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SECTION 1000 OVERVIEW

This section is an overview of how the Wisconsin Medicaid Program (WMP) establishes payment rates for
hospital outpatient care provided to persons eligible for fee-for-service (FFS) coverage under the WMP. The
payment is for outpatient medical services provided by a hospital in its inpatient hospital licensed facility, for
which the -patient does not need to be admitted for an overnight stay, and for which the WMP does not pay
another certified WMP provider.

Effective April 1, 2013, all hospitals that qualify for payment under the WMP are reimbursed for outpatient
services under the Enhanced Ambulatory Patient Grouping (EAPG) system. No final cost sefflement is done for
these hospitals, as EAPG payments are considered final and are not subject to cost settlement.

Under §5700, a prospective outpatient payment is provided for approved respiratory nursing care for part of a
day on the site of an acute care hospital. Payment for this service is separate from and not covered by the final
cost settiements for services provided prior to April 1, 2013.
For additional irformation, contact:

Bureau of Fiscal Management

Department.of Health Services Telephone (608) 266-8922
1 W. Wilson Street, Room 318 FAX (608) 264-9847
P.0. Box 309 E-mail DHSDHCAABFM@dhs.wisconsin.gov

Madison, Wisconsin 53701-0309

SECTION 2000 STATUTORY BASIS

The Wisconsin outpatient hospital payment system is designed to promote the objectives of the Wisconsin
state statutes regarding payment for hospital services (Chapter 49, Wis. Stats.) and to meet the criteria for Title
XIX hospital payment systems contained in the federal Social Security Act and federal regulations (Titie 42
CFR, Subpart C). The outpatient payment system shall comply with all current and future applicable federal
and state laws and regulations and reflect all adjustments required under said laws and regulations. Federal
regulations (42 CFR §447.321) require that the payment system not pay more for outpatient hospital services
than hospital providers would receive for comparable services under comparable circumstances under
Medicare.
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SECTION 3000 DEFINITIONS

Access Payment. To promole WMP member access 10 acute care, children's, rehabiitation, and critical
sccess hospitsls throughout VWiseonsin, the WP provides a hospital access payment amount per eligible
cutpatient claim, See §4250 for further details.

Acute Care Hospital. A hospital that provides inpatient medical care and other retated services for surgery,
acute medical conditions, or injuries {usually for a shori-term diness or conditiony.

Annual Rate Update. The precess of annually adjusling hospital payment rates 1o be effective January 1 of
sach year based on more current Medizare cost reports.

Border Status Hospital, A hospital not located in Wisconsin, which has been ceriified by the WMP as a border
status hospital to provide hospital services to WP redipients. Border status hospitals can have rmajor border
statue or minor border status. Exact orfferia for efigitlity for border status are provided in §4240 ¢f the Inpatient
Hospital State Plan.

Capilat {cormpenent of the rate}. slready-produced durable goods or any non-financial asset that is used in
praduction of goods of servines. Hospitals incur real and significant capial sosts to provide services for
Medicaid patients. in the outpatient weight recalibration satfing, capitat statistics are used in the calculation to
standardize provider cosis across the state.

Centers for Meticare and Medicaid Services (CMS]. The federal agency which reguiates the WP,

Chitdren's Hospital. Actte care hospital that meets the faderal definition of a children’s hospital (42 CFR
412.23(d}) and whose primary activity is 10 serve children.

Cliniea! Diagnostic Laboratory Reimbursement. The jower of the laboratory fae schedule amounts of the
WP and the hospital's faboratory charges for serices provided, This payment shall not sxoeed the Medicare
rate on & perlest basis.

Criticat Access Hosgital (CAH), A hospital thal meets both the requirements under 42 CFR Part 485, Subpart
£ and the Tollowing reguirements: no more than 25 heds for inpatient acute care andfor swing-bed senvices; no
more than 4 beds for chservation senvices, an annual average tnpatient stay of no more than 96 hours,
provision of emergency services and avaitzbitity of registered nurses on a 24-hour-per-day basis; and
estasiishment of a written referal agreement with ane of more network hospitals.

Dapartment. The Wisconsin Department of Health Sendces {or its agent), the state agency responsibie for the
administration of the WWP.

EAPG Base Rate. The dofiar value that is multiplied by the final EAPG weight for each EAPG an a claim 10
deternine the total allowable WMP operating payment for 2 visit,

Enhanced Ambulatory Patient Grouping (EAPG). & group of outpatient proceduras, encounters, of ancillary
sendices, which reflect similar patiert characterstics and respurce utilization, and which incarporate the use of
1C-8-CH ¢hefore Colober 1, 2014} and iCD-10-CM (after Dctober 1, 2014) diaghesis and Healthcare
Gomman Pracedurs Coding System (HOPGS) procedure nodes.

Foe-for-Service (FFSL A VWP paymant methodalogy In wiich providers are reimbursed senvice-by-service for
serving WMP members. Most WP metnbers are sither enrolled with Health Maintenance {rganizations
{(HMOs} or have thelr services reimbursed on a FFS basis.

Finai EAPG Weight. The sfiowed EAPG weight for 2 giver visit as caloulated by the BEAPG software using the
logic i the EAPG definitions manual, including all adjustments applicable 1o bundiing, packaging, and
discouting.
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Graduste Medical Education {GME). The phase of tratning that coours after the completion of medical school
in which physiciang serve as residents, typically at a feaching hospital, and recaive several years of supenised,
hands-on training in a particular area of experiise. Hospitals that frain reaidents incur feal and significant costs
heyond those customarnily associated with providing patient care; i recognition of this, the YWMP provides
varfous payment adjustments to help defray the direct costs of GME programsa.

Healthcars Gost Report Information System (HCRIS). The centratized electronic dearinghouse for Medicare
cost reports matntained by CMS,

Hospital Quipatient Extended Nursing Services (HOENSs). Mursing services and respiratory care provided
by nurses, for part of a day. in a group setting, on ihe site of an acule care hospitat or in & buitding physically
connected to an acute care hospital. See §5700 for further detatts.

Hospital PAP Guide. The annual publication, avatiable on the YWiscansin  ForwsrdHealth Portal, that
suppiements this Stale Plan with additionst details about, among other things, the HWP4P program.

Hospital Withhold Pay-for-Parformance {HWP4P) Program. A performance-based relmbursement syster in
which the WP withholds 1.5% of payment for atpatient hospital services and allows hospitals 1o eam back
those doflars by meeting various quakly henchmarks. See 84300 for further details,

HWP4P Poot Amount. The amount of money withheld from sutpatient hospital reimburserrient for use i the
HWP4P program.

S Hospital Costs index. The "Hospital and Relaied Haalthcare Costs index" publishéd by HS,

inpatient Hospitat Licensed Facility. For hospitals focated in \Wisconsin, that part of the physical entity, a8
surveyed and licensed by the Department, in which inpatient care is provided. Any emergency depanment,
chinic, or other part of the ficensed hospital fhat Is ned located on the same pretvises as the inpatient hospital
ficensed facility is not part of the inpatient hospital fcensed faclity, irespective of whether that off-premises
emergenicy depariment, dlinic, or siher part is considered o be part of the haspitat under the hospial license or
for purposes of Medicare reimbursement. For hospitals niot located In Wisconsin, the physical entity that is
covered by surveying, feensure, certfication, accreditation, or such comparable reguiatory activities of the state
in which the hospital is iocated.

Long-Term Care Hospital, A separately licensed hospital that meets the reguirements of 42 CFR 412.23(g)
and i reimbursed by Medicare under the Medicare prospective payment system for long-tenm care hospials.

Heasurement Year (MY], The time period fom April 4 through March 31 during which an lleration the HWP4P
program is administered. The named year of the MY is the calendar year tr which the MY ends; foT example,
MY 2014 runs from April 1, 2073 to March 31, 2014,

Miedicaid Deficit. The amount by which the sost of providing oulpafient services o VWM reciplents exceeds
the WP payment for these services. See §7000 for further detalls.

Medicaid Management information System (MMIS). The system used by The WMP 1D ;irocass and documant
provider ciaims for payment. '

Madicare Cost Report. The CMS 2552 form. To establish cost for ouipatient rate setting, the Dedariment
utilizes the most recent audited 12-month hedicars cost report (as of the March 31 that ocours beafors the RY)
avaiiabie in HORIS maintained by CMS, If the most recent audited 12-month Medicare cost report avafiable in
HCRIS is greater than five years oid, the Depariment may use an unaudited 12-month Medicare cost report.
However, i an unaudited Medicare cost report is used, the Deparimeant will recalculaie the ouipatient rate once
the unaudited Medicare cost report has been auditad to determine the final rate.
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Cutpatient Visit. The proviston of services by an ouipatient department tocated within an Inpatient haspital
licensad facility oh 2 given calendar day, regardiess of the number of procedures or examinations performed of
departments visiied, which does not include or lzad (o an inpatient admission to the facility. Services provided
at a faclity operated by the University of Wisconsin Hospitals and Clinics Authority need nol ooour within an
inpatient hospital ficensed facility to qualify Tor cutpatient status under this definifion. Services provided at a
facility operated by a free-standing pediatric teaching hospital need not ocour within an inpatient hospial
licansad faciity to qualify for ouipatient status under this definition if the faciity was added to the hospitals
cedificate of approval on of after July 1, 2008,

Psychiatric Hospital A general psychiatric hospital which is not a satellite of an acute care haspital and for
which the department has issued & certificate of approval that applies only 1o the psychiatric hospiial, A
subcategory of psychiatric hospiatis institution for Mental Disease (MD), which is defined In 42 CFR
4%5.1009, though IMDs are only eligible for tfedicald reimbursement under specific circumstances.

fate Notification Letter. The notification malled to hospitals at the condusion of the annual rate upgate
informing sach haspital of its updated reimbursement rates and how to appeat them i necessary.

Rate Year (RY}. The fime period from January 1 through December 31 for which prospective outpatient rates
are caloulated under §4200.

Rehabititation Hospital. A separately licensed hosphal that meets the requirerments of 42 CFR 412.23(b) and
ie reimbursad by Medicare under the Medicare prospeciive payment system for rehabiitation hospitals. The
nospital provides intensive rehabilitative servises for conditions such as swroke, brain injury, spinal cord njury,
amputation, hip fractures, and multiple faumas 1o af least 5% of its patient popuiation. IMD hospials cannot
pe considered rehabifitation hospiiats under the provisions of this plan.

State Fiscal Year (SFY). July 1 — June 3G, For example, SFY 2014 is defined as July 1, 2013~ June 30, 2014,

Upper Payment Limit (UPL). The maximurm amount the WP may reimburse a hospital for services provided
o WP members. This is formally specified in 42 CFR 447,321,

Wage {comporent of the rate}. Net reimbursement to staif and smployees, Stalewide wage data and wage
data by individual providers are used to create 1he wage index, which in turn Is intended fo account for regionat
differences in the cost of wages across providers,

Wisconsin CheckPoint. A cerdrafized elecironic clearinghouse for quality data for Wisconsin hospitals,
maintained by the YWisconsin Hospial Association, available at www wicheckpoint.org.

wisconsin ForwardHealth Portal. A website administered by the WP listed at www forwardheatiiwl.gov.

Wiscansin Medicaid Program {WHMP}. The State of Wisconsin's implementation of Medical Assistance as per
Titie XEX of the federal Social Security Acl,
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SECTION 4000 REIMBURSEMENT OF OUTPATIENT SERVICES OF IN-STATE
HOSPITAL PROVIDERS

4100 infroduciion

This section describes the methodology for reimbursing all sciie care, psychiatric, rebabilitation, and onticat
access hospitals located in the Stale of Wisconsin for cutpatient hospital services provided in outpatient
departments of inpatient hosphtal censed faciilies to persons eligible for FES madical coverage by the WME,
The EAPG system, descrined in §4200 through §4240. is used to classify and caloulale refmbursement for
cutpatient visits, EAFGs categorize the amount and type of resources used in various oulpatient visits. The
WP base rates and EAPG weighis have been updated as of January 1, 2014, effective for services provided
on or after that data.

4260 EAPG Reimbursemsnt Methodology

4210 Establishing Wisconsin-Specific EAPG Weights. The CAPG relative weight caiculations are performed
using lne level charges from the three most recant complele $FYs of WMP outpatient hospital adjudicated
chaims, paid through MMIS, and converted fo cost using a ralio of cost to charges methodology. The Sixte
calclates Rospilakspecific, cost center-specific cost-ie-charge ratios wsing the most recent audited 12-month
Medicare cost reports. The cost-to-charge ratios are cross-walked to the three mosi recent complete 5FYs of
WP outpatient ciaims data using line ievel revenue codes and are then mudtinlied by the Bine level charges.

The fine level costs are normalized acress providers and time periods (o determine the average cost of @ach
EAPG by adjusting the cost-to-charge ratios as follows!
«  Wage: Adjust the wage portion of costs using the published wage index from CME,
. Capiah Adjust costs to account for ondy 85% of capital costs,
+  Wedical Edusstion: Adjust costs to remove metlical education costs; and
+  HS Hospital Costs Index: Inflate costs from the time period associated with the most recent sudited
12-morth Medicare cost repart for each hosphat to the current RY.

The BAPG weight is calculated by dividing the cost of an individual EAPG by the average cost of all EAPGs.
For EAPGS that lack suficient wolume {iess than 30 occurrences), the EAPG weight defaults to the national
weight for the EAPG (as caloulated by the propristor of the EAPG software, 3M). The current EAPG weights
can found on the Wiscansin ForwardHealth Portal.

4217 Cost Reports for Recam Hospifsl Combinings. A “rospital combining” is the result of two or more
hospitals combining intfo one operation, under one WP provicer ceriification, -either through merger or
sonsolidation, oF & hospial absorbing & major portion of the aperation of another hospital through purchase,
jease, or donation of a substaniial portien of another haspital's operation of a substantial amount of another
hospitals physical plant. For combining hospitals for which there is pot an audited 12-month Medicare cost
feport avaiiable for the combined operation. she Depariment will perform calculations based upon the most
recant audited 12-month Medicare cost reports of the combining hospitals prior o the combining.

4212 Changes of Qunership. Payment rates wilf not change solely a5 a result of a change of ownership. At the
line of ownership change, the new owner will be assigned the hospiial-specific EAPG base rate of the prior
owrier., Subsequerd changes to the hospital-spedific EAPG base rate for the new owner wil be determined as if
no change in ownership had oocurred; that is, the prior owner's Medicare cost reperts will be used untll the new
owner's Medicars cost teporls come due for use in the annual rate update.

4220 Calouiating EAPG Base Rates. CAbls each have s provides-specific EAPG pbase rate catoulated Dy taking
the outpatient WP costs from the most recent audited 12-month Medicars cost report and dividing by the total
hospital final EAPG waights. All other hospitals use a statewide EAPG base rate thal is calcutated by taking the
Depariment’s outpatient budgel, less projected CAH payments, and dividing this amount by the fotal fina!
EAPG weights for a#f other hospitals. The curent EAPG base rates can be found on the Wisconsia
ForwardHealth Portal.
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4221 Direct Graguate Medical Fducafion Add-Gn. For pon-GAH providers thzt have a GME program, the
Depattment adds an amount fo @ hospital's specific EAPG base raie for costs directly sssocisled to the
program. The Department determines the direct GME add-on to the EAPG base rate from s hospital's
Medicara cost report. The Department performs the catouiation as follows:

1, The Depariment determines the direct GME cosis attributable to WMP outpatient services by
multiplying the projected outpatient costs atfributable to WP recipients by the ratio of fotal allowed
direct GME costs to {otal allowed hospital costs.

2. The Dapartment divides the resulting amount by the total hospital-specific fingt EAPG weights for the
corent &Y io form the direct GME add-on for that hospital.

4222 Approved Nursing and Allied Health Acfivities Agd-On. For non-CAH providers that engage In approved
nursing and alfied heatth (ANAH) activities, the Department adds an amount 10 a hespital's specific EAPG base
rate for costs directly associaled to the activiies. The Department determines the ANAH add-on fo the EAPG
base rale from a hospital's Medicare cost report. The Depariment performs the caloulation 23 follows:
1. The Department determines the ANAH activities cests attributable to WP outpatient services by
multiplying the projected outpatient costs atiribuiable o WIMP reciplents by the ratio of tolal allowed
ANAH aclivitles costs to total altowed hospital costs,
2. The Deparnent divides the resulting amount by the total hespitak-specific final CAPG weighis for the
current RY i form the ANAH activities 2dd-on for thed hosplial.

4230 Calcutating Final EAPG Payment. Cach line of an outpatient hospital dlaim is assigned to an FAPG and
therafore has 2 distnet weight. These welghls are multiclied by ihe hospial's specific EAFG base rate. The
iotal reimbursement for an outpatient hospital claim is the sum of these multiplications, with the following
exceplions:

= Clinical Diagnostic Laboratory Services are paid on a fee scheduls basis.

2240 Exclusions from e EAPG Reimbursement System. The following services are nol ndluded within thie
EAPG reimbursement sysiem:

« * Therapy Services

»  Olinisal Diagnostic Laboratory Services

+  Durable Medical Eguipment (DME)

¢ Provider-Based End Stage Renal Disease (ESRD) Services

4260 Cutpatient Acgess Payment To promote WME member accessto acule care, children's, rehabifitation,
and critical access hospitals throughout Yisconsin, the WMP provides a hospital access payment amount per
eligible outpatient FFS claim. Access payments are itended to reimburse hosphal providars based on WP
volume., Therefore, the payment amounts per diaim are not differentialed by hospital pbased on acuily of
individual hospital cost. However, orifical access hospitals receive a different access payment per claim than do
acuie care, childran's, and rehabiliiation hospitals.

The amount of the hospital access payment per slaity is based on an available funding poot appropriated in the
state budget and aggregats hospitat UPLs. This amount of funding is divided by the estimated number of paid
puipatient FFS claims for the 5FY o gevelop the per claim access payment rate.

Eor SFY 2015, the FFS access payment funding pool amount for oulpatient acute care, chifdrer’s, and
rehabilitation hospitals 1s $98,820,381, resulting in & projecied access payment amount of $329 per claim, the
FFS access payment junding pool amount for outpatient critical access hospitals is $2,198,772. resulling in a
projected access payment amount of $36 per claim. These access payment per claim amounis are identified
an the hospital reimbursement rate web page of the Wisconsin ForwardHeatth Portal, This payment per claim
is in addition io the EAFG base payment described In §4230. Access payments per claim are only provided
until the EFS actess paymeant funding pool amount has besn expended for the SFY,

Access payments are subject to the same federat UPL standards as base rate payments, Access payment
amounts are not inerim payments and are not subject to settiement. Psychiatric hospitals are nol eligible for
access payments because of the unique rate setting methods used 1o establish rates for those hospitals.

The 14-018
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£300 Performance-Based Payments

The Depariment has a Hospital \Withhold Pay-for-Performance (HWP4F) prograim that provides for payments for
acute care, chiidren's, oritical access, and peychiziric hospital senvices. Long-termn care, rehabiitation. and put-of-
state hospitals afe exempt from the HWP4P program.

Tne Department administers the HWP4P program on @ measurement ysar {MY} basis. The chart below shows the
start and end dates for ihe first o MY's of the HWP AP program, which did not occupy 2 full 12 months.

[ my 2013 Start: July 1, 2012 End: March 31, 2013
| oy 2014 Start: May 15, 2013 End:Warch 31, 2014

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

For each BY, ine Daparment pays FFS glalns for senvicas % the rate of 08.5% of the reimbursament in effect during
the MY, The HWP4P poal amount is the remaining 1.5% of the reimbursement in effect during the MY fer those same
FFS claims.

Hospita) supplemantsl payments made © aligible providers, including access payments, are excluded fom the
HWP4P pool amount.

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

Tre remainder of this section describes the program’s design and reguiremants for MY 2015, In order o be sliglble
for HWP4P program payments, hospitals are required o repoi perfarmance measure data and meat performance-
based targets as specified in the Hospital Pay-for-Parformance (P4P} Guide {effective April 1, 2014 for MY 2015)
published on the Vvisconsin ForwardHesith Portal.

Hospitals thatmest both reporiing reguirernents and performance-based targets, for the measures described later in
imis section, are efgible to receive payments from the HWP4P pool as foltows:

a  The Depariment calouistes individual HWP4P poot amounts for each gligible hospital, At the énd of tha MY,
ke Department divides sach individual HYWP4AR pool emount by the number of measurss applicable to the
respaciive hospiial to determing the value of each measure, (E.g.. if & hospitals individual poo! equals
$100,000-and it guadiies to parficipate in four measures, then each messure is worth $25,000.} As a result,
the vatue of & given measure wil vary fom hospitat to hospital, inpacted by both the size of the individual
hospita’s HVWP4P pool amount and the number of meastses for which the hospital qualified.

b, If a hospital meets ali of its performance targets for =i spplicable measures, it receives a paymant equal to
its individual HYWP4P pool amount.

o If & hospital does not meet ali of iis performance targels, it sams dollars for those measures where {he
targets were met, in 2 graduated manner as specified in the Hospital P4P Guide.

d. # all participating hosplials meet aft of their individuatly applicable targets. no additional HWR4P poot funds
are avaiable and thus nio bonus paynents beyond those deswribed above can be made 1o any hospital.

e If ot loast one paricipating hospital dues not receive its full HWP4P pool amount, the Deparment
aggregates ali remaining HWE4P poot funds and distibuies them =s agdifionial bonus peyments io hospitals
shat met their performance fargets.

The Depanment ensures that sl HWP4P pool doliars are paid back o hospitals by providing bonus payments. if &
hospital meets all reporiing requirements and parforms in the highest tier on at least one appliceble pay-for-
performance (a5 opposed to pay-for-reporing) measure, it qualifies o receive » bonus payment. Honus doflars are
shared proportionally among hespitals weighted by two factors: the refative magniudes of the individual WP4R poo
amounts for all hospitals that gualified tor the additional honus and the-percentage of applicable measures for which
the hospitais. performed in the highest performance tier. Therefore, hospitals with @ larger HWP4P pool smount
recaive a larger porfion of the addifional bonus doliars available, widle high-performing hospitels are also rewarded.
The University of Wisconsin wiadical Genter and CAHs are only sligible for WIMP payment, including the HWP4P
payments, up 1o cost.

The Department notiies each alighle nospital, prior to the MY, of the minimum performance requirements to receive
the HWPAP poot-peymant. Complete detals, including technical information regarding spedific quality and reporting
metrics, perfomance requirernenis, and HWP4P adiustments, are available in the Hospitel P4AP Guide. The
performance measures that are in affect in this State Plan on the first day of each MY are the measuras that ars used
for that MY, Excepl in bases of emergency rule, providers are given at least 30 days’ written natice of any and =4
changes to the Hospital PAP Guide.

TH¥ 14-015
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The measures for MY 2015 are:

1

2}

3

4)

5}

6}

7}

8}

‘Thirly-day hospital reaimission — Hospltals are scored on the pementage of patients that had 2 gualifying
readmmission within 30 days of a qualifying discharge. This measure is applicable fo 2 hospital that has at least 30
cheervations during the MY, To quallly Tor its sam-back on this measure, a hospital must exceed either e state
average of its past performance (MY 2013).

tental heatth follow-up Visit within 30 days of discharge for mental health inpatient care ~ Hospitals ere scored
on the percentage of patients that had & menial health fofiow-up appointment within 30 days of a qualiying
rmental health discharge. This measure is applicable to a hospital that has af jeest 30 ebservations during the
wY. To qualify for s earn-back on this maasure, a hospital must improve upon fis past performance (MY 2013)
{sincs the Department iz not using a sk adjustment methodology for this measure, a hospital's score is not
compared o the state average).

Asthma care for children — Hospials are scored o the perceniage of children admitied to @ hospltal with 2
qualifying asthma diagnosis that were discharged with a Home Manzgement Plan of Care (HMPC) This
meastire is applicable to children's hospitals that have at feast 30 observations during the MY, To qualify for its
eam-back on this measure, 8 hospial must submit s datz o the Joint Commission by the September 30
following the MY and must exceed either the national averape or #is past performance (MY 2013) on thig
Messure.

Surgical infection prevention {SCIP) index - Hospitals are scored on the percentage of surgical patients that were
given all the cars they needed to prevent en infection based on selected measures. This measure is applicabie
i a hospital that has at least 25 observations during the MY, To gqualify for iis earm-back on this measure, a
hospial must submit its data o Wiscansin CheckPoint prigr to the September 15 following the MY and must
gxcaed sither the state average of lts past performance (MY 2013} on this measiure.

Inital antivioic for community-acguired pneumoniz (PN-8) —~ Hospitals are scored on the percentage of
mmunoincompetent patients with community-acguirad pneumenia that receive an inflial antibiotic within 24 hours
of admission into fe hospial, This measure is anplicable to 2 hospital that has at least 25 pheervations during
the MY. To quaiify for its sarn-back on this measure, a hospiial must submit its data to Wisconsin CheckPoint
prior to the September 15 foliowing the Y and must excead aither the state average or its past performance
(AY 2013) on this measure.

Healthcare parsonnel inflyenza vaccination — Hospitals are evakiated on their performance on the Heallh Care
Personnel infuenza Vaccmaiion measire sibmitted via the Centers for Disesse Controf and Prevenlion's
(CDC's) Nadional Healtheare Safety Network (NHSN) medute. To qualify for its earn-back on this measure, 2
hospial must exceed either the national average (a5 published by NHSN; for the previous Bu season or its past
performance (MY 2013} Hospitais must report their healthcare personne! influenza vaccinztion resulis to the
NHSN module prior 1o the deadiine setby NHEN.

‘Early elective induced defiveries - PC-01 (pay-for-reporting) — Hospilals are evaluated on their submission of the

early elective induced defivery data 1o Wiscansin CheckPeint. To qualify for its earn-back on this measute, &
hospital must submit its data lo CheackPaint prior to the Septembar 15 foliowing the MY.

Catheier Associated Urinary Tract infections {CAUT tpay-forseporfing} — Hospials are evalusted on e
submission of CAUT data to Wisconsin CheckPoint, To qualify for #s eam-back on this measure, 2 hospital must
submit its data to CheckPoint prior to the September 15 following the MY,

HWP4P payments, including the addittonal bonus paymments, are fimited by the federal UPL reguiations gt 42 CFR
§447.321. All HWP4P payments, indlucing the additonal borus payments, are included in the UPL. calculation for the
WY regardiess of when payments are actually made.

Thi# 14-015 .
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SECTION 5000 REIMBURSEMENT FOR OUTPATIENT SERVICES PROVIDED OUT-
OF-STATE

Qutpatient hospital services provided at all out-of-state hospitals, inciuding border status hospitals, are paid
using EAPGs. The EAPG weights applied to out-of-state outpatient hospital claims are the same weights
calculated for in-state hospitals. The EAPG base rate for out-of-state hospitals is the statewide EAPG base rate
for non-CAH hospitals, as outlined in §4200. Payment for outpatient services provided by out-of-state hospitals
without border status is limited to emergency services and services prior authorized by the WMPF.

SECTION 5700 HOSPITAL OUTPATIENT EXTENDED NURSING SERVICES

Hospital outpatient extended nursing services (HOENSS) are nursing services and respiratory care provided by
nurses, for part of a day, in a group setting, on the site of an acute care hospital approved under Wis. Admin.
Code Ch. HS 124 or in a building physically connected to an acute care hospital approved under Wis. Adm.
Code Ch. HS 124. The nursing services must be administered by or under the direct on-site supervision of a
registered nurse. All medical care services must be prescribed by a physician.

‘Prior Authorization. HOENSs must be prior authorized by the WMP and, if not prior authorized, will not be
reimbursed. Only persons who require eight or more hours per day of nursing services as determined by the
WMP may qualify for HOENSs. The WMP uses its criteria for private duty nursing services to determine a
person’s need for nursing services. The request for prior authorization must describe the expected means-by
which the participant will reguiarly be fransported between the participant's residence and the hospital.

Reimbursement. Reimbursement for HOENSs covers all nursing services and recognizes the additional costs
associated: with individuals who must remain for -observation for extended pericds of fime. The WMP
reimburses the sefvices at an hourly rate. The hourly HOENSs rate may be bilied enly for the time during which
a HOENSS patient is physically present at the hospital and attended by a nurse or a hospital staff person under
the direct supervision of a nurse. Any portion of a quarter of an hour of presence at the hospital for HOENSs
can be charged as a full quarter of an hour.

The payment rate is the lesser of the providers usual and customary charge per hour and the maximum hourty
fee established by the WMP for private duty nursing services provided by a registered nurse (RN) certified for
respiratory care. The methods and standards for establishing the maximum fee are described in tem F,
Methods and Standards for Establishing Payment Rates for Non-Institutional Care, of Attachment 4.19B of this
State Plan.

No- Final Settlement. The reimbursement for HOENSSs is not included in any outpatient final settlement.

Cost Reporting. In its cost report, a hospital must separately identify and report those direct and indirect costs
attributable to HOENSs in order to qualify for this reimbursement.

TN# 14-004
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SECTION 5000 ADMINISTRATIVE ADJUSTMENT ACTIONS FOR IN-STATE
HOSPITALS

6700 Infroduction

The Deparlment provides an administrative adiusiment procedure through which an’in-state hospital may
racelve prompt administrative review oF its oufpatient relimbursement. Depaniment staff will review 2 requast for
an adjustment and determine if it shouid be denied or approved: if = request is approved, Depariment staff wil
determine the amour of adjustment.

An in-slate hospital may appeat its outpatient reimbursernent for ane of the reasons isted in §6200 within 60
days of the date of its rale notification felter, ¥ the appeal results in a new rate determination, the rate will apoly
to alf claims with dates of service.in the RY,

If, &t any time during the RY, the Depariment identifies a rate cajculation error hat is, gualifications {a) through
(c) belowy, it may, at its own discretion, recaicutate a hospital rate and apply the new rate to alt daims with
dates of service in the RY. The Depaniment does not initiate rate adjustments due to qualification {(d);
adjustments under that qualifisation onfy oocur after & successiid appeal infliated by & provider.

6200 Criteria for Administrative Adjustment

Allpwable reasons for an outpatient payment rate appeal include:

(&) the application of ihe rate sefting methodoiegy o standards to ihcomplete of incorrect dala contained
in the hospital's Medicare cost report of o other incomplete or incorrect date used to determing the
rospital's outpatient payment rate, of

@) & dlerical error in caloulating the haspital's culpatient paymend rate; or

{c) incomrect or incemplete application by the Department of provisions of the reimbursement methodology
oF standards in determining one or more components of the hospiial's oulpatient payment rale or in
determining any sdministative adjustment of shespital's outpatient payment rate; of

(d) the most recent audited 12-month Medicare cost report used for the calctiation was more than five
vears old.

To resaive appeals arfsing from gualification {¢) above, the 12-month Medicara cost repoit that will be used for
RY 2015 is the provider's FY 2012 12-month Medicare cost reperl, ohiained from HCRIS as of September 30,
2044, if the FY 2012 12-month Medicare cost report is an unaudited Medicare cost report, the Department will”
recaiculate the hospital's oufpatient payment rate onoe the Medicare cost report becomes audiied. 1f no FY
2012 42-month Medicare cost report is available from HORIS for the provider, the Department will use the next
most recent avaiiable 12-month Medicare cost report (for example, the Depatiment would first try o use the FY
2011 12-month Medicare cosl repert, then the FY 2010 12-month Medicare cost report, and §0 ony,

TH# 14-015
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SECTION 7000 FUNDING OF OUTPATIENT MEDICAID DEFICIT
7100 General Introduction

A hospital in Wisconsin can receive additional reimbursement from the WMP for costs it incurred for providing
outpatient hospital services to WMP recipients if provisions of this section are met. This is referred to as
Medicaid deficit reduction funding and is an adjustment fo prior year costs as defined in 45 CFR §95.4. The
reimbursement as described below is available beginning September 1, 2013 and is determined based on a
hospital’s Medicare cost report for its completed fiscal year.

7110 Qualifying Criteria.

A hospital can qualify for Medicaid deficit reduction funding if:

(a) it is an acute care hospital operated by the State or a local government in Wisconsin or is a non-siate
public psychiatric hospita! located in Wisconsin; and

(b) it incurred a deficit from providing WMP outpatient services (described in §7120 below), and

(c) the operator of the hospital certifies that i has expended public funds o cover the defici.

7120 Deficit from Providing WP Oufpatient Services. .

The deficit from providing outpatient services to WMP recipients (that is, the Medicaid deficit) is the amount by
which the cost, reduced for excess laboratory cost, of providing the services exceeds the WMP payment for
those services. The cost of providing the WMP oupatient services is identified from the hospital's audited
Medicare cost report for the hospital's fiscal year under consideration for the Medicaid deficit reduction.

Payment refers to the total of the reimbursement provided for outpatient services under the provisions of §4000
and §8000 of this Attachment 4.19B of the State Plan for the respective hospital fiscal year. Excess [aboratory
cost is the amount by which the costs of laboratory procedures exceed the cdlinical diagnostic [aboratory
reimbursement for those procedures.

TN# 14-004
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7125 Interim Payment, Interim Reconciliation, and the Final Reconciliation

The Department identifies the total amount of uncompensated WMP FFS outpatient hospital costs as deseribed
in §7120 to -determine interim payments under this section until finalized hospital Medicare cost reports are
available. For the hospital fiscal year, the Department determines cost-to-charge ratios for routine (hospital-
based clinic services) and ancillary cost centers using the hospital’s most recently filed Medicare cost report as
available on HCRIS. The process for the interim payment calcuiation is as follows:

Step 1
The Department identifies total hospital costs from Worksheet C, Column 1, lines 37 through 62. The
Department uses these costs to determine the outpatient cost-to-charge ratios.

Step 2
The Depariment identifies the hospital's total charges by cost center from Worksheet C Part |,
Columns 6 and 7.

Step 3
For each outpatient routine and ancillary cost center, the Department calculates the cost-to-charge
rafio by dividing the total hospital costs identified in Step 1 by the total hospital charges identified in
Step 2.

The Department uses the cost-to-charge ratios determined through the above process (steps 1-3) to determine
the hospital's outpatient costs for the hospital fiscal year. These costs for WMP FFS are determined as follows:

Step 4 .

To determine outpatient WMP costs for the-hospital fiscal year, the Department aggregates the
hospital's WMP FFS outpatient charges by cost center. These charges are obtained from MMIS. To
project WMP cost, the Department inflates the WMP charges from MMIS by the “Hospital and Related
Healthcare Cosis [ndex” published by IHS. The Department then multiplies the projected charges by
the cost-to-charge ratios from Step 3 for each respective routine and ancillary cost center to determine
the WMP FFS outpatient costs for sach cost center.

Step 5

The WMP FFS cost eligible to be reimbursed via certified public expenditure (the Medicaid deficit} is
the difference between the WMP FFS ouipatient payments as recorded in MMIS and the WMP -FF3
outpatient costs from Step 4.

Firral Reconciliation

Once the Medicare cost report for the hospital fiscal year has been finalized and audited, the
Department conducts a reconciliation of the finalized amounts. This seftlement is completed no more
than one year after the Medicare cost report has been audited. The Department uses the same
method as described above for the inferim reconciliation for the final reconciliaiion, except that the
finalized amounts are substituied as appropriate. ’

7130 Limitations on the Amount of Deficit Reduction Funding.
The combined total of (a) the Medicaid deficit reduction: funding and (b) all other payments to the hospital for
outpatient WMP services shall not exceed the hospital’s total charges for the services for the hospital fiscal

year. lf necessary, the Medicaid deficit reduction funding shall be adjusted so the combined total payments do
nct exceed charges. .

The aggregate Medicaid deficit reduction funding provided o hospitals under this section shall not exceed the
amount for which federal matching dollars are available under federal UPLs at 42 CFR §447.321.

TN# 14-004
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SECTION 8000 SUPPLEMENTAL FUNDING FOR ADULT LEVEL ONE TRAUMA
CENTERS

For services provided on or after July 1, 2012, the WNMP provides annual statewide funding of $4,000,000 per
SFY to hospitals with an Adult Level One Trauma Center, as designated by the American College of Surgeons.
The WMP makes this payment to hospitals with an Adult Level One Trauma Center to assist with the high costs
associated with operating a center with this designation.

The WMP pays the frauma outpatient supplement monthly. The WMP distributes the funds proportionately
among qualifying hospitats based on the number of efigibie hospitals as described below.

A gualifying hospital’s outpatient supplement is determined as follows:

Gualifying Trauma Hospital
Hospital's annual trauma supplement = X $4,000,000 Statewide
: Total Number of Hospitals Annual Funding
Qualitying as Trauma Hospital

TN# 14-004
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SECTION 9000 PAYMENT ADJUSTMENT FOR PROVIDER PREVENTABLE
CONDITIONS

Payment Adjustment for Provider Preventable Conditions

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

Health Care-Acguired Conditions

The Department identifies the following Health Care-Acquired Conditions for non-payment under
Attachment 4.19-A;

__X__ Hospital-Acquired Conditions as identified by Medicare other than Deep Vein Thrombosis
(DVT)/Pulmonary Embolism (PE) following total knee replacement or hip replacement surgery in pediatric and
obstetric patients.

Other Provider-Preventable Conditions

The Department identifies the following Other Provider-Preventabie Conditions for non-payment under
Attachment 4.19-B.

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.

Additional Cther Provider-Preventable Conditions identified below.

In compliance with 42 CFR 447.26 (c), the Department provides:

1). That no reduction in payment for a provider preventable condition (PPC) will be imposed on a provider
when the condition defined as a PPC for a paricular patieni existed prior to the initiafion of the
treatment for that patient by that provider.

2) That reductions in provider payment may be limited to the extent that the following apply:

a. The identified PPC would otherwise result in an increase in payment.
b. The Depariment can reasonably isolate for nonpayment the portion of the payment directly
related to treatment for, and related to, the PPC.

3) Assurance that non-payment for PPCs does not prevent access to services for WMP beneficiaries.
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