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DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop S2-26-12 ‘ M S

Baltinlore, Marylalld 21244_1850 CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

Financial Management Group
November 10, 2021

Maureen Corcoran, Director
Ohio Department of Medicaid
50 West Town Street, Suite 400
Columbus, Ohio 43215

RE: Ohio State Plan Amendment (SPA) 21-0022
Dear Ms. Corcoran:

We have reviewed the proposed amendment to Attachments 4.19-A of your Medicaid State plan
submitted under transmittal number 21-0022 titled “Payment for Services: Inpatient Hospital
Services: Cost Coverage Add-On.”

We conducted our review of your submittal according to the statutory requirements at sections
1902(a)(2), 1902(a)(13), 1902(a)(30), 1903(a), and 1923 of the Social Security Act and the
implementing Federal regulations at 42 CFR 447 Subpart C. We have found that the proposed
reimbursement methodology complies with applicable requirements and therefore have approved
them with an effective date of July 1, 2021. We are enclosing the CMS-179 and the amended
approved plan pages.

If you have any questions, please contact Fredrick Sebree at Fredrick.sebree(@cms.hhs.gov.

Sincerely,

For
Rory Howe
Director
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State of Ohio

Attachment 4.19-A
Page 1-32
(1) For each hospital, multiply the result in subsection (E)(5) of this section by the inpatient cost-to-
charge ratio calculated in subsection (E)(1) of this section.

(2) Apply the amount calculated in subsection (E)(6) of this section as an increase to the hospital's
inpatient cost-to-charge ratio.

(F) Short-Term Adjustments

To ensure that funds appropriated for the cost coverage add-on are fully expended in support of the
intended purpose, the department may make short-term adjustments to increase or decrease hospital-
specific rates. Such adjustments will be calculated in accordance with the cost coverage sustainability
pool as described in subsection (B)(2) of this section. The number of discharges or visits used to
establish a case-mix adjusted hospital-specific rate, may be adjusted to reflect the time period for which
the rate will be in effect. Any such adjustments will be developed in consultation with the department’s
actuary and approved by the Medicaid director.

Supersedes:

TN: 20-017 Effective Date: 07/01/2021





