and billed on a cla¡m
form other than the UB-04 hosp¡lal claim form. The following services are excluded from the above payment rates
and may be bll¡ed separately when the profess¡onals are funct¡oning ¡n a capacity listed below.
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8000
HOSPITALS PAID UNDER PER DIEM RATE

8100 Coverêd Hospitals

State-operated institut¡ons for mental diseâse (lMDs), psychiatric hospitals, rehabilitation hospitals, and long-term
care hospitals w¡ll be paid under a rate per diem. Services described in 57000 âre exempted from reimbursement
under th¡s sect¡on if reimbursement ¡s requested by and approved for the hospital according to S7000.

8200 Payment Rates

Th¡s section describes how lMDs, psychiatr¡c hosp¡tâls, rehabil¡tation hospitals, and long{erm care hospitals are
reimbursed for services prov¡ded to WIVIP rec¡pients. All services provided during an inpatient stay, except
profess¡onal services described in S8420, will be cons¡dered inpatient hospital services for which payment is
provided.

8210 Slate Owned and Opercted IMD\

8211 lnterim Pet D¡em RaÍe. Pat¡ent stays in a hospital covered by this section w¡ll be paid at interim or temporary
rates per d¡em until a final reimbursement settlement can be completed for the hosp¡tal's lÌscal year.

8212 F¡nal Re¡nbursement Settlement. After a hospita¡ completes each of ¡ts fiscal years, a final reimbursement
settlement will be completed for WMP inpatient serv¡ces provided during the year. The allowâble costs a hospital
incurred for provid¡ng WMP inpât¡ent services during its fiscal year will be determined from the hospital's audited
l\y'edicare cost report for the f¡scal year. Allowable costs will include lhe net direct costs of educat¡on act¡vit¡es incurred
by the hosp¡tâl as determ¡ned accord¡ng to 42 CFR 5413.85. Covered education activit¡es include those allowed
under 5413.85 and approved residency programs, allowed under 42 CFR 5413.86, in medicine, osteopathy, dent¡stry
and podiatry.

The final reimbursement settlement will take the following federal payment lim¡ts into considerat¡on:

('l) Total final reimbursemenl maynotexceed charges according to S10000.
(2) Compliance with the federal upper payment lim¡t of 42CFR5447.272, âlso known as the Medicare upper-

l¡mit, will be retrospectively determined when the f¡nal settlement is determ¡ned. lf necessary, final
reimbursement will be reduced ¡n order that this federal upper payment limit ¡s not exceeded.

lf the total amount of final re¡mbursement for the hosp¡tal's fiscal year exceeds the total interim payments for the year,
then the d¡fference will be paid to the facil¡ty. The difference will be recovered ¡f the total f¡nal re¡mbursement is less
than the total interim payments.

8220 All Other Psychiatr¡c, Rehab¡litation, and Long-Term Care Hosp¡tals. Pâtient stays in a hospital covered by this
sect¡on w¡ll be paid at a prospective per d¡em cost based rate. The prospective per diem rate will be based on the rate
setting l\4edicare cost report. A cost per day will be calculated for rout¡ne inpatient serv¡ces using l\,4edicare and
Medicaid cost principles. WMP anci¡lary costs will be apport¡oned by deriving cost-to-charge ratios for eâch ancillary
serv¡ce. The total routine and anc¡llary WMP costs will be d¡vided by total pa¡d WIVIP days from the Medica¡d
lvlanagement lnformâtion System (Nil[,41S). The cost per diem rate will be inflated to lhe current rate year by applying
the "Hospital and Related Healthcare Costs lndex" published by lHS. F¡nal hospital-specific per diem payment rates
are based on provider costs but are subject to a budget reduction factor to ensure compl¡ance w¡th the Department's
annual budget. For rale year 20'14 and subsequent years, the budget reducl¡on factor used to ensure compliance w¡th
the Department's annual budget is 85.08%.

8221 Rates for New Hosp¡tals. The Department will establish payment rates for new psych¡atric, rehabil¡talion, and
long{erm care hospitals under a method other than that descr¡bed above until Medicare cost reports are available for
appl¡cation of the above methodology. The start-up period for a new psychiatric, rehabilitation, or long-term care
hospital begins the date the hospital admits its first WMP recipient. The start-up period ends when an audited 12-
month l\ledicare cost repod is available to the Department at time of rate calculalion. The per diem rates to be pa¡d
during the start-up period shall be an average of the rates being paid to other psychiatric, rehabilitation, or long-term
care hosp¡tals in the sta1e, nol including rates be¡ng paid to new psychiatr¡c, rehabilitation, or longìerm care hospitals
during a start-up period. The start-up rate being paid to a new psychiatric, rehabilitation, or longlerm care hospital is
prospective withoul a relroactive payment adjustment. Rates will be established according to the methodology
descr¡bed in 58220 above after the slart-up period ends and a submitted l2-month lvledicare cost repo{ is available.

8300 Other Provisions Relating to Per D¡em Rate System
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83 10 Review by External Qual¡ty Rev¡ew Organization (EARO). 56510 applies to hospitals under the per d¡em rate
sYstem.

8311 EQRO Control Numbers. 5651 1 appl¡es to hospitals under the per diem rate system.

8320 lVedically Unnecessary Days (Under Per Diem Rate System). l\4edically unnecessary days are lhose days that
are not reasonably expected to improve the patient's condition, that are not for diagnostic study, or that do not require
the intensive therapeutic services normally associated w¡th inpatient care. (See 58310 regarding criteria.)

8321 Authorily for Recovery (Under Per Diem Rate System). The Department will recover payments previously made
or deny payments for medically unnecessary hospital stays or days and/or inappropriate services based on
determinations by the Department, the Wisconsin Peer Review Organ¡zation (EQRO) or other organizations under
contract w¡th the Department. The Department is required by federal law to mon¡tor the medical necessity and
appropriateness of services provided to WIVIP recipients ând payments made lo prov¡ders of such serv¡ces.
Wisconsin statute, Sa9.45(3)(f)2m, authorizes the Department to adopt criter¡a on med¡cal necessity and
appropr¡ateness and to deny claims for serv¡ces fa¡ling to meet these criteria,

8322 Calculat¡on of Recoupment (Under Per D¡em Rate Sysfem). The amount to be recouped for medically
unnecessary stays or days is calculated by mult¡plying the rate per diem times the number of den¡ed days, less any
co-payment or third-party payment.

8330 lnappropr¡ate 
^dmissions. 

56530 applies to hospitâls hav¡ng per diem rates.

8340 Temporary Hospital Trânsfers (Under Per D¡em Rate System). When an ¡npatient in a hospital paid under the
prospective rate per diem system is transferred to an acute care hospital and transferred back, no per d¡em payment
shâll be prov¡ded to the hospital for the days of absence. The acute care hospital, to which the patient temporar¡ly
transferred, will be reimbursed by the Wl\4P for medicatly necessary stays.

8350 Days Awaiting Placement (Under Per Diem Rate System). Days awa¡ting placement are those days of an
¡npat¡ent hospital stay during which med¡cally necessary services could hâve been provided to the patient in a nursing
facil¡ty or some other alternat¡ve treatment sett¡ng. Payment under the prospect¡ve rate-per-diem w¡ll be adjusted for
days a WMP rec¡pient patient is awaiting placement to an alternative living arrangement. For those days ident¡fìed as
awa¡ting placement, payment shall be adjusted to an amount not to exceed the statewide averago skilled care per
diem rate for nursing facilities (NFs). Each allowed day aw¿itir'rg pl¿cellìeIt slr¿]ll be docutlrerrted tlìrough pat¡ent chârt
review and subject to criteria establ¡shed by the WlvlP. The amount to be recouped is calculated by subtracting the
skilled care rate from the rate per diem and multiplying by the clâys awa¡ting placemenl. The amollnt to he recouFed
¡s also reduced by the applicable amount of co-pay and lhird-party liability (TPL) payments.

8360 Outpatient Services Related to Inpatient Stay. 56560 applies to hosp¡tals under thc per diem rate syslem.

83B0 Chongcs of Owncrship. 96580 opplies to hospitals under the per diem rate systenr.
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8400 Covered and Non-Covered Serv¡ces

8410 Seru¡ces Covered

AII covered services prov¡ded dur¡ng an inpat¡ent stay, except professional services described in S8420, shall be
considered hosp¡tal inpatient services for which per diem payment is provided under this S8000.
lReference: Wis. Adm¡n. Code, HFS 107.08(3) and (4).]

8420 Professional Sev¡ces Excluded

Certain professional and other services are not covered by the per diem payment rates under this 58000. To be
reimbursed by the WN4P, profess¡onal services must be billed by a separately cerl¡fied provider and b¡lled on â claim
form other than the UB-04 hosp¡tal claim form. The following services are excluded from the per diem payment rates
and may be b¡lled separately when the professionals are functioning in a capac¡ty listed below,

Phys¡c¡ans Optometr¡sts Pharmacy, for take home drugs on
the date of d¡schargeHeâr¡no a¡ai dealers

Psvcholoqists Audioloo¡sts Durable medical equipment and
suool¡es for non-hosDilal usePhvsiciân âssislânts Po.liâlrists

Nurse midwives lndeDendent nurse oractit¡oners Spec¡al¡zed medical vehicle
transDortationChirôñrâclôrs Anêsthesiâ âss¡slânts

Dent¡sts Cert¡fied reoistered nurse anesthet¡sts Air. water and land ambulance

TN # 18-0002
Supersedes
TN # 't7-0002

JUS 
'6 

2018

Approval Date: _ Effect¡ve Date: O'l l}l l2O1 A



lnpâtient Hospital State Plan
Attachment 4 19-A

Page 31

9000
SUPPLEMENTAL PAYMENTS

Supplemental payments are providecl to hospitals located in Wisconsin wh¡ch provide a significant amounl of services
to specialty populations. The payments w¡ll be subject to the payment limitation of S10000 by which the total of the
overall payments to an ind¡vidual hospital dur¡ng the state fiscal year may not exceed the hospital's total Çharges for
the covered services.

9100 Funding of lnpatient Medicaid Deficit

A hosp¡tal ¡n Wisconsin can receive addit¡onal reimbursement from the WMP for costs it incurred for providing
inpat¡ent hosp¡tal services to WMP rec¡pients ¡f provisions of th¡s section are met. This is referred to as Medica¡d
deficit reduction funding and is an adjustment to prior year costs as defined ¡n 45 CFR S95,4. The reimbursement as
described below is ava¡lable beginning September 1, 2013 and is determ¡ned based on a hospital's l\,4ed¡care cost
report for its compleled f¡scal yeâr.

91 1 0 Qual¡fying Cr¡ter¡a

A hosp¡tal can qualify for Medicaid deficit reduction funding if:

a) ¡t is an acute care hospital operated by the Statc or a local government in Wisconsin or is a non"state public
psych¡atr¡c hosp¡tal located in Wisconsini and

b) it incuffed a def¡cit frorn providing WMP inpat¡ent services (desffibed in 59120 below); and
c) the operator of the hospital certifies that ¡t has expended public funds to cover the deficit.

9120 Defic¡t from Prov¡d¡ng Med¡caÌd lnpat¡ent Serv¡ces

The def¡cit from prov¡ding ¡npatient services to WIVIP rec¡pients (lhat is, the Med¡ca¡d deficit) is the amount by which
the cost of provid¡ng the serv¡ces exceeds the WMP paymenl for those services. The cost of providing the WMP
¡npatient services is ¡dentified from the hospital's audited Medicare cost report for the hospital's fiscâl year under
consideration for the lvledicaid deficit reduction. Pâyment refers to the total of the reimbursement provided under the
provisions of 56000 and 59300 to SgB00 of lhis Attachment 4,194 of the State Plan for inpalient serv¡ces for the
respectivo fiscal yeâr.

9130 lnter¡m Pâymêht

The Depârtment identifies the total amount of uncompensated WMP FFS ¡npationt hospital costs as desoribed in
S9120 to determine interim payments under this section until finalized hosp¡tal lVed¡care cost reports are ava¡lable.
For the hosp¡tal fiscal year, the per diem cosls for routine cost centers and cosl-to-charge rat¡os for ancillary cost
centers are determined using the hospital's most recently filod lvl6dicar€ cost report as ava¡lable on HCRIS. The
process for the inter¡m payment calculat¡on is as follows:

l. Total hospital room and board and routine costs are identif¡ed from Worksheet b Part l, Column 26, Lines 30
through 43 for the CMS 2552'10 (Worksheet B Part l, Column 27, Lines 25 through 33 for the CMS 2552-
96). lhese cost centers are specif¡c to rout¡ne and room and board services and their cost calculalions are
performed separately from ancillary service costs. Total hospital pat¡ent days for inpat¡ent routine costs are
identified from Worksheet S-3 Part l, Column I for the CIVIS 2552-'10 (Worksheet S-3 Part l, Column 6 for
the ctvts 2552-96).

2. The cost and total hosp¡tal patieni days from Step 1 represent the total hospital costs and days for purposes
of determining the calculated per diem cost for routine cost centers.

3. Total ancillary hospital costs arc idcntificd from Worksheet B Part I for both the CMS 2552-10 and the CMS
2552-96. These cost centers pertâin to only ancillary serv¡ce cost centers. The hospital's total charges by
cost center are ident¡fied from Worksheet C Part llor both the CIVS 2552-10 and the CN4S 2552-96. These
costs and charges are ident¡fied in order to determ¡ne the cost-to-charge râtios for âncillary cosl centers.

4. Costs for orgälls trallsplarrted to Wl\4P recjpients will be câlculated by flrst detêrmin¡ng the organ acquisition
cost"to"chargo rûtio us¡ng Workshcct D 4 from thc CMS 2552-'10 (Worl(sheet D-6 from the Cl\4S 2552-9C).
The organ acquisition cost-to'charge ratio is then mult¡plied by WMP hospital Feejor-Service (FFS) organ
acquisition charges identified from Ml\y'lS records tor the most recent completed state fiscal year ending
June 30.
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5. The Department will calculate the cost per diem for each routine cost center. For each ¡npatient routine cost
center a cost per diem ¡s calculated by d¡viding total hospital costs ¡dentified from Step 1, by total days
identified in Step 1. The cost per d¡em is multiplied by Wl\4P hospital Fee-for-Service (FFS) days identified
from MlvllS records for the most recent completed state liscâl year end¡ng June 30. Long-term Çâre cost
centers and other non-hospital related cosl centers are excluded from this process. The Adults & Pediatrics
(A&P) routÌne per diem, in accordance w¡th the lvledicare cost report worksheet D-'1 for both the CMS 2552-
10 and the CMS 2552-96, is computed by including observalion bed days ¡n the total A&P patient dây count
and exclud¡ng sw¡ng bed nursing facility costs and pr¡vate room d¡fferential costs from the A&P costs.

The Depadment will calculate a cost-to-charge rat¡o for each ancillary cost center. For ancillary cosl centers, a cost-
to-charge ratio is calculated by dividing the total hosp¡tâl costsfrom Step l Worksheet B Part I bythetotal hospital
charges from Step 3 Worksheet C Pad L

The hospital cost-to'charge rat¡os and per d¡em allocât¡on determined through the above process (steps 1-5) for the
filed l\,4edicare cost report year are used to determ¡ne the hosp¡tal's costs for the payment year. The hospital costs for
WMP FFS for the payment year are determ¡ned as follows:

6. To determ¡ne the inpat¡ent hospital rout¡ne and anci¡lary cost center costs for the payment year, the
hosp¡tal's projected WMP FFS ¡npatient days and charges by cost center are used. lo project WIVIP hospital
FFS charges as accurâtely as possible for the payment year, the projection w¡ll be based upon the hosp¡tal's
actual exper¡ence of WfVP FFS inpatient charges for the most recent 6-month period. The projected charges
are multiplied by the ¡nflation rate from the ¡HS "Hospital and Relâted Healthcare Costs lndex." The
projected charges are then mult¡plied by the cost-to-charge ratios from Step 5 for each respect¡ve ancillary
cost center and the per d¡em cost is multiplied by the WN.4P hospital FFS inpat¡ent days to determine the
WMP FFS inpat¡ent costs for each routine service cost center.

7. The WMP hospital FFS costs eligible to be reimbursed under this sect¡on âre determ¡ned by adding the
WIVIP FFS inpâtient costs from Step 6, and subtracting est¡mated WMP FFS inpat¡ent payments. The
payment estimate will be based on the hosp¡tal's WMP FFS payment experience for the most recent 6-
month period.

I 1 40 I nle r¡m Reconcil¡ al¡ on

The hospital costs determ¡ned through the methods descr¡bed for the payment year are reconc¡led to the as-f¡¡ed
Medicare cost report for the payment year once the l\4edicare cost report has been made available on HCRIS. For
purposes of th¡s reconc¡liat¡on, the same steps as outlined for the payment year method are carried out except for the
changes noted below:

Steps 1 - 5: Hospital costs and charges and patient days from the âs-filed Medicare cost report are used.
Step 6: WMP hosp¡tal FFS charges and inpatient days from N/llvllS paid claims data are used subject to

provider reconciliat¡on.
Step 7: WMP hospital FFS payments subject to provider reconciliat¡on are used.

91 50 Final Reconciliation

Once the l\¡edicare cost report for the payment year has been f¡nalized on HCRIS, reconc¡liation of the finalized
amounts w¡ll be completed, including use of the Worksheet D (for both the CN/S 2552-10 and the CMS 2552-96)
apportionment process. ln the final reconc¡liation, WMP FFS cost is computed using the methodology as prescr¡bed
by the lvledicare cost report.

Worksheet D series including 1) comput¡ng a per diem for each routine cost center and applying the applicable WN,4P

¡npatient days from Mlvlls records for the completed state fiscal year ending June 30 to the per d¡em amounli 2) using
the appropriate Worksheet D-'1 lines to compute the per diem for the routine cost centers, padicularly the Adults &
Ped¡atrics cost center; and 3) applying Worksheet C cost center-specific cost-to-charge ratios to the appl¡cable WN/lP

hospital charges for each anc¡llary cost center. Use of Worksheet D series also ¡nc¡udes the application of all
Medicare cost repod adjustments (¡ncluding swing bed and pr¡vate room differential adjustments) unless expressly
exempt for Wl\,4P.
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9160 L¡m¡tat¡ons on the Amount of DeÍ¡c¡t Reduction Fund¡ng

The combined total of (a) the l\iledicaid defic¡t reduct¡on funding and (b) all other payments to the hospital for inpatient
Wl\y'P services shall not exceed the hospital's total charges for the serv¡ces for the hospitâl fiscal year. lf necessary,
the deficit reduct¡on funding shall be adjusted so the combined total payments do not exceed charges.
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The aggregate deficjt reduct¡on funding prov¡ded to
federa¡ matching dollars âre available under federal

hosp¡tals under th¡s sect¡on shall not exceed the amount for which
UPLS at 42 CFR 447 .272.

There can be no l\.4ed¡caid FFS delicit for ¡npatient hospital services used to calculate âny D¡sproportionate Share
Hospital (DSH) payment.

9170 Payment ¡n Excess of Cosl

lf hospital payments exceed hosp¡tal costs,
be applied agaìnst the unrecovered cost of

the financ¡al ga¡n from l\44 payments or payments for the uninsured witl
uninsured patients/MA shortfall.
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9200 Disproportionate Share Hospital (DSH) Payments

9210 Standard DSH Payments

9211 ceneral. The special payments descr¡bed in this 59210, specifically S92'11 through S9216, are d¡sproportionate
share hosp¡tal payments provided in accord with the federal Social Security Act, $1902(a)(13)(A)(iv) and S1923. DSH
payments are allocated to hospitals that provide a disproportionate share of services to Wl\ilP and low-income
patients. A hospital may qualify for a disproportìonate share payment if the hospital's WMP utilization rate is at least
'1 % and if e¡ther ( l ) the hospital's WMP ut¡lization rale is ât least one standard deviatìon above the mean WMP
utilizat¡on rate for ¡n-state and border status hospitals, or (2) has a low-¡ncome ut¡l¡zation rate of more than 25%. The
DSH payment descr¡bed in this section is a lump sum payment provided to hospìtals on an SFY basis.

9212 Obstetrician Requ¡rement. ln order for a qualifying hosp¡tal to receive its payment, it must have at least 2
obstetr¡cians who have staff privileges and who have agreed to provide obstetr¡cal care to WMP recipients. Hosp¡tals
may substitute any phys¡cian with staff privileges to perform obstetrical care and who has agreed to provide care to
Wl\4P recip¡ents. lf a hospital serves patients predom¡nantly under age 18, or if the hospital did not offer non-
emergency obstetrical care as of Decembet 21, 1987 , ¡t need not comply with this obstetrical requirement in order to
receive the payment.

9213 Med¡ca¡d Ut¡l¡zat¡on Method. A hospital w¡lh high WN/lP utilizat¡on may qualify for a disproponionate share
hosp¡tal (DSH) payment.

. Statew¡de Amounts Calculated. The Department annually calculates a "l\,4edicaid inpat¡ent util¡zation rate" for
each ¡n-state and border status hosp¡tal that rece¡ves Wl\¡P payments. From the compilat¡on of the ind¡vidual
hospital utilization rates, the statewide mean average and standard deviation from the mean are calculated.

. Qualify¡ng Hosp¡tal under Med¡caid Ut¡l¡zat¡on Method: A hosp¡tal qual¡fies for a DSH payment if its lvledica¡d
inpatient utilization rate (M) is equal to or greater than the mean-plus-one-slandard-deviation (S) and is at
ieast 1%.

Hospilal Spec¡f¡c Payment Calculated. A"DSH pâyment" is calculated according to the following formula for
a hospital that qual¡fies under the l\¡edicaid utilization method:

Allotted DSH Fund¡ng for State Fiscal Year / (# of Hosp¡tals qualify¡ng for DSH Payment Under l\,4edicaid
Utilizalion + # of Hosp¡tals qualifying for DSH Under the Low-lncome Ut¡lization Method) = Hospital Specific
Payment Amount

The DSH payment amount shall be l¡m¡ted by the budgetary restrictions as outl¡ned in S9216.

Med¡caid lnpat¡ent Ut¡l¡zat¡on Rate;fhe term "l\,4edicaid inpat¡ent util¡zation rate" means, for a hospital, a

fraction (expressed as a percentage), the numerator of which is the hospital's number of inpatient days
attributable lo patients who (for such days) were eligible for WMP, and the denominalor of which is the total
number of the hospital's inpat¡ent days. lvledicaid inpat¡ent days (the numerator) ¡nclude WMP H N,4O

rêc¡pient days änd recip¡ent days of other stätes' l\4ëdicaid prograrrs reported by ¿l lìospital. Medioaid
inpâtient days in the numerator do not ¡nclude any days of ¡npatient stays wh¡ch were pa¡d in full or part by
Medicare. Paid in full means the amount rece¡ved by the hospital equals or exceeds the amount WIVIP would
have paid for lhe stay. Some l\lA recipient stays, which are lqt paid in full or part by l\iledicare, may be paid
fully or pad¡ally by a third party insurance payer and/or by a rec¡p¡ent's MA eligibi¡ity spend-down funds. lf
the hosp¡tal stay is paid in full, then the days of the rec¡pient's stây w¡ll ¡qt be included in the numerator as
l\4A ¡npâtient days. lf the hosp¡tal is not paid ¡n full and the WMP reimburses the hospital for the unpaid
balance, then all days of the stay are included ¡n the numerator as MA inpatient days 10 the extent that the
days of the stay were allowed by the WMP.
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9214 Low-lncome Util¡zat¡on MeÍhod. A hospital with a low-income ut¡lization rate exceeding 25% may also qualify for
a disproport¡onate share hospital payment. A hospital must make a specific request to the Department to be
cons¡dered under th¡s method for a dispropor-tionate share hosp¡tal payment. A hosp¡tal's "low income ut¡l¡zation rate"
¡s the sum of the following two percentages calculated as descr¡bed below. The Department will des¡gnate the cost
reporting period.

. F¡rst Percentage.' Total payments from WMP to the hospital and total county genera¡ assistance program
payments to the hospital for inpatient and outpatient services plus the amount of the cash subsid¡es received
directly from State and local governments in a cost reporting per¡od, divided by the total amount of revenues
of the hospital for inpâtient and outpatient services (including the amount of such cash subsidies) ¡n the
same cost repoling period. Revenues shall be net revenues after deducting bad debts, contraclual
âllowances and discounts, that is, reductions in charges given to other lh¡rd-party payers, such as HMOs or
l\,4ed¡care. Revenues shall also exclude recorded charges for charity care.

. Second Percenfage: The total amount of the hosp¡tal's charges for inpatient hospital services attributable to
charity care in a cost reporting per¡od, less the portion of any cash subsidies descr¡bed above in the per¡od
reasonâbly attr¡butable to ¡npatient hospital services ¡n the same per¡od, divided by the total amount of the
hosp¡tal's charges for ¡npâtient services in the hospital ¡n the same per¡od.

. Char¡ty Care: Charity care means health care a hospital prov¡des to â patient who, after an ¡nvest¡gation of
the circumstances surrounding the pat¡ent's ability to pay, including non-qualification for a public program, is
determined by the hosp¡tal to be unable to pay all or a portion of the hospital's normal billed charges. Char¡ty
care does not include any of the following: (1) care provided to patients for which a pub¡¡c program or public
or private grant funds pay for any of the charges for the care; (2) contractual adjustments ¡n the prov¡sion of
health care serv¡ces below normal billed chargesi (3) d¡fferences between a hospital's charges and
payments received for health care serv¡ces provided lo the hospital's employees, to public employees or to
prisoners; (4) hospilal charges associated with health care services for which a hosp¡tal reduces normãl
b¡lled charges as a courtesy; or (5) bad debts. Bad debts are claims ar¡sing from rendering pat¡ent care
services that the hospital, using a sound credit and collect¡on pol¡cy, determ¡nes are uncollectible, but does
not include Çhar¡ty care.

. Hosp¡tal Spec¡fic Payment Calculated: A "DSH payment" is calculated according to the follow¡ng formula for
a hospital that qual¡fies under the low-income utilization method.

Allotted DSH Funding for State F¡sca¡ Year / (# of Hosp¡tâls qualify¡ng for DSH Payment Under Medicaid
Utillzâtion + # of Hosp¡tals qual¡fying for DSH Under the Low-lncome Utilization Method) = Hospital Specific
Payment Amount

The DSH paynrenl arrìount shall be limited by the budgetary restrictions as ouflined in $9216.

9215 Wh¡ch Method,A//owed A hosp¡tal will only be âllowed a payment either under the lvledicaid ut¡l¡zâtíon method
of 5921 3 or under the low-income u til¡zâtion method of S92 14. lf the Department determ¡nes a hosp¡ta I q ualifies for a
disproport¡onate share payment under the l\.4edicaid utilization method but the hospital requests a payment under the
low-income melhod and qualifies under this method as well, the hospital will receive only one DSH payment.

9216 Budget fot Standard DSH Paynen¡s. The Department has determ¡ned that a total of g1OO,O0O (for all hospitals
combined) will be available for the DSH hospital payments per SFy.
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9230 Supplemental DSH Payments for ln-State Hosp¡lals

The following sect¡on establishes supplemental disproportionâte share hosp¡tal (DSH) payments for qual¡fying
hospitals located in the State of Wisconsin. To be el¡gitlle for supplemental DSH payments under this section,
hospitals must meet minimum federal requirements for l\ledicaid DSH payments as specified ¡n S1923(b) and (d) of
the Social Security Act [42 U.S.C. 1396r-4(b) and (d))] as well as the qualifying cr¡teria outlined below.

9231 lntroduct¡on. Hospitals located ¡n the State of Wisconsin may receive a supplemental DSH payment for serving
a disproport¡onate share of low-income pat¡ents. Per 49.45(3m)(a) the ânnual âggregâte DSH pool amount is equal to
$27,500,000 in state share general purpose revenue (GPR) plus the match¡ng federal share of payments; a
qualifying prov¡der will receive a proportion of this pool. The DSH payment amount shall not exceed the costs
¡ncurred by the hospital during the appl¡cable state fiscal year of furnishing hospital services (net of payments under
Title XlX, other thân under S1923, and net of any self-pay amounts or any other third-party payments by or on behalf
of uninsured pat¡ents) with respect to ind¡viduals who are elÌg¡ble under Title XIX or hâve no health insurance or other
th¡rd parly health coverage for hospital seruices during the state fiscal year.

9232 Qual¡fying Cr¡lerla. The hospital must meet the following criterìa:

a) The hospital ¡s recognized as a hosp¡tal by DQA.
b) The hospital is located in the State of Wiscons¡n.
c) The hospital provides a wide array of serv¡ces, including serv¡ces provided through an emergency

department recogn¡zed by DQA.
d) The hosp¡tal has a Medicâid inpat¡ent ul¡lization rate (l\.4lUR) greater than or equal to 6 percent. A hosp¡tal's

N4IUR is defined as the fraction (expressed as a percentage) whose numerator is the hospital's number of
inpatient days attributable to patients who (for such days) were el¡gible for WN/lP and whose denominator is
the total number of the hospital's inpatient days. Medicaid inpatient days (the numerator) will include WI\,4P

HMO recip¡ent days and recipient days of other stâtes' Medicaid programs reported by a hosp¡tal.
e) The hospitâl meets appl¡cable, minimum requirements to be a DSH under 42 USC 1396r-4 and any other

applicable federal law.
f) The hosp¡tal must meet the obstetric¡an requirements as spec¡fied in S9212.

9233 Amounts of DSH Allotment and Parmenfs. The amount of the DSH payment, when comb¡ned with all other
DSH payments under the Plan, shall not exceed the State DSH allotment for Wisconsin for the relevant federal fiscal
year, as published by CMS pursuant to S 1923(f) of the Social Security Act [42 USC S 1396r-4(f)]. The Department
sets forth a methodology as defined ¡n 59234 for distributing supplemental DSH payments under this section among
qualifying hosp¡tals. The amount of the supplemental DSH payment to each hospital in any state fiscal year, when
combined with all other DSH payments to the hospital, will not exceed the hospitâl's uncompensated costs includ¡ng
l\,4edicaid shortfall amounts for that state fiscal year as determined under S 1923(gX1XA) of the Soc¡al Security Act
[42 USC S 1396r-a(g)(1XA)]. The total amount of the DSH payment will not be less than a hospital's minimum
payment adjustment under the tests set forth in S 1923(c) of the Soc¡al Security Act [42 USC S 1396r-a(c)].
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9234 DSH A ocation Methodology. The Department d¡stributes supplemental DSH payments in accordance with an
annual budget seI orì a state fiscal yeãr basis. To distribute th¡s supplemental DSH money among the qual¡fy¡ng
hospitals, the Department performs a ser¡es of calculat¡ons using the following formulas:

a) The sum of all supplemental DSH payments made lo hospitals equals the annual budget amount:
Annual Budget = Payment to Hosp¡tal 1 + Payment to Hospital 2 + ... + Payment to Hospitat n

b) The supplemental DSH payment made to each separately licensed, qualifying hosp¡talfor a given state
fiscal year under this section is the lesser of 1) the product of its "DSH add-on percentage" and its "projected
WMP inpatient fee-for-service payments" and 2) 92,500,000:
Payment to Hosp¡tal ¡ = min(DSH Add-On Percentage x Projected WMP lP FFS Payments, $4,600,000)

c) A hosp¡tal's projected Wl\,4P inpat¡ent fee-for-service payment for a given state f¡scal year is the projected
payment developed through the rate setting process from two years' prior; for examp¡e, the projected
payments for SFY 2014 are drawn from SFY 2012 poected payments.

d) A hospital's DSH add-on percentage ¡s its "DSH add-on factof' m¡nus '100% (in other words, the DSH
add-on fAglel compâres base payments to total (base + DSH) paymènts while the DSH add-on oercentaoe
compares base payments to DSH supplemental payments only):
DSH Add-On Percentage of Hospital i = DSH Add-On Factor of Hospital i - 1

e) A hosp¡lal's DSH add-on factor is a function of the "base DSH add-on factor" and the amount by which its
l\illUR exceeds 6 percent, such that a hospital with a h¡gher MIUR receives a higher DSH add-on factor:
DSH Add-On Factor of Hospital ¡ = Base DSH Add-On Factor + ((MIUR of Hospital ¡ - 0.06) x 0-75)

f) A hospital's [/lUR ¡s the ratio of its N,4edicaid inpatient days to its total ¡npatient days, drawn from a data
period two years' prior to the g¡ven state f¡scal year:
MIUR of Hospital ¡ = Hospital i's Total Medica¡d lnpatient Days / Hospital i's Total lnpatient Days

g) The base DSH add-on factor is determined per the constra¡nts prov¡ded by the equat¡ons above. S¡nce one
of those equat¡ons (for the DSH supplemental payment) is nonlinear, there ¡s no clean formula for the base
DSH add-on factor; rather, it can only be der¡ved by ¡teratively solving the above system of equat¡ons. This is
possible due to the fact that every other var¡able involved in the above equat¡ons has a known value.

Giverì Llìe base DSH add'on factor for a g¡ven state fiscal year, the Department employs the above formulas to
calculate the DSH supplemental payment to each qualifying hospital.
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9300 Crit¡cal Care Supplement

NOTE: The supplemental payment descróed ln fhls 59300 ¡s NOT a d¡spropotl¡onate share hospital (DSH)
adjustment under 51923 of the Soc¡al Secur¡ty Act.

9310 lntroduct¡on.Ihe following sect¡on establishes critical care supplement (CCS) payments for qualifying critical
access hospitals located in the State of W¡sconsin. Beginning in SFYI B, the CCS pool amount is equal to $250,000
GPR plus the matching federal share of payments; qual¡fy¡ng providers w¡ll receive a proportion of th¡s pool. To
qualify for CCS payments under this section, hosp¡tals must not quâlify for any d¡sproportionate share hospital (DSH)
payments as spec¡fied in 59200 and must meet the criteria outl¡ned ¡n S9311.

9311 Qual¡fy¡ng Cdferia. ïo be el¡gib¡e for CcS payments, a hosp¡tal must meet the following criteria:

a) The hospital is recognized as a hospital by DQA.
b) The hospital meets the def¡nit¡on of "Cr¡tical Access Hosp¡tal" under42 C.F.R. 485, subpârt F and under

53000,óf this lñpat¡ent Hospitâl Stâte Plan.
c) The hospitâl ¡s located in the State of Wiscons¡n.
d) Ihe hosp¡tal prov¡des a wide array of serv¡ces, including services provided through an emergency

department recognized by DQA.
e) The hospital has a lvledicaid inpatient util¡zation rate (MIUR) greater than or equal to 6 percent. A hospital's

MIUR is defined as the fraction (expressed as a percentage) whose numerator is the hosp¡tal's number of
inpatient days attr¡butable to pat¡ents who (for such days) were eligible for WMP and whose denom¡nator ¡s

the total number of the hospital's inpatient days. Medica¡d inpatient days (the numerator) will ¡nclude WMP
HMO rec¡pient days and recipient days of olher states' l\iled¡caid programs reported by a hosp¡tal.

f)

9312 CCS A ocaÍ¡on Methodology. The Department distr¡butes CCS payments in accordance with an annual budget
set on a state f¡scal year bas¡s. To d¡stribute this CCS money among the qual¡fy¡ng hospitals, lhe Depadment
peÍforms a ser¡es of calculat¡ons using the following formulas:

a) The sum of all CCS payments made to hosp¡tals equals the annual budget amount:
Annual Budget = Payment lo Hospital 1 + Payment to Hosp¡tal 2 + ... + Payment to Hospital n

b) The CCS pâyment made to each separately l¡censed, qualify¡ng hospital for a given state fiscal year under
this section is the product of its "CCS add-on percentage" and its "projected WMP inpatient fee-for-serv¡ce
payments":
Paymenl to Hosp¡tal ¡ -- (CCS Add-On Percentage x Projected WMP lP FFS Payments)

c) A hospital's projected WÀ,4P inpatient fee-for-service payment for a given state fiscal year ¡s the projected
payment developed through lhe rate setting process from two years' pr¡ori for exâmple, the projected
payments for SFY 2018 are drawn from SFY 2016 projected payments.

d) A hospital's CCS add-on percentage is its "CCS add-on factor" minus 100% (in other words, the CCS
add-on factor compares base payments to total (base + CCS) payments while the CCS add-on oercentaqe
compares base payments to CCS payments only):
CCS Add-On Petcentage of Hospital i= CCS Add-On Factor of Hosp¡tal ¡- 1

e) A hospital's CCS add-on factor is a function of the "base CCS add-on factor" and the amount by which its
lvllUR exceeds 6 percent, such that a hospital with a h¡gher MIUR receives a higher CCS add-on factor:
CCS Add-On Factor of Hospital i = Base CCS Add-On Factor + ((MIUR of Hospital i - 0.06) x 0.75)

f) A hospital's N/lUR is the rat¡o of ¡ts [,4ed¡caid inpatient days to its total inpat¡ent days, drawn from a datâ
per¡od two years' prior to the given state fiscal year:
MIUR of Hosp¡tal i= Hosp¡tal i's Total Medica¡d lnpat¡ent Days / Hospital i's Total lnpat¡ent Days

g) The base CCS add-on factor is delermined per the constlaints provided by the equations above. Since one
of those equations (for the CCS payment) is nonlinear, there is no clean formulâ for the base CCS add-on
factor; rather, it can only be derived by iteratively solving the above system of equations. Th¡s is possible
due to the fact that every other variable involved in the above equations has a known value.

Given the base CCS add-on factor for a given state fiscâl year, the Department employs the above formulas to
câlculate the CCS supplemental payment to eâch qualifying hospital.
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9400 Supplemental Payments for Essential Access City Hospitals (EACH)

NOTE: Thë supplement paynent descr¡bed ¡n th¡s 59400, speciÍically 59410 through 59420, is NOT a
d¡spropotlíonate share hosp¡tal (DSH) adjustment under 51923 of the Soc¡al Secur¡ty Act.

Supplemental payments are provided for any hospital located in Wisconsin which meets the following criteria for ân
"essential access city hospital" (EACH).

9410 Level 1 EACH Supplement

9411 Qualifying Cr¡terla. A hosp¡tal qual¡f¡es for the Level 1 EACH supplement in the current state fiscal year if the
hospital met the following criteria during the year J uly 1 , 1995 through J une 30, 'l 996.

1. The hospital is located in the inner cily of a city of the first class ¡n Wisconsin as ¡dentified by the following
U.S. Postal Serv¡ce Zip Code areas. As of July 1, '1997, the following cont¡guous U.S. Postal Service Zip
Code areas ident¡fy one inner city area covered by this supplement: 53202, 53203, 53205, 53206, 53208,
53209, 53210, 53212, 53216 and 53233.

2. At least 30% of the hospital's WMP rec¡pient inpât¡ent stâys are for WIVIP recipients who res¡de ¡n an ¡nner
city z¡p code area listed above.

3. More than 30% of the hospital's total inpatient days are Wl\,4P covered inpât¡ent days.
a. lncluding WMP HMO covered days and WIVP covered stays on which the WMP made no payment

due to the stay be¡ng covered by some other payer such as hospitalization insurance
b. Not includ¡ng days of WMP rec¡pienls' stays that are covered in full or part by lvledicare.
c. The hosp¡tal is an acute care hospital providing medical and surg¡cal, neonatal lCU, emergency

and obstetrical services.

9412 Amount of Suppiemenf. The Level 1 EACH supplement ¡s paid in a prospectively established monthly amount
based on the past WMP utilization of the hospital. The total slatewide funding for the Level 'l EACH supplement is
limited to $2,988,700 per state f¡scal year. This amount is d¡str¡buted proport¡onately among qualify¡ng hospitals
based on WIVIP inpat¡ent days of lhe qualifying hospitals.
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9420 Level 2 EACH Supplement

9421 Qual¡fy¡ng Cr¡ter¡a. A hospital qual¡fies for the Level 2 EACH supplement in the currenl state fiscal year if the
hospital met the fo¡lowing cr¡teria during the previous state fiscal year.

1. The Hospital did not qualify for the Level 1 EACH Supplement
2. The hospital is located ¡n the inner city of a city of the first class ¡n Wisconsin as ident¡fied by the

follow¡ng U.S. Postal Service Zip Code areas. As of July 1, 1997 , the fo¡lowing contiguous U.S. Postal
Service Z¡p Code areas ¡dent¡fy one inner city areâ covered by this supplement: 53202, 53203, 53205,
53206, 53208,53209, 53210, 53212, 53216 and 53233.

3. At least 30% of the hospital's WMP recipient inpat¡ent stays are for WMP recipients who reside in an
inner city zip code area listed above.

4. lvlore than 30% ofthe hospital's total inpatient days âre WMP covered ¡npatient days.
a. lncluding WIVIP Hl\.4O covered days and WIV1P covered stays on wh¡ch the WIVIP made no

payment due to the stay being covered by some other payer such âs hospitalizalion ¡nsurance
b. Not including days of WMP recjp¡ents' stays that are covered in full or part by lvledicare.
c. The hospital is an acute care hospital providing med¡cal and surgical, neonatal lCU,

emergency and obstetr¡cal services.

9422 Amount of Supplement.Ihe Level 2 EACH supplement is paid in a prospectively establ¡shed monthly âmount
based on the past Wl\ilP utilizat¡on of the hospita¡. The amount of a qualify¡ng hosp¡tal's supplement ¡s recalculated
annually for the upcoming state f¡scal year. The total statew¡de funding for the Level 2 EACH supplement is limited to
$996,200 per state fiscal year. Ihis amount is d¡stributed proporlionately among qualifying hospitals based on WMP
¡npatient days of the qualifying hospitals. A qualifying hospital's Level 2 EACH supplement w¡ll be determ¡ned as
follows:

WMP days for hospital
Hosp¡tal's Annual Level 2 EACH Supplement = X Statewide Annual Funding

Sum of WIVIP days of qualifying hospitals

The monthly amount is the above annual amount div¡ded by 12 months.

WIVIP days are a hospítal's total covered inpatient days for WfVP recipients for the calendar yeâr. The days include
Wl\,4P HMO covered days and WMP covered days on which the WMP made no payment due to the days being
covered by some other payer such as hospital¡zat¡on ¡nsurance but do not include days of WIVIP recipient stays that
are covered ¡n full or part by l\iledicare.

9423 Sanction on Not Continu¡ng To Meel Qualify¡ng Cíïeía. A hospital receiving a Level 2 EACH supplement is
expected to maintain its effod to serve lVlA recipients ¡ncluding recip¡ents and residents ¡n the inner city area. lf the
Depadment finds a hospital fa¡ls to meet the above qualifying criteria above for any three month per¡od, then payment
of the supplement wil¡ be d¡scontinued for the hosp¡tâl and payments made for the three month period w¡ll be
recovered. lf the hospital shows it subsequently meets the criteria for any three-month period, then the supplementâl
payment will be reinstated at, and retroactive payment made since, the beginning of the three-month period in which
thc critcr¡a wcrc again mct. lf any qualifying hospital is sanctioned jn a statc fiscal ycar, thc monthly supplement of
other qualifying hospitals w¡ll not be recalculated to redistr¡bute the total annual fund¡ng for the Level 2 EACH
supplement.
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9500 Pediatric Supplement

951 0 Qualifying Cr¡teùa

A hospital qualifies for this pedialric supplement if the hospital meets the fotlow¡ng criteria.
'1) The hosp¡tal ¡s an acute care hospital |ocated in Wìsconsin.
2) Dur¡ng the hospital's f¡scal year described here, inpatient days in the hosp¡tal's acute care pediatric units ând

¡ntensive care pediatrÌc un¡ts of the licensed facility totaled more than '12,000 days. Dâys for stays in
neonatal intens¡ve care units are not included in this determination. The inpatient days are counted for the
hospital's fiscal year that ended in the second calendar year preceding the beg¡nning of the state f¡scâl year.
For example, for the state fiscal year beginning July 1, 2008, the hospital's fiscal year that ended in 2006 is
used.

9520 Amount of Payment

The ped¡atric inpatient supplement ¡s paid as an amount established according to the follow¡ng method. A total of
$2,000,000 ¡s d¡shibuted each stâte fiscal year among hospitals qualify¡ng for this supplement. This ¡s distributed
proporlionalely among qualifying hosp¡tals based on their number of WMP ped¡atric days as described below.

A qual¡fying hospital's ped¡atric inpatient supplement wÌll be determ¡ned as follows:

WMP Pediatric Days for Hospital
Hosp¡tal's annuâl pediatr¡c supplement

Sum of WMP Pediatric Days
of All Qualify¡ng Hospitals

WMP ped¡atric days for the above calculat¡on are a hospital's total covered inpat¡ent days for pediatric Wl\y'P
recipients, includ¡ng HMO covered pediatr¡c WMP recip¡ents, for patient discharges occuffing in the state fiscal year
thât began two years prior to the beginn¡ng of the current state fiscal year. For example, for a current state fiscal year
beg¡nn¡ng July 1, 2008 the state fiscal year July 1, 2006 through June 30, 2007 is used. A pediahic pât¡ent is a pat¡ent
that has not altained 18 years of age as of the day of admiss¡on. Wl\,4P pediatric days do not include: (a)daysof
WMP recipient stays that are covered in full or part by Medicare and (b) days of WMP covered stays on which the
WMP made no payment due to the stay being covered by some other payer such as private hospitalization
¡nsurance,

9600 Supplement Payment for Adult Level One Trauma Centers

For services provided on or after July '1 , 2012, WNiIP will provide annual statew¡de funding of $4,000,000 per SFY to
hospitals with an Adult Level One Trauma Center, as des¡gnated by the American College of Surgeons. The WMP
makes this payment to hosp¡tals with an Adult Level One Trauma Center to ass¡st w¡th the high costs assoc¡aterl with
operating â center with this designation.

The WMP distributes the funds proportionâtely among qualifying hospitals based on the number of elig¡ble hospitals
as descr¡bed below.

A qualify¡ng hospital's inpatient supplemenl is determined as follows:

Quaìifying Trauma Hosp¡tal
Hospital's annual trauma supplement = X $4,000,000 Statewide

Annual FundingTotal Number of Hospitals
Qualifying as Trauma Hospital

.. $2,000,000 Statewide

^ annual funding
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9700 lnpat¡ent Access Payments

To promote WIVIP member access to âcute care, children's, rehab¡l¡tation, and cr¡tical access hospitals throughout
Wiscons¡n, the WIVIP prov¡des a hospital access payment amount per eligible inpât¡ent FFS d¡scharge. Access
payments are ¡ntended to reimburse hosp¡tal providers based on WMP volume. Therefore, the pâyment amounts per
discharge are not different¡ated by hospital based on acuity or indiv¡dual hospital cost. However, critical access
hospitals receive a d¡fferent access payment per discharge than do acute care, ch¡ldren's, and rehabilitation
hospitals.

The amount of the hospital access payment per discharge is based on an available fu;ding pool appropriated in the state
budget and aggregate hospital upper payment limits (U PLs). This amount of fund¡ng ¡s divided by the est¡mated number
of paid ¡npatient FFS discharges for the SFY to develop the per discharge access payment rate.

The access payment per d¡scharge amounts are elïective July 1 of the current f¡scal year and are ¡dent¡f¡ed on the
hospital reimbursement rate web page of the Wiscons¡n ForwardHealth Portal, here:
https://wr /w.forwardhealth.wi.govA/VlPonaySubsystem/SW/StaticContenVProv¡der/medica¡d/hospital/drg/drg.htm.spage#l
HDRGR. Thìs payment per d¡scharge ¡s in addition to the base DRG and per diem payments described in other sect¡ons
of this document. Access payments per discharge are only prov¡ded until the FFS access payment funding pool amount
has been expended for the SFY.

Access payments are subject to the sâme federal UPL standards as base rate payments, descr¡bed in 42 CFR

S447.32'1. Access payment amounts are not interim payments and are not subject to settlement. Psychiatric hosp¡lals
are not eligible for âccess payments because of the unique rate selting methods used to establish rates for those
hosp¡tals.
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9800 Graduate Medical Educat¡on Supplementâl Payments for Hosp¡tals

Th¡s section establishes supplemental payments for graduate medical education res¡dents at qualif¡ed hospitals
lraining physic¡ans for practice in W¡sconsin. To be elig¡ble for payments under this sect¡on, hospitals must be
otherwise eligible to receive WMP payments and meet the qualify¡ng criteria outl¡ned below.

9810 tntroduction

Hospitals located ¡n the State of Wisconsin may receive supplemental payments of up to $541,386 per state fiscal
year to su pport new graduate medical educat¡on residents. Sl 900, 146.64 of Wisconsin Act 20 author¡zes the
Department to distr¡bute such payments to hosp¡tals to fund the addition of resident positions to exist¡ng accredited
graduate medical education programs in family medicine, general internal medicine, general surgery, pediatrics and
psychiatry.

9820 Qual¡fying Criter¡a

The hospital must meet the follow¡ng cr¡ter¡a:
a) The hospital serves rural and underserved communities in Wisconsin.

b) The hospital seryes âs an approved training s¡te for an accred¡ted graduate medical education program in
one or more of the following specialties: family medicine, general internal medicine, general surgery,
ped¡âtrics or psych¡atry.

c) The hospital meets applicable, m¡nimum requirements to be Wl\.4P-certified.

d) Priority for funding will be given lo hosp¡tals that meet the following criter¡a: The hospital is located in the
State of W¡sconsin.

e) The hospital and its' assoc¡ated graduate medical educat¡on program has a retent¡on rate of at least 30
percent of graduate residents remaining to practice in W¡scons¡n's rural and underserved commun¡t¡es.

f) The hospital serves underserved areas w¡th a population of less than 50,O0O; more rural areas, e.g., those
with populations of less than 10,000 rece¡ve h¡gher pr¡ority.

g) The hospital includes a focus on physician training in working w¡th team-based care, in prevent¡on and
public heâlth, ¡n cost effectiveness and health care economics, and in working ¡n new service delivery
models, e.9., Accountable Care Organizations or pat¡ent-centered medical homes.

9830 Amounls of Supplemenlal Payments

The amount of payment per hosp¡tal shall not exceed $ 180,462 per res¡dent per state f¡scal year, and the hospital
shall not receive more than $54'1,386 per state fiscal year. lt is the intention of the Department lhat payments be
made annually for the duration of the resìdenc¡es expanded under the supplemental payment program.

Funds are restr¡cted to direct costs of the resident, i.e., salary, fringe benefits, travel expenses incurred ¡n travel to
ând from required part¡c¡pating sites, and malpractice insurance. Funds cannot be used for câpital improvements,
equipment and supplies (medical and non-medical), sub-contracts, consultant fees, research, or planning activities.
These funds shall not be used to supplant or replace existing funds supporting the proposed targeted specialty
program from other sources, ¡nclud¡ng local, state or federal funds.

The Department sets forth a methodology as defined in 59840 for distribut¡ng the graduate med¡cal educat¡on
resident supplemental payntents.

9 84 0 Allocal¡on Me Ih odol ogy

The Department shall solcrt competitive applications for supplemental payments for residents through a
Request for Applications fronr quál¡fiéd lruspiläls.
The existìng, accredited residency progråm ât the hospilal must be in fam¡ly med¡c¡ne, general internal
medicine, general surgery, ped¡atrics or psychratry.
Each separately partic¡pating qualifying hospital cannot receive more than $180,462 per resident or
$541,386 per state fiscal year.

â)

b)

c)
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9900 Rural Hospital Supplement

A hospital classified as rural under the l\iled¡care wage ¡ndex but not classified as a crit¡cal access hospital, are
eligiblefora rural hospital supplemental payment. Iheannual payment is equallydivided among qualifying
providers, not to exceed $300,000 per provider or a grand lotal payout of$5,000,000. Prov¡der payments shall be
equally adjusted to ensure total rurâl hospital supplemental payments do not exceed $5,000,000.
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10000
PAYMENT NOT TO EXCEED CHARGES

The total of the overall payments to an individual hospital from all sources during the per¡od of the state f¡scal year
may not exceed allowable charges-plus-disproport¡onate share, ¡n aggregate, for inpat¡ent hospilal services provided
to WMP rec¡pients. Overall payments from all sources includes, but are not necessarily limited to, WNiIP payments,
rec¡pient co-payments, third party l¡abil¡ty payments, and local and related match¡ng FFP amounts under 59100. The
state fiscal year ¡s July 1 through June 30. Disproportionate share (under S92OO) in the WMP payment rates will be
added to the allowable charges. lf an individual hosp¡tal's overall payments for the period exceed charges-plus-
disproport¡onâte share, the WNiIP w¡ll recoup payments ¡n excess of charges-plus-disproportionate share.

10100 Limit on D¡sproport¡onate Share Payment to a Hosp¡tal

A hospital's disproportionate share payments dur¡ng ¡ts fiscal year mây not exceed the sum of the payment shortfalt
for lVlA recipient services and the unrecovered cost of un¡nsured patients. The amount of disproportionate share
payments which exceed this limit shall be determined retrospectively afte¡'a hospital completes its fiscal year.
(Stâtutory Background. S1923(g) of the federal Social Security Act.)

10101 Payment Shoftfall for MA Rec/plenf Serv/ces. The payment shodfall for l\i1A recipient services is the amount by
wh¡ch the costs of inpat¡ent and outpatient services prov¡ded MA recipients exceed the payments made to the
hospita¡for those serv¡ce excluding d¡sproportionate share hospital payments. D¡sproponionate share hospital
payments are payments prov¡ded a hospital under this State Plan according to the prov¡s¡ons of the Social Security
Act, 51902(âX l3XAXiv) and S1923. lf payments exceed costs, the financial gain from l\¿A payments will be appl¡ed
against the uncompensated care costs for the un¡nsured.

The cost will be established by multìply¡ng charges for ¡npatient and outpatient serv¡ces by a ralio of costs to charges
for patient care services. The ratio w¡ll be determ¡ned from the most current aud¡ted WMP cost report on file wilh the
Department. Serv¡ces prov¡ded l\44 rec¡pients covered by an Hl\.4O under the Wlvlp w¡ll be included.

For outpalient l\,44 services, inter¡m outpatíent paymenls l¡mited to charges for the hospital's f¡scal year will be used.
For inpatient MA services, payments limited to charges will be also used. Payments limited to charges will be the
lesser of (a) charges made by the hosp¡tal during ¡ts f¡scal year for lVlA services, or (b) overall payments from all
sources (as defined in S10000) for MA services dur¡ng ¡ts fiscal year, exclud¡ng d¡sproportionate share payments.
This charge limit will be applied separately to payments for inpat¡ent serv¡ces and payments for outpat¡ent serv¡ces for
the period of the hospital's fiscal year.

10102 Unrecovered Cost of Un¡nsured Pat¡enls. The unrecovered oost of uninsured pat¡ents ¡s the amount by which
the costs of inpatient and outpatient services provided to uninsured pat¡ents exceed any cash payments made by
them. However, as provided in the Social Secur¡ty Act, S1923(gX1XA), "For purposes of the preceding sentence,
payments made to a hospital for services prov¡ded to indigent patients made by a State or a un¡t of local government
w¡th a State shall not be considered to be a source of third paÉy payment."

lf payments exceed costs, the financial gain from payments for the uninsured will be applied against lhe N/A shortfall.
An uninsured patient is an ¡ndividual who has no health insurance or source of th¡rd pady payment for the serv¡ces
provided by the hospital. The cost will be established by multiplying charges for inpat¡ent and outpatient serv¡ces by a
rat¡o of costs to charges for patient care services. The ratio w¡ll be determined from the most current audited Wl\,4P
cost report on file with the Depadment.

10103 Recovery of Excess D¡sproport¡onate Share Payments.lf total d¡sproport¡onate share payments to the hospital
for services prov¡ded during its fiscal year exceed the sum of the payment shortfall for lVlA recipient servìces and the
unrecovered cost of uninsured patients, then the excess dispropodionate share payments will be recovered fron tlìe
hospital.

10105 ReallocatÌÒtt ol Re,.x)veted Disproport¡onaÍê Sharê Funds. The Department w¡ll reallocate funds recovered per
510103 and S10'104 to othcr cl¡giblc disproportionâte share hospitals that were not paid up to their hospital-specific
DSH UPL.

10106 Reallocat¡on L¡mitat¡ons. After the final payment during the fiscal year has been issued, no adjustment wilt be
given on DSH payments except to recover and reallocate funds per S10103-'10105, even if subsequently submitted
documentation demonstrates an increâse in uncompensated care costs for the quâlifying hospital.
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1 1000
PAYMENT TO OUT-OF-STATE HOSPITALS

11'100 lntroduction

Out-of-state hospitals which do not have border status w¡ll be pa¡d accord¡ng to the DRG-based payment system
descr¡bed in this 56100. Th¡s payment system provides a single base DRG base rate for all non'border status
hosp¡tals. This rate is applied to the DRG we¡ghts used for ¡n-state hosp¡tals and border status hospitals. The rates do
not consider hospital-specific costs or character¡stics as ¡s done for ¡n-state and border status hospitals.

For any out-of-state hospital, border status or not, ceÉain services w¡ll not be reimbursed accord¡ng to the DRG
methodology if the hospital takes the necessary act¡on lo receive reimbursement under an available alternative
payment. These serv¡ces and the¡r alternative payment method are described in 57000 and ¡nclude ventilator patient
care, special unusual cases and brain ¡njury care.

For questions and addit¡onal information, out-of-state hospitals may contact the Department at:
DHSDMSBFM@dhs.w¡scons¡n.gov.

Any pre-established standard payment amounts which are described below and the DRG weighting factors for the
current state fiscal year, July 1 through June 30, may be requested from the above address.

11200 DRG-Based Payment System (For Non-Border Status Hosp¡tals)

11210 Base DRG Rate

The base DRG rate for all non-border status hospitals shall be the standard DRG group rate which is determined
under 56230 for the hospital group¡ng entitled "âcute care hospitals." ïhere is no further adjustment for d¡rect
graduate medical education or DSH.

11220 Cost Outliers

Non-border status hospitâl claims may qual¡fy for cost outlier claims as described in 56300.

1 1230 DRG-Based Payments

Non-border status hosp¡tal claims are subject to alì payment pol¡cies as described in 56000
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12000
ADMINISTRATIVE ADJUSTMENT ACTIONS

12100 lntroduction

The Department prov¡des an admin¡strative adjustment procedure through which an in-state or border status hospital
may receive prompt administrative rev¡ew of ¡ls inpat¡ent reimbursement. Department slaff will review a request for an
adiustment and determine ¡f it should be denied or approvedt if a request is approved, Department staff will determ¡ne
the amount of adjustment.

An in-state or border status hospital may appeal its ¡npatient reimbursement for one of the reasons listed in S12200
w¡thin 60 days of the dâte of its rate notif¡cation letter. lf the appeal results in a new rate determination, the rate will
apply to all claims w¡th dates of service in the RY.

lf, at any time during the RY, the Depârtment ¡dentifies a rate calculation error (that is, qualificat¡ons (a) through (c)
below), it may, at ¡ts own discretion, recalculate a hospital rate and apply the new rate to âll cla¡ms with dates of
service in the RY. The Department does not initiate rate adjustments due to qual¡ficat¡on (d)i adjustments under that
qualification only occur after a successful appeal initiated by a provider.

12200 Qual¡fying Determ¡nation

Allowable reasons for an inpatient pâyment rate appeal ¡nclude:

a) the applicat¡on of the rate setting methodology or standards to ¡ncomplete or incorrect data contained in the
hosp¡ta¡'s Medicare cost report or to other incomplete or incorrect data used to determ¡ne the hospital's
inpat¡ent pâyment rate; or

b) a cler¡cal error in calculating the hospital's inpatient payment rate; or
c) ¡ncorrect or ¡ncomplete application by the Department of provis¡ons of the reimbursement methodology or

standards in determining one or more components of the hosp¡tal's ìnpatient payment rate or in determ¡ning
any administrative adjustment of a hosp¡tal's ¡npatient paymenl rate; or

d) the most recently subm¡tted 12-month Med¡care cost report used as outlined in 55200 is incorrect per the
HCRIS report record number.
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2',t000
APPENDIX 1: COST OUTLIER PAYMENT EXAMPLE

BASE DATA

APPROVED BEDS ....................

T-19 tNPATtENT COSTS ....................

T-'1 9 INPATIENT CHARGES.,,,,,,,,,,
COST-TO-CHARGE RATIO FOR OUTLIER CALCULATIONS,,,,,,..,,,.,,,,.

(Ratio of T-19 inpatient costs to ï-19 inpatient charges)

L Cla¡m cost exceeding DRG payment and trimpoint.................
10. Var¡able cost factor...................

(Variable cost factor for demonstration purposes only)

1 1. OUTLTER PAYt\,1ENT..............

12. DRG PAYt\.4ENT.......................
'13. TOTAL PAYMENT FOR CLAIM including outl¡er payment.......................

For L¡ne 4 above, example calculation of base DRG payment.

Total
Hospital-Spec¡f ic Base Rate $ 3,605.52
Times: DRG We¡ght 2.8165
'l'imes; Policv Adiuster '1.00

Base DRG Payment $ '10,154.95

lnpat¡ent Hospital State Plan
Attachment 4.19-A

Page 48

- _259
$2,669,763

$4,348.653
: 0,6139

't.

2.

4.

5.

6.
7.

L

EXAIV]PLE CALCULATION OF COST OUTLIER PAYMENT

Allowâble claim char9es....................... ........... $ 123,550

Cost-to-charge ratio (see above).... t 0.6139

Claim charges adjusted to cost $ 75,847.35

DRG Payment lHospital Base Rate x DRG Weight]............ ........... ($10.154.95)

Decision: ls this claim a transfer:

tr Yes - Compute transfer pâyment

E] No - Continue to l¡ne 6

Cla¡m cost exceed¡ng DRG payment..... .......... $ 65,692.40
Applicable trimpo¡nt for hosp¡tal bed size ............... ($32,000)

(Trimpoint dollar value for demonstration purposes only)

Decisionì Does Line 5 exceed the hospital's trimpo¡nt at Line 6?
tr Yes - Continue to l¡ne B

D No - No outlier payment in addition to DRG payment

= $33,692.40
x 0.80

= $ 26,953.92
+$ 10.154.95

$l$-09i:10
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