DEPARTMENT OFHEALTH & HUMAN SERVICES
. Centers for Medicare & Medicaid Services

" 7500 Security Boulevard, Mail Stop 52-26-12
Baltimore, Maryland 21244-1850

Center for Medicaid and CHIP Services

Teri Green

State Medicaid Agent

Office of Health Care Financing
6101 Yellowstone Road, Suite 210
Cheyenne, WY 82002

-M_-am

Re: Wyoming 12-002
Dear Ms: Green.

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan
. submitted under transmittal number (TN) 12-002. Effective for services on or after July 1, 2012, this
amendment modifies the reimbursement methodology necessary to comply with CMS’ regulations
specific for provider preventable conditions. '

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 (the Act) and the -
regulations at 42 CFR 447 Subpart C. We are pleased to inform you that Medicaid State plan
- amendment TN 12-002 is approved effective July 1, 2012, The HCFA-179 and the amended plan
pages are attached.

If you have any questions, please contact Christine Storey at (303) 844-7044.

indy M
Director, CMCS
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STATE OF WYOMING Attachment
4.19-D Page 31D
Addendum 4

Citatlon

42 CFR 447, 434, 438, and 1902(a){(4), 1902(a)(6), and 1903

Payment Adjustment for Provider Preventabie Conditions

Wyoming Medicald meets the requirements of 42 CFR Part 447, Subpart A, and sections
1902(a)(4),1902(a)(6), and 1903 with respect to non-payment for provider-preventable
conditions. .

QOther Provider-Preventable .Conditlons

The State identifies the following Other Provider-Preventable Conditions {OPPCs) for non-
payment under Section(s) 4.19{(d}:

__X__ Wrong surgical or other invasive procedure performed on a patient; surgical or other
Invasive procedure performed on the wrong body part; surgical or other invasive procedure
performed on the wrong patient.

Wyoming Medica id will adopt the baseline for other provider-preventable conditions as
described above, The following reimbursement changes will apply:

Pa\'fment will be denied for these conditions in any Health Care Setting as identified in
Attachment 4.19(d) and any other settings where these events may occur. For any Wyoming
MedIcaid claims with dates of service after July 1, 2012, Wyoming Medicaid will follow the
minimum CMS regulations in 42 CFR §447 and deny payment for all of the OPPCs identified in 42
CFR §447. Wyoming Medicald will retroactively review claims with dates of service on or after
July 1, 2012, to identify claims fitting the criteria for PPCs. Wyoming Medicaid will request that
providers review claims identified as potential PPCs and provide additlonal documentation to
confirm or deny the claim includes a PPC. For any provider-confirmed PPCs, payment will be
adjusted to recoup the payment for the patient day(s) during which the PPC event occurred.
Recoupment will be for the amount of the per dlem that was In effect for the date(s) of service
that the PPC event oécurred.

In compliance with 42 CFR 447.26{c}, Wyoming Medicaid provides:
1) That no reduction in payment for a provider preventable condition will be imposed on a

provider when the condition defined as a PPC for a particular patient existed prior to the
initiation of treatment for that patient by that provider.
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STATE OF WYOMING ) Attachment

4.19-D Page 31D
Addendum 4

2) That reductions in provider payment may be limited to the extent that the following
apply: )
(i) " " The identified provider-preventable conditions would otherwise result in an
increase in payment.
(i) The State can reasonably isolate for nonpayment the portion of the
payment directly related to treatment for, and related to, the provider-
preventable conditions. B
3) Assurance that non-payment for provider-preventable conditions does not prevent
access to services for Medicaid beneficiaries. '

In the event that individual cases are identified throughout the PPC implementation perlod, the
State will adjust reimbursements according to thé methodology above. Denial of payment shall
be limited to the additional care required by the provider preventable condition.

Additional Other Provider-Preventable Conditions identified below (please indicate the
section(s) of the plan ond specific service type and provider type to which the provisions will be
applied. For example - 4.19(d) nursing facility services, 4.19(b) physician services) of the plan:

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of
information unless it displays a valid OMB control number. The valid OMB control number for this
information collection is 0938-New. The time required to complete this information collection is
estimated to average 7 hours per response; including the time to complete and review the information
cqliection. lf you have comments concerning the accuracy of the time estimate(s) or suggestions for
improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer,
Mail Stop C4-26-05, Baitimore, Marylond 21244-1850.
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