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Office of the Secretary
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Bill Brooks

Associate Regional Administrator

Division of Medicaid & Children’s Health
DHHS/Centers for Medicare and Medicaid Services
1301 Young Street, Room #833

Dallas, Texas 75202

Dear Mr. Brooks:

RE: Louisiana Title XIX State Plan
Transmittal No. 17-0013

I have reviewed and approved the enclosed Louisiana Title XIX State Plan material.

I recommend this material for adoption and inclusion in the body of the State Plan.

Warmly, &

ebekah E. Gee MD, MPH
Secretary
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

HEALTH CARE FINANCING ADMINISTRATION S%RB"‘N?JPI;%?S‘-’OEII;B
TRANSMITTAL AND NOTICE OF APPROVAL OF | I. TRANSMITTAL NUMBER: 2. STATE
STATE PLAN MATERIAL 17-0013 Louisiana

. 3. PROGRAM IDENTIFICATION: TITLE XIX OF THE
FOR: HEALTH CARE FINANCING ADMINISTRATION SOCIAL SECURITY ACT (MEDICAID)

TO: REGIONAL ADMINISTRATOR 4. PROPOSED EFFECTIVE DATE
HEALTH CARE FINANCING ADMINISTRATION
DEPARTMENT OF HEALTH AND HUMAN SERVICES March 1, 2017

5. TYPE OF PLAN MATERIAL (Check One):

. NEW STATE PLAN - AMENDMENT TO BE CONSIDERED AS NEW PLAN ] AMENDMENT
COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment)

6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT:
Section 1932(a)(1)(A) of the Social Security Act a. FFY _2017 $(739:32)(777,722)
b. FFY _2018 $6636:26¥(636,263)

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT: | 9. PAGE NUMBER OF THE SUPERSEDED PLAN

SECTION OR ATTACHMENT (If Applicable):
Attachment 4.19-A Item 1, Page 10 k Same (TN 15-0001)

10. SUBJECT OF AMENDMENT: The purpose of this SPA is to reduce the amount of the DSH pool for federally
mandated statutory hospitals from $1,000,000 to $1, 000.

11. GOVERNOR'’S REVIEW (Check One):

[J GOVERNOR'’S OFFICE REPORTED NO COMMENT Xl OTHER, AS SPECIFIED:

[J COMMENTS OF GOVERNOR'S OFFICE ENCLOSED The Governor does not review state plan material.
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Jen Steele, Medicaid Director
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Secretary P.O. Box 91030
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FORM HCFA-179 (07-92)



(c92'9£99) = %B69'¢H X (000'666$) =( 810Z Add) ddd
[000'6663)
(052'6¥2%) E 810z Jequaydeg - L0z Ainr £ Xzl / (000'666%)
610Z aunr - gLoz AIne syjuow zL 10} (000'6668%) 6102 AdS
(0sz'ev.$) = 810Z aunr - £10Z 1840100 6 X2 / (000'666$)
gL0z sunr-210z Ainr syjuow 4! 10} (000'666%) 8102 Ads
(1114 A4 1809 ul esess28(] €10
(zeL2LL9) = %8zZ'Z9 X (os2'8pZ'1$) =( ZL0Z Add) dd4
(0SZ8PZ 13)
(05'6v23) = L10z Jequisdeg - 210z Ainr € X2l / (000'666%)
8L0Z eunr -£1.0Z AInf syjuow " ZL 10} (000'666%) 8LoZ AdS
(000'666%) 210z eunr - 910z Ainp syjuow ZL 104 (000'666$) L102 AdS
Z10z Add 1809 u) eseesdeq |gjo)
Jeek |eosy ul Bujuiewel SLUOW-SOLLE,
(000'6668) 810Z aunr - aLoZ Anrfel %00'0 [stoz AdS pig
(000'6663) 810Z sunr -£10Z AInrjZL %000 |stoz AdS puz
(oo0'8B6S) 210z aunr - gLoz Anrfzi %000 e e VT AdSisi
"SOW JO abuey SO #, ") % 1eak

SIE[Iop

[eseasoe()
:LOVdWNI TVOSId

LI0Z ‘b Y24BW  :31vd IAILO3443

s|endsoH Aioymeys pejepuely Ajjeieped sjuaiuAed |ejidsoy eseys ejeuopiodosdsig  :FLIL

£100-L} ‘# IVLLINSNVYL
VdS XIX 31LIL V1



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-A
MEDICAL ASSISTANCE PROGRAM Item 1, Page 10 k

STATE OF LOUISIANA
PAYMENT FOR MEDICAL AND REMEDIAL CARE AND SERVICES

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - IN-PATIENT HOSPITAL CARE

¢.  Federally Mandated Statutory Hospitals

1) Hospitals that meet the federal DSH statutory utilization requirements in D.1.d.(i) and
(ii).

2) DSH payments to individual federally mandated statutory hospitals shall be based on
actual paid Medicaid days for a six-month period ending on the last day of the last
month of that period, but reported at least 30 days preceding the date of payment.
Annualization of days for the purposes of the Medicaid days pool is not permitted. The

amount will be obtained by the Department from a report of paid Medicaid days by
service date.

3) Disproportionate share payments for individual hospitals in this group shall be calculated
based on the product of the ratio determined by:

(i) dividing each qualifying hospital’s actual paid Medicaid inpatient days for a six
month period ending on the last day of the month preceding the date of payment
(which will be obtained by the Department from a report of paid Medicaid days by
service date) by the total Medicaid inpatient days obtained from the same report of
all qualified hospitals included in this group. Total Medicaid inpatient days include
Medicaid nursery days but do not include skilled nursing facility or swing bed days;
and

(i1) forthe SFY 2016-2017 multiplying by $1,000 which is the state appropriation
share payments allocated for this pool of hospitals. Thereafter, multiplying by
$1,000, the state appropriation for disproportionate share payments allocated for
this pool of hospitals.

4) A pro rata decrease necessitated by conditions specified in LD.2. above for hospitals in
this group will be calculated based on the ratio determined by dividing the hospitals’
Medicaid days by the Medicaid days for all qualifying hospitals in this group; then
multiplying by the amount of disproportionate share payments calculated in excess of
the federal disproportionate share allotment or state disproportionate share appropriated
amount as indicated in paragraph c.3) (ii) above.

Payments from this DSH category to hospitals qualifying for another DSH category will
be made subsequent to the other DSH payments. Aggregate DSH payments for
hospitals that received payment from this and any other DSH category shall not exceed
the hospital’s specific DSH limit as defined in section D.2.c. If payments calculated
under this methodology would cause a hospital’s aggregate DSH payment to exceed the
limit, the payment from this category shall be adjusted downward not to exceed the
limit.
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