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Mr. Michael Heifetz
State Medicaid Director
Department of Health Services
1 West V/ilson St.
P.O. Box 309
Madison, WI 53701-0309

RE: Wisconsin State Plan Amendment (SPA) 16-0001

Dear Mr. Heifetz:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan

submitted under transmittal number (TN) 16-0001 . Effective for services on or after January I ,

2016, this amendment revises inpatient rates and methodologies. Specifically, this amendment

proposes to revise diagnosis related group (DRG) payment rates for state fiscal year (SFY) 2016.

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

regulations at 42 CFR 447 Subpart C. We hereby inform you that Medicaid State plan amendment

16-0001 is approved effective January 1,2016. Vy'e are enclosing the HCFA-179 andthe amended

plan pages.

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

Sincerely,

Kristin Fan
Director

Enclosure
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1000
OVERVIEW OF INPATIENT HOSPITAL REIMBURSEMENT

Th¡s section ¡s a br¡ef overview of how re¡mbursement to hospitals ¡s determ¡ned for ¡npat¡ent services that are
prov¡ded by hospitals to eligible rec¡p¡ents of the Wiscons¡n l\¡edicaid Program (WMP). The WMP uses a
reimbursement system based on Diagnosis Related Groups (DRGs). The DRG system covers acute care, ch¡ldren's,
long-term care, and cr¡t¡cal access hospitals. Excluded from the DRG system are rehab¡litation hospitals, State
lnst¡tutions for Mental D¡sease (ll\4Ds), and psychiatr¡c hosp¡tals, wh¡ch are reimbursed at rates per diem. Also,
re¡mbursement for certain spec¡alized serv¡ces is exempted from the DRG system. These include ventilator-assisted
patients, unusua¡ cases, and brain ¡njury cases. Special prov¡sions for payment of each ofthese DRc-exempted
services are ¡ncluded ¡n this State Plan. Organ transplants are covered by the DRG system.

Approved inpatient hospital rates are not appl¡cable for hospital-acquired cond¡t¡ons that are ident¡f¡ed as non-payable
by Medicare. This hosp¡tal-acqu¡red condit¡ons policy does not apply to WMP supplemental or enhanced payments
and WMP d¡sproport¡onate share hospital (DSH) payments.

The WMP DRG reimbursement system uses the grouper that has been developed for and used by l\4ed¡care, w¡th
enhancements for certain perinatal, newborn, and psychiatric cases. The grouper classif¡es a patient's hosp¡tal stay
¡nto ân established DRG based on the diagnosis of and procedures prov¡ded to the patient. The WMP appl¡es the
Medicare grouper and its enhancements to W¡sconsin-spec¡fic cla¡m data to establish a relative weight for each DRG
based on statewide average hosp¡tal costs. These weights are ¡ntended to reflect the relative resourcê consumpt¡on
of each inpatient stay. For example, the averâge hosp¡tal¡zation with a DRG we¡ght of 1.5 would consume 50 percent
more resources than the average hospital¡zat¡on w¡th a DRG weight of 1.0, while the average hospitalization with a
DRG w¡th a weight of 0.5 would consume half the resources of the average hosp¡talization with a DRG we¡ght of 1.0.

Each hospital is ass¡gned a un¡que "hospital-spec¡fic DRG base râte". This hosp¡tal-spec¡fìc DRG base rate includes
an adjustment for differences in wage levels between rural and metropolitan areas throughout the state. lt âlso
includes an amount for cap¡tal and direct medical education costs.

Given a hosp¡tal's specil¡c DRG rate and the we¡ght for the DRG ¡nto which a stay ¡s classifìed by the grouper,
payment to the hospital for the stay is determ¡ned by multiplying the hosp¡tal's rate by the DRG we¡ght.

A "cost outl¡er" payment is made when the cost of provid¡ng a service exceeds a pre-determ¡ned "tr¡mpo¡nt". Each
inpat¡ent hosp¡tal cla¡m ¡s tested to determine whether the cla¡m qual¡f¡es for a cost outlier payment.

For add¡t¡onal informat¡on, contact:
Bureau of F¡scal lvlanagement
Department of Health Services
1 W. Wilson Street, Room 318
P, O. Box 309
Mad¡son, W¡scons¡n 53701 -0309.

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

E-mail DHSDHCAABFI\4@dhs.w¡sconsin.gov

TN # 16-0001
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2000
STATUTORY BASIS

The Wisconsin inpat¡ent hosp¡tal payment system is designed to promote the object¡ves of the Wisconsin state
statutes regarding payment for hosp¡tal services (Chapter 49, Wis. Stats.) and to meet the cr¡ter¡a for Tille XIX
hosp¡tal payment systems contained in the federal Social Secur¡ty Act and federal regulations (T¡tle 42 CFR, Subpart
C). The ¡npatient payment system shall comply w¡th all current ând future applicâble federal and state laws and
regulat¡ons and reflect all adjustments requ¡red under said laws and regulat¡ons. Federal regulat¡ons (42 CFR
5447.272) require that the payment system not pay more for inpatient hospital serv¡ces than hospital providers would
rece¡ve for comparable servìces under comparable c¡rcumstances under Medicare.

TN # 16-0001
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3000
DEFINITIONS

Access PaymenL To promote WMP member access to acute care, ch¡ldren's, rehab¡l¡tat¡on, and crit¡cal access
hospitals throughout W¡sconsin, the WMP provides a hospital access payment amounl per el¡g¡ble inpat¡ent
d¡scharge. See $9600 for further details.

Acute Care Hosp¡tal. A hosp¡tal that prov¡des inpatient medical care and other related serv¡ces for surgery, acute
medical cond¡tions, or ¡njuries (usually for a shorl-term illness or condit¡on).

Annuâl Rate Updafe. The process of annually adjusting hospita¡ payment rates to be effect¡ve January 1 of eâch year
based on more current Medicare cost reports.

Border Status Hosp,fa¿ A hospital not located in W¡scons¡n, which has been certified by the WMP as a border status
hospital to prov¡de hosp¡tal serv¡ces to WMP recipients. Border status hospitals can have major border status or
minor border status. Exact cr¡teria for eligib¡lity for border status are provided in 54240.

Centers for Med¡care and Medicaid Se¡'/ices (CMS). The federal agency wh¡ch regulates the WMP.

Ch¡ldten's Hospital, Acute care hosp¡tal that meets the federal def¡n¡tion of a children's hospìtal (42 CFR 4'12.23(d),
and whose pr¡mary âctivity ¡s to serve children.

Core Based Staf,sûcal Area (CBSA). A geograph¡c area based around an urban center of at least 10,000 people.

Cr¡tical Access Hospital (CAH). A hosp¡tal that meets both the requirements under 42 CFR Part 485, Subpart F and
the follow¡ng requirements: no more than 25 beds for ¡npat¡ent acute care and/or swing-bed services; no more than 4
beds for observation servicesl an annual average ¡npatient stay of no more than 96 hours; provis¡on of emergency
serv¡ces and ava¡lability of reg¡stered nurses on a 24-hour-per-day basis; and establishment of a written referral
agreement w¡th one or more network hospitals.

Ðepaftment. The Wiscons¡n DepaÍtment of Health Services (or ¡ts agent)t the State agency respons¡ble for the
adm¡nishat¡on of the W\4P.

DRG. D¡agnosis Related Group, a patient class¡f¡cation system that establ¡shes clin¡cally-s¡m¡lar group¡ngs of serv¡ces
that can be expected to consume s¡milar amounts of hospital resources.

Fee-for-SeNice IFFS). A WMP payment methodology ¡n which providers âre re¡mbursed serv¡ce-by-serv¡ce for
serving Wl\4P members. l\4ost Wl\¡P members are e¡ther enrolled with Health Maintenance Organ¡zations (HN4Os) or
have the¡r services reimbursed on a FFS basis.

Graduate Med¡cal Educat¡on (GME). The phase of train¡ng that occurs after the complet¡on of med¡cal school in wh¡ch
phys¡cians serve as residents, typically at a teaching hosp¡tal, and receive several years of superv¡sed, hands-on
training ¡n a part¡cular area of expertise. Hosp¡tals that train res¡dents ¡ncur real and s¡gnif¡cant costs beyond those
customar¡ly âssociated with providing pat¡ent care; ¡n recognition of this, the WIVIP prov¡des var¡ous payment
adjustments to help defray the d¡rect costs of GME programs.

Healthcare Cost Repoñ lnfomation System (HCRIS). The centralized electron¡c clear¡nghouse for Medicare cost
reports maintained by CMS.

Hosp¡tal P4P Gu¡de. The annual publication, available on the W¡sconsin ForwardHealth Portal, that supplements this
State Plan w¡th additional details about, among other th¡ngs, the HWP4P program.

Hosp¡tal-Spec¡f¡c DRG Base Raúe. The payment rate per d¡scharge wh¡ch w¡ll be calculated for and ass¡gned to each
hospital by the Department for the RY. Th¡s is the rate by wh¡ch a DRG weight ¡s multiplied to establish the amount of
payment for ân ind¡v¡dual inpatient stay.

Hosp¡tal Withhold Pay-for-Pertormance (HWP4P) Program. A performance-based re¡mbursêment system ¡n which
the WN¡P w¡thholds L5% of payment for ¡npatient hospital services and allows hospitals to earn back those dollars by
meet¡ng var¡ous quality benchmarks. See 56620 for further deta¡ls.

HWP4P Pool Amoun¿ The amount of money w¡thheld from inpat¡ent hosp¡tal re¡mbursement for use in the HWP4P
program.

TN # 16-0001
Supersedes
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/MD. lnstitution for Mental D¡sease, as defìned in 42 CFR 435.1009.

Long-Tem
reimbursed

Care Hosp¡tal. A separately l¡censed hospitalthât meets the requiremeñts of42 CFR 412.23(e) and ¡s
by Medicare under the Med¡care prospect¡ve payment system for long-term care hosp¡lals.

Measurement Year (MY). The time period from Apr¡l 1 through March 31 during wh¡ch an ¡teration of the HWP4P
program is adm¡nistered. The named year of the l\4Y ¡s the calendar year ¡n wh¡ch the MY ends; for example, MY
2014 runs from April 1 , 2013 to March 31 , 2014.

Medica¡d Deficit. The amount by which the cost of prov¡d¡ng ¡npat¡ent services to WMP rec¡pients exceeds the WMP
payment for those serv¡ces. See S9100 for further details.

Med¡caid Management lnfomat¡on System (MMIS).fhe system used by the WMP to process and document provider
cla¡ms for payment.

Med¡care Cost Reporf. The CMS 2552 form.

Non-Border Status Hosprfâ¿ A hospital not located in Wiscons¡n ând wh¡ch has not been cert¡f¡ed by the WMP as a
border status hosp¡tal.

Off¡ce of Management and Budget (OMB). The federal agency that, among other things, sets standards and
announces results for classifications with¡n Core Based Statistical Areas.

Prospect¡ve Rate per Dlem. The hospital-specif¡c rate for each day of service.

Psych¡atr¡c Hospital A general psychiatr¡c hosp¡tal wh¡ch ¡s not a satellite of an acute care hospital and for which the
department has ¡ssued a certif¡cate of approval that appl¡es only to the psych¡atr¡c hosp¡lal. A subcategory of
psychiatr¡c hospital ¡s lnstitution for Mentâl Disease (lN¡D), wh¡ch is def¡ned in 42 CFR 435.1009, though llvlDs are
only el¡gible for Med¡caid reimbursement under spec¡f¡c c¡rcumstances.

Rate Not¡ficat¡on Leffer. The not¡fication mailed to hosp¡tals at the conclusion of the annual rate update ¡nforming
each hosp¡tal of ¡ts updated Íeimbursement rates and how to appeal them if necessary.

Rate Year (RY).The time period from January I through December 3l during which rates establ¡shed under the
annual rate update are to be effective for most, if not all, hospitals.

Rehabílitat¡on Hospifal. A separately l¡censed hosp¡tal that meets the requ¡rements of 42 CFR 412.23(b) and is
re¡mbursed by Medicare under the Med¡care prospective payment syslem for rehabilitat¡on hosp¡tals. The hospital
provides ¡ntensive rehab¡l¡tative services for condit¡ons such as stroke, brain injury, spinal cord injury, amputation, h¡p
fractures, and multiple traumas to at least 75% of ¡ts patient population. IMD hospitals cannot be cons¡dered
rehab¡l¡tat¡on hosp¡tals under the prov¡s¡ons of th¡s plan.

Rural Refenal Cente,i A class¡fication that may be bestowed by Medicare on a partic¡pat¡ng acule care hospital.

Standard DRG Group Rate. The statewide DRG base rate that serves as the start¡ng point for the hospital-spec¡fìc
DRG base rate development process.

Sfafe Fisca/ Year (SFY). July 1 - June 30. For example, SFY 2014 ¡s defìned as July '1, 2013 - June 30, 2014.

Upper Payment Limit (UPq. -|he 
maximum amount the WMP may reimburse a hosp¡tal for services provided to WMP

members. This is formally spec¡fìed in 42 CFR 447.272.

Usual and Customary Charges. A prov¡der's charge for the prov¡s¡on of a g¡ven service to persons not entitled to
Wl\¡P benefits.

TN # 16-0001
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Wiscons¡n CheckPo,hl A central¡zed electronic clearinghouse for qualily data for Wisconsin hosp¡tals, maintained by
the Wisconsin Hosp¡tal Assoc¡at¡on, avâ¡lable at www.wicheckpo¡nt.org.

W¡sconsin ForwardHealth Poñal. A webs¡te admin¡stered by the Wl\4P l¡sted at www.foMardhealth.wi.gov.

lMsconsin Medicaid Program (WMP). The State of Wisconsin's implementation of Medical Assistance as per T¡tle
XIX of the federal Social Secur¡ty Act,

TN # 16-0001
Supersedes
TN # í 6-nnl JUN 2 t 20t7 trffA.th'A nâra lt4l¡'t It^14
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4000
DIFFERENCES IN RATE SETTING BETWEEN
IN-STATE AND OUT-OF-STATE HOSPITALS

4100 Hospitals Located in Wiscons¡n

General acute care hosp¡tals, including children's, cr¡tical access, ând long-term care hospitals, located ¡n Wisconsin
(¡n-state hosp¡tals) are reimbursed according to the DRc-based payment method described in 56000 here¡n. All
inpat¡ent stays with¡n these hospitals are reimbursed under the DRG-based pâyment method with certa¡n except¡ons.
These except¡ons include vent¡lator patient care, unusual cases, and brain ¡njury care. Organ transplants are pa¡d
under the DRG-based payment method. Rehabil¡tat¡on and psych¡ah¡c hospitals and state lMDs are reimbursed
under a rate per diem methodology, not the DRG-based payment system.

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

Hospitals not located in Wisconsin but which provide ¡npat¡ent serv¡ces to WMP recip¡ents may be re¡mbursed by the
WMP for the¡r services, Some such hospitals may be granted "border status" by the WlvlP. Others will not have
border status under the WMP (non-border status hospitals).

4210 Non-Border Status Hospitals
Out-of-state hospitals which do r,of have border status arc re¡mbursed under the DRc-based payment method
descr¡bed ¡n S'l 1000 here¡n. Payment is based on the standard (statew¡de) portion of the DRG base rate only. The
rate ¡s not adjusted to recogn¡ze hospital-specifìc capital and direct medical educat¡on costs, d¡fferences ¡n wage
areas, or rural hospital adjustment factors. All non-emergency services at out-of-state hospitals wh¡ch do not have
border status requ¡re pr¡or author¡zat¡on from the WMP. Th¡s differs from the pr¡or authorizat¡on requirements for
in-state and border status hosp¡tals.

4220 M¡nor Border Sfafus Hospifâls
Border status hospitals are d¡vided ¡nto minor and major border stâtus hosp¡tals. M¡nor border status hosp¡tals are
those border status hosp¡tals wh¡ch do not meet the cr¡teria described below for a major border status hospital. M¡nor
border status hospitals are re¡mbursed using the same methodology as a non-border status hosp¡tal. However, minor
border status hospitals are not subject to the pr¡or authorizat¡on requ¡rements for non-border status hospitals.

4230 Major Border Status Hosp¡tals
Major border status hosp¡tals are re¡mbursed according to the DRc-based payment method. This is the same DRG
method as is used for in-state hosp¡tals; it provides a rate that is adjusted to recogn¡ze hospital-specific câp¡tal and
direct graduate med¡cal educat¡on costs and contains a wage area adjustment.

4240 Crítería for Major Boder Status
Major border status hosp¡tals are those border status hosp¡tals wh¡ch have had 75 or more WMP recip¡ent discharges
q at least $750,000 in inpât¡ent chârges for services prov¡ded to WMP rec¡p¡ents over the two SFYs preced¡ng the
annual rate update. The table below prov¡des examples of the years used for a ser¡es of annual rate updates. Not
included in these amounts are discharges and charges for (l) stays wh¡ch were paid in full or part by l\4ed¡care and
(2) stays pa¡d in full by a payer other than Med¡care or Med¡caid. Paid ¡n full means the amount rece¡ved by the
hospital equals or exceeds the amount the WMP would have paid for the stay. For each RY, the Department will
assess the d¡scharges and chârges of each border status hospital and notify the hosp¡tal of its stand¡ng as a major or
m¡nor border status hospital.

Annual Rate Update Effect¡ve Date
January 1, 2015
January 1, 2016

State Fiscal Years Looked At for D¡scharges and Charges
July 2012 to June 2013 arc! July 2013 to June 2014
July 2013 to.June 2014 a¡d July 2014 to June 2015

4250 Rehab¡litat¡on Hospitals w¡th Border Status
A major border status hosp¡tal that the Department determ¡nes qual¡f¡es as a rehabilitation hospital, as delìned in
S3000, ¡s reimbursed on a prospective rate per diem consistent with ¡n-state rehabilitat¡on hosp¡tals.

4260 Alternat¡ve Payments to Border Status Hosp¡tals for CeÍfa¡n Serv¡ces
For any out-of-state acute, children's, cr¡t¡cal access, or long-term care hosp¡tal, regardless of border status, all
inpat¡ent stays are re¡mbursed under the DRc-based payment method except vent¡lator pat¡ent care, unusual cases,
and brain injury care. These cases are reimbursed under the alternative payment methods described in 57000 ¡f the
hospital requests and qualifies for the alternat¡ve re¡mbursement according to S7000,
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5000
COST REPORTING

5100 Use of Cost Reports in Rate Setting

The WMP uses the Medicâre cost report to establish certa¡n components of an ¡n-state or major border status
hosp¡ta¡'s specif¡c payment, ¡ncluding the cap¡tal, direct graduate medical educat¡on, and rural hosp¡tal components of
the base rate per discharge, Cost repoÍts are also used to establish the cost-to-charge ratio for outlier payments and
ind¡vidual hospital allotments for DSH payments. The Department obtaìns l\4edicare cost reports through the
Healthcare Cost Report lnformation System (HCRIS) ma¡nta¡ned by the Centers for l\4ed¡care and Med¡caid Serv¡ces
(cMs).

5200 Selection of Cost Report¡ng Pèriod

For Acute Care Hosp¡tals: The Department has rolled forward the prev¡ous rate sett¡ng year's cost report and inflated
to Rate Year 2016 us¡ng the IHS publicat¡on, "Hosp¡tal and Related Hea¡thcare Costs lndex.

For Cr¡tical Access Hosp¡talsr The Depafment uses the most recently subm¡tted 12-month Medicare cost report
available in HCRIS as of the March 31 prior to the start of the RY. lf the most recently submitted 12-month Medicare
cost report ava¡lable is a "no ut¡l¡zatìon" cost report, the Department may request an alternate 12-month cost report
from the hospital.

5300 Cost Reports for Recent Hospital Combinings

A "hosp¡tal comb¡ning" is the result of two or more hospitals combining into one operat¡on, under one WMP prov¡der
certificat¡on, e¡ther through merger or consol¡dation, or a hospital absorbing a major portion of the operat¡on of
another hospital through purchase, lease, or donat¡on of a substant¡al portion of another hosp¡tal's operat¡on or a
substant¡al âmount of another hosp¡tal's phys¡cal plant. For comb¡n¡ng hospitals for which there ¡s not a submitted 12-
month Med¡care cost report ava¡lable for the combined operation, the Department combines data from the most
recent submittedl2-month Medicare cost repo(s ofthe indiv¡dual combin¡ng hospitals pr¡orto the hospital combining.
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6000
DRG.BASED PAYMENT SYSTEM

6100 lntroduction

A hosp¡tal is pa¡d a prospect¡vely-establ¡shed amount for each d¡scharge under the DRc-based payment system. In
the Department's annual rate update, a "hosp¡talspecif¡c DRG base rate" ¡s calculâted for each hospital. This rate is
the result of âdjust¡ng a un¡form "standard DRG group rate" to recognize lhe wage area of each hosp¡tal. ln addit¡on,
hospital-specif¡c rate supplements for capita¡, direct graduate med¡cal educat¡on, and rural hosp¡tal status are added
to the "standard DRG group rate." For Rate Year 2016, for Acute Care Hospitals these adjustments to the base rate
were cârried foMard from Rate Year 2015 and ¡nf¡ated to RY16 using IHS "Hospital and Related Healthcare Costs
lndex." For Cr¡tical Access Hospitals the methodolog¡es descr¡bed ¡n the following pages were used. This results ¡n

hospital-spec¡fic DRG base rates.

For each WMP rec¡pient's stay, the hospital's specific DRG base rate is mult¡plied by the weight for the DRG which
applies to the hospital stay. The result of th¡s multiplicat¡on ¡s the DRG payment to the hospital for the specif¡c stay. ln
addit¡on to the DRG payment, an "outlier" payment may be made to the hosp¡tal for very high-cost cases.

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

The DRc-based payment system as descr¡bed in 56000 applies to ¡n-state and major border status acute care,
ch¡ldren's, cr¡tical âccess, and long-term care hosp¡tals. Re¡mbursement for rehabil¡tation and psychiatr¡c hosp¡tals is
descr¡bed ¡n 58000. Reimbursement for minor border status and out-of-state hospitals is descr¡bed in S l l000.

6120 Sev¡ces Covered by DRG Payments

A¡l covered serv¡ces prov¡ded dur¡ng ân ¡npat¡ent hosp¡tal stây, except profess¡onal serv¡ces descr¡bed in 56130, are
considered ¡npatient hospital services for which payment ¡s provided under this DRG-based payment system.
(Reference: Wis. Adm¡n. Code, HS 107.08(3) and (a))

All covered ¡npat¡ent hospital stays are reimbursed under the DRc-based payment method except, vent¡lator patient
care, unusual cases, and brain injury care. These cases âre re¡mbursed under the âlternat¡ve payment methods
described in S7000 if the hospital requests and qual¡fies for the alternative reimbursement according to S7000.

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

6130 Prcfess¡onal Sev¡ces Excluded from DRG Payments

Certa¡n profess¡onal and other serv¡ces are excluded from the DRG payment system. Profess¡ona¡ serv¡ces must be
b¡lled by a separately-certif¡ed provider and billed on the CMS 1500 cla¡m form. Services are excluded when the
professionals providing them or the serv¡ces themselves are funct¡on¡ng as:

Physic¡ans Optometr¡sts Pharmacy, for take home drugs on
the date of d¡schargePsvch¡âtr¡sls Heâr¡no âid aiêâlêrs

Psvcholooists Aud¡oloo¡sts Durable med¡cal equ¡pment and
suDol¡es for non-hosD¡tal usePhvqic¡ân âss¡stânls Pôd¡âtr¡sls

Nurse m¡dwives lndeDendent nurse oract¡t¡oners Spec¡alized med¡cal vehicle
transDortat¡onAnêsthês¡â âssislânts

llent¡sts Certifìed reoistered nurse anesthetists A¡r. water. and Iand ambulance
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6200 Standard¡zed DRG Payment Factors

Certain standard factors are used ¡n determining the amount of payment hosp¡tals rece¡ve for serv¡ces covered by the
DRG-based payment method. The Department adjusts these standard factors for each RY. These include the DRG
grouper and the DRG weights.

6210 DRG Grouper

The DRG grouper is a class¡ficat¡on system that sorts each pat¡ent stay into one DRG. The WMP DRG
reimbursement system uses the grouper developed for Medicare based on "major diagnost¡c categorìes" (lvlDCs). For
newborns, WMP has enhanced the grouper's MDC 15 (Newborns and Other Neonates w¡th Conditions Or¡ginating ¡n
the Perinatal Per¡od). For psych¡atric stâys, WMP has enhanced the grouper's MDC 19 (Mental Diseâses and
D¡sorders).

The version of the Medicare groupeÍ used by the WMP is updated for each RY. The Med¡care grouper version used
for RY16 is the latest ava¡lable as of October I 2015.
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6220 DRG Weights

For RY 2016: the RY 20 l5 weights werê used. When RY lS weights were not ava¡lable for new or modified DRGS,
the l\¡edicare weight was used and adjusted for the MA experience.

DRG we¡ghts are designed to reflect the relative resource consumption of each ¡npat¡ent slay. The we¡ghts are
determ¡ned from an analys¡s of past services prov¡ded by hospitals, the cla¡m charges for those services, and the
relat¡ve cost of those services. WMP rec¡pient ¡npat¡ent hosp¡tal claims are used to ensure that the we¡ghts developed
are relevant to the types and scope of services provided to Wl\¡P recipients.

For each RY, revised DRG we¡ghts are established based on (1) the updated vers¡on of lhe Medicare grouper, (2)
more current cla¡ms ¡nformation, and (3) more current ¡npat¡ent hosp¡tal Medicare cost report ¡nformat¡on.

6221 Claims Used. To develop the DRG we¡ghts, the Department uses the three most recent complete SFYs of WMP
inpat¡ent hosp¡tal adjud¡cated cla¡ms, pa¡d through MMIS, that are available as of the July 'l before the start of the RY.

Cla¡ms not covered by the WMP'S DRc-based payment system, such as those for wh¡ch payment is made at rates
determined under 58000 and S7000, are not used. Claims from any hosp¡tal designated as a CAH during any port¡on
of the selected period are also excluded.

6222 Calculating We,g/¡fs. The Department appl¡es the updated version ofthe DRG grouper, as descr¡bed in 56210,
to the set of cla¡ms described in 56221. Each cla¡m is classified and ass¡gned to ¡ts appropriate DRG by the grouper.

Separately, the Department calculates the cost of each claim. This is a hosp¡tal-specif¡c claim cost that requ¡res
cross-walking the services charged on a cla¡m to corresponding cost centers of the hospital's Medicare cost report.
For each claim, the Department multipl¡es the accommodation serv¡ces for the hospital stay by the cosþto-charge
ratio for accommodation services der¡ved from that hospital's Medicâre cost report, The result ¡s the estimated cost of
accommodations for the hosp¡tal stay represented by the cla¡m. The Department repeats th¡s process for anc¡llary
service charges and acqu¡sition charges for transplanted organs (where specif¡c cost-to-charge ratios for the
respect¡ve organs are used). The Department sums the resulting accommodation cost, ancillary serv¡ce cost, and
organ acquisit¡on cost for the clâim to der¡ve the total cost of the hosp¡tal stay.

The Department further standârd¡zes the cost of each inpatient stay by adjusting for area wage d¡fferent¡als and
reducing for cost attr¡buted to capital, direct graduate medical educat¡on, and outlier costs.

The Department then increases each claim's cost usìng an inflation multiplier to trend foMard to the current RY. The
inflation mult¡plier is derived from the IHS publ¡cat¡on, "Hospital and Related Healthcare Costs lndex."

Next, the Department calculates the average cost of the claims ¡n each DRG and a comb¡ned overall average cost of
all DRG cla¡ms. The weight for each respective DRG ¡s the average cost of the DRG's cla¡ms d¡v¡ded by the
combined overall average cost.

The Department rev¡ews and analyzes anomal¡es ând ¡ncongru¡ties ¡n the resulting weights in the light ofthe prior
year's weights and the cost and volume of claims involved. DRG weights may be adjusted based on the outcome of
this analys¡s; for example, a signif¡cant decrease ¡n the we¡ght of any ¡nd¡v¡duâl DRG could be m¡tigated unless cost,
volume, central tendency, and deviat¡on data justify the s¡gnif¡cant decrease. Low-volume DRGS âre espec¡ally
vulneÍable to s¡gnificant year-to-year swings in their weights

Once all weights âre final¡zed, the Department d¡ssem¡nates a l¡sting ofthe result¡ng fìnal DRG weights to ¡n-state and
major border status hospitals.

6223 Cochtear lmplanfs. The Department provides a separate weight for ¡npat¡ent hospital stays for cochlear
implants. Payment at th¡s we¡ght is ava¡lable upon wr¡tten request by the hosp¡tal and ¡s only ava¡lable for a claim thât
covers cochlear implant surgery and the cost of the apparatus.

6224 DRG We¡ghts for MDC 15 (Mental Diseases and Ð¡sorders). The VVMP has expanded the standard DRGS of
MDC 15 (Mental D¡seases and Disorders). For each of the DRGs in this category, the Department develops separate

weights for members over age 17 and members age l7 and younger. These we¡ghts only apply to hospital stays ¡n

acute care hospitalst they do not apply to hospital stays in lMDs or psychiatr¡c hospitals
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6230 Hospital-Specif¡c DRG Ease Rate

The Department calculates a "hosp¡tal-specific DRG base rate" for in-state and major border status hospitâls as
follows:

F¡rst, the Department develops a un¡form "standard DRG group rate" based on the RY's projected WMP ¡npatient
util¡zation, case m¡x, and budget for DRG hosp¡tals (less the projected expenditures for CAH base rates, wh¡ch âre
developed such that projected reimbursement for CAHS fully covers cost). For RY 2016, the standard DRG group
rate is $3,605.52.

Second, the Department determines "hosp¡tal-specifìc DRG base rates" by adjusting the standard DRG group rate for
each hosp¡tal to account for differences ¡n the wage area adjustment index, rural hosp¡tal adjustment qual¡f¡cations,
cap¡tal costs, and direct graduate medical educat¡on costs. The labor portion of the standard DRG group rate ¡s

adjusted by the wage area adjustment index applicable to the hosp¡tal; the sum of the adjusted labor portion and the
unadjusted noniâbor portion forms the "total labor-adjusted group rate." 56240 describes the wage area adjustment
¡ndex. To form the hospital-specif¡c DRG base rate, the Department adds to the hosp¡tal's total labor-adjusted group
rate ¡ts spec¡fìc base payment add-on amounts for cap¡tal and direct graduate medical educat¡on costs and ¡ts spec¡fic
add-on percentage for the rural hospital âdjustment (if applicable), described ¡n 56250 through 56270.

F¡nally, the Department adjusts the standard DRG group rate to account for the impact of includ¡ng capital, direct
graduate med¡cal educat¡on, and rural hospital adjustment costs in the development of the hosp¡tâl-spec¡f¡c DRG
base rates. This action, in turn, serves to adjust the hosp¡tal-spec¡fic DRG base rates as well.
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6240 Wage Area Adjust¡nent lnd¡ces

6241 lntroduction. t he Department adjusts the portion ofthe standard DRG group rate altr¡butable to labor by a
"wage area adjustment ¡ndex" specif¡c to each hospital. The following sect¡ons descr¡be how the Department
develops these wage indices, The Department develops two d¡st¡nct sets of wage ¡nd¡ces, one for hosp¡tals located
with¡n the State of W¡sconsin and one for major border status hosp¡tals.

6242 Sources of Dafâ. Thê Department develops the wage area adjustment indices based on hosp¡tal wage data
ava¡lable through the CN¡S website. For hosp¡tals for wh¡ch CMS has no data, such as non-acute care, new, and
children's hosp¡tals, the Department uses data from other sources.

Provider informat¡on must be submitted to the Department no later than the fìrsl day of the previous RY for the
subsequent RY. Only wage data from hosp¡tals certifìed as Wl\¡P providers is used,

The follow¡ng hosp¡tals are not ¡ncluded ¡n the calculation of the wage ¡ndices.
(1) Hosp¡tals not covered by the DRG payment system.
(2) Hosp¡tals ¡n Wisconsin designated as CAHS as of the June 30 ¡mmediately preced¡ng the RY.
(3) Hosp¡tals known to be closed or to have d¡scont¡nued operating as a hospital as of the June 30 immed¡ately

preced¡ng the RY, not includ¡ng hosp¡tals combining or merging w¡th another hospital,
(4) Out-of-state non-border status hospitals and minor border status hosp¡tals.

The Department obtains wage data through the CMS webs¡te from the "F¡nal Occupat¡onal Mix Factor by Provider"
f¡le for the most recent tìscal year available at the t¡me of rate development. This t¡le is oÍgan¡zed by provider and
¡ncludes occupational mix adjusted and unadjusted wages, occupational mix adjusted and unadjusted average hourly
wages, the nurse occupat¡onal m¡x adjustment factor, and the CBSA nurse occupational mix adjustment factor. The
Department employs the unadjusted wage data to create the wage area adjustment ¡ndices.

6243 wage Area Adjustment lnd¡ces for Hosp¡tals Located in the State of Wisconsin The Department develops the
wage area adjustment indices for hosp¡tals located w¡thin Wisconsin by calculating a statew¡de average wage from
the wage data for ¡n-state, WMP-certif¡ed hospitals. A hosp¡tal's spec¡f¡c wage area adjustment index ¡s the ratio of
thât hospital's average wage to the statew¡de average wage. Thus, the statewide average wage has a wage area
adjustment ¡ndex of L00, and a hospital-spec¡fic wage ¡ndex of 1.05 ind¡cates that the hospital's average wage is 5%
h¡gher than the slatew¡de average. A hosp¡tal-spec¡t¡c wage ¡ndêx of 0.90 ¡nd¡cates that the hosp¡tal's average wage
is 10% lower than the statew¡de average.

For hosp¡tals for which wage data ¡s not available or wh¡ch have not subm¡tted hosp¡tal-spec¡fìc informat¡on for
cons¡derat¡on, the Department âpplies an average wage area adjustment ¡ndex using data from hosp¡tals located in

the same core based stat¡st¡cal area (CBSA) as def¡ned by CMS. Th¡s process ¡s followed unt¡l wage area data for the
hospital is publ¡shed and ¡dent¡f¡able ¡n the CMS wage data referenced above.

6244 Wage Area Acljustment lnd¡ces for Major Border Status Hosplfa/s. The Department develops the wage areâ
adjustment ¡ndices for major boÍder status hospitals by calculating ân average wage from the wage data for WMP-
certified major border status hospitals ("major border status average wage"). A hosp¡tal's specif¡c wâge ârea
adjustment index ¡s the rat¡o of that hospital's average wage to the major border status average wage. Thus, the
major border status average wage has a wage area adjustment ¡ndex of 1.00, and a hosp¡tal-spec¡fic wage index of
'1.05 ¡nd¡cates that the hospital's average wage is 5% h¡gher than the major border status average. A hospital-specifìc
wage ¡ndex of 0.90 indicates that the hospital's average wage is 10% lower than the major border status average.

For hospitals for which wage data is not available or wh¡ch have not submitted hospital-spec¡f¡c information for
cons¡derat¡on, the Depârtment applies an average wage area adjustment index us¡ng data from hospitals located ¡n

the same CBSA, as defìned by Clils. Th¡s process is followed unt¡l wage area data for the hosp¡tal is publ¡shed and
identifiable in the CMS wage data referenced above.
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6250 Cap¡tal Costs Adjustment

For RY 2016: the RY 2015 Acute Care Hospital capital costs were appl¡ed and ínflated to RY16 using IHS "Hospital
and Related Healthcare Costs lndex". Crit¡cal Access Hospitals cap¡tal costs were calculated using the methodology
below.

6251 General. Under the DRG-based payment system, the Department adds an amount for cap¡tal costs to the
hospital-spec¡fíc DRG base rates of hospitals located in Wiscons¡n and major border status hosp¡tals. The amounts
for th¡s add-on are prospectively establlshed based on each ¡nd¡v¡dual hosp¡tal's h¡storical capital costs.

6252 Standard Calculatíon Methodology.

The Department determines the cap¡tal cost add-on amount for a hospital using cost ¡nformation from the hospital's
rate setting Med¡care cost report.

1. The Department determ¡nes the capital cost attributable to WMP ¡npatient serv¡ces by mult¡ply¡ng the overall
allowed inpat¡ent cost attr¡butable to WMP recipients by the ratio of total allowed capital costs to total
allowed hospital costs.

2. The Department limits the result¡ng Wl\¡P capital cost to no more than 8% of a hospital's total cost of treating
WMP recip¡ents.

3. The Department inflates the amount from step 2 to the RY us¡ng an inflat¡on rate der¡ved from the IHS
"Hospital and Related Healthcare Costs lndex."

4. The Department divides the amount from step 3 by the number of W\4P Íecip¡ent discharges for the period
of the rate sett¡ng Med¡care cost report.

5. The Departmênt div¡des the result¡ng amount per discharge by the average DRG case mix ¡ndex per

discharge.

6. The result from step 5 is the hospital's specific base capital cost add-on amount at a 1.00 DRG we¡ght. The
Department adds this amount to the hospital's specifìc DRG base rate.

6253 Catculation Where No Audited Cost Repoft ls Available. For hospitals for wh¡ch there ¡s no subm¡tted 12-month
Med¡care cost report available and wh¡ch have not filed a prev¡ous appeal w¡th lhe W\ilP, the Department applies the
statew¡de average capital cost payment adjustment.

For in-state acute care hosp¡tals, the Department determ¡nes this adjustment by dividing the totalWMP cap¡tal costs
(câpped at 8% of a hosp¡tal's total cost) of âll ¡n-state acute care hosp¡tals by the total number of recip¡ent d¡scharges
for the per¡od of the rate setting Medicare cost reports of all in-state acute care hospitals. This average cap¡tal cost
per d¡scharge calculat¡on yields the statew¡de average capital cost payment that the Department adds onto the
qualifying hospital's specific DRG base rate.

For major border status hospitals, the Department determines this adjustment by div¡d¡ng the totalWNIP capital costs
(capped at 8% of a hosp¡tal's total cost) of all major border status hosp¡tals by the total number of rec¡pient
d¡scharges for the per¡od of the rate setting Medicare cost reports of all major border status hosp¡tals. This average
capital cost per discharge calculation yields the average cap¡tal cost payment that the Department adds onto the
qual¡fy¡ng hospital's spec¡fic DRG base rate.
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6260 D¡rect Graduate Med¡cal Education and Approved Nurs¡ng and Allied Health Act¡v¡t¡es Adjustment

For RY 2016: the RY 2015 Acute Care Hospital D¡rect Grâduate Med¡cal Education and Approved Nursing and Allied
Health Act¡v¡ties Adjustments were applied and inflated to RY16 using IHS "Hospital and Related Healthcare Costs
lndex". Cr¡ticalAccess Hosp¡tals Direct Graduate l\4edical Educat¡on and Approved Nursing and Allied Health
Act¡v¡t¡es Adjustment were calculated using the methodology below.

6261 General. Under the DRc-based payment system, the Department adds an amount for costs assoc¡ated w¡th
d¡rect graduate medical educat¡on programs to the hosp¡tal-specific DRG base rates of hospitals located ¡n Wisconsin
and major border status hosp¡tals. The amounts for this add-on are prospect¡vely estâbl¡shed based on each
indiv¡dual hosp¡tal's h¡stor¡cal d¡rect graduate med¡cal education costs.

6262 Standard Calculation Methodology.

The Department determ¡nes the direct graduate med¡cal education and approved nursing and allied health
actìv¡t¡es add-on amount for a hospital using cost information from the hospital's rate setting Med¡care cost
report.

1. The Department determ¡nes the d¡rect graduate medical educat¡on and approved nursing and allied health
activit¡es costs attributable to Wl\4P ¡npatient services by mult¡plying the overall allowed ¡npatient cost
attr¡butable to WMP rec¡pients by the ratio of total allowed d¡rect graduate medical education and approved
nurs¡ng and all¡ed health activities costs to total allowed hosp¡tal costs.

2. The Department ¡nflates the resulting amount to lhe RY using an inflat¡on rate derived from the lHS "Hospital
and Related Healthcare Costs lndex."

3. The Department d¡vides the resulting amount by the number of \ryMP recip¡ent discharges for the period of
the rate setting Med¡care cost report.

4. The Department divides the resulting amount per discharge by the average DRG case m¡x ¡ndex per
d¡scharge.

5. The result from step 4 is the hosp¡tal's specific base d¡rect graduate med¡cal educat¡on and approved
nursing and all¡ed health activ¡ties add-on amount at a 1.00 DRG weight. The Department adds th¡s amount
to the hosp¡tal's specific DRG base rate.

6263 Calculation Where No Audited Cost Report ls Ava¡lable. For hosp¡tals for wh¡ch there is no submitted'12-month
Med¡care cost report available and wh¡ch have not f¡led a prev¡ous appeal with the WMP, the Department applies the
statewide average d¡rect graduate med¡cal educat¡on and approved nurs¡ng and all¡ed health activities payment
adjustment.

For ¡n-state acute care hospitals, the Department determ¡nes this adjustment by dividing the total Wl\4P direct
graduate medical educat¡on and approved nursing and allied health activ¡t¡es costs of all in-state acute care hosp¡tals
by the total number of recip¡ent discharges for the per¡od of the rate setting l\¡edicare cost reports of all ¡n-state acute
care hospitals. Th¡s average direct graduate med¡cal educat¡on and approved nursing and allied health activ¡ties cost
per discharge calculation y¡elds the statewide average d¡rect graduate medical educat¡on and approved nursing and
allied heallh act¡v¡ties cost payment that the Department adds onto the qualiry¡ng hosp¡tal's specif¡c DRG base rate.

For major border status hospitals, lhe Department determines th¡s adjustment by d¡v¡d¡ng the totalWMP d¡rect
graduate med¡cal educat¡on and approved nursing and all¡ed health act¡vities costs of all major border status
hospitals by the total number of recip¡enl discharges for the per¡od of the rate setting Medicare cost reports of all
major border status hosp¡tals. This average d¡rect graduate med¡cal education and approved nurs¡ng and allied health
activit¡es cost per d¡scharge calculation yields the average direct graduate med¡cal educat¡on and approved nurs¡ng

and all¡ed health activ¡t¡es cost payment that the Department adds onto the qualify¡ng hosp¡tal's specific DRG base

rate.
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6270 Rural Hosp¡tal Adjustment

For RY 2016 the qualifying províders and correspond¡ng percentages from RY 15 werc used.

6271 Qualify¡ng Cr¡tena. A hospital may qualify for a rural hospital adjustment if ¡t meets the follow¡ng conditions ¡n

the most recent state f¡scal year for which data is avâilable at the t¡me of the annual rate update. Cr¡tical access
hosp¡tals are not el¡g¡ble to receive an adjustment under th¡s section.

1. The hosp¡tal is located ¡n W¡scons¡n.

2. The hospital is class¡f¡ed as be¡ng located ¡n a rural Core Based Statist¡calArea (CBSA) des¡gnated by the
Office of Management and Budget (OMB).

3. The hospital is not class¡fìed as a Rural Referral Center by Medicare.

4. The hospital d¡d not exceed the median amount for urban hosp¡tals ¡n W¡sconsin for each of the follow¡ng
operat¡ng statistics:

a. total discharges exclud¡ng newborns,
b. the Med¡care case-m¡x ¡ndex, and
c. the WMP case-m¡x ¡ndex.

5. The combined Med¡care and Medica¡d utilization rate of the hosp¡tal ¡s determ¡ned to be equalto or greater
than 50.0%.

CBSA rural/urban designations, Rural Referral Center designat¡ons, and prov¡der-spec¡fic Med¡care case-mix ¡ndices
are determined from the latest published CMS Hosp¡tal lnpatient "PPS F¡nal Rule lmpact File". Hosp¡tals which are
not l¡sted in the Final Rule lmpact F¡le are excluded from qual¡fying for the rural hospital adjustment

6272 Adjustment Percenfage. The amount ofthe rural hospital adjustment ¡s based on a qual¡fying hosp¡tal's WVIP

util¡zat¡on rate. The WMP utilizat¡on rate is determined by d¡v¡d¡ng the total WMP ¡npat¡ent days by the total ¡npatient
days from the individual hospital's rate setting Medicare cost report

The Department has determ¡ned that a total of $5,000,000 will be available for the rural hospital adjustment
percentage (for all hosp¡tals comb¡ned) ¡n FY2008 and years thereafrer.

NOTE: To ctarify forthe federal Center for Med¡care and Medica¡d Serv¡ces (CMS), the adjustment descibed in the
above 56270, spec¡f¡calty 56271 and 56272, ¡s NOT a d¡spropoñionate share hospital (DSH) adiustment under 51923
of the Soc¡al Secutity Act.

6273 Lump Sum Rurat Adjusûnent Paymenfs. Hosp¡tals that do not qual¡fy for a rural hospital adjustment percentage,

but are classif¡ed as rural under the Med¡care wage ¡ndex, are eligible for an annual lump sum payment of $300,000
per hospital per state f¡scal year.
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6300 Outlier Payments under DRG-Basèd Payment System

6310 General

An outlier payment to the hospital prov¡des a measure of relief from the financ¡al burden presented by extremely high
cost cases. lt is ân âmount pa¡d on an ¡ndividual stay in addition to the DRG payment. Cost based outlier adjustments
are provided. The Department may evaluate the med¡cal necess¡ty of serv¡ces prov¡ded and appropr¡ateness of
outl¡er cases prior to the issuance of outl¡er payments or, ¡f payment has been made, recoup the same.

6320 Qualifying Citeria for a Cost Outlier Payment

For a hospital's cla¡m to qual¡fy for cost outlier payment, the follow¡ng criter¡a apply:
'1. The charges for a given case must be usual and customary,
2. The serv¡ces prov¡ded must be medically necessary and the level of care appropr¡ate to the med¡câl needs

of the pat¡ent.
3. The cla¡m's cost, that is, charges-adjusted-to-cost, must exceed the DRG pâyment by the amount of the RY

2016 tr¡mpo¡nt appl¡cable to the hosp¡tal. The applicable trimpo¡nt w¡ll depend on the type and s¡ze of the
hospital as follows:

Tvbê of HosD¡tel / Bêd S¡ze Less than 100 t eds 100 Beds or Greater
Acute Care HosD¡tâls $16.000 $32.000

Cr¡f¡câl Accêss Hnsnitâl s300 N/A

4. Hospitâl stays for wh¡ch payment ¡s lgt prov¡ded under the DRG payment system do not qual¡fy for outlier
payment consideration. This ¡ncludes, but ¡s not necessarily l¡m¡ted to, cases treated at rehabilitat¡on
hosp¡tals and lMDs exempt from DRGs, cases treâted ât hosp¡tals re¡mbursed on a percent-of-charges
basis, and cases for serv¡ces exempted from DRG payment system under 57000. Cla¡ms for chronic, stable
vent¡lator-dependent hospital pat¡ents shall be reimbursed under the ventilator rate and, therefore, are not
eligible for a cost outl¡er payment.

6330 Charges Adjusfed- Io-Cosf

Cla¡m charges are adjusted to costs us¡ng the hospital's specif¡è coslto-charges rat¡o for WMP inpatient services.
The cost{o-charge rat¡o is drawn from the Med¡care cosl report used for rate sett¡ng. For Acute Care Hospitals the
cost-to-charge ratios were carr¡ed forward from RY 15. For hospitals for wh¡ch the Department does not have a
submittedl2-month Med¡câre cost report, then the cost-to-charge ratio is the average state-wide cost-to-charge ratio,
wh¡ch is the ratio of the total state-wide ¡npat¡ent hosp¡tal costs for WMP serv¡ces to the total charges for those
services.
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6340 Outl¡er Payment Calculation

Var¡able costs ¡n excess of the DRG payment and the tr¡mpo¡nt w¡ll be pa¡d. Follow¡ng âre the steps for câlculat¡on of
an outl¡er payment. An example of a cost outl¡er calculat¡on is presented ¡n append¡x 52'1000.

1. Allowed claim charges are adjusted to cost by mult¡plying the charges by the hosp¡tal's WMP costto-charge
rat¡o.

2. The allowed excess cla¡m cost is calculated by subtract¡ng the case-mix adjusted DRG payment and the
hospital's trimpoint from the cla¡m cost. (Claim cost - Case-mix adjusted DRG payment - Trimpo¡nt = Excess
cost, must be pos¡tive to qual¡ry).

3. The outl¡er payment is the result of multiplying the excess claim cost by the variable cost factor. The variable
cost factors are:

Type of Hospital
General Med¡cal & Surg¡cal Hospitals

Var¡able Cost Factor

l\ilajor Border Status Hospitals
Non-Border Status and Minor Borders Status Hospitals
Cr¡t¡câl Access Hospitals

6950 Bed Count, Source and Changes

The trimpo¡nt amount for each hospital shall be estâbl¡shed effective January'I of the rate year based on the bed
count on file w¡th the Department's D¡vision of Qual¡ty Assurance, as of July 1 of lhe preced¡ng rate year.

lf a hospital changes its bed count afrer July 1, the hosp¡tal must notify the Department and any change ¡n the
trimpoint amount w¡ll not be effective unt¡l the subsequent rate year.

6360 Outlíer Tîimpo¡nt for Hosp¡tal Comb¡nings

A "hospital combining" ¡s the result of two or more hospitals combin¡ng into one operat¡on, under one WMP provider

certif¡câtion, e¡ther through merger or consolidation, or a hosp¡taì absorbing a major port¡on of the operatlon of
another hosp¡tal through purchase, lease, or donat¡on of a substantial portion of another hospital's operat¡on or a
substantial amount of another hosp¡lal's physical plant. For comb¡ning hospitals, the applicable trimpo¡nt will depend
on the type and size of the combined operation. One tr¡mpo¡nt w¡ll apply to all ¡ndividual combin¡ng hospitals under
the combined operat¡on, regardless of the type and s¡ze of the indiv¡dual comb¡ning hosp¡tals.

77Vo
770/o

77%
100%
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6400 Alternative DRG Base Rates

6410 Reimbursement for Cîitical Access Hosplfals
Cr¡tical access hosp¡tals are reimbursed the lower of the hosp¡tal's allowable cost or charges for the serv¡ces prov¡ded
to WVIP recipients.

The Department calculates a prospective cost based rate per d¡scharge, us¡ng the Medicare cost report used for rate
setting, per the following sleps:

1. A cost per day w¡ll be calculated for rout¡ne inpatient services using Medicare and l\4ed¡caid cost princ¡ples.
2. Costs will be apport¡oned to the Wl\4P by mult¡plying the cost per day t¡mes WMP days from the l\iled¡ca¡d

Management lnformat¡on System (MMIS).
3. Wl\4P anc¡llary costs will be calculated by der¡v¡ng cost-to-charge ratios for each anc¡llary service cost

center. The total anc¡llary WMP costs will be calculated by multiply¡ng the cost-to-charge rat¡os by W\4P
anc¡llary charges from the Medicaid Management lnformat¡on System (MMIS).

4. Outl¡er payments w¡ll be projected based upon claims data corresponding to the cost report period and w¡ll
be netted from WMP costs.

5. Costs associated w¡th cap¡tal w¡ll be lim¡ted to no more than 8% of a hosp¡tal's total WMP costs.
6. The WMP rout¡ne costs plus ancillary costs, net of outlier payments and capital cost reduction amounts, will

be divided by the number of WMP discharges from l\ilMlS correspond¡ng to the cost report per¡od.
7. The cost per dischârge rate will be inflated to the current rate year by applying the "Hospital and Related

Healthcare Costs lndex" published by IHS.

The prospect¡ve cost based rate w¡ll not be subject to an annualWMP cost settlement. lf no submittedl2-month
Med¡care cost report is ava¡lable, the hospitalwill receive the statewide average payment râte. Total ¡npat¡ent
payments may not exceed charges as descr¡bed ¡n 510000.

6420 Payment Rates for New Acute Care, Ch¡ldren's, and Long-Term Care Hosp¡tals

The Department w¡ll establish payment rates for new acute care, children's, and long-term care hospitals under a
method other than that described in 56200 until lvledicare cost reports are available for application of that
methodology.

6421 New Acute Care Hospital and Stañ-Up Peiod. The start-up per¡od for a new acute care, children's and long-
term câre hospital beg¡ns the dâte the hospital adm¡ts its fìrst WMP recip¡ent. The start-up period ends when a
subm¡tted12-month Medicare cost report is avâilable to the Department at t¡me of rate calculation.

6422 Rates for Staft-up Period. New acute care, children's and long-term care hosp¡tals are pâ¡d a stâtew¡de
average "DRG paymenl rate adjusted by case m¡x." New Hospitals are eligible to receive an "outl¡er" payment for
very h¡gh cost câses. The statewide average cost-to-charge ratio will be used ¡n determ¡n¡ng outl¡er payments dur¡ng
the start-up per¡od. The statew¡de average cost-to-charge ratlo w¡ll be calculated by summing the total cost of treat¡ng
WMP pat¡ents ¡n exist¡ng ¡n-state acute care hospitals divided by total Wl\4P charges associated w¡th WMP patients in
the rate year.
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6500 Other Provis¡ons Relat¡ng to DRG Payments

6510 Review by Extemal Qual¡ty Rev¡ew Organizat¡on (EQRO)

The Department contracts w¡th an External Quality Review Organ¡zation (EQRO) to review selected hospitalizations
of WMP recipients fof medical necess¡ty and appropr¡ateness. The process to select those hosp¡tal¡zat¡ons which are
reviewed ¡s approved by the Depârtment. The EQRO rev¡ew cr¡ter¡a are premised on object¡ve clin¡cal signs of pat¡ent
¡llness and documentat¡on that intensive hospital services were be¡ng prov¡ded. The EQRO review process
represents a h¡ghly profess¡onal, cl¡nically sound approach for assuring that hosp¡tal serv¡ces are used only when
medically necessary. EQRO cr¡teria are approved by the federal Center for Med¡care and Med¡câid Services (CNIS).
The rev¡ew criter¡a and per¡od¡c updates to ¡t are d¡ssem¡nated to all hospitals in the state.

6511 EQRO Control Number. The hospital must contact the EQRO and acqu¡re a un¡que case-specifìc control
number from the EQRO for each of the following types of ¡npat¡ent adm¡ss¡ons:

. urgent/emergent admissions to hospital IMDS for rec¡p¡ents under 21 years of age,

. medical elective admiss¡ons, and

. adm¡ssions for ambulatory/outpatient procedures ident¡f¡ed by the Department as needing control numbers.

Payment of ¡npat¡ent claims for these admiss¡ons will be denied ¡f the claims do not ìnclude the required case-specif¡c
control number from the EQRO.

6512 DRG Vat¡dat¡on Rev¡ew. As part of the EQRO rev¡ew process, the ¡nformation provided on the hospital cla¡m is
verif¡ed with the med¡cal record documentation. This review may determine that the DRG ¡n¡t¡ally âss¡gned to the
hospitâl stây was ¡nappropriate. The Department may adjust DRG payment pursuant to the result of EQRO rev¡ews
and recover any overpayment wh¡ch has been made.

6520 Med¡cally Unnecessary Sfays

l\4ed¡cally unnecessary stays are those stays that are not reasonably êxpected to ¡mprove the pat¡ent's cond¡tion, that
are not for diagnost¡c study, or lhat do not requ¡re the intensive therapeutic services normally associated w¡th
inpatient care. (See S6510 regard¡n9 criteria.)

The Department w¡ll recover payments previously made or deny payments for medically unnecessary hospital stays
and/or inappropriate services based on determ¡nations by the Department, the External Qual¡ty Review Organ¡zation
(EQRO) or other organ¡zat¡ons under contract with the Depârtment. The Department ¡s requ¡red by federal law to
mon¡tor the med¡cal necess¡ty and appropr¡ateness of services provided to WMP recip¡ents and pâyments made to
providers of such services. W¡sconsin statute, S49.45(3X02m, âuthor¡zes the Department to adopt cr¡ter¡a on medical
necess¡ty and appropriateness and to deny claims for services fa¡l¡ng to meet these criteria.

6 530 I n app ropi ate Admlsslo,s

6531 lnappropríate lnpatient Admission. Payment for inpat¡ent care which could have been performed on an
outpat¡ent basìs shall not exceed the fac¡l¡ty's outpatient rate-per-visit pa¡d under Attachment 4.19-B of this State
Plan. lf payment has been made, the difference between the payment and the outpat¡ent rate-per-visit w¡ll be
recovered.

6532 lnappropr¡ate Discharge and Readmiss,bn. lf the EQRO determines that it was medically inappropr¡ate for a
patient to have been d¡scharged from a hospital and as a result, that patient needed to be readm¡tted to a hosp¡tal, no
payment w¡ll be made for the f¡rst d¡scharge. lf payment has been made, it will be recouped.
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6540 Transfers

6541 Hosp¡talto Hospital Tmnsfers. Pat¡ent transfers may be reviewed by the EQRO or the Dêpârtment for med¡cal
necess¡ty. lf the transfer ¡s determined to have been med¡cally necessary, then both the transferr¡ng and the receiving
hosp¡tal w¡ll be pa¡d the full amount for the respective stay. lf the lransfer ¡s determ¡ned not to have been medically
necessary, then no payment w¡ll be made for the stay that was not deemed medically necessary.

6542 IMD to Hosp¡tal fransfers. An ¡npat¡ent at an IMD may transfer to an acute care hosp¡tal for a short term stay,
then return to lhe IMD and eventually be discharged from the llvlD. lf the person's absence from the IMD ¡s due to the
person be¡ng an inpatient of one or more acute care hospitals for a per¡od of three or less conseculive days, the IMD
will !9t be pa¡d a payment for the transfer to the acute care hospital. If the âbsence ¡s for a per¡od exceed¡ng three
consecut¡ve days, the IMD will rece¡ve payment for the transfer to the acute care hospital. Three or less conseculive
days means the patient ¡s absent or on-leave from the IMD for three or less success¡ve midn¡ght census counts of the
lMD. The IMD w¡ll be elig¡ble for payment for each medically necessary day the pat¡ent was ¡ncluded ¡n the census
counts of the ll\4D. The acute care hospital, to which the pat¡ent was transferred, w¡ll be reimbursed for the med¡cally
necessary stay w¡thout regard to the pat¡ents length of the stay in the acute care hospital. Any payment to the IMD
for a person's ¡npat¡ent stay ¡s subject to the person being eligible for MA coverage for the¡r stay ¡n the lMD.

6550 DaW Awaiting Placement

Days awaiting placement are those days of an ¡npatient hospital stay during which med¡cally necessary services
could have been prov¡ded to the pat¡ent ¡n â nursing facility or some other alternat¡ve treatment sett¡ng. A DRG
weighted d¡scharge payment will not be adjusted for days a WMP recip¡ent pat¡ent awaited placement to an
alternat¡ve l¡v¡ng arrangement. lf placement to a NF or an ICF-MR is delayed, not on the hosp¡tal's part, for
complet¡on of requ¡red pre-adm¡ssion screen¡ng for mental ¡llness and/or mental retardat¡on (required under Subtitle
C, Part 2 of PL 100-203, the Omn¡bus Budget Reconc¡liat¡on Act of 1987), the hospital may request and receive a per

diem payment for each allowed day ¡dent¡f¡ed as wait¡ng placement due to the lack of the pre-admission screen. Th¡s
payment shall be in add¡t¡on to the DRG payment, not to exceed the est¡mated statewide average NF rate. Each
allowed day awa¡t¡ng placement must be adequately documented for rev¡ew ¡n the patient chart

6560 Outpat¡ent Serv¡ces Related to lnpatient Stays

Outpatient hosp¡tal cla¡ms for services provided to a recipient during an inpat¡ent stay are cons¡dered part of the
inpatient stay and will be den¡ed. Emergency room serv¡ces shall be cons¡dered part of the inpatient stay, not
outpat¡ent services, if the pat¡ent was adm¡tted and counted ¡n the midn¡ght census, Outpat¡ent or professional clâ¡ms
on the date of admiss¡on or d¡scharge will be allowed if billed by a prov¡der other than the admitting inpat¡ent hospital.

6570 Obstetrícal and Newbom Same Day Admiss¡on/Discharge

A hosp¡tal stay shall be cons¡dered an ìnpat¡ent stay when a WMP rec¡pient ¡s adm¡tted to a hosp¡tal and delivers a

baby, even if the mother and the baby are discharged on the date of admission and not included in the midnight
census. Th¡s cons¡deration applies to both the newborn ¡nfant and the mother and also applies in those ¡nstances
when the recipient and/or newborn are transferred to another hospital.

6580 Changes of Ownersh¡p

Payment rates will not change solely as a result of a change of ownership. At the t¡me of ownership change, the new

owner w¡ll be âssigned the hospital-specif¡c DRG base rate of the prior owner. Subsequent changes to the hospital-

specif¡c DRG base rate for the new owner will be determined as if no change ¡n ownership had occurred; that is, the
piior owner's Medicâre cost reports w¡ll be used unt¡l the new owneis Medicare cost reports come due for use in the
annual rate update.
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6590 Ptovis¡ons Relat¡ng to Organ Transplants

6591 Coverage Cr¡teia. ln ordel fot a hospital to receive payment for transplant services, the follow¡ng cr¡teria must
apply:

a. The transplant must be performed at an inst¡tution approved by the Organ Procurement and Transplant
Network and/or CMS for performing organ transplantation foÍ the lype of transplânt prov¡ded.

b. Any transplant other than a transplant of a sol¡d organ must be pr¡or author¡zed by the Department. Criter¡a
for coverage of sol¡d organ transplants are prov¡ded ¡n Attachment 3.1-E and the orgân transplants listed are
heart, heartiung and Iung, l¡ver, and pancreas. Prior authorization requests must be subm¡tted jo¡ntly by the
hosp¡tal and the transplant surgeon, and must include wr¡tten documentation altest¡ng to the
appropriateness of the proposed transplant. Payment will not be made without prior authorizat¡on approval.

c. ln order to include the acquis¡t¡on costs ¡n the allowable charges, ând not have the "acqu¡s¡tion costs"
deducted from the transplant payment rate, the hospital will have to provide assurance to the Depârtment
that organs are procured from an organ procurement organizat¡on.

6592 Organ Procuremenf. Organs must be obta¡ned in compliance w¡th the requirements of Federal and State statute
and regulat¡ons.

6593 Transplant Log. Hospitals wh¡ch perform organ transplants must ma¡ntain a log for every organ transplant
performed for a WMP recip¡ent (except bone marrow) ¡ndicating the organ procurement organization or agency or
source of the organ and all costs associated w¡th procurement. A copy of th¡s log must be subm¡tted along with the
transplant hosp¡tal's WMP cost report, so that the WMP may document compl¡ance.

TN # 16-0001
Supersedes
TN # 1Ã-nnl JUN 21 20li trffêr.fh,A nâfê ¡11î'l l9ît1^



tnpaÌent Hosp[at Slate Htan
Attachment 4.19-A

Page 22

6600 Performance-Based Payments

66lo Ássessmenf-FLinded Peiomance-Based Payments

The Department reserves $5 mill¡on (all funds) ¡n each SFY for its Hospital Assessment Pay-for-Performance
(HAP4P) program, which prov¡des for payments to acute care, children's, and rehabilitat¡on hosp¡tals located ¡n

Wiscons¡n. Cr¡t¡cal access hospitals are not included in the HAP4P program because they already feceive cost-based
reimbursement. Psychiatr¡c hosp¡tals are not ¡ncluded becâuse they are pa¡d under a d¡fferent reimbursement
methodology in the State Plan.

The HAP4P program is admin¡stered on a measurement year (MY) bas¡s. Each MY runs from Apr¡l 1 through March
3l of the next calendar year, and ¡s named after the calendar year ¡n wh¡ch it ends. Payments for each MY are made
annually by the December 31 following the conclusion of the NrY,

The remainder of th¡s section describes the program's des¡gn and requirements for MY2016. In order to be elig¡ble for
HAP4P program payments, hospitals are required to report performance measure data and meet performance-based
targets as specified in the Hospitâl Pay-for-Performance (P4P) Guide (effect¡ve Apr¡l 1, 2015 for MY 2016) published
on the Wisconsin ForwardHealth Portal.

Hospitals receive payment for scoring at or above the averages published in the P4P Gu¡de for the three CheckPo¡nt
measures, and the¡r respect¡ve sub-measures, as l¡sted below.

1) Per¡natal Measures ($2 million) - Hospitals are scored on th¡'ee sub-measures (AHRO PSI 17, AHRQ PSI
18, AHRQ PSI 19). A hosp¡tal can earn a 75% "partial share" of the $2 m¡ll¡on by scor¡ng at or above the
published average on one ofthe sub-measures, or can earn a 100% "full share" of the $2 mill¡on by scoring
at or above the published average on at least two of the sub-measures.

2) Patient Exper¡ence of Care ($1.5 m¡llion) - Hosp¡tals are scored on ten sub-measures drawn from the
27-quest¡on Hospital Consumer Assessment of Healthcare Prov¡ders and Systems (HCAHPS) survey
completed by patients. A hospital can earn a 100% "full share" ofthê $1.5 million by scor¡ng at or above the
published average on at least three of the sub-measures.

3) Central L¡ne Associated Blood Stream lnfections (CLABSI) ($1.5 mill¡on) - Hosp¡tals are scored bâsed on
their performance on this standârd ¡nfection ratio that is calculated for all W¡sconsin hospitals. A hosp¡tal can
earn a 100% "full share" of the $1.5 million by scor¡ng at or above the published average for th¡s measure.

Only data submitted to CheckPoint as of the September 30 following the conclusion of the lVlY are included in the
calculat¡ons of performance on these measures.

The Department determ¡nes the payment amounts and recipients for each measure separately. The Department
calculates the "full shãre" payment amount for a measure by dividing the budget for the measure by lhe sum of
("part¡al' and "full") shares earned by hospitals; the "partial share" payment amounl is the "full share" payment amount
multiplied by the "part¡al share" percentage. For example, if, for the Per¡natal Measures, 25 hospitals qualify for "full

shares" and 20 hospitals qualifo for 750lo "part¡al shares," the sum ofthe shares is 40 (25 + (0.75x20)), sothe2S
hosp¡tals each earn $50,000 ($2 million / 40) wh¡le the 20 hosp¡tals each earn $37,500 ($50,000 x 0.75).

HAP4P payments are l¡mited by the federal UPL regulations at 42 CFR 5447.272. All HAP4P payments are ¡ncluded
¡n the UPL calculat¡on for the MY regardless of when payments are actually made.
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6620 W¡thhold-Based Pe¡'fomance-Based Payments

The Department has a Hosp¡tal Withhold Pay-for-Performance (HWP4P) program that prov¡des for payments for
acute care, ch¡ldren's, cr¡tical access, and psych¡atric hosp¡tal services. Long-term care, rehabil¡tation, and out-of-
state hospitals are exempt from the HWP4P program.

The Department admin¡sters the HWP4P pÍogram on a measurement year (MY) basis. The chart below shows the
start and end dates for the f¡rst two MYs of the HWP4P program, which did not occupy a full 12 months.

Subsequent MYs are on a 12-month cycle, from April 1 through March 31 of the next calendar year.

For each l\4Y, the Department pays FFS clâims for serv¡ces at the rate of 98.5% of the re¡mbursement in effect during
the N¡Y, The HWP4P pool amount ¡s the remaining 1 .5% of the reimbursement ¡n effect dur¡ng the MY for those same
FFS cla¡ms.

Hosp¡tal supplemental payments made to eligible prov¡ders, ¡ncluding access payments, are excluded from the
HWP4P pool amount.

The Department makes HWP4P payments for each MY annually by the December 31 following the conclusion of the
MY.

The remainder of this section describes the program's design and requ¡remenls for MY 2016. ln order to be el¡gible
for HWP4P program payments, hosp¡tals are required to report performance measure data and meet performance-
based targets as spec¡fied in the Hosp¡tal Pay-for-Performance (P4P) Gu¡de (effect¡ve April 1 2015 for MY 20'16)
published on the Wiscons¡n FoMardHealth Portal.

Hosp¡tals thât meet both reporting requirements and performance-based targets, for the measures described later ¡n

th¡s section, are eligible to rece¡ve payments from the HWP4P pool as follows:
a. The Department calculates individual HWP4P pool amounts for each el¡g¡ble hosp¡tal. At the end of the MY,

the Department d¡vides each individual HWP4P pool amounl by the number of measures appl¡cable to the
respective hospital to determ¡ne lhe value of each measure. (8.9., ¡f a hosp¡tal's ind¡v¡dual pool equals
9100,000 and it qualif¡es to part¡cipate ¡n four measures, then each measure is worth $25,000,) As a result,
the value of a g¡ven measure w¡ll vary from hosp¡tal to hospital, impacted by both the size ofthe ind¡v¡dual
hosp¡tal's HWP4P pool amount and the number of measufes for which the hosp¡tal qualified.

b. If a hosp¡tal meets all of its performance targets for all appl¡cable measures, it receives a payment equal to
¡ts ¡nd¡v¡dual HWP4P pool amount.

c. lf a hosp¡tal does not meet all of its performance targets, ¡t earns dollars for those measures where the
targets were met, in a graduated manner as spec¡f¡ed ¡n the Hosp¡tal P4P Guide.

d. lf all partic¡pating hospitals meet all ofthe¡r ind¡v¡dually applicable targets, no additional HWP4P pool funds
are ava¡lable and thus no bonus payments beyond those descr¡bed above can be made to any hospital.

e. lf at least one partic¡pat¡ng hospital does not rece¡ve ¡ts full HWP4P pool amount, the Department
aggregates all rema¡n¡ng HWP4P pool funds and d¡str¡butes them as additional bonus payments to hospitals
that met their performance targets.

The Department ensures that all HWP4P pool dollars are pa¡d back to hosp¡tals by prov¡d¡ng bonus payments. lf a
hosp¡tal meets all report¡ng requ¡rements and performs in the highest tier on at least one appl¡cable pay-for-
performance (as opposed to pay-for-reporting) measure, ¡t qualifìes to receive a bonus payment. Bonus dollars are
shared proporl¡onally among hospitals we¡ghted by two factors: the relat¡ve magn¡tudes of the ind¡v¡dual HWP4P pool

amounts for all hospitals that qual¡fied for the add¡t¡onal bonus and the percentage of appl¡cable measures for wh¡ch
the hosp¡tals performed in the highest performance tier. Therefore, hospitals w¡th a larger HWP4P pool amount
receive a larger port¡on of the add¡tional bonus dollars ava¡lable, while high-performing hosp¡tals are also rewarded.
The Un¡vers¡ty of W¡sconsin Medical Center and CAHS are only eligible forWMP payment, ¡nclud¡ng the HWP4P
payments, up to cost.

The Department not¡f¡es each elig¡ble hosp¡tal, pr¡or to the l\¡Y, of the min¡mum performance requirements to rece¡ve
the HWP4P pool payment. Complete deta¡ls, including technical ¡nformat¡on regarding spec¡f¡c qual¡ty and report¡ng
metr¡cs, performance requirements, and HWP4P adjustments, are avâilable ¡n the Hosp¡tal P4P Guide. The
performance measures that are in effect ¡n this State Plan on the first day of each MY are the measures that are used
for that MY. Except ¡n cases of emergency rule, prov¡ders are given at least 30 days' wr¡tten notice of any and all
changes to the Hospital P4P Gu¡de.
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The measures for l\ilY 2016 âre:

1) Th¡rty-day hospital readm¡ssjon - Hosp¡tals are scored on the percentage of pat¡ents that had a quâl¡fy¡ng
readmiss¡on with¡n 30 days of a qual¡fy¡ng discharge. Th¡s measure ¡s appl¡cable to a hospital thât has at
least 30 observat¡ons dur¡ng the MY. To qualify for ¡ts earn-back on th¡s measure, a hospital must exceed
either lhe state average or ¡ts past performance (MY 2014).

2) Mental health follow-up v¡s¡t within 30 days of discharge for mental health ¡npat¡ent care - Hospitals are
scored on the percentage of pat¡ents that had a mental health follow-up appo¡ntment with¡n 30 days of â
qual¡fy¡ng mental health discharge. Th¡s measure ¡s appl¡cable to a hospitalthat has at least 30 observat¡ons
during the MY. To qual¡fy for ¡ts earn-back on th¡s measure, a hospital must ¡mprove upon its past
pedormance (MY 2014) (since the Department ¡s not us¡ng a risk adjustment methodology for this measure,
a hospital's score is not compared to the state average).

3) Asthma care for ch¡¡dren - Hospitals are scored on the percentage of children adm¡tted to a hospital w¡th a
qual¡fying asthma diagnosis that were discharged w¡th a Home Management Plan of Care (HMPC). This
measure is appl¡cable to ch¡ldren's hospitals that have at least 30 observations during the l\4Y. To qual¡fy for
¡ts earn-back on this measure, a hospital must submit ¡ts data to the Jo¡nt Commission by the September 30
following the l\¡Y and must exceed e¡ther the national average or ¡ts past performance (MY2014) on this
measure.

4) Healthcare personnel influenza vaccinat¡on - Hospitals are evaluated on the¡r performance on the Health Care
Personnel lnfluenza Vacc¡nat¡on measure subm¡tted v¡â the Centers for Disease Control and Prevent¡on's
(CDC's) National Healthcare Safety Network (NHSN) module. To qual¡b/ for its earn-back on this measure, a
hospital musl exceed e¡ther the nat¡onal average (as publ¡shed by NHSN) for the prev¡ous flu season or its
past performance (MY 2014). Hosp¡tals must report their healthcare personnel influenza vaccination results
to the NHSN module pr¡or to the deadline set by NHSN.

5) Early elective ¡nduced del¡veries - PC-o1 - Hospitals are evaluated on their percentage of patients with
elective deliver¡es at greater than or equal to 37 and less than 39 weeks of gestation. This measuÍe is
appl¡cable to hosp¡tal that has at least 25 observat¡ons during the MY. To qual¡ry for ¡ts earn-back on this
measure, a hosp¡tal must submit its data to CheckPo¡nt prior to the September 30 follow¡ng the MY and
must outperform e¡ther the statew¡de average or its past performance (MY 2014).

6) Catheter Associated Ur¡nary Tract lnfections (CAUTI) - Hosp¡tals are evaluated on a standard¡zed ¡nfect¡on
rat¡o. Th¡s measure ¡s applicable to a hospital that has at least 25 observations during the MY. To qualiry for
its earn-back on this measure, a hosp¡tal must subm¡t its data to CheckPoint pr¡or to the September 30
following the MY and must outperform either the statewide average or its past performance (N4Y20'14).

7) Clostr¡d¡um Diff¡c¡le lnfection (CDl) (Pay-for-reporting) - Hospitals are evaluated on their subm¡ssion of cDl
data to Wiscons¡n CheckPo¡nt. To qualiry for its earn-back on this measure, a hosp¡tal must submit its data
to CheckPoint pr¡or to the September 30 following the MY.

8) Methicill¡n-res¡stant Staphylococcus aureus lnfection (MRSA) (PayJor-Reporting) - Hospitals are evaluated on
their submission of MRSA data to W¡sconsin CheckPoint. To qual¡ry for its earn-back on th¡s measure, â
hosp¡tal must submit its data to CheckPoint pr¡or to the September 30 follow¡ng the MY.

9) Surgical Site lnfect¡on (SSl) Colon Surgery - Hosp¡tals are evaluated on a stândard ¡nfect¡on râtio. Th¡s
measure ¡s appl¡cable to a hosp¡tal with at least 25 observat¡ons during the MY. To qual¡fy for ¡ts earn-back
on this measure a hosp¡tal must submit ¡ts dala to Wiscons¡n CheckPoint prior to the September 30 follow¡ng
the l\¡Y and must outperform e¡ther the statewide average or its past performance (41'll2o14 - 313112015ì..

10) Surgical Site lnfection (SSl) Abdominal Hyslerectomy - Hospitals are evaluated on a standard infection ratio.
Th¡s measure ¡s appl¡cable to a hosp¡tal with at least 25 observations during the MY. To qualiñ/ for ils eârn-
back on this measure, a hosp¡tâl must submit its data to Wisconsin CheckPo¡nt prior to the September 30
follow¡ng the MY and must outperform either the statewide average or its past peúotmanc.e (41'll2O14 -
3t3'v20'15).

HWP4P payments, ¡nclud¡ng the addit¡onal bonus payments, are l¡mited by the federal UPL regulations at 42 CFR

5447.272. All HWP4P payments, includ¡ng the additional bonus payments, are included ¡n the UPL calculation for the
MY regardless of when payments are actually made.
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6700 Payment Adjustment for Provider Preventable cond¡t¡ons

The Department meets the requ¡rements of42 CFR Part 447, Subpart A, and 51902(aX4), 51902(aX6), and 51903
w¡th respect to non-payment for provider-preventable cond¡tions.

Health Care-Acouìred Conditions

The State ¡dent¡fies the follow¡ng Health Care-Acqu¡red Condit¡ons for non-payment under
Attachment 4.19-A:

--L Hospital-Acquired Cond¡tions as ident¡f¡ed by Med¡care other than Deep Vein Thrombos¡s
(DVT)/Pulmonary Embol¡sm (PE) following total knee replacement or h¡p replacement surgery ¡n

pediatric and obstetric patients.

Other Prov¡der-Preventable Cond¡tions

The State ¡dentifies the follow¡ng Other Provider-Preventable Cond¡tions for non-payment under Attachment 4.19-4.

X Wrong surgical or other ¡nvasive procedure performed on a pat¡ent; surg¡cal or other ¡nvasìve
procedure performed on the wrong body part; surg¡cal or other invas¡ve procedure performed on
the wrong patient.

- 

AdditionalOtherProv¡der-PreventableCond¡t¡onsident¡fiedbelow.

ln compliance with 42 CFR 4447 .26 (c), the State provides:

'1. That no reduct¡on ¡n payment for a prov¡der preventable cond¡tion (PPC) will be imposed on a prov¡der when
the cond¡tion def¡ned as a PPC for a part¡cular pat¡ent ex¡sted pr¡or to the in¡t¡ation of the treatment for the
pat¡ent by that provider.

2. That reductions in prov¡der payment may be l¡mited to the extent that the following apply:
a. The ident¡fìed PPC would otheMise resull in an ¡ncrease in payment.

b. The State can reasonably isolate for nonpayment the portion of the payment directly relâted to
treatment for, ând related to, the PPC.

3. Assurance that non-payment for PPCS does not prevent access to services for WMP benefic¡aries.
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7000
SERVICES EXEMPTED FROM THE DRG-BASED PAYMENT SYSTEM

7200 Payment for Vent¡lator-Assisted Pat¡ênts

7210 Rate of Payment

The per d¡em payment rate for long-term ventilator serv¡ces is l¡sted ¡n $7900. Hosp¡tals are requ¡red to b¡ll at least on
a monthly bas¡s. This rate appl¡es to instate hosp¡tals, major and minor border-status hospitals and non-border status
hospitals.

7220 Criteia for Approval to Rece¡ve Ventilator-Ass¡stance Payment Rate

7221 Patient Criteria. Payment of the vent¡lator-assistance rate for a pat¡ent's hospital stay must be requested by the
hospital and approved by the WMP based on the follow¡ng cr¡ter¡a. The request ¡s to be subm¡tted through the WMP
pr¡or authorizat¡on (PA) process, lf one or more of the follow¡ng cr¡ter¡â âre not met, payment of the vent¡lator-
assistance rate may be approved by the VúMP ¡f it ¡s determined that payment of such rate to the hosp¡tal for the
patient's stay ¡s expected to be less costly than alternative vent¡lator ass¡stance serv¡ces.

a. The patient must have been hosp¡talized continuously in one or more hospitals for at least th¡rty consecutive
days;

b. The ventilator-ass¡sted pat¡ent must be in a medically stable condition requiring an inpatient level ofcarei
c. Attempts at weaning the patient from the ventilator are inappropriate or must have failed;
d. The vent¡lator-assisted patient must require vent¡lator ass¡stance s¡x or more hours per day;
e. Home care must be an unacceptable alternative because of f¡nanc¡al/economic hardsh¡p or because of the

lack of adequate support systemt and
f. Nursing home placement must be inappropr¡ate because of the high level or type of câre required or non-

ava¡lab¡lity.

7222 Dedicated Unit Provisions. lf a hosp¡tal has a spec¡alized nursing un¡t dedicated to the care of ventilator-
assisted patients, the Department will allow the hosp¡tal to be reimbursed retroactive to the first day of the stay in the
dedicated un¡t even if that date is prior to the date of approval for payment at the vent¡lator-ass¡stance rate.

7223 Transfers. Hosp¡tals w¡ll continue to be pa¡d the ventilator rate when ventilator-ass¡sted pat¡ents are transferred
to acute ca¡'e or ¡ntensive care units within the hospital for compl¡cations associated with their ventilator dependency.
Hospitals will be pâid the prospective DRG rate for trânsfers and/or adm¡ssions to acute care sett¡ngs for medical
problems unrelated to their vent¡lator dependency, prov¡ded the acute care stay lasts more than five days.

7230 ff Vent¡latot-Assistance Exemption Di scontinued

ln the event that the Dêpârtment d¡scont¡nues the vent¡lator-ass¡sted payment rate, the Department ¡s obligated to
pay for services at the most current rate adjusted annually for inflation until such t¡me as an alternate placement for
patients ¡s found. The hospitalwill cont¡nue to p[ovide care to these pat¡ents at this rate unt¡l alternative placement ¡s
found.
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7300 Payment for DepaÌtment of Corrections lnmates

7310 lntroduct¡on

As authorized under 2013 Wiscons¡n Act 20, the WN¡P reimburses hospitals for state pr¡son ¡nmate inpat¡ent hospital
stays, when the ¡nmate has been determined elig¡ble for Medica¡d, for dates of admission on or afrer April 1,2O14.

7320 El¡gib¡l¡ty

The inmate must meet the follow¡ng el¡gibil¡ty cr¡ter¡a:

a) Only ¡nmates of a slate prison, not a county ja¡|, ãre eligible.

b) Only Wisconsin Medicå¡d or Badgercare Plus benefit plans are eligible for re¡mbursement. To qualiry for
W¡sconsin Medicaid or Badgercare Plus, state pr¡son ¡nmates must meet all appl¡cable elig¡bility cr¡ter¡a.

c) lnmates are eligible for the WMP for the dural¡on of their hospital stay only. Elig¡b¡l¡ly begins on the ¡nmate's
date of admission and ends on the ¡nmate's date of discharge.

d) Med¡cal services prov¡ded to ¡nmates who do not qualify for the WMP are coordinâted and reimbursed by
the Department of Corrections (DOc).

733o Sery¡ces Covered

The following serv¡ces are covered for state prison inmates:

a) lnpat¡ent hospital services that are allowed by the W\¡P and last for at least 24 hours.

b) Emergency room (ER) services that result ¡n an admission to the hosp¡tal, directly from the ER, wh¡ch
persists through the next m¡dnight census or 24 hours after the inmate's release from the prison, wh¡chever
¡s longer. ER serv¡ces meet¡ng these cr¡ter¡a are subsumed under the inpatient services provided.

c) Observat¡on stays that result in an adm¡ssion to the hospital, d¡rectly from the observation, which pers¡sts
through the next m¡dn¡ght census or 24 hours after the ¡nmate's release from the prison, whichever is longer.
Observat¡on services meet¡ng these criteria are subsumed under the inpat¡ent services prov¡ded.

7340 Re¡mbursement

The WMP re¡mburses for seÍv¡ces provided to WMP-el¡g¡ble slate prison ¡nmates as follows:

a) Acute care hospitals are re¡mbursed at 49 percent ofthe¡r usuâl and customary charge.

b) Other types of hosp¡tals are reimbursed according to the¡r ex¡sting WMP reimbursement methodology.

7 3 50 P ríor Auth oiz atio n

WMP serv¡ces provided to state prison inmates are subject to the same pr¡or authorization (PA) requirements as
WMP serv¡ces provided to other WMP enrollees. lf PA ¡s denied for a g¡ven service, the DOC ¡s respons¡ble for
re¡mbursement of that service.
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7400 Negotiated Payments for Unusual Cases

Notwithstanding other re¡mbursement prov¡s¡ons ofthis plan, the Department may allow an alternat¡ve payment for
non-exper¡mental inpat¡ent hospital services if the WMP determ¡nes thal all of the following requirements are met:

1. The serv¡ces are:
a. Necessary to prevent death of a recipient; or
b. Necessary to prevent life threatening ¡mpairment of the health of a recipientt or
c. Necessary to prevent grave and long lasting phys¡cal health ¡mpa¡rment ofa rec¡pient; or
d. Cost effect¡ve compared to an alternative serv¡ce or alternat¡ve services.
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t¡me this plan was subm¡tted, the service(s) as proposed:
Was nol reasonably access¡ble for Wl\¡P rec¡p¡ents; or
Had not been a WMP approved service provided for the particular purpose(s) intendedi or
Had not been a WMP approved serv¡ce prov¡ded undeÍ s¡milar medical circumstances; or
Required performance in the hosp¡tal which, given the c¡rcumstânces of the recipient's case, is the

2. At the
a.
b.
c.
d.

only feasible prov¡der or one of the only feas¡ble prov¡ders known to the WMP.
3. Ex¡st¡ng payment methods are inadequate to ensure access to the serv¡ces proposed forthe rec¡pient.
4. All applicable prior authorizat¡on requ¡rements are met.

Th¡s 57400 applies to ¡n-state hospitals, major and minor border status hospitals, and out-of-state hosp¡tals not
hav¡ng border status. Alternât¡ve payments made under th¡s prov¡s¡on shall be set on a case by case bas¡s and shall
not exceed the hosp¡tal's charges.

Requests for alternative payments under th¡s provision are to be made to the: Off¡ce of the Admin¡strator,
Department of Health Serv¡ces, l West Wilson Street, Su¡te 350, P.O. Box 309, Mad¡son, Wl 53701-0309
(telephone 608-266 -2522 or F l\X 608-266- 1 096) .

Requests must be subm¡tted pr¡or to admission, during the hospital stay or not later than 180 days after the WMP
rec¡pient's d¡scharge from the requesting hospital in order for an alternative payment to apply, at the d¡scretion of the
WMP, beginning with the adm¡ss¡on date (¡f applicable prior author¡zation requirements have been met to allow
retroactive payment).

TN # 16-0001
Supersedes
TNt ú lÃ-nnl JUN ? I 2017 trffô.'tn,ô rtârô 

^'llñ1 
l2n1^



rnparent Hosprrat ttate Hran
Attachment 4.19-A

Page 29

7500 Brain lnjury Care

7510 ln-State and Border-Sfafus Hosp¡fals

A per d¡em rate ¡s prov¡ded for prior authorized care of MA rec¡p¡ents in a hospital's bra¡n injury care program wh¡ch
has been approved by the WMP. The hospital's brain injury care program must be approved by the WMP and each
rec¡pient's participat¡on in the program must be prior author¡zed by the Wl\ilP. The criter¡a for approval of a program
and for pr¡or author¡zat¡on of an MA rec¡pient's participat¡on in the program ¡s available from the Department of Health
Services (see address, S1000, page 1).

Per¡od¡c payment w¡ll be made to the hosp¡tal at the applicable rate per d¡em specifìed below. After complet¡on of the
hosp¡tal's fiscal year, total payments at the per d¡em rates in effect for bra¡n ¡njury care of prior âuthorized MA
recipient services during ¡ts fÌscal year w¡ll be determined. These total payments w¡ll be compared to the hospital's
charges for the services and to the hospital's audited cost of prov¡ding the serv¡ces. lf the total payments exceed the
tolal charges or the total costs, whichever ¡s lesser, then the excess amount of payments w¡ll be recovered from the
hosp¡tal.

The rates per diem for brain ¡njury care programs for ¡n-state and major and minor border status-hospitals are l¡sted in

S7900. The WVP may determ¡ne and approve add¡tional rates for bra¡n-injury care programs which provide
sign¡ficantly different serv¡ces than are prov¡ded ¡n the types of programs l¡sted ¡n 57900.
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7900 Payment fo¡ Serv¡ces Exemptêd from DRG-Based Payment System

These payment rates are establ¡shed by applying the general payment rate ¡ncrease provided by the state's b¡ennial
budget to the rate in effect for the pr¡or rate year. The payment rates are effective for rate year 2014 and subsequent
years.

Section Services Rate Per Diem Effective
January '1, 2014

Long-Term Ventilator Serv¡ces. $ 1,5647200

7500 Brain lnjury Care
Neurobehav¡oral Program Care......
Coma-Recovery Program Care......

s 't ,222
$2,182

7910 Sery¡ces Covered by Payment Rates ¡n Th¡s Sect¡on

All covered serv¡ces prov¡ded during an ¡npatient stây, except profess¡onal services descr¡bed ¡n 57920, are
considered hospital ¡npat¡ent serv¡ces for wh¡ch payment is prov¡ded under the payment rates listed in S7900 above.

lReference: Wis. Adm¡n. Code, HS 107.08(3) and (a)l

7920 Profess¡onal Sev¡ces Excluded from Payment Rates ¡n fhis Secfion

Certain professional and other services are not covered by the payment rates listed ¡n 57900 above. To be
reimbursed by the WMP, professional services must be billed by a separately certifìed provider and b¡lled on a claim
form other than the UB-04 hospìtal cla¡m form. The following serv¡ces are excluded from the above payment rates
and may be billed separately when the professionals are function¡ng in a capac¡ty l¡sted below.

Physicians Optometr¡sts Pharmacy,
the date of

for take home drugs on
dischargePsvch¡âtr¡sts Hear¡no a¡d deâlers

Psvcholooists Alrd¡ôl.roists Durable medical equipment and
sunol¡es for non-hoso¡tal usePhvs¡c¡ân âss¡stânts Pod¡atr¡sls

Nurse m¡dw¡ves lñalêñenalent nrrrsê ôrâct¡f ¡arners Specialized med¡cal vehicle
lransDortãt¡on(ìhironrâctôrs Anesthesia assistants

Dent¡sts (]êrt¡fiê.i re.r¡sfereal ôrrrsê ânesthêt¡sts A¡r. water and land ambulânce
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8000
HOSPITALS PAID UNDER PER DIEM RATE

8100 Covered Hosp¡tals

Rehab¡l¡tat¡on hosp¡tâls, state-operated IMD Hosp¡tals, and psychiatric hosp¡tals will be paid under a i.ate per diem.
Serv¡ces descr¡bed in S7000 are exempted from re¡mbursement under th¡s sect¡on ¡f reimbursement is requested by
and approved for the hosp¡tal accord¡ng to S7000.

8200 Payment Rates

Th¡s sect¡on descr¡bes how hosp¡tal inst¡tutions for mental disease owned and operated by the State, psych¡atr¡c
hosp¡tals and rehabil¡tation hosp¡tals are reimbursed for serv¡ces provided to Wl\¡P recip¡ents. All services provided
dur¡ng an ¡npatient stay, excêpt professional services descr¡bed in 58420, w¡ll be cons¡dered inpâtient hosp¡tal
services for which payment ¡s prov¡ded.

8210 State Owned and Operated lMDs

8211 lnteñm Per Diem Rafe. Patient stays in a hospital covered by this sect¡on w¡ll be paid at inter¡m or temporary
rates per diem unt¡l a f¡nal re¡mbursement settlement can be completed for the hospital's f¡scâl year.

8212 F¡nal Re¡mbursement Settlement. After a hosp¡tal completes each of its f¡scal years, a final reimbursement
settlement will be completed for W\4P inpat¡ent services provided dur¡ng the year. The allowable costs a hospital
¡ncurred for provid¡ng W\¡P inpatient serv¡ces dur¡n9 its fìscal year w¡ll be determined from the hosp¡tal's audited
Med¡care cost report for the f¡scal year. Allowable costs will ¡nclude the net d¡rect costs of educat¡on act¡v¡t¡es incurred
by the hospital as determ¡ned according to 42 CFR 5413.85. Covered educat¡on act¡vit¡es include those allowed
under 5413.85 and approved resídency programs, allowed under 42 CFR 5413.86, in medìcine, osteopathy, dent¡stry
and pod¡atry.

The final reimbursement settlement willtake the following federal payment l¡mits into consideration:
(1) Tota¡final reimbursement may not exceed charges accoÍding to 510000.
(2) Compl¡ance w¡th the federal upper payment I¡m¡t of 42 CFR 5447 .272, also known as the Med¡care upper-

limit, w¡ll be retrospectively determined when the f¡nal settlement ¡s determ¡ned. lf necessary, f¡nal
reimbursement will be reduced in oÍder that th¡s federal upper payment limit is not exceeded.

lf the total amount offìnal re¡mbursement for the hosp¡tal's f¡scal yeár exceeds the total inter¡m payments for the year,
then the d¡fference will be paid to the fac¡lity. The d¡fference will be recovered if the total f¡nal re¡mbursement is less
than the total ¡nterim payments.

8220 A Other Psychiatïíc and Rehab¡litat¡on Hospitals

Patient stays in a hosp¡ta¡ covered by this sect¡on will be paid at a prospective per d¡em cost based rate. The
prospective per d¡em rate w¡ll be based on the rate setting Med¡care cost report. A cost per day w¡ll be calculated for
routine inpat¡ent serv¡ces using l\¡ed¡care and Med¡caid cost pr¡nc¡ples. WMP ancillary costs will be apport¡oned by
deriv¡ng cost{o-charge ratios for each ancillary serv¡ce. The total rout¡ne and anc¡llary WMP costs will be d¡vided by
total pa¡d WMP days from the Medica¡d l\¡anagement lnformation System (MMIS). The cost per d¡em rate will be
¡nflated to the current rate year by applying the "Hospital and Related Healthcare Costs lndex" publ¡shed by lHS.
Final hospital-specifìc per diem payment rates are based on provider costs but are subject to a budget reduction
factor to ensure compliance w¡th the Department's annual budget. For rate year 2014 ând subsequent years, the
budget reduction factor used to ensure compliance w¡th the Department's annual budget is 85.08%.

8221 Rates for New Hosprfa/s. The Department w¡ll establ¡sh payment rates for new psychiatr¡c and rehabil¡tat¡on
hosp¡tals under a method other than that descr¡bed above unt¡l Medicare cost reports are ava¡lable for appl¡cation of
the above methodology. The start-up per¡od for a new psychiatric and rehabil¡tat¡on hospital beg¡ns the dâle the
hospital admits its f¡rst WMP recip¡ent. The start-up per¡od ends when an audited 12-month lvled¡care cost report is
ava¡lable to the Department at t¡me of rate calculation. The per diem rates to be paid during the start-up per¡od shall
be an average of the rates be¡ng paid lo other psychiatr¡c and rehab¡l¡tât¡on hospitâls in the state, not including rates
being paid to new psychiatr¡c or rehab¡l¡tation hospitals dur¡ng a start-up per¡od. The start-up rate being pa¡d to a new
psychiatric hospitalwill be adjusted prospect¡vely based on the recalculated statew¡de average rate w¡thout a
retroactive payment adjustment. Rates w¡ll be established accord¡ng to the methodology described ¡n S8220 above
after the start-up period ends and a subm¡tted12-month Medicare cost report ¡s ava¡lable,
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8300 Other Provisions Relating to Per D¡em Rate System

8310 Review by Extemal Qual¡ty Review Organízat¡on (EQRO)

565'10 appl¡es to hosp¡tals under the per diem rate system.

8311 EQRO Control Numbers. 5651 1 applies to hosp¡tals under the per d¡em rate system.

8320 Medica y Unnecessary Days (Under Per Diem Rate System)

Medically unnecessary days are those days that are not reasonably expected to ¡mprove the pat¡ent's cond¡t¡on, that
are not for d¡agnostic study, or that do not requ¡re the ¡ntensive therapeutic services normally assoc¡ated with
inpatient care. (See S8310 regard¡n9 cr¡teria.)

8321 Authority for Recovery (Under Per Diem Rate Sysfem). The Department w¡ll recover payments prev¡ously made
or deny payments for medically unnecessary hospital stays or days ând/or inappropr¡ate services based on
determ¡nations by the Department, the Wiscons¡n Peer Rev¡ew Organ¡zat¡on (EQRO) or other organizations under
contract with the Department. The Department ¡s required by federal law to mon¡tor the med¡cal necess¡ty ând
appropr¡ateness of services provided to Wl\¡P recip¡ents and payments made to providers of such serv¡ces.
W¡scons¡n statute, Sag.a5(3XD2m, author¡zes the Department to adopt crlteria on medical necessity and
appropr¡ateness and to deny claims for services fa¡ling to meet these cr¡ter¡a.

8322 Calculation of Recoupment (Under Per D¡em Rate System). The amount to be recouped for medically
unnecessary stays or days ¡s calculated by mult¡ply¡ng the rate per d¡em t¡mes the number of denied days, less any
co-payment or third-party payment.

83 30 I n a pp rop i ate Adl'n,lsslons

56530 appl¡es to hospitals having per diem râtes.

8340 Temporary Hosp¡tal Trarcfers (Under Per Diem Rate System)

When an ¡npatient in a hospital pa¡d under the prospect¡ve rate per diem system ¡s transferred to ân acute câre
hosp¡tal and transferred back, no per diem payment shall be provided to the hosp¡tal for the days of absence, The
acute care hospital, to which the pat¡ent temporarily transferred, w¡ll be reimbursed by the WN¡P for medically
necessary stays.

8350 Days Await¡ng Placement (Under Per Diem Rate System)

Days awaiting placement âre those days of an inpat¡ent hosp¡tal stay dur¡ng which medically necessary serv¡ces
could have been prov¡ded to the patient in a nurs¡ng fac¡l¡ty or some other alternat¡ve treatment sett¡n9. Payment
under the prospective rate-per-d¡em will be adjusted for days a WMP rec¡pient pal¡ent is awa¡ting placement to an
alternat¡ve liv¡ng arrangement. For those days identified as awa¡t¡ng placement, payment shall be adjusted to an
amount not to exceed the statew¡de average skilled care per d¡em rate for nurs¡ng fac¡lit¡es (NFs). Each allowed day
âwa¡t¡ng placement shall be documented through pat¡ent chart rev¡ew and subject to cr¡ter¡a established by the WMP.
The amount to be recouped is calculated by subtract¡ng the sk¡lled care rate from the rate per diem and multiply¡ng by
the days await¡ng placement. The amount to be recouped ¡s also reduced by the applicâble amount of co-pay and
th¡rd-party liability (ïPL) payments.

8360 Outpat¡ent Seryices Related to lnpat¡ent Stay

5ô560 applies to hospitals under the per d¡em rate system.

8380 Changes of Ownersh¡p

56580 applies to hospitals under the per d¡em rate system.
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8400 Covered and Non-Covered Serv¡ces

8410 Servíces Covered

All covered serv¡ces prov¡ded during an inpâtient stay, except professional serv¡ces descr¡bed ¡n 58420, shall be
cons¡dered hosp¡tal inpat¡ent services for wh¡ch per diem payment ¡s prov¡ded under this 58000.
lReference: Wis. Admin. Code, HFS 107.08(3) and (4).1

8420 Profess¡on al Se Nice s Excluded

Certa¡n profess¡onal and other services are not covered by the per diem payment rates under this 58000. To be
re¡mbursed by the WMP, professional services must be billed by a separately cert¡fìed provider and b¡lled on a cla¡m
form other than the UB-04 hospital cla¡m form. The following serv¡ces are excluded from the per diem payment rates
and may be billed separately when the profess¡onals are function¡ng in a capac¡ty l¡sted below.

Physic¡ans Optometr¡sts Pharmacy,
the date of

for take home drugs on
dischargePsvch¡âtrisfs Hêâr¡nô âial dêâlêrs

Psvcholoo¡sts Aud¡o¡oo¡sls
for usePhvsician assistants Podiatrists

Nrrrse m¡dwivês lndênêndent nrrrsê ôaâct¡f ¡arnêrs Spec¡alized med¡cal vehicle
transportat¡onChiroDractors

Denfists Certifie.J rê.r¡stêre.l nrrrsê ânêsthêtisls Air wâter ând lând âmh¡rlânce
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9000
SUPPLEMENTAL PAYMENTS

Supplemental paymenls are prov¡ded to hosp¡tals located ¡n Wisconsin which provide a sign¡f¡cant amount of serv¡ces
to specialty populations. The payments will be subject to the payment l¡mitat¡on of S10000 by which the total of the
overall payments to an ¡ndividual hospital dur¡ng the state fiscal year may not exceed the hosp¡tal's total charges for
the covered services.

9100 Funding of lnpatient Medicaid Deficit

A hosp¡tâl ¡n Wisconsin can rece¡ve addit¡onal reimbursement from the WMP for costs ¡t incurred for providing
inpatient hosp¡tal services to WMP recipients if provisions of this section are met. This is Íeferred to as Medicaid
defic¡t reduction fund¡ng and ¡s an adjustment to pr¡or year costs as def¡ned in 45 CFR S95.4. The reimbursement as
described below ¡s ava¡lable beginn¡ng September 1, 2013 and is determ¡ned based on a hospital's Med¡care cost
report for its completed f¡scal year.

91 10 Qualify¡ng Cr¡teda

A hospital can qual¡fr/ for lvled¡caid def¡c¡t reduction fund¡ng if

a) ¡t ¡s an acute care hosp¡tal operated by the State or a locâl government in Wisconsin or is a non-state public
psych¡atr¡c hosp¡tal located in W¡sconsin; and

b) it ¡ncurred a def¡cit from providing WMP inpatient services (described in 59120 below); and
c) the operator of the hospital cert¡f¡es that it has expended public funds to cover the def¡cit.

9120 Def¡c¡t from Provid¡ng Medica¡d lnpat¡ent Sev¡ces

The deficit from provid¡ng ¡npat¡ent services to WMP recipients (that is, the N¡ed¡ca¡d def¡cit) is the amount by wh¡ch
the cost of provid¡ng the services exceeds the W\¡P payment for those services. The cost of providing the WIVIP
¡npatient services is ¡dentified from the hospital's audited Med¡care cost report for the hospital's f¡scal year under
considerat¡on for the l\¡edica¡d def¡c¡t reduction. Payment refers to the total of the re¡mbursement prov¡ded under the
provis¡ons of $6000 and 59300 to S9700 of this Attachment 4.194 of the Stâte Plan for ¡npat¡ent services for the
respective f¡scal year.

9130 lnterím Payment

The Department ¡dentif¡es the total amount of uncompensated WMP FFS ¡npatient hospital costs as described ¡n

59'120 to determine inter¡m payments under th¡s sect¡on unt¡l f¡nalized hosp¡tal Med¡care cost reports are ava¡lable.
For the hospital fìscal year, the per diem costs for routine cost centers and cost-to-charge rat¡os for ancillary cost
centers are determined us¡ng the hospital's most recently f¡led l\¡ed¡care cost report as ava¡lable on HCRIS. The
process for the ¡nter¡m payment calculation is as follows:

1. Total hospital room and board ând rout¡ne costs are ¡dentif¡ed fÍom Worksheet b Part l, Column 26, Lines 30
through 43 for the CMS 2552-10 0/Vorksheet B Part l, Column 27, Lines 25 thÍough 33 for the CMS 2552-
96). These cost centers are specific to rout¡ne and room and board serv¡ces and the¡r cost calculat¡ons are
performed separately from ancillary service costs. Total hospital pât¡ent days for inpat¡ent rout¡ne costs are
ident¡f¡ed from Worksheet S-3 Part l, Column I for the CMS 2552-10 (Worksheet S-3 Part l, Column 6 for
the CMS 2552-96).

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

3. Total anc¡llary hospital costs are ¡dent¡fìed from Worksheet B Part I for both the CMS 2552-10 and the CN¡S
2552-9ô. These cost centers pertain to only anc¡llary service cost centers. The hospital's total charges by
cost center are ¡dent¡fìed from Worksheet C Part I for both the CMS 2552-10 and the CN¡S 2552-96. These
costs and charges are identified in order to determine the coslto-charge rat¡os for ancillary cost centers.

4. Costs for organs transplanted to Wl\4P recipients will be calculated by first determining the organ acquisit¡on
cost-to-charge ratio us¡ng Worksheet D-4 from the Cl\4S 2552-10 (Worksheet D-6 from the CMS 2552-96),
The organ acquisit¡on cost-to-charge ratio ¡s then mult¡pl¡ed by WMP hosp¡tal Fee-foÊService (FFS) organ
acqu¡sition charges ident¡fied from l\¡MlS records for the most recent completed state f¡scal year end¡ng
June 30.
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5. The Department will calculate the cost per diem foÍ each rout¡ne cost center. For each ¡npat¡ent routine cost
center a cost per d¡em ¡s calculated by divid¡ng total hosp¡tal costs identif¡ed from Step 1, by total days
ident¡f¡ed in Step '1. The cost per d¡em ¡s mult¡pl¡ed by WMP hosp¡tâl Fee-foÊServ¡ce (FFS) days ¡dent¡f¡ed
from l\¡MlS records for the most recent completed state f¡scal year ending June 30. Long-term care cost
centers and other non-hospital related cost centers are excluded from th¡s process. The Adults & Pediatrics
(A&P) rout¡ne per diem, in accordance w¡th the Medicare cost repod worksheet D-1 for both the CMS 2552-
10 and the CN¡S 2552-96, is computed by includ¡ng observation bed days in the total A&P patient day count
and exclud¡ng sw¡ng bed nurs¡ng facility costs and pr¡vate room d¡fferential costs from the A&P costs.

The Department w¡ll calculate a cost-to-charge râtio for each ancillary cost center. For ancillary cost centers, a cost-
to-charge rat¡o ¡s calculated by d¡viding the total hospital costs from Step 1 Worksheet B Part I by the total hospital
charges from Step 3 Worksheet C Part l.

The hospital cost-to-charge ratios and per d¡em allocat¡on determined through the above process (steps 1-5) for the
f¡led Medicare cost report year are used to determ¡ne the hospital's costs for the payment year. The hospital cosls for
WMP FFS for the payment year are determined as follows:

ô. To determ¡ne the ¡npatient hospilal roul¡ne and ancillary cosl center costs for the payment year, the
hospital's projected Wl\4P FFS ¡npat¡ent days and charges by cost center are used. To project WMP hosp¡tal
FFS charges as accurately as possible for the payment year, the projection w¡ll be based upon the hosp¡tal's
actual experience of WMP FFS inpatient charges for the most recent 6-month per¡od. The projected charges
are multiplied by the inflation rate fÍom the IHS "Hosp¡tal and Related Healthcare Costs lndex." The
projected charges are then multiplied by the cost-to-charge rat¡os from Step 5 for each respect¡ve anc¡llary
cost center and the per diem cost is mult¡pl¡ed by the WNIP hospital FFS inpatient days to determ¡ne the
WMP FFS inpatient costs for each routine serv¡ce cost center.

7. The WMP hosp¡tal FFS costs elig¡ble to be re¡mbursed under this section are determ¡ned by add¡ng the
WMP FFS inpat¡ent costs from Step 6, and subtracting estimated WMP FFS ¡npat¡ent payments. The
payment est¡mate will be based on the hospital's WMP FFS payment experience for the most recent 6-
month period.

91 40 lnteñm Reconc¡liat¡on

The hosp¡tal costs determined lhrough the methods described for the payment year are reconciled to the as-f¡led
l\¡ed¡care cost report for the payment year once the Med¡care cost report has been made ava¡lable on HCRIS. For
purposes of th¡s reconcil¡ation, the same steps as outlined for the payment year method âre cârr¡ed out excepl for the
changes noted below:

Steps 1 - 5: Hosp¡tal costs and charges and patient days from lhe as-filed Medicare cost report are used.
Step 6: WMP hosp¡tâl FFS charges and ¡npatient days from MMIS paid cla¡ms data are used subject to

prov¡der reconciliation.
Step 7: WMP hosp¡tal FFS payments subject to prov¡der reconcil¡at¡on are used.

91 50 F¡nal Reconc¡l¡at¡on

Once the Medicare cost report for the payment year has been final¡zed on HCRIS, reconc¡liation of the fìnalized
amounts will be completed, ¡nclud¡ng use of the Worksheet D (for both the CMS 2552-10 and the CMS 2552-96)
apport¡onment process. ln the f¡nal reconciliat¡on, WMP FFS cost ¡s computed using the methodology as prescribed
by the Medicare cost report.

Worksheet D series ¡ncluding 1) comput¡ng a per diem for each rout¡ne cost center and applying the applicable WMP
inpat¡ent days from Ml\¡lS records for the completed state f¡scal year ending June 30 to the per diem amount; 2) us¡ng

the appropriate Worksheet D-1 l¡nes to compute the per d¡em for the rout¡ne cost centers, particularly the Adults &
Ped¡atr¡cs cost center; and 3) apply¡ng WoÍksheet C cost center-specif¡c cost-to-charge rat¡os to the applicable WMP
hosp¡tal charges for each ancillary cost center. Use ofWorksheet D series also includes the application of all
Medicare cost report adjustments (including swing bed and pr¡vate room d¡fferent¡âl adjustments) unless expressly
exempt for WMP.
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9160 Lim¡tat¡ons on the Amount of Deficit Reduction Fund¡ng

The combined total of (a) the Med¡caid def¡cit reduction fund¡ng and (b) all other payments to the hosp¡tal for inpat¡ent
WMP serv¡ces shall not exceed the hospital's total charges for the serv¡ces for the hosp¡tal fiscal year. lf necessary,
the def¡cit reduct¡on funding shall be adjusted so the comb¡ned total payments do not exceed charges.

The aggregate defic¡t reduction fund¡ng provided to hosp¡tals under this section shall not exceed the amount for which
federal matching dollars are ava¡lable under federal UPL,s al42 CFR 447.272.

There can be no Medicaid FFS deflcit for ¡npât¡ent hosp¡tal serv¡ces used to calculate any Disproport¡onate Share
Hospital (DSH) payment.

9170 Payment ¡n Excess ofcosf

lf hospital payments exceed hospital costs, lhe f¡nancial gain from MA payments or payments for the uninsured w¡ll
be applied against the unrecovered cost of uninsured patients/MA shortfall.
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9200 Disproportionate Share Hospital (DSH) Payments

9210 Standard DSH Payments

9211 Geneml. The special payments described in th¡s S9210, specif¡cally $92'1 I through S9216, are disproportionate
share hosp¡tal payments provided ¡n accord w¡th the federal Social Security Act, Sf 902(aX13XAX¡V) and 51923. DSH
payments are allocated to hosp¡tâls thât provide a d¡sproport¡onate share of serv¡ces to WMP and low-income
patients. A hosp¡tal may qualiry for a d¡sproport¡onate share payment ¡f the hosp¡tal's WMP util¡zation rate ¡s at least
1% and ¡f e¡ther (1) the hospita¡'s WMP ut¡l¡zation rate is at least one standard dev¡ation above the mean WMP
utilization rate for in-state and major border status hospitals, or (2) has a low-income utilizat¡on rate of morc lhan
25o/o.The DSH payment descr¡bed in th¡s sect¡on is a lump sum payment provided to hospitals on an SFY bas¡s.

9212 Obstetric¡an Requirement ln order for a qual¡fy¡ng hospital to rêce¡ve ¡ts payment, ¡t must have at least 2
obstetricians who have staff pr¡vileges and who have agreed to prov¡de obstetricalcare to WMP recipients. Hospitals
may substitute any phys¡cian w¡th staff pr¡v¡leges to perform obstetrical care and who has agreed to provide care to
WMP recipients. lf a hospital serves patients predominantly under age 18, or ¡f the hospital did not offer non-
emergency obstetrical care as of December 21, 1987, it need not comply w¡th th¡s obstetrical requ¡rement ¡n order to
receive the payment.

9213 Med¡caid Util¡zat¡on Method. A hosp¡tal w¡th high WMP utilizat¡on may qualiry for a disproport¡onate share
hospital (DSH) payment.

. Statew¡de Amounts Calculated:fhe DepaÍtment annually calculates a "Medica¡d ¡npat¡ent ut¡l¡zat¡on rate" for
each ¡n-state and major border status hosp¡tal that receives WMP payments. From the compilation of the
ind¡vidual hosp¡tal utilizat¡on rates, the statew¡de mean average and standard dev¡at¡on from the mean are
calculated.

. Qual¡fy¡ns Hæpital under Medíca¡d Utilizat¡on Methodt A hosp¡tal qual¡f¡es for a DSH payment ¡f its Med¡ca¡d
inpatient util¡zat¡on rate (M) ¡s equal to or greater than the mean-plus-one-stândard-deviation (S) and ¡s at
least 1%.

. Hospital Spec¡fic Payment Calculated: A "DSH payment" is calculated accord¡ng to the following formula for
a hospital that qualifìes under the Med¡caid ut¡lization method:

Allotted DSH Fund¡n9 for State Fiscal Year / (# of Hosp¡tals qualifying for DSH Pâyment Under Medica¡d
Ut¡lization + # of Hospitals qual¡fying for DSH Under the Low-lncome Utilization Method) = Hosp¡tal Specific
Payment Amount

The DSH payment amount shall be l¡mited by the budgetary restr¡ctions as outlined ¡n S9216.

. Med¡ca¡d Inpat¡ent Ut¡lization Rate:The term "Med¡caid inpatient utilization rate" means, for a hosp¡tal, a
fract¡on (expressed as a percentage), the numerator of wh¡ch ¡s the hosp¡tal's number of ¡npât¡ent days
attr¡butable to patients who (for such days) were el¡gible for WMP, and the denominator of wh¡ch ¡s the total
number of the hospital's inpat¡ent days. Med¡ca¡d ¡npatient days (the numerator) include WMP HMO
recipient days and recip¡ent days of other states' Medicaid programs reporled by a hosp¡tal. Medica¡d
¡npatient days ¡n the numeralor do not include any days of inpat¡ent stays wh¡ch were pa¡d in full or part by
Med¡care. Paid in full means the amount rece¡ved by the hosp¡tal equals or exceeds the amount WMP would
have pa¡d for the stay. Some l\44 rec¡pient stays, which are !q! paid in full or part by Med¡care, may be pa¡d
fully or partially by a th¡rd party ¡nsurance payer and/or by a recipient's NIA eligibility spend-down funds. lf
the hospital stay ¡s paid ¡n full, then the days ofthe recip¡ent's stay w¡ll lqt be included ¡n the numerator as
MA inpat¡ent dâys. lf the hospital ¡s not paid ¡n ful¡ and the WMP reimburses the hosp¡tal for the unpaid
balance, then all days of the stay are included in the numerâtor as MA inpat¡ent days to the extent that the
days of the stay were allowed by the WMP.
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9214 Lowlncome Ut¡lizat¡on Method. A hosp¡tal w¡th a low-¡ncome ut¡l¡zat¡on rate exceed¡ng 25% may also qual¡fy for
a disproportionate share hospital payment. A hosp¡tal must make a specif¡c request to the Department to be
cons¡dered under th¡s method for a d¡sproport¡onate share hosp¡tal payment. A hospital's "low income utilizat¡on rate"
is the sum of the following two percentages calculated as descr¡bed below. The Department will designate the cost
reporting per¡od.

. First Percentage. Total payments from WMP to the hosp¡taland total county geneÍal assistance program
pâyments to the hosp¡tal for inpat¡ent and outpatient services plus the amount of the cash subsid¡es received
directly from State and local governments in a cost reporting per¡od, d¡v¡ded by the total amount of revenues
of the hosp¡tal for ¡npatient and outpat¡ent serv¡ces (¡nclud¡ng the amount of such cash subs¡d¡es) ¡n the
same cost report¡ng period. Revenues shall be net revenues after deduct¡ng bad debts, contractual
allowances and discounts, that ¡s, reductions in charges given to other third-party payers, such as HlvlOs or
l\4ed¡care. Revenues shall also exclude recorded charges for char¡ty care.

. Second Percenfagei The total amount of the hosp¡tal's charges for ¡npatient hosp¡tal serv¡ces attr¡butable to
charity care ¡n a cost reporting period, less the portion of any cash subsidies descr¡bed above ¡n the period
reasonably attributable to inpat¡ent hosp¡tal serv¡ces ¡n the same per¡od, div¡ded by the total amount ofthe
hospital's charges for ¡npatient serv¡ces in the hospital in the same per¡od.

. Charity Care: Char¡ty care means health care a hospital provides to a patient who, after an invest¡gat¡on of
the circumstances sufl'ounding the pat¡ent's ability to pay, ¡ncluding non-qualif¡cat¡on for a public program, ¡s

determined by the hospital to be unable to pay all or a port¡on ofthe hosp¡tal's normal b¡lled charges. Charity
care does not include any of the follow¡ng: (1) care provided to pat¡ents for which a publ¡c progrâm or public
or pr¡vate grant funds pây for any of the charges for the care; (2) contractual adjustments ¡n the prov¡sion of
health care services below normal b¡lled chargest (3) d¡tferences between a hosp¡tal's charges and
payments rece¡ved for health care services provided to the hosp¡tal's employees, to public employees or to
pr¡soners; (4) hospital charges associated w¡th health care serv¡ces for which a hospital reduces normal
billed charges as a courtesy; or (5) bad debts. Bad debts are cla¡ms ar¡s¡ng from rendering pat¡ent care
serv¡ces that the hosp¡tal, us¡ng a sound cred¡t and collection policy, determ¡nes are uncollectible, but does
not include charity care.

. Hospital Spec¡f¡c Payment Calculated: A "DSH payment" ¡s calculated accord¡ng to the follow¡ng formula for
a hosp¡tal that qualifies under the low-¡ncome ut¡l¡zation method.

Allolted DSH Fund¡ng for State Fiscal Year / (# of Hospitals qual¡ñ/¡n9 for DSH Payment Under Medica¡d
Ut¡l¡zat¡on + # of Hosp¡tals qualify¡ng for DSH Under the Low-lncome Ut¡lizalion l\4ethod) = Hosp¡tal Spec¡fic
Payment Amount

The DSH payment amount shall be l¡mited by the budgetary restr¡ct¡ons as outlined in S9216.

9215 Which Method Á//owed A hospital w¡ll only be allowed a payment either under the Med¡ca¡d util¡zat¡on method
of S9213 or under the low-income ut¡lizat¡on method of S9214. lf the Department determines a hosp¡tal qual¡fies for a

disproportionate share payment under the l\¡ed¡caid util¡zat¡on method but the hospital requests a payment under the
low-income method and qual¡fies under th¡s method as well, lhe hosp¡tal will receive only one DSH payment.

9216 Budget for Standard DSH Paymenfs. The Department has determined that a total of $100,000 (for all hospitals
comb¡ned) will be available for lhe DSH hosp¡tal payments per SFY,
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9220 Supplemental DSH Payments for State, County, and Private Hosp¡tals

There is a separate DSH allotment for hospitals owned and operated by the State of Wiscons¡n, for hosp¡tals owned
and operated by county governments ofthe State of W¡sconsin, and for pr¡vate acute care hospitals located ¡n the
State of Wiscons¡n, The private acute care hospitals may not be an institute for mental diseases (llvlD) or critical
access hosp¡tals. To be el¡g¡ble for DSH payments made under th¡s sect¡on, such hospitals must meet min¡mum
fedeÍal requ¡rements for N¡ed¡caid DSH payments as specit¡ed in S1923(b) and (d) of the Soc¡al Secur¡ty Act [42
u.s.c. 1396r-4(b) and (d))1.

9221 lntroduction. State, county, and private acute care hospitals located ¡n Wiscons¡n may receive a
d¡sproportionate share hospital (DSH) payment adjustment for the costs of uncompensated care as del¡ned in
S1923(gX1XA) of the Soc¡al Secur¡ty Act [42 U.S.C. 1396r-4(gx1XA)]. Th¡s amount shall nol exceed the costs
¡ncun"ed by the hosp¡tal dur¡ng the applicable year of furnishing hosp¡tal serv¡ces (net of payments under Title XlX,
other than 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 ¡nd¡v¡duals who are eligible under Title XIX or have no health insurance or other
th¡rd party health coverage for hospital serv¡ces dur¡ng that year.

9222 Qual¡fying Cnbn'a. The hosp¡tal musl meel the following cr¡teria:

The hosp¡tal must meet the obstelr¡c¡ân requ¡rements of S9212t and
The hospital must have a Medicaid ¡npat¡ent util¡zat¡on rate ofat least 1% determ¡ned under 59228; and
The hospital must be owned and operated by the State of Wiscons¡n; or
The hospital must be owned and operated by a county government of the State of Wisconsin.
The hospital must be a private, acute care hospital located ¡n the State of W¡scons¡n thât ¡s ne¡ther an IMD
nor a cr¡tical âccess hosp¡tal.

9223 Re¡mbußable Cosfs. Costs are reimbursable only if allowable under Medicare pr¡nciples of cost re¡mbursement.
The allowable costs incurred by the hospital during the applicable year offurnishing services will be determined for
WMP rec¡pients enrolled in Health l\¡a¡ntenance Organizat¡ons and indiv¡duals who had no health insurance or other
third party health coverage for hosp¡tal services, us¡ng Medicare/l\¡ed¡ca¡d hospital cost reports requ¡red under 55200.

lnpat¡ent and outpatient hosp¡tal costs per un¡t of service for the appl¡cable year will be compared to WMP HMO
payments for ¡npatient and outpatient hosp¡tal services rendered ¡n the appl¡cable year and self-pay amounts
collected from individuals w¡thout coverage for ¡npatient and outpatient hospital services rendered ¡n the applicable
year, to determ¡ne a total net WMP HMO inpatient payment shortfall, if any, and a total net cost to the hospital of
uncompensated ¡npat¡ent care for uninsured ¡nd¡v¡duals for lhe appl¡cable year. The sum of the Wl\¡P HMO ¡npat¡ent
and outpatient shortfall plus the net cost of uncompensated ¡npatient and outpat¡ent care is the hospital-specil¡c upper
payment l¡mit for d¡sproport¡onate share hospital ¡npat¡ent payment adjustments for the applicable year. This sum for
each qual¡fy¡ng hospital may be subject to payment under 59223 to the extent that the Wiscons¡n governmental ent¡ty
that owns and operates the qualiry¡ng hospital subm¡ts in a t¡mely manner, to the V\MP, cert¡fìed públic expenditure
forms supported by auditable documentat¡on satisfy¡ng all requirements under 42 CFR 433.51, as amended.

9224 Amounts of DSH Allotment and Paymenfs. The amount of the DSH payment, when comb¡ned w¡th all other
DSH payments under the Plan, shall not exceed the State DSH allotment for Wisconsin for the relevant federal f¡scal
year, as published by CMS pursuant to $ 1923(f) of the Soc¡al Security Act [42 USC S r396r-a(D].

The Department w¡ll establish â methodology for distr¡buting the DSH allotment under th¡s section among qual¡ry¡ng
hospitals such that the amount of the DSH payment to each hospital in any state f¡scal year, when combined with any
other DSH payment to the hospital, results in a total DSH payment that ¡s not greater than the hospital's
uncompensated costs for that state fiscal year as determined under S 1923(gX1XA) of the Social Secur¡ty Act [42
USC S 1396r-a(gx1XA)l or less than a hospital's m¡nimum payment adjustment under the tests set forth ¡n S '1923(c)

of the Soc¡al Secur¡ty Act [42 USC S 1396r-4(c)].

a)
b)
c)
d)
e)
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9225 Ð¡stribut¡on of DSH funds to state hosp,?a/s. The Department shall determine the total allotment for hosp¡tals
under S9220 after the Department determines the amounts of DSH payments under S9210 and 59230. To the extent
that there is a remain¡ng State DSH allotment for Wisconsin for the relevant federâl fiscal year, within the amounts
determined by CMS pursuant to S1923(0 of the Soc¡al Secur¡ty Act, the rema¡ning allotment may be distributed
among qualirying 59220 state hospitals taking ¡nto account the charges and costs of those hosp¡tals using the
following method:

'1. Total charges are tabulated for each respective state hosp¡tal for inpatient and outpat¡ent services prov¡ded
in the calendar year pr¡or to the state fiscal year.

2. These charges are mult¡pl¡ed by a rat¡o of cost-to-charges of the respect¡ve hosp¡tal resulting ¡n a hosp¡tal-
specif¡c service cost.

3. The hospital-specific serv¡ce cost of all state hosp¡tals qual¡ry¡ng under 59220 is summed.4. The max¡mum DSH fund¡ng d¡v¡ded by this sum of hospital-specific serv¡ce costs results in a rat¡o offunding-
to-costs.

5. The rat¡o of funding-to-costs multipl¡ed by the serv¡ce cost of each qualifying hosp¡tal results in the annual
DSH a¡lowance for each hospital and a proportional distr¡bution of the DSH funding among qualifying state
hospitals. The rat¡o of funding{o-costs is not to exceed 1 ,00 in order that the total of the DSH allowances do
not exceed total reimbursable service costs of the qual¡fy¡ng state hospitals.

6. This annualamount is pa¡d to the respective qual¡rying state hospitals.

9226 Distribut¡on of DSH funds to county ¡,ospúa/s. After the d¡stribution among qualiñ/ing 59220 state hospitals has
been calculated, to the extent that there is any rema¡ning Stâte DSH allotment for Wisconsin for the relevant federal
f¡scal year, w¡th¡n the amounts determ¡ned by CMS pursuant to S1923(D of the Soc¡al Secur¡ty Act, that remaining
amount may be d¡str¡buted among qual¡fy¡ng 59220 county hospitals taking into account the charges and costs of
those hosp¡tals using the follow¡ng method:

1. Total charges are tabulated for each respective county hospital for ¡npat¡ent serv¡ces provided ¡n the
calendar year pr¡or to the state fiscal year,

2. These charges are mult¡pl¡ed by a rat¡o of cost-to-charges of the respective hospital result¡ng in a hosp¡tal-
spec¡fic service cost.

3. The hospital-specif¡c service cost of all county hospitals qualify¡ng under 59220 ¡s summed.
4. The max¡mum DSH funding d¡v¡ded by this sum of hospitai-specific service costs results in a ratio offunding-

to-costs.
5. The ratio of funding-to-costs multiplied by the serv¡ce cost ofeach qualifi/ing hospital results ¡n the annual

DSH allowance for each hosp¡tâl ãnd a proportional distribut¡on of the DSH funding among qualifying county
hospitals. The ratio of funding{o-costs ¡s not to exceed 1 ,00 in order that the tolal of the DSH allowances do
not exceed total reimbursable service costs ofthe qual¡fy¡ng county hosp¡tals.

6. This annual amount ¡s paid to the respective qual¡fying county hospitals,

9227 D¡str¡but¡on of DSH funds to pñvate acute care hosp¡tals. F¡nally, after the d¡str¡bution among qualify¡ng 59220
state and county hospitals has been câlculated, to the extent that there ¡s any rema¡n¡ng State DSH allotment for
Wisconsin for the relevant federal fìscal year, within the amounts determined by Cl\4S pursuant to S1923(D of the
Social Security Act, that remaining amount may be d¡stributed among qualirying 59220 private acute care hospitals
tak¡ng into account the charges and costs ofthose hosp¡tals us¡ng lhe following method:

1. Total charges are tabulated for each respect¡ve pr¡vate acute care hospital for inpat¡ent services prov¡ded in
the calendar year pr¡or to the state fiscal year.

2. These charges are mult¡plied by a ratio of cost-to-charges of the respective hospital result¡ng in a hospital-
specifìc serv¡ce cost.

3. The hosp¡tal-specif¡c service cost of all private acute care hospitals qualiñ/ing under 59220 is summed,
4. The maximum DSH funding divided by this sum of hosp¡tal-spec¡fic service costs results ¡n a ratio of fund¡ng-

to-costs.
5. The ratio of funding-to-costs mult¡plied by the serv¡ce cost of each qualifying hosp¡tal results in the annual

DSH allowance for each hosp¡tal and a proport¡onal distr¡bution of the DSH fund¡ng among qual¡ry¡ng pr¡vate
acute care hosp¡tals. The rat¡o of fund¡ng-to-costs is not to exceed 1.00 ¡n order that the total ofthe DSH
allowances do not exceed total re¡mbursable serv¡ce costs of the qualifying pr¡vate acute care hospitals.

6. This annual amount is paid to the respective qual¡fy¡ng pr¡vate âcute care hospitals.

9228 lnteñm Payments Pend¡ng the lnpat¡ent Final Settlemen¿ A hosp¡tal's final settlement ¡s not câlculated unt¡l an
aud¡ted Medicare cost report ¡s available for the hosp¡tal's fìscal year. Qual¡rying DSH hospitals, as defìned under
59222 may apply for an ¡nter¡m DSH payment amounts. Qualiry¡ng hosp¡tals will prov¡de an as-filed Med¡câre cost
report so that an inter¡m payment amount can be determ¡ned ¡n the same manner as is descr¡bed in 59224.
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9230 Supplemental DSH Payments for ln-State Hospitals

The following sect¡on establishes supplemental disproport¡onate share hosp¡tâl (DSH) payments for qualify¡ng
hosp¡tals located in the State of Wisconsin. To be eligible for supplemental DSH payments under this section,
hospitals must meet m¡nimum federal requ¡rements for Med¡caid DSH payments as specif¡ed ¡n 51923(b) and (d) of
the Social Security Act [42 U.S.C. 1396Ê4(b) and (d))] as well as the qual¡fy¡ng cr¡teria outlined below.

9231 lntroduct¡on. Hosp¡tals located in the State of Wiscons¡n may rece¡ve a supplemental DSH payment for serv¡ng
a d¡sproportionate share of low-income patients. The aggregate DSH pool amount is $35,910,900 for state fiscal year
2016; a qualifying prov¡der will receive a proportion of th¡s pool. The DSH payment amount shall not exceed the costs
incurred by the hosp¡tal dur¡ng the appl¡cable state fìscal year of furn¡shing hospital services (net of payments under
Title XlX, other than under S'1923, and net of any self-pay amounts or any other third-party payments by or on behalf
of uninsured patients) with respect to indiv¡dua¡s who are elig¡ble under T¡tle XIX or have no health ¡nsurance or other
third party health coverage for hosp¡tal serv¡ces during the state fìscal year.

9232 Qual¡ly¡ng Critenâ. The hosp¡tal must meet the following cr¡ter¡a:

The hosp¡tal is recogn¡zed as a hospital by DQA.
The hospital is located in the State of Wisconsin.
The hosp¡tal prov¡des a wide array of serv¡ces, including services provided through an emergency
department recognized by DQA.
The hosp¡tal has a l\¡edicaid inpat¡ent utilization rate (MIUR) greater than or equal to 6 percent. A hospital's
IMIUR is def¡ned as the fraction (expressed as a percentage) whose numerator is the hosp¡tal's number of
lnpatient days attributable to patients who (for such days) were eligible for \¡úMP and whose denominator is
the total number of the hosp¡tal's ¡npat¡ent days. Medicaid inpatient days (the numerator) will include WMP
HMO rec¡p¡ent days and recip¡ent days of other states' Medicaid programs reported by a hosp¡tal.
The hospital meets applicable, m¡nimum requ¡rements to be a DSH under 42 USC 1396r-4 and any other
applicable federal Iaw.
The hosp¡tal must meet the obstetrician requirements âs specif¡ed ¡n S9212.

9233 Amounts of DSH A otment and Paymerfs. The amount of the DSH payment, when combined w¡th all other
DSH payments under the Plan, shall not exceed the State DSH allotment for W¡sconsin for the relevant federal f¡scal
year, as publ¡shed by CMS pursuant to S 1923(D of the Soc¡al Secur¡ty Act [42 USC S 1396r-4(D]. The Department
sets forth a methodology as def¡ned ¡n 59234 for d¡stributing supplemental DSH payments under th¡s section among
qualifying hospitals. The amount of the supplemental DSH payment to each hospital ¡n any state fiscal year, when
combined with all other DSH payments to the hospital, will not exceed the hosp¡tal's uncompensated costs ¡ncluding
Med¡ca¡d shortfall amounts for that state f¡scal year as determined under S 1923(gXlXA) of the Social Secur¡ty Act
[42 USC S 1396r-a(gx1XA)]. The total amount of the DSH paymentwill not be less than a hosp¡tal's min¡mum
payment adjustment under the tests set forth in S 1923(c) of the Social Secur¡ty Act [42 USC S 1396r-4(c)].

a)
b)
c)

d)

e)

D
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9234 DSH Alocation Methodology. The Deparlment d¡str¡butes supplemental DSH pâyments in accordance w¡th an
annual budget set on a state f¡scal year basis. To distr¡bute this supplemental DSH money among the qual¡ry¡ng
hosp¡tals, the Department performs a series of calculations us¡n9 the following formulas:

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

b) The supplemental DSH payment made to each separately licensed, qual¡fying hospital for a given state
flscâl year under this section ¡s the lesser of 1) the product of ¡ts "DSH add-on percentage" and ¡ts "projected
WMP ¡npatient fee-for-service payments" and 2) $2,500,000:
Payment to Hospital i = min(DSH Add-On Percentage x Projected WMP lP FFS Payments, 92,500,000)

c) A hospital's projected WMP inpatient fee-for-serv¡ce payment for a given state fiscal year is the projected
payment developed through the rate sett¡ng process from two years' prior; for exâmple, the projected
payments for SFY 2014 are drawn from SFY 2012 projected payments.

d) A hospital's DSH add-on percentage is its "DSH add-on factor" minus 100% (in otherwords, the DSH
add-on bEtel compares base payments to total (base + DSH) payments wh¡le the DSH add-on percentaqe
compares base payments to DSH supplemental payments only):
DSH AdúOn Percentagê of Hospital i . DSH Add-On Factor of Hospital i - 1

e) A hospital's DSH add-on factor is a funct¡on of the "base DSH add-on factor" and the amount by which ¡ts
MIUR exceeds 6 percent, such that a hosp¡talwlth a h¡gher MIUR rece¡ves a higher DSH add-on factor:
DSH Add-On Factor of Hospital i = Base DSH Add-On Factot + ((MIUR of Hospital i - 0.06) x o.75)

D A hosp¡tal's MIUR ¡s the ratio of its Med¡ca¡d ìnpatient days to ¡ts total ¡npatient days, drawn from a data
period two years' pr¡or to the g¡ven state fìscal year:
MIUR of Hospital i = Hospital i's Total Mecl¡caid lnpat¡ent Days / Hospital i's Total lnpatient Days

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

G¡ven the base DSH add-on factor for a given state f¡scal year, the Deparlment employs the above formulas to
calculate the DSH supplemental paymenl to each qual¡ry¡ng hospital.
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9300 Supplemental Payments for Essential Access City Hospitals (EACH)

NOTE: The supplement payment descibed in this 59300, spec¡f¡ca y 59310 through 59320, ¡s NOT a
dispropotfionate share hospital (DSH) adjustment under 51923 of the Soc¡al Secuñty Act.

Supplemental payments are provided for any hospital located ¡n Wiscons¡n wh¡ch meets the follow¡ng criter¡a for an
"essential access c¡ty hospital" (EACH).

9310 Level 1 EACH Supplement

9311 Qual¡fy¡ng Cñtenã. A hospital qualif¡es for the Level 1 EACH supplement ¡n the current state f¡scal year ¡f the
hospital met the following criteria dur¡ng the year July 1, 1995 through June 30, 1996.

'1. The hospital ¡s located in the ¡nner c¡ty of a c¡ty of the first class ¡n W¡sconsin as ¡dent¡fied by the following
U.S. Postal Serv¡ce Zip Code âreas. As of July 1, 1997, the following contiguous U.S. Postal Serv¡ce Zip
Code areas ¡dent¡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¡p¡ent inpatient stays are for WMP recip¡ents who reside in an ¡nner
city zip code area listed above.

3. More than 30% ofthe hospital's total ¡npat¡ent days are WMP covered ¡npat¡ent days.
a. lncluding WMP HMO covered days and WMP covered stays on wh¡ch the WMP made no payment

due to the stay be¡ng covered by some other payer such as hospitalization insurance
b. Not ¡ncluding days of WMP rec¡pients' stays that are covered in full or part by Medicare.
c. The hospital is an acute care hospital prov¡d¡ng med¡cal and surg¡cal, neonatal lCU, emergency

and obstetrical serv¡ces.

9312 Amount of Supplemenf The Level 1 EACH supplement is pa¡d in a prospectively established monthly amount
based on the past WMP ut¡lization of the hosp¡tal. The amount of a qualiry¡ng hospital's supplemenl ¡s recâlculated
annually for the upcoming state fiscal year. The total statew¡de funding for the Level I EACH supplement is limited to
$2,988,700 per state f¡scal year. This amount is distr¡buted proportionately among qual¡fy¡ng hospitals bâsêd on WMP
¡npât¡ent days of the quâlifr/ing hosp¡tals. A quâl¡fying hospital's Level I EACH supplement will be determ¡ned as
follows:

WMP days for hosp¡tal
Hospital's Annual Level 1 EACH Supplement = X Statewide Annual Fund¡ng

Sum of Wl\4P days of qualiry¡ng hosp¡tals

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

WMP days are a hospital's total covered ¡npatient days for WIVIP recip¡ents for the calendar year prior to the state
fiscal year for wh¡ch the Level 1 EACH supplement is being calculated. The days include WMP Hl\¡O covered days
and WMP covered days on wh¡ch the WMP made no payment due to the days be¡ng covered by some other payer
such as hospitalizat¡on ¡nsurance but do not include days of WMP rec¡pient stays that are covered ¡n full or part by
lMedicâre.

9313 Sanction on Not Cont¡nuing To Meet Qualfuing Cnfer¡a. A hospital receiving the Level 1 EACH supplement is
expected to ma¡ntain its effort to serve MA recip¡ents including recipients and residents ¡n the inner city area. lf the
Department f¡nds a hosp¡tal fails to meet the above qualirying criteria above for any three month per¡od, then payment
of the supplement w¡ll be d¡scont¡nued for the hospital and payments made for the three month per¡od w¡ll be
recovered. lf the hosp¡tal shows it subsequently meets the criter¡a for any three-month per¡od, then the supplêmental
payment w¡ll be re¡nstated at, and retroact¡ve payment made s¡nce, the beg¡nning of the three-month period ¡n which
the cr¡ter¡a were again met. lf any qual¡fy¡ng hospital ¡s sanctioned ¡n a state fiscal year, the monthly supplement of
other qualifying hosp¡tals w¡ll not be recalculated to redistribute the total annual funding for the Level I EACH
supplement.
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9320 Level 2 EACH Supplement

9321 Qualify¡ng Cr¡teta. A hospltal qualifìes for the Level 2 EACH supplement ¡n the current state f¡scal year if the
hospital met the following cr¡teria during the prev¡ous state f¡scal yeâr.

1. The Hospital d¡d not qual¡Í/ forthe Level 1 EACH Supplement
2. The hospital ¡s located ¡n the ¡nner city of a c¡ty of the f¡rst class ¡n Wisconsin as ¡dentified by the

follow¡ng U.S. Postal Service Z¡p Code areas. As of July 1 , 1997, the following cont¡guous U.S. Postal
Service Zip Code areas ident¡ry one inner city area covered by this supplemenl: 53202,53203, 53205,
53206, 53208, 53209,53210,53212, 53216 and 53233.

3. At least 30% of the hosp¡tal's WNiIP rec¡pient inpatient stays are for WMP rec¡p¡ents who reside in an
inner c¡ty zip code area l¡sted above.

4. l\¡ore than 30% of the hosp¡tal's total ¡npat¡ent days are WMP covered inpat¡ent days.
a. lncluding Wl\4P HMO covered days and WMP covered stays on which the WMP made no

payment due to the stay being covered by some other payer such as hosp¡talizat¡on insurance
b. Not ¡nclud¡ng days of WIMP recipients' stays that are covered ¡n full or part by Medicare.
c. The hospital is an acute care hospitãl prov¡d¡ng medical and surgical, neonatal lCU,

emergency and obstetrical services.

9322 Amount of Supplement. The Level 2 EACH supplement ¡s pa¡d in a prospectively established monthly amount
based on the past WMP utilization of the hospital. The amount of a qual¡fy¡ng hosp¡tal's supplement ¡s recalculated
annually for the upcoming state fiscal year. The totâl statew¡de fund¡ng for the Level 2 EACH supplement is limited to
$996,200 per state fiscal year. Th¡s amount ¡s d¡str¡butêd proportionately among qualifying hosp¡tals based on WMP
¡npat¡ent days of the qual¡rying hospitals. A qualiry¡ng hospital's Level 2 EACH supplement will be determ¡ned as
follows:

WMP days for hospitâl
Hosp¡tal's Annuâl Level 2 EACH Supplement = X Statew¡de Annual Funding

Sum of WMP days of qual¡ry¡ng hospitals

The monthly amount ¡s the above ânnuâl amount divided by 12 months.

WMP days are a hosp¡tal's total covered ¡npatient days for WMP recip¡ents for the calendar year prior to the state
f¡scal year for wh¡ch the Level 2 EACH supplement ¡s being calculated. The days include WMP HIMO covered days
and Wl\¡P covered days on which the WMP made no payment due to the days being covered by some other payer
such as hospitalizat¡on ¡nsurance but do not ¡nclude days of WMP recipient stays that are coveÍed in full or part by
Med¡câre.

9323 Sanctíon on Not Cont¡nu¡ng To Meet Qual¡fying Citeia. A hosp¡tal receiv¡ng a Level 2 EACH supplement is
expected to mainta¡n ¡ts effort to serve lVlA rec¡pients includ¡ng recipients and res¡dents ¡n the ¡nner city area. lf the
Department f¡nds a hospital fa¡ls to meet the above qualiry¡ng cr¡teria above for any three month period, then payment
of the supplement w¡ll be d¡scont¡nued foÍ the hosp¡tal and payments made for the three month period will be
recovered. lf the hospital shows ¡t subsequently meets the cr¡teria for any three-month per¡od, then the supplemental
payment w¡ll be re¡nstated at, and retroact¡ve payment made since, the beginning of the three-month per¡od ¡n which
the cr¡ter¡a were again met. lf any qual¡fying hosp¡tal ¡s sanctioned in a state f¡scal year, the monthly supplement of
other qualiry¡ng hospitals w¡ll not be recalculated to red¡sk¡bute the total annual fund¡ng for the Level 2 EACH
supplement.
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9400 Ped¡atric Supplement

941 0 Qual¡fy¡ng Criteria

A hospital qualifies for this ped¡atric supplement ¡f the hosp¡tal meets the following criteria.
1) The hosp¡tal ¡s an acute care hospital located ¡n Wiscons¡n.
2) Dur¡ng the hospital's fìscal year descr¡bed here, inpat¡ent days ¡n the hosp¡ta¡'s acute care pediatric units and

¡ntens¡ve care pediatr¡c un¡ts of the l¡censed facility totaled more than 12,000 days. Days for stays in
neonatal intensive care units are not ¡ncluded ¡n this determ¡nation. The ¡npatient days are counted for the
hospital's fiscal year that ended in the second calendar year preceding the beg¡nning of the state fìscal year.
For example, for the state fìscal year beginning July 1, 1998, the hospital's f¡scal year that ended ¡n 1996 is
used.

9420 Amount of Payment

The pediatr¡c inpatient supplement ¡s paid as a monthly amount establ¡shed according to the following method. A total
of $2,000,000 is distributed each state fiscal year among hospitals qualiry¡ng for th¡s supplement. Th¡s is d¡str¡buted
proportionately among qualirying hospitals based on their number of WMP pediatric days as descr¡bed below.

A qualify¡ng hospital's pediatric inpatient supplement w¡ll be determ¡ned as follows:

WMP Pediatr¡c Days for Hosp¡tal
Hospital's annual pediatric supplement =

Sum of WMP Pediatr¡c Days
of All Qualifying Hosp¡tals

WMP ped¡atríc days for the above câlculation are a hospital's tolal covered ¡npatient days for ped¡atr¡c WMP
recipients, includ¡ng Hl\4O covered pediatr¡c WMP rec¡p¡ents, for patient discharges occurr¡ng in the state fìscal year
that began two years pr¡or to the beginn¡ng of the current state fìscal year. For example, for a current state f¡scal year
beg¡nn¡ng July 1, 1998 the state fiscal year July 1, 1996 through June 30, 1997 is used. A ped¡atric patient is a patient
that has not atta¡ned 18 years of age as of the day of adm¡ss¡on. WMP ped¡atric days do not include: (a) daysof
WMP recipient stays that are covered ¡n full or part by Medicare and (b) days of WMP covered stays on wh¡ch the
WMP made no payment due to the stay be¡ng covered by some other payer such as private hosp¡tâl¡zâtion
insurance.

9500 Supplement Payment for Adult Level One Trauma Centers

For serv¡ces provided on or after July 1, 2012, WN¡P w¡ll provide annual statew¡de funding of $4,000,000 per SFY to
hospitals with an Adult Level One Trauma Center, as designated by the Amer¡can College of Surgeons. The WMP
makes this payment to hospitals with an Adult Level One Trauma Center to ass¡st w¡th the high costs associated with
operat¡ng a center with this designation.

The WMP pays the trauma inpat¡ent supplement monthly. The W\4P distributes the funds proportionately among
qualifying hospitals based on lhe number of el¡gible hosp¡tals as descr¡bed below,

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

Quâlify¡ng Trauma Hospital
Hospital's annual trauma supplement = X $4,000,000 Statew¡de

Annual Fund¡ngTotal Number of Hosp¡tals
Qualify¡ng as Trauma Hosp¡tal

,, $2,000,000 Statewide

^ annualfunding
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9600 lnpatient Access Payments

To promote WMP member access to acute care, children's, rehabil¡tat¡on, ând crit¡cal access hosp¡tals throughout
Wisconsin, the WMP provides a hospital access payment amount per el¡gible inpatient FFS d¡scharge. Access
payments aÍe intended to re¡mburse hospital providers based on WMP volume. Therefore, the payment amounts per
discharge are not d¡fferentiated by hosp¡tal based on acuity or ind¡vidual hospital cost. However, cr¡tical access
hosp¡tals rece¡ve a different access payment per d¡scharge than do acute care, ch¡ldren's, and rehabil¡tation
hospitals.

The amount of the hosp¡tal access payment per d¡scharge ¡s based on an ava¡lable fund¡ng pool appropr¡ated in the state
budget and aggregate hosp¡tal upper payment lim¡ts (UPLs). Th¡s amount of fund¡ng ¡s divided by the est¡mated number
of paìd inpatient FFS discharges for the SFY to develop the per d¡scharge access payment rate.

For SFY 2016, the FFS access pâyment fund¡ng pool amount for ¡npatient acute care, ch¡ldren's, and Íehab¡litat¡on
hospitals ¡s $123,300,9'14, resulting in a projected access payment amount of $3,835 per d¡schargei the FFS access
payment funding pool amount for ¡npatient crit¡cal access hosp¡tals is $2,330,336, resulting ¡n a projected access
payment amount of $817 per d¡scharge. These access payment per discharge amounts are identified on the hosp¡tal
reimbursement rate web page of the W¡scons¡n FoMardHealth Portal. This paymenl per d¡scharge ¡s in addit¡on to the
base DRG and per d¡em payments described in other sections of th¡s document. Access payments per discharge are
only prov¡ded unt¡l the FFS access payment fund¡ng pool amount has been expended for the SFY.

Access payments are subject to the same federal UPL standards as base rate payments. Access payment amounts
are not ¡nter¡m payments and are not subject to settlement. Psychiatric hospitals are not eligible for access payments
because of the unique rate sett¡ng methods used to establish rates for those hospital
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9700 Graduate Med¡cal Educat¡on Supplemental Payments for Hospitals

Th¡s sect¡on establ¡shes supplementâl payments for graduate med¡cal educat¡on residents at qual¡fied hospitals
tra¡ning phys¡c¡ans for pract¡ce ¡n Wiscons¡n. To be el¡g¡ble for payments undêr th¡s sect¡on, hospitâls must be
otheM¡se elig¡ble to receive WMP payments and meet the qual¡fy¡ng cr¡ter¡a outlined below.

97 1 0 lntroduction

Hospitals located ¡n the State of Wiscons¡n may receive supplemental payments of up to $225,000 annually to
support new graduate med¡cal education residents. S1900, 146.64 of W¡scons¡n Act 20 author¡zes the Department to
d¡str¡bute such payments to hospitals to fund the addition of resident posit¡ons to ex¡stìng accredited graduate med¡cal
education programs in family medicine, general ¡nternal med¡c¡ne, general surgery, ped¡atrics and psych¡atry.

9720 Qualify¡ng Cñte ria

The hospital must meet the follow¡ng criter¡a:
a) The hosp¡tal serves rural and underserved commun¡t¡es ¡n Wiscons¡n.

b) The hospital serves as an approved train¡ng site for an accred¡ted graduate med¡cal education program ¡n

one or more of the follow¡ng spec¡ãlties: fam¡ly medic¡ne, general internal med¡cine, general surgery,
pediâtrics or psychiatry.

c) The hospital meets appl¡cable, m¡nimum requ¡rements to be Wl\¡P-certif¡ed.

Pr¡or¡ty for funding w¡ll be given to hosp¡tals thât meet the follow¡ng cr¡ter¡a:
d) The hosp¡tal ¡s located in the State of Wisconsin.

e) The hospital and ¡ts' assoc¡ated graduate medical educat¡on program has a retention rate of at least 30
percent of graduate res¡dents rema¡nin9 to pract¡ce in Wiscons¡n's rural and underserved communit¡es.

f) The hospital serves underserved areas with a populat¡on of less than 50,000: more rural areas, e.9., those
with populâtions of less than '10,000 receive higher pr¡or¡ty.

g) The hosp¡tal ¡ncludes a focus on physician tra¡ning ¡n working with team-based care, ¡n prevent¡on and
publ¡c health, in cost effectiveness and health care economics, and ¡n working in new serv¡ce delivery
models, e.g., Accountable Care Organ¡zat¡ons or patienlcentered med¡cal homes.

9730 Amounts of Supplemental Payments

The amount of payment per hosp¡tal shall not exceed $75,000 per resident per state flscal year, and the hospital shall
not rece¡ve more than $225,000 per state fìscal year. lt ¡s the intention of the Department that payments be made
annually for the duration of the residencies expanded under the slrpÞlemental payment program.

Funds are [estr¡cted to d¡rect costs of the res¡dent, i.e., salâry, fr¡nge benef¡ts, travel expenses ¡ncurred in travel to
and from requ¡red part¡c¡pating s¡tes, and malpractice ¡nsurance. Funds cannot be used for capital ¡mprovements,
equipment and supplies (med¡cal and non-med¡cal), sub-contracts, consultant fees, research, or plann¡ng activities.
These funds shall not be used to supplant or replace exist¡ng funds supporting the proposed targeted specialty
program from other sources, ¡nclud¡ng local, state or federal funds.

The Department sets forth a methodology as def¡ned ¡n 59740 for d¡str¡buting the graduate med¡cal educat¡on
resident supplemental payments,

97 40 Al loc ati o n M ethod ol ogy

a) The Depârtment shall solicit competitive appl¡cations for supplemental payments for residents through a
Request for Appl¡cat¡ons from qual¡f¡ed hospitals.

b) The exist¡ng, accred¡ted residency program at the hospital must be ¡n family medicine, general internal
medic¡ne, general surgery, ped¡atr¡cs or psychiatry.

c) Each separately part¡cipât¡ng qualirying hospital cannot rece¡ve more than $75,000 per resident or $225,000
per state fiscal year,
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10000
PAYMENT NOT TO EXCEED CHARGES

The total of the overall payments to an ¡ndividual hosp¡tâl from all sources during the per¡od of the state f¡scal year
may not exceed allowable charges-plus-disproportionate share, in aggregate, for inpat¡ent hospital services provided
to WMP recipients. Overall payments from all sources ¡ncludes, but are not necessar¡ly l¡m¡ted to, WMP payments,
rec¡pient co-payments, third party l¡ab¡l¡ty payments, and local and related matching FFP amounts under 59100. The
state f¡scal year is July I through June 30. Disproport¡onate share (under 59200) in the WMP payment rates w¡ll be
added to the allowable charges. lf an ¡nd¡v¡dual hosp¡tal's overall payments for the per¡od exceed charges-plus-
disproport¡onate share, the WMP will recoup payments in excess of charges-plus-d¡sproportionate share.

10100 L¡m¡t on Disproportionate Share Payment to a Hospital

A hospitâl's d¡sproport¡onate share payments dur¡ng its f¡scal year may not exceed the sum of the payment shortfall
for MA rec¡pient serv¡ces and the unrecovered cost of un¡nsured patients. The amount of disproportionate share
payments wh¡ch exceed th¡s l¡mit shall be determined retrospect¡vely afier a hospital completes ¡ts f¡scal year.
(Statutory Background. S1923(9) ofthe federal Soc¡al Security Act.)

10101 Payment Sho¡tfall for MA Rec¡p¡ent Se"r'¡ces. The payment shortfall for MA recip¡ent services ¡s the amount by
which the costs of ¡npal¡ent and outpat¡ent serv¡ces prov¡ded lVlA rec¡pients exceed the payments made to the
hospital for those serv¡ce excluding d¡sproportìonate share hosp¡tal payments. D¡sproportionate share hospital
payments are payments prov¡ded a hospital under this State Plan according to the provis¡ons of the Social Security
Act, S1902(aX13XAX¡V) and S1923. lf payments exceed costs, the fìnancial gain from MA payments w¡ll be appl¡ed
aga¡nst the uncompensated care costs for the un¡nsured.

The cost w¡ll be established by mult¡ply¡ng charges for inpat¡ent and outpatient services by a rat¡o of costs to charges
for patient care services. The ratio will be determ¡ned from the most current aud¡ted WMP cost report on file w¡th the
Department. Services prov¡ded MA recipients covered by an HMO under the WMP will be included.

For outpat¡ent MA services, ¡nter¡m outpat¡ent payments l¡mited to charges for the hosp¡tal's fiscal year w¡ll be used.
For ¡npat¡ent l\¡A services, payments limited to charges will be also used. Payments lim¡led to charges w¡ll be the
lesser of (a) charges made by the hospital dur¡ng its f¡scal yeâr for MA serv¡ces, or (b) overall payments from all
sources (as def¡ned ¡n S10000) for MA serv¡ces during ¡ts fiscal year, excluding disproportionate share payments.
This charge l¡m¡t will be appl¡ed separately to payments for inpatient serv¡ces and payments for outpatient services for
the period of the hospital's fiscal year.

10102 Unrecovered Cost of Un¡nsured Paflenfs. The unrecovered cost of uninsured patients ¡s the amount by which
the costs of inpat¡ent and outpat¡ent services prov¡ded to uninsured patients exceed any cash payments made by
them. However, as provided inthe Soc¡al Security Act, S1923(gxlXA), "For purposes ofthe preceding sentence,
payments made to â hosp¡tal for services provided to ind¡gent patients made by a State or a un¡t of locâl governmenl
with a State shall not be cons¡dered to be a source of third parly payment."

lf payments exceed costs, the financial ga¡n from payments for the un¡nsured w¡ll be applied aga¡nst the MA shortfall.
An uninsured patient is an ¡nd¡v¡dual who has no health ¡nsurance or source of third party payment for the services
prov¡ded by the hosp¡tal. The cost will be establ¡shed by mult¡plying charges for inpat¡ent and outpat¡ent serv¡ces by a
ratio of costs to charges for pat¡ent care serv¡ces. The ratio will be determ¡ned from the most current audited WMP
cost report on file with the Department.

10103 Recovery of Excess Dispropotfionate Sharc Paymenß. lf total d¡sproport¡onate share payments to the hospital
for serv¡ces provided during ¡ts f¡scal year exceed the sum of the payment shortfall for MA recip¡ent serv¡ces and the
unrecovered cost of uninsured patients, then the excess d¡sproportionate share payments will be recovered from lhe
hospital.

10104 Effect¡ve Date. This lim¡tat¡on applies only to hospitals owned or operated by a State or by a unit of local
government beg¡nning July 1, 1994. With respect to hospitals that are not owned or operated by a State or unit of
local government, this limitation appl¡es beg¡nning July 1, 1995 unless the federal Department of Health and Human
Serv¡ces exempts such hosp¡tals or modif¡es the limitation for them.

For hosp¡tals w¡th f¡scal years in progress (not beginning) on July 1 , 1994 (or July I , 1995 ¡f applicable), the MA
shortfall ând the unrecovered cost of un¡nsured for the f¡scal yeâr will be prorated between the per¡od before July 1

and the per¡od on and after July 1 based on the proportion of disproport¡onate share payments applicable to each
period.
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I 1000
PAYMENT TO MINOR BORDER STATUS AND OUT-OF-STATE HOSPITALS

11100 lntroduction

M¡nor border status hospitals and out-of-state hosp¡tals which do not have border status will be paìd according to the
DRG-based payment system descr¡bed in this S11000. This payment system provides a single base DRG base rate
for all m¡nor border status and non-border status hosp¡tals. Th¡s râte ¡s appl¡ed to the DRG we¡ghts wh¡ch have been
developed for use under 56000 for in-state hospitals and major border status hosp¡tals. The rates do not cons¡der
hosp¡tal-spec¡fic costs or characteristics as ¡s done for ¡n-state and major border status hosp¡tals.

For any out-of-state hospital, border status or not, certain services w¡ll not be re¡mbursed accord¡ng to the DRG
methodology if the hospital tâkes the necessary act¡on to rece¡ve reimbursement under an ava¡lable alternat¡ve
payment. These serv¡ces and their alternative payment method are descr¡bed in 57000 and ¡nclude AIDS care,
vent¡lator pat¡ent care, special unusual cases and bra¡n ¡njury care.

For queslions and additional ¡nformat¡on, out-of-state hospitals may contact the Department at: Department of Health
Services, P.O. Box 309, Madison, Wisconsin 53701-0309; telephone (608) 261-7838.

Any pre-establ¡shed standard payment amounts which are descr¡bed below and the DRG weighting factors for the
current state f¡scalyear, July 1 through June 30 may be requested from the above address.

I1200 DRG-Based Payment System (For M¡nor and Non-Border Status Hospitals)

11210 Base DRG Rate

The base DRG rate for all minor border status and non-border status hospitals shall be the standard DRG group rate
wh¡ch is determined under 56230 for the hospilal group¡ng entitled "acute care hospitals." There ¡s no further
adjustment for wage area, cap¡tal, d¡rect graduate medical education, DSH or rural hospital.

11220 Cost Outl¡ers

Minor border status hosp¡tals and non-border status hospital claims may qual¡fy for cost outlier claims as described in

sô300.

11300 Payment Notto Exceed Chargês

For oulof-state hospitals not having border-status, payment on each discharge may not exceed the hospital's
charges for allowable serv¡ces. This l¡m¡t applies to d¡schârges pa¡d under lhe DRc-based payment system and to
payment for serv¡ces exempt from the DRG payment system.

For minor border-status hosp¡tals, payments are l¡m¡ted to charges accord¡ng to the method described ¡n S'10000.
This method limits aggregâte annual payments to charges, not by ¡ndividual claims.
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12000
ADMINISTRATIVE ADJUSTMENT ACTIONS

12100 lntroduction

The Depârtment prov¡des an adm¡nistrative adjustment procedure through wh¡ch an in-state or major border status
hosp¡tal may rece¡ve prompt admin¡strat¡ve rev¡ew of its inpat¡ent reimbursement. Department staff will rev¡ew a
request for an adjustment and determine if ¡t should be denied or approved; ¡f a request is approved, Department staff
w¡ll determine the amount of adjustment.

An in-state or major border status hospital may appeal ¡ts ¡npatient reimbursement for one of the reasons listed ¡n

512200 w¡thin 60 days of the date of its rate not¡fication letter. lf the appeal results ¡n a new rate determ¡nation, the .

rate will apply to all claims w¡th dates of service in the RY.

lf, at any time dur¡ng the RY, the Department ¡dent¡f¡es a rate calculation error (that is, qual¡fications (a) through (c)
below), it may, at its own d¡scret¡on, recalculate a hospital rate and apply the new rate to allcla¡ms w¡th dates of
serv¡ce ¡n the RY. The Department does not init¡ate rate adjustments due to qualification (d); adjustments under that
qual¡fìcation only occur after a successful appeal init¡ated by a prov¡der.

I 2200 Qualify¡ng Determination

Allowable reasons for an inpat¡ent payment rate appeal include:

a) the applicat¡on ofthe rate sett¡ng methodology or standards to incomplete or incorrect data contained in the
hosp¡tal's Med¡care cost report or to other incomplete or incorrect data used to determ¡ne the hosp¡tal's
inpat¡ent payment ratei or

b) a cler¡cal error ¡n calculat¡ng the hosp¡tal's ¡npat¡ent payment rate; or
c) ¡ncorrect or incomplete appl¡cat¡on by the Department of provisions of the re¡mbursement methodology or

standards ¡n determining one or more components of the hosp¡tâl's ¡npat¡ent payment rate or in determ¡ning
any administrat¡ve adjustment of a hosp¡tal's ¡npat¡ent payment rate; or

d) the most recent aud¡ted 12-month lvledicare cost report used for the calculat¡on was more than f¡ve years
old.

To resolve appeals arising from qualif¡cat¡on (d) above, the 12-month Medicare cost report that will be used for RY
2016 is the provider's most recently submitted 12 month cost report, obta¡ned from HCRIS as of September 30, 2015,
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21000
APPENDIX 1: IN-STATE ACUTE CARE HOSPITAL AND MAJOR BORDER STATUS HOSPITAL

COST OUTLIER PAYMENT EXAMPLE

BASE DATA

APPROVËD BEDS.. .......

T-19 INPATIENT COSTS

T-19 INPATIENT CHARGES Divide by

_- 25A

$2,669,763

$4,348.653
__= ,0-6ltg

$ 123,550

$ 75,847.35
($'10,154.95)

$ 65,692.40
($32.000)

x 0.77

= $ 25,943.15
+ $ 10,154.95

COST-TO-CHARGE RATIO FOR OUTLIER CALCULATIONS
(Ratio of T-19 inpat¡ent costs to T-19 inpatient charges)

EXAMPLE CALCULATION OF COST OUTLIER PAYMENT

Allowable cla¡m chaÍges ..

Coslto-charge ratio (see above)

Claim charges adjusted to cost.....

't.

2.

4.

þ.

7

'10.

't1.

12.

13.

DRG Payment..... ...........

Cla¡m cost exceeding DRG payment ............
Applicâble lr¡mpoint for hospital bed s¡Ze.......

(Trimpo¡nts appl¡cable to current rate year are listed in 56320.)

Decision: Does Line 5 -exceed- Hospitals tr¡mpoint at Line 6?

_! Yes - Cont¡nue ât L¡ne I
_ No - No outl¡er payment ¡n addition to DRG payment

Cla¡m cost exceeding DRG payment and trimpoint...... $ 33,692.40

Var¡able cost factor

DRG PAYMENT

TOTAL PAYMENT FOR CLAIM ¡ncluding outlier payment........ .............. $16-098110

Note A - lf no disproportionate share adjustment appl¡es to hosp¡tal, then a 1.00 multiplier ¡s used.

For L¡ne 4 above, example calculat¡on of bâse DRG payment.

Total
Hospital-Specif¡c Base Rate $ 3,605.52
T¡mes: DRG Weight for stay 2.8165
Bas¡c DRG Payment $ 10,154.95
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22000
APPENDIX 2: RURAL HOSPITAL ADJUSTMENT PERCENTAGES

The following table lists the rural hosp¡tâl adjustment percentages that are applied under 56270. The rural hospital
adjustment percentage is thât percentage corresponding to the range of ut¡l¡zat¡on percentages in which the ¡nd¡vidual
hosp¡tal's WMP ut¡l¡zat¡on rate falls. For example, a WMP utilization øle oÍ 7.34Vo falls in the "5.0% through 9.99%"
range that has a correspond¡ng '110lo rural hosp¡tal percentage. S¡m¡larly, an 11.23yo ulilization rate corresponds to a
'17% rural hospital percentage.

EFFECTIVE ON and AFTER JULY l, 2001
Rural Hosp¡tal

WMP Ut¡lizat¡on Rate
Up through 4.99%..

Ad¡ustment Percentage
. 5,00%

5.0% through 9.99%
1 0.0% through 14.99yo.....................
15.0% and s-reater. .... ... . ............ .:::...

EFFECTIVE JULY I, 2OOO THROUGH JUNE 30, 2OO1

WMP Ut¡l¡zat¡on Rate
Up through 4.99%........
5.0% through 9.99%....
10.0% through 14.99%....
15.0% and 9reater...........

11.O00/o

17.OOo/o

23.OOo/.

17.OOlo
26.O00/o
35.00%
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