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DEPARTMENT OF HEALTH AND HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop 32-26-12
Baltimore, MD 21244-1850

CArãS
cFNrfrs foÌ ÀrfDrcrlr &MfDtc^rD sfRvrcfs

CENIER TOß MEDICAID & C¡IIP SfRV¡CES

Financial Management Group

Roderick L. Bremby, Commissioner
Department of Social Services
55 Farmington Avenue 9t¡' Floor
Hartford, CT 06105 JUN 2 T 2Oi8

RE: Connecticut 17 -0023

Dear Commissioner Bremby:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan
subnritted under transmittal number (TN) 17-0023. Effective July l, 2017, this amendrnent
implements inpatient supplemental payments for inpatient hospital services to specified acute care
hospitals in the amount of $435.2 million f'or state fiscal year (SFY) 2018 and $353.5 million for
sFY 2019..

We conducted our ¡eview of your submittal according to the statutory requirements at sections
1902(a)(2), 1902(a)(13), 1902(a)(30), 1903(a) and 1923 of tlie Social Security Act and the
irnplenrenting Federal regulati ons aT 42 CFR 447. We are pleased to inform you that Medicaid
State plan amendment 17-0023is approved effective July 1,2017. We are enclosing the CMS-I79
and the amended plan pages.

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

Sincerely,

Klistin Far.r,

Directol'





DEPARTMI]NT OF }IEALT¡ I AND }IUMAN Sf:RVICIS
IIEAI,TH CARE FINANCINO ADMINISTRATION

TORM AI)PROVED
oM8 NO. 0938-0t91

2. STATE: CT

TRANSMITTAL AND NOTICB OF APPROVAL
OF STATB PLAN MATBRIAL

FOR: HEALTH CARE FINANCING ADMINISTRATION

TO: REGIONAL ADMINISTRATOR
CENTERS I'OR MEDICARE AND MEDICAID SERVICES

3. PROGRAM IDENTIFICATION: TITLE XIX OF TFIE
SOCIAL SECURITY ACT (MDDICAID)

4. PROPOSED EFFECTfVE DATE:

July l, 201 7

X AMENDMENT

5. TYPE OF STATE PLAN MATERIAL (Check One):

-NEW 
STATE PLAN 

-AMENDMENTTO 
BE CONSIDERED AS NEW PLAN

I. TRANSMII-TÂL NUMBER:

J

COMPLETE BLOCKS 6THRU l0lFTHlS lS AN AMENDMENT (ScparateTransmittal fbreachamcndmcnt)

6, FEDERAL STATUTE/RECULATION CITATION:
Section 1905(a)( l) of the Social Security Act and
42 CFR 440.10 and 447,253(a), (b), and (c)

8. PAGE NUMBER OF THE PLAN SECI'ION OR ATTACHM

Attachment 4.19-4, Page l(x)

7. FEDERAL BUDGET IMPACT:
FFY 2017 $72.9 nrillion
FFY 2018 5277.9 miilion

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION OR
ATl'ACHMENT (lf applicable)

Attachrnent 4.19-4, Page l(x)

I0. SUBJECT OF AMENDMENT: Effective July l, 2017, this SPA amends Attachrnent 4.19-A of the Medicaid State Plan to implernent Medicaid inpatient
supplenrental payments fbr inpatient hospital services to specifìed acute care hospitals. As described in the SPA, the supplemental pay¡nents largely follorv

(l) Medicaid revenue is calculated using Federal Fiscal Year (FFY) 2016 Olììce of Health Care Access (OHCA) filings instead of FFY 2014, (2) the total
amount has changed, and (3) the total is split into trvo cornponents that use the sarne distribution methodology except thal one is capped and one is not

capped. The capped component is $250 nlillion rvith a cap ol $70 nrillion on Medicaid inpatient revenues for SFY 2018 a'nd a cap of $80 million on

Medicaid inpatient revenues for SFY 2019. The uncapped cornponenl is $ 185.2 rnillion in SFY 2018 and $ I 03.5 million in SFY 2019. Aggregate lotals are

$435.2 nrillion lor SFY 2018 and $35r.5 million lor SFY 2019.
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Attachment 4. l9-A
Page 1 (x)

STATE PLAN LINDER T]TLE XIX OF TI]E SOCIAL SECURITY ACT
State Connecticut

(2) Supplcmental Reimbursement for Inpatient Hospital Services.

Supplemental payments to eligible hospitals shall be made from a pool of funds in the amount
of $435.2 million for the year ending June 30, 2018 (SFY 2018) and $353.5 million for tlie year
ending June 30,2019 (SFY 2019). The payments shall be made periodically throughout each
fiscal year.

(a) Hospitals eligible for supplemental payments under this paragraph are short-tem
general hospitals other than shoÍ-term children's geueral hospitals and short-te¡m acute care
hospitals operated exclusively by the State, other than a shofi-term acute care hospital operated
by the State as a receiver.

(b) Payments shall be split into two compononts with differing distribution methodologies.

(c) The first component shall be a total pool of $250 million f'or each state f,rscal year.
Each eligible hospital's share ofthe supplernental payment pool shall be equal to that hospital's
pro rata share of the total Medicaid inpatient revenues ofall eligible hospitals in the aggregate.
For purposes ofthis supplemental paynent, "Medicaid inpatient revenues" means payments for
Medicaid inpatient hospital services provided in federal fiscal year 2016 to each eligible
hospital up to a maximum of $70 million for SFY 2018 per hospital and $80 million for SFY
2019 per Ìrospital as reported as Medicaid inpatient accrued paltnents in each hospital's filing
with the State of Connecticut Office of Health Care Access (OHCA). Each hospital's share of
the supplemental payment pool is subject to adjustment if its Medicaid inpatient revenue as

reporled by the hospital on OHCA Reports 500 and 550 is audited. There shall be no further
redistribution of inpatient hospital supplemental payments after adjustments are made based on
such audit.

(d) The second component shall be a total pool of $ 185.2 million for the year ending June
3 0, 201 8 and $ I 03.5 rnillion for the year ending Jur.re 30, 2019 . It shall be allocated to eligible
hospitals using the same methodology described in subsection (c) except there will be no cap
on total Medicaid inpatient revenues used to deterlnine each hospital's pro rata share of
Medicaid inpatient hospital revenues.

JUN 21 2018
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