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DEPARTMENT OF HEAI,TH AND HLTMAN SERVICES FORM APPROVED

MEDICAID SER

TRANSMITTAL AND NOTICE OF APPROVAL OF

STATE PLAN MATERIAL
FOR: CENTERS FOR MEDICARE & MEDICAID SERVICES

TO: REGIONAL ADMINISTRATOR

CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENTOF HEALTH AND HUMAN SERVICES

5. TYPE OF PLAN MATERIAL (CheckOne)

fl Nsw srATE PLAN

OMB No.

2. STATE

Kansas

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE

SOCIAL SECURITY ACT (MEDICAID)

4. PROPOSED EFFECTIVE DATE

July 1,2018

E AMENDMENTTo BE coNsTDERED AS NElv eLAN fievnNoueNr

I. TRANSMITTALNUMBER

KS l8-009

6. FEDERAL STATUTE/REGULA

42 CFR 447 Subpart C

COMPLETE BLOCKS 6 THRU IO ¡F ]' HIS IS AN AMENDMENT TransmÍlral each

7. FEDERAL BUDCET IMPACT

a. FFY 2018 $209,658.00

b. FFY 2019 $ó28,975.00

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION

OR A'TTACHMENT ( lf Applicable)

Attachment 4.19-A #1, Page l,
Attachment 4.t9-4, Page 2l
Attachment 4.19-A, Page 23, and

Attachment 4.I 9-4, Page 24

Attachment 4. l9-B # I

ATION

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT

Attachment 4. l9-A # I, Page t,

Attachment 4.19-A, Page 2l
Attachment 4, l9-4, Page 23, and

Attachment 4. l9-4, Page 24

Attachment 4. l9-B # I

IO. SUBJECT OF AMENDMENT

In compliance rvith the State of Kansas House Substitute for Senate Bill 109, a reimbursemenl policy change will be implemenled where all inpatient and

outpatient hospital service payments are increased by 4%.

I l. GOVERNOI{'S REVIEW (Check One)

GOVERNOR'S OFFICE REPORTED NO COMMENT

COMMENTS OF GOVERNOR'S OFFICE ENCLOSED

NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTALtrE
fl orHen, AS sPECTFIED:

Jonathan J. Hamdorf is the

Covernor's Designee

12. TURE OF STATE

NAME

Jonathan J, Hamdorf

I4, TITLE

Director, Division of Health Care Finance

I5. DATE SUBMITTED

20,2018

I6. RETURN TO

Jonathan J. Hamdort Dilector

KDHE, Division of Health Care Finance

Landon State Office Building

900 SW Jackson, Room 900-N

Topeka, KS 6ó612-1220

FOR REGIONAL OFFICD USE ONLY

I7. DATE RECEIVED I8. DATEAPPROVED

t9.

2I. TYPED NAME

DATE OF APPROVED MATERIAL

PLAN APPROVED _ ONE COPY A

22.TITLE

OF OFFICIAL

23.

20, SIGNA

FORM CMS-179 ( 07t92 Instructions on BRck

NOV 15, 2018

JULY 1, 2018

August 20, 2018



KANSASMEDICAIDSTATE PLANAttachment419A1PageIMethods andStandardsforEstablishing PaymentRatesInpatientHospitalCareEffectivewiththedate ofserviceJuly l2018andforwardtheMedicaidallowedamountwillbeincreased by4oThefollowing pointspoftaintosection 4194Theincreasewillnotapply toStateoperated psychiatrichospitalsPsychiatricResidential TreatmentFacilities PRTFsThe paymentincreasewillnotapplyto PRTFreimbursementinasimilar mannerExceptas otherwisenotedinthe planthe statedevelopedfeescheduleratesarethesame forboth governmentaland privateprovidersfortheaboveservicesTheagencysfeeschedule ratewassetasof Julyl2018andiseffective forservices providedonorafterthatdateTheagencysestablished feescheduleratesare publishedontheagencyswebsiteathttpswww kmapstateksusTN18009 AppouulDutLLEffective Date070118Supersedes l7009



KANSASMEDICAID STATEPLANAttachment419APage2lMethodsandStandards forEstablishing PayrnentRatesInpatient HospitalCare25100 IdentificationofOutlier ClaimsEachclaimthat iseligible foranoutlier paymentwillbe testedtodeterminewhetheritrneets thecostandlordayoutliercriteria Iftheclaímdoes not qualifyaseither acostoradayoutlierthestandard DRGpaymentwillbe madetothehospital unlesstheclaim fallsunderoneofthecategoriesdiscussed insubsections 25400fhrovgh 25720andanother methodisusedforcomputing payment2510 TestforCostOutlierThecovered chargesontheclaim willbemultiplied bythe preestablishedMedicaidcosttocharge ratioforthehospital subsection24700 toestimatethecostofthe claimIffheestimatedcostishigher thanthecostoutlier limitestablished fortheDRGwhich hasbeenassignedtotheclaimacostoutlier paymentwillbe madetothehospital inadditiontothestandard DRGamount25120 TestingforDay OutlierIlthecovered lengthofstay ontheclaimishigher thanthedayoutlier limitestablishedfortheDRGthathasbeenassignedtothe claimadayoutlier paymentwillbemade tothehospitalinadditiontothestandardDRGamount25130 ExampleofTesting forOutlierDataHospital Data GroupPayment RateCosttoCharge RatioClaim DataCovered ChargesCovered LengthofStay 283678s3976050daysDRGData DRGWeightCost OutlierLimitDayOutlier LimitDailyRateAdjustment PercentageComnutationComparison 42294Testing forCostOutlierEstimated CostofClaim Covered ChargesxRatio39760 x783 1013CompareWith CostOutlier Limited532899 3289967days50318TNl8009 ApprovalDate NOV 1 52018Effective Date0701118Supersedes TN14gZ



KANSASMEDICAIDSTATE PLANAttachment419APage23MethodsandStandards forEstablishingPaymentRateslnpatientHospitalCare25310continuedExampleofComputingCostOutlier PaymentDataHospitalDataClaimDataDRGDataStandard DRGPaymentAssumption Sareassubsection 25130CoveredCliarges45980Sameassubsection 25130l 1995 fromsubsection25200NotadayoutlierComþutationsEstimated CostCoveredCharges xHospitalRation45980 x783 5864Payment forCost Estimated CostOutlierDRGAdjoutrierPortiontdritlikåiàti TnutTotalPaymentStd DRGþmt OutlierPymt11995 923131430825320 DayOutlier PaymentThe paymentforthedayoutlier portionwillbeobtainedby multiplyingthedifferencebetweenthecovered lengthofstayandtheapplicable dayoutlier limitbythe DRGdailyrateandtheDRGadjustment percentageExampleofDayOutlier PayrnentComputationDaiaHospitalData Same assubsection25130Claim Data CoveredLengthofstay73daysDRG Data Sameassubsection25130StandardDRG Payment11995 fromsubsection25200Assumption NotacostoutlierComÞutationsPayment forDayOutlierPortion CoveredILengthof Stay7323 s4 DayOutlierlLimitl67 DRGDaily xRate503 x DRGAdjustmentPercentage78TNl8009Approvd nateN0V 15 2018Effective Date07fi18Supersedes TNll802



KANSASMEDICAID STATEPLANAttâchment419APage24MethodsandStandardsfor EstablishingPaymentRatesInpatientHospitalCareSection 25320continuedTotalclaimPaymentStandard DRGPaymentOutlier Payment11995 2354st434925330Simultaneous CostandDayOutlier PaymentIfacovered generalhospitalinpatient stayisdeterminedtobebothacostoutlierandadayoutlier thereimbursement willbethe greaterofthe amountscomputedforcostoutlieranddayoutlierExampleofPaymentforSimultaneous CostandDayOutlierDafaTotalClaim PaymentforCostOutlier 14308 subsection25310TotalClaimPaymentfor DayOutlier14349 subsection25320AnalysisThehigherofthetwoamounts14349 willbethereimbursementamount fortheclaimwhich meetsbothcostoutlieranddayoutliercriteria25340PayNo MoreThanChargesAfterthedeterminationoithe paymentincludingany applicableoutliershospitalsshallbe paidthe lesserofthe Medicaidallowedamountand theirallowedcharges Allowedchargesaredeterminedbaseduponwhichrevenuecodesareallowedas coveredservices25400Paymentfor TransfersWhenarecipient istransferredduringacovered generalhospital inpatientstayfromonehospitaltoanotherhospital ortoa psychiatricorrehabilitation wingofthe samehospitalthereimbursementtoallhospitalsinvolvedinthetransferswillbecomputed asfollows25410 TransferringHospitalsThe reimbursementtoeachtransferring generalhospitalshallbetheDRGdaily rateforeachcovereddayofstay Total paymenttoeach transferringhospital shallbeno greaterthan thestandardDRGamountexcept wherethetransferring hospitaliseligible foroutlier payments25420 Discharging HospitalThedischarging generalhospitalshallbe reimbursedthestandard DRGamount ffthe claim qualifiesasanoutlierthedischarging hospitalshall beeligible foranoutlier paymentbasedsolely onthelengthofstayatthedischarging hospilalTNlS009Approval Oate NOV I 52018Effective Datelq74LSupersedes TN17007



KANSASMEDICAID STATEPLANAttachment419B1Outpatient HospitalServicesMethodsandStandards forEstablishingPaymentRatesPaymentsto generalandspecial hospitalsforoutpatient hospitalservicesare basedonthereimbursementmethodologies forcomparable servicesrenderedbynonhospital providersEffectivewiththedateofserviceJuly l2018andfolwardtheMedicaidallowedamount willbeincreasedby4oExceptasotherwise notedinthe planthestatedeveloped feescheduleratesarethesalneforboth governmentaland privateprovidersfortheabove servicesTheagencysfeeschedule ratewassetasof July12018andiseffective forservices providedonorafterthatdate Theagencysestablished feescheduleratesare publishedontheagencyswebsiteathttpswwwkmapstateksusTNKSl8009 ApprovalDdV15 2018 EffectiveDateT12018SupersedesTNMS9122




