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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop 32-26-'12
Baltirnore, Maryland 21244-"1850 clvrs

(FNTFRS FOR MFDIC¡\IF ß MFOIC^lf) StnVlCtS

CTNfER fOR MËDICAID & CHIP SERVICES

Financial Management Group

Jonathon J. Hamdorf, Director
Kansas Department of Health and Environment
Division of Health Care Finance
Landon State Office Building
900 SW Jackson, Suite 900 N
Topeka, KS 66612-1220

JUN 14 2OIB

RE: Kansas Medicaid State Plan Amendment TN: l8-006

Dear Mr. Hamdorf:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan
submitted under transmittal number (TN) l8-006. This amendment modifìes the readmission policy
for inpatient hospital care after discharge. The time period of utilization review for inappropriate
original discharges for readmission claims is lowered from 30 days to l5 days. This will result in
fewer readmission claims being denied for payment.

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. This is to inform you that Medicaid
State plan amendment l8-006 is approved effective January 1,2018. We are enclosing the CMS-179
and the amended plan pages.

If you have any questions, please call Tim Weidler at (816) 426-6429

Sincerely,

/^^;fo-
Kristin Fan
Director

Enclosures



DEPARTMENT OF HEALTI{ AND I.IUMAN SERVICES FORM AIPROVCÞ
No 0qì8.0191

TRANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLA¡I MATERIAL

FOR: CENTERS FOR MEDICARE & MEDICAID SERVICES

TO: REGIONAL ADM INISTRATOR
CENTERS FOR MEDICARE & MEDICAID SERVICES
DEPARTMENT OF HEALTH AND HUMAN SERVICES

5. TYPE OF PLAN MATERIAL (Check One)

[ ¡Iew sTATE PLAN

2. STATE
Kansas

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE
soctAL SEcURITY ACT (MEDICAID)

4. PROPOSED EFFECTIVE DATE
January 1,2018

n nue¡rot'rENT To BE coNSTDERED AS NEw rLAN fi en,teNoveNr

I. TRANSMITTAL NUMBER:
KS t8-006

BLOCKS6THRU IO TH
ó. FEDERAL STATUTE/RECULATION CITATION
42 CFR 447 Subpart C

8. PACE NUMBER OF THE PLAN SECTION OR ATTACHMENT

Attachmcnt 4.19-A Pagc 4
Attachrncnt 4.19-A Pagc 25a

7. FEDERAL BUDGET IMPACT
a. FFY 2018 $309,251
b. FFY 20¡9 $4t2,335

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECT¡ON
OR ATTACHM ENT (l I A ppl icú le)

Attachrncnt 4. l9-A Pagc 4
Attûchmcnt 4. l9-A Pagc 25a

IO. SUBJECT OF AMENDMENT
Utilization rcvicw of rc-admissions will occur forbcncfìciarics who arc rcadrnittcd as an inpaticnt to a gcncral hospital bctwccn 2 and l5 rlays of rlischargc if
thc dischargc from thc original stay wr¡s inappropriatc or prcrnaturc.

I l. COVERNOR'S REVIEW (Check One)

fl covenNoR's oFFIcE REpoRTED No coMMENT E orH¡n, AS SPECTFTED:

Jonathan J. Hamdorf is the
Covcrnor's Dcsigncc

l2

COMMENTS OF GOVERNOR'S OFFICE ENCLOSED
NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

RE OF STATE OFFICIA

TYPED NAME
for Jonathon J. Hamdorf

I4, T¡TLE
Director, Division of Hcalth Carc Financc

I5. DATE SUBMITTED
March 30, 2018

I6. RETURN TO
Jonathan J. H¡mdorf, Dircctor
KDHE, Division of Hcalth Care Financc
Landon State Otfìcc Building
900 SW Jackson, Room 900-N
Topeka, KS 66612-1220

r7:öAlE RË.-EN/ED 
.---- "' FoR REGI'NAL-.FF¡CE us' .NLY

Tt**-- ¡U¡ f¿zot¡
PLAN APPROVED_ONE COPY ATTACHED

le. EFFEcrrvE DArE oF AppRovED MATERIIAN 
I 20lg

20, s OF

11

OFFICIAL

2I. TYPED NAME

23. REMA

I

FORM cMs-179 (07i92 lnstructions on B¡ck



KANSAS MEDICAID STATE PLAN

Attachment 4.19-A
Page 4

lvlethods and standards for Establ¡shing PaVment Rates - lnpatient Hosp¡tal Care

1,0000 continued

'Readmission" means the subsequent admission of a recipient as an inpatient ¡nto a hospital with¡n
15 days of discharge as an ¡npatient from the same or another hosp¡tal partic¡pat¡ng in the DRG

reimbursement sVstem.

"Recal¡bration" means the adjustment of all DRG we¡ghts to reflect changes ¡n relative resource use

assoc¡ated w¡th all ex¡sting DRG categor¡es and/or the creation or el¡m¡nat¡on of DRG categor¡es.

bb. "Standard diagnosis related group DRG) amount" means the amount computed by mult¡ply¡ng the
group reimbursement rate for the genera¡ hospital by the d¡agnosis related group weight.

State-operated hospital' means a n establishment operated by the State of Kansas w¡th an organ¡zed

medical staff of phys¡cians, with permanent fac¡lities that include inpat¡ent beds, with medical
serv¡ces, ¡nclud¡ng physician serv¡ces and continuous registered professional nursing serv¡ces for not
less thãn 24 hours of every day, and which prov¡des d¡agnos¡s and treatment for nonrelated
pat¡ents,

dd. "Stay as an ¡npat¡ent in ê general hospital" means the per¡od of time spent in â general hospital from
adm¡ssion to dlscharge,

"Transfer" means the movement of an ¡ndividual rece¡ving hospital ¡npatient services from one

hospital to another hosp¡tal for add¡t¡onal related inpatient care after adm¡ssion to the prev¡ous

hospital or hosp¡tals.

ff, "Transferring hosp¡tal" means the hosp¡tal wh¡ch transfers a rec¡p¡ent to another hosp¡tal. There
may be more than one transferrlng hospitalfor the same rec¡pient unt¡l discharge.

gg. "Cr¡t¡cal Access Hospital": Hospitals that are cert¡fied as critical access hosp¡tals by Medicare.

hh. "Border c¡ty ch¡ldren's hospital" ¡s def¡ned as a comprehensive pediatric med¡cal center with 200

beds or more, a level I pediatr¡c trêuma center, and at least a level lllc intensive care nursery. The

border city children's hosp¡tal must be located in a Kansas border c¡ty. A Kansas border c¡ty means

those communit¡es outs¡de of the state of Kansas, but within a 50-mile range of the state border.

2,OO0O Re¡mbursement for lnpatient General Hosp¡tal Services According to D¡agnosis Related Groups (DRGs)

2,1000 Hospital Partic¡pat¡on Effective Dête

Effective w¡th services provided on or after october L, 2000, general hosp¡tals w¡ll be pa¡d ¡n accordance w¡th the
Kansas Med¡ca¡d/lMed¡Kan Diagnosis Related croups (DRG) Reimbursement System descr¡bed in 2.0000 and

3,OOOO. Ihis does not include state-operated hosp¡tals, State-operated hosp¡tals are d¡scussed in 4.0000.

2.2000 Bill¡ne Requirements

Th¡s sect¡on describes variations in how b¡ll¡nes should be made by hospitals.

z.

aa.

cc.

ee.

2.21.00 GeneralBill¡ng

Under the DRc Re¡mbursement System a hosp¡tal may b¡ll only upon d¡scharge of the recip¡ent except as noted ¡n

subsect¡ons 2 2200 ênd 2 2300 
.IAN I 20lg

TNÈ-1€-00É eppl,ou"t o","{[J!-!L 2018 ¡ffect¡ve oate QjAÑlöl 2î18-'-srpu,r"¿es rN#..]q8:tqz



KANSAS MEDICAID STATE PLAN

Attachment 4.19-A

Methods and standards for Establishing Payment Rates

Section 2.5440 continued

Page 25a

lnpatíent Hosp¡tal €are

Data Used for this example:

DRG Weight .6515

Group l Rate 52836

The standard DRG amount is 5L,847.65. lf th¡s claim had been a day and/or a cost outlier, an additional
payment would be made.

2.5500 Payment for Re-adm ission

2.5510 Readmissíon to the Same Hosp¡tal

lf a recipient is readmitted to the same hospital with¡n 15 days of d¡scharge, and if the readmission is

determined to have resulted from an inappropriate d¡scharge; the reimbursement will be made only for
the first admissio n.

2.5520 Readmiss¡on to a D¡fferent Hospital

lf a recipient is readm¡tted to a different hospital within 15 days of discharge, and if the readmission is

determined to have resulted from an inappropr¡ate discharge; payment will be made only to the second

hospital to which the patient was readmitted, Payment made to the first hospital for the original (first)

admission will be recouped.

2.5530 Determination of Payment for Re-admiss¡on

Whether the re¡mbursement should be made for the first or the second admission (i.e,, the original

adm¡ssion or the subsequent readmission), will be ruled by the discussion in the preced¡ng subsections

2.5510 and 2,5520. The amount of reimbursement in each situation will be determined as provided in

subsectíons 2.5100 th rough 2.5400.

TN# 18-006 Approval oate .ltlN 14 20lfrttective Date Q!þ!19 supersedes TN#..lqqæ




