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State/Territory: HAWAII

Section 1:
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)
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Free Choice of Providers
Recipient over-utilization or abuse
Freedom of choice in selecting health care providers shall not

include the inexpedient utilization or over-utilization of the T
community’s health care providers and suppiies.

/]

When a recipient over-utilizes medical services, the department
shall request the recipient’s voluntary cooperation in curbing
abusive utilization practices and shall monitor the recipient’s case
for no less than 6 moaths.

When a recipient has been shown to be over-utilizing controlled
drugs with multiple prescriptions filled at more than one pharmacy
and written by muitiple prescribers, the department shall require
the recipient to choose one primary care physician and one
pharmacy to be the only approved providers of usual care. The
recipient shall select another provider if the initial provider
selected is known to the department to be over-prescribing
medications or medical services. Refer to section 2 for specific
details regarding restrictions.

When a recipient has been determined to be using excessive
services provided by multiple physicians, the department may
assist the recipient in receiving appropriate coordinated care. The
department shall require the recipient to choose one primary care
provider to coordinate all usual services for the recipient and make
referrals to other providers, as needed. Refer to section 2 for
specific details regarding restrictions.
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State/T erritory: HAWAIL
Free Choice of Providers
Section 2: Restriction:
(1) If over-utilization or abuse continues, the recipient shall be

)

3)

(4)

&)

administratively restricted for no less than 24 months to a primary
care physician who'is:

(A)  Of the client’s choice;
(B)  Willing to provide and coordinate services to the client; and

(C)  Certified by the department to participate in the medical
assistance program

A recipient who over-utilizes services which are provided by
psychotherapists, pharmacies and dentists shall also be restricted to
those providers if necessary to further curb recipient abuse.

The individual who is restricted shall be afforded advance notice
and appeals process. .

Emergency medical services shall not require the referral,
assistance or approvals of the designated primary care physician.

The restricted recipient shall receive a medical authorization card
bearing the designated primary care physician until:

(A)  Responsibility for care is transferred to another physician;

(B)  The recipient requests a change in the primary care
physician and the department and the affected physician
concurs: or :

(C)  Control is no longer considered necessary by the designated
primary care physician and the department’s medical
consultant concurs.
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If a recipient fails to select a primary care physician within 30 days
following receipt of notice of medical service restrictions, the
department shall select a physician who is in good standing with
the medical program.

When a physician who is willing to participate as the primary care
physician cannot be found, the department’s medical consultant
shall provide prior approval for all health service required by

restricted recipient with the exception of emergency care.

The designated physician shall:

(A)  Provide and coordinate all medical services to the client,
except for emergency services; and

(B)  Make referrals for other needed medical services; and

(C) Inform the department when the designated physician is no
longer able to provide medical services to the recipient.

A recipient shall continue to be restricted to a designated
provider(s) until:

(A)  There is documented evidence of that individual’s
compliance for at least one full year; and

(B)  The primary care physician and the department’s medical
consultant concur.

When the decision is made to continue restriction, the recipient
shall be afforded advance notice and the appeals process.

The recipient whose restriction has been terminated shall be
monitored for no less than 24 months and placed back on
restriction if there is evidence of recurrent over-utilization or abuse
of Medicaid services during that period.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Atkachment 4.il-A

State of IAWAIT

STANDARD-SETTING AUTHORITY FOR INSTITUTIONS

The following standards for private and public institutions are kept on file and
made available to the Sociel and Rehabilitation Service on request:

(1) Public Health Regulations, Chapter 12, Hospitals
“(2) Public Health Regulations, Chapter 12-A, Nursing Homes -

(3) Public Health Regulations, Chapter 12-B, Care homes and ' )
Interrmediate Care Facilities
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HAWAII

ATTACHMENT 4.14-B

Utilization review is provided by direct review by personnel of
the medical assistance unit, by facility contract with county

medical societies, by facility-based review, and by facility

23:;S;2§§ with individuals.

For the majority of the ICF, SNF, and SNF/ICF facilities on 0Oahu,
the Honolulu County Medical Society contracts with fa0111t1es to

provide utilization review.

The Maui County Medical Society provides utilization review for

certain ICF facilities in Maui county.

Certain other facilities have facility-based utilization review
commlttees that provide review for their particular facility.
oamamnm%wwmu@w{}b maweadualy Yo
* Personnel of the medical assistance unit provide direct review in
certain free-standing ICF's that are unable to obtain the

necessary personnel to conduct utilization review.

All facilities have approved utilization review plans that are in

P

conformity with this sub-part.

TRANSMITTAL # 23°2/0) EFFECTIVE 28=1-2 6
REC'D RO SUPPRSEDED BY TRANSH # e

pPROVED L:23:=0% grrecTIvE




STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment 4.16-a
State of _ HAWAII

INTERRELATIONS WITH STATE HEALTH AND STATE VOCATIONAL REHABILITATION AGENCIES
AND WITH TITLE V GRANTLES

The following is a description of the cooperative arrangements agreed upon with
the State health and vocational rehabilitation agencies:

1. Identification of mutual objectives and the responsibilities of
respective agencies;

2. Cooperative and collaborative relationships at the State level;

3. Arrangement for early identification of need for medical or remedial
care and services for individuals under 21 years of age;

4., Arrangement for reciprocal referral service;
5. Arrangement for maintenance of medical case management;

6. Mutual exchange of information and reports for services provided under
this agreement;

7. Delineation of responsibilities with respect to provision of services
by both agencies at local levels; ’

8. Arrangement for.provider reimbursement;

9. A periodic joint evaluation of provisions in the cooperative agreement
and actions to effect desired changes;

10. Mutual reporting of changes in program policies of respective agencies
which may affect the cooperative agreement;

11. Maintenance of continuous inter-agency liaison and designation of
staff at State level to carry out the provisions of the agreement;

12. Reporting to each other any possible violation of the non-
discrimination provisions of Civil Rights Act by the providers.
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This Interagency Agreement shall take effect on the

day of A‘oyd, , 19 54 » by and between

the STATE OF HAWAII, by its Department of Social Services and

Housing, hereinafter referred to as "DEPARTMENT" and the

Department of Health, hereinafter referred to as "PROVIDER".

I. INTRODUCTION

A.

Purpose
Pursuant to 42 C.F.R. 431.615(c) which implements

section 1902(a) (11) and (22) of the Social Security Act
by setting forth State Plan requirements for
arrangements and agreements between the Medicaid agency
and State health agehcies, this Agreement shall
establish and maintain an interagency program
coordination and a provider third party reimbursement
arrangement in order to insure health care benefits for
persons who are determined eligible for Medicaid and
who, ipso facto, meet the standard of eligibility for
DOH services under this Agreement.

This Agreement sets the policies which enables
the DEPARTMENT and the respective PROVIDER programs to
enter into individual agreements for specific medical
services which is referred to as "Attachments”.

Mutual Objectives

There is a mutual recognition that the programs of
the PROV}DER and the DEPARTMENT have a similarity of
purpose in providing optimal health care services to
the maximum number of persons who are faced with
selected medical needs. This mutual objective can be
best achieved by the establishment of an interagency

cooperative arrangement under which the fiscal

SUPPLEMENT TO ATTACHMENT 4,162
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resources and services of the respective programs are

coordinated both at the State and local levels.

Description Of Functions

1.

The PROVIDER has general charge, oversight, and
care of the health and lives of the people of the
State. The PROVIDER administers the State's
programs implemented under the Department qf
Health and which are included in the State Plan
approved under this section of the Social Security
Act.

The DEPARTMENT, through its Public Welfare
Division, administers the Medical Assistance
Program (Medicaid) under Title XIX of the Social
Security Act, a program of comprehensive health
care for the needy and the medically needy, on a
statewide basis. 1Its chief responsibilities with
respect to this program are determination of
financial eligibility of persons for medical
assistance, maintenance of utilization reviews and
other methods of quality, quantity, and cost
controls, making vendor payments for services
which are within the scope and content of care
provided under the program, identifying Medicaid
recipients in need of preventive medical or
remedial care and services, and encouraging
comérehensive and continuous care to mutual
recipients through early identification of

Medicaid recipients.



II. SERVICES TO BE PROVIDED

A.

Subject to the continuing availability of Federal and

State funds, the PROVIDER, its designee or assignee

(hereinafter referred to collectively as PROVIDER),

shall provide on a continuing basis:

1, services for establishing and maintaining health
and other standards for institutions participating
in Medicaid, and

2. furnish Title V covered services to appropriate
DSSH recipient including:

(a) maternal and child health services, -

(b) crippled children's services,

(c} maternal and infant care services, children
and youth projects, and

(d) projects for the dental health of children.

3. survey and certification of long-term care medical
facilities, and

4. other services mutually agreed to by the

DEPARTMENT and PROVIDER.

III. PAYMENT

A.

The Medicaid agency shall reimburse the PROVIDER for
the cost of services furnished eligible Medicaid
recipients by or through the grantee in accordance with
established Medicaid methods and rates as described in
the State Plan.

The PROVIDER further agrees that no additional fees for
services will be charged to Medicaid eligible
recipients for services provided under the terms of

this Agreement.

N



Payment by the DEPARTMENT shall be made to the PROVIDER
through its fiscal agent where appropriate, upon
receipt of a claim form from the PROVIDER, which shall
contain the name and case number of eligible persons
served by the PROVIDER, the type of service provided,
and the cost of providing services to the eligible
person. Claim form shall be the same .form used by
other Medicaid providers. Claim form shall be
submitted within twelve (12) months of the date of
service for which payment is requested. The failure of
the PROVIDER to submit such claims within the specified
time period shall result in non-payment of the entire
reimbursement amount.

Payments by the DEPARTMENT to the PROVIDER for budgeted
services shall be made upon receipt of a certified
invoice from the PROVIDER which shall specify services
rendered. Payment shall be made by a journal voucher
or warrant to the PROVIDER.

The PROVIDER agrees that it shall not request payment
for any services provided to any family or individual
whose eligibility for services has not been determined
by the DEPARTMENT or by the PROVIDER, or any service
not specified. Further, payment for services not
specifically allowed shall not be paid.

The PROVIDER agrees to refund all payments received
from the DEPARTMENT for services which were not

rendered or authorized by the DEPARTMENT for any family

or individual.



N

IV. GENERAL PROVISIONS AND CONDITIONS

A,

General Provisions

This Agreément is subject to all pertinent
provisions of the Sociali Security Act as amended and
Section 346-6, 346-7, and 346-8 Hawaii Revised Statutes
as amended.

This system(s) of services and expenditures
authorized under this Agreement shall conform to the
requirements set forth in Title XIX of the Social
Security Act as amended, the Code of Federal
Regulations, Title 42, Chapter IV, Health and Human
Services, Health Care Financing Administration,
Subchapter C, "Medical Assistance Programs", and Hawaii
Revised Statutes, and the Regulations of the
DEPARTMENT.

Other Provisions and Conditions

1., Binding Effect of Federal Requlations and State

Plans

This Agreement is subject to the provisions of any
other relevant Federal regulations and any
relevant provisions of the Hawaii State Plan of
the DEPARTMENT submitted to and approved by the
United States Department of Health and Human
Services.

2, Licensing and Other Quality of Service Standards

The PROVIDER agrees to comply with all State
licensing standards, any applicable Federal
scrvice standards, and any other standards or
criteria cstaktlished Ly the DEPAFPTMENT to asnure

guality of crrvices,




Statement of Compliance with Low Bid Requirements

The PROVIDER agrees to use its best efforts to
obtain all supplies and equipment for use in the
performance of this Agreement at the lowest
practicable cost, and to purchase by means of a
system of competitive bidding whenever required by
law or whenever practical.

Prohibited Discrimination in Services.

The PROVIDER shall comply with all applicable
Federal and State laws and reqgulations prohibiting
the exclusion from participation, the denial of .
benefits, or the subjection to discrimination of
any person from or under the services to be
performed by the PROVIDER under this Agreement on
prohibited grounds, such as on the ground of race,
color, or national origin prohibited by Section
601 of Title VI of the Civil Rights Act of 1964,
42 U.S.C. §2000d, and 45 C.F.R. Part 80; on the
basis of age as prohibited by Section 303 of the
Age Discrimination Act of 1975, 42 U.S.C, §6102,
and 45 C.F.R. Part 90; on the basis of sex in
education programs and activities as prohibited by
Section 901 of the Education Amendments of 1972,
as amended, 20 U.S.C. §1681, and 45 C.F.R. Part
86; or on the basis of handicap as prohibited by
Section 504 of the Rehabilitation Act of 1973, as
amended, 29 U.S.C. §794, and 45 C.F.R. Part 84.

Prohibited Discriminatory Employment Practices.

The PROVIDER shall comply with all applicable

Federal and State laws and regulations prohibiting

\



discriminatory employment practices, such as to
fail or refuse to hire or to discharge any
individual or otherwise to discriminate against
any individual with respect to that individual's
compensation, terms, conditions, or privileges of
employment because of such individual's race,
color, religion, sex, or national origin as
prohibited by Section 703 of Title VII of the .
Civil Rights Act of 1964, as amended, 42 U.S.C.
§2000e-2, and 29 C.F.R. Parts 1604, 1605, 1606,
and 1607; to similarly discriminate against any
individual because of such individual'’s age as
prohibited by Section 4 of the Age Discrimination
in Employment Act of 1967, as amended, 29 U.S.C.
§623, and 29 C.F.R. Part 860; to similarly
discriminate against any individual in employment
in education programs and activities because of
such individual's sex as prohibited by Section 901
of the Education Amendments of 1972, as amended,
20 U.S.C. §1681, and 45 C.F.R. Part 86E; to
similarly discriminate against any individual
because of such individual's handicap as
prohibited by Section 504 of the Rehabilitation
Act of 1973, as amended, 29 U.S.C. §794, and 45
C.F.R. Part 84B; or to similarly discriminate
against any individual because of such
individual's race, sex, age, religion, color,
ancestry, physical handicap, marital status, or
arrest and court record that does not have a

substantial relationship to the functions and
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responsibilities of the prospective or continued
employment as prohibited by Chapter 378, Hawaii
Revised Statutes.

Fiscal Responsibility, Records, Control, Reports,

and Monitoring Procedures

The PROVIDER agrees to maintain, in accordance
with generally acceptable accounting practices,
books, records, documents, and other evidence
which sufficiently and properly reflect all direct
and indirect current expenditures of any nature
and those anticipated for the performance of this
Agreement. The records shall be subject at all
reasonable times to inspection, review, or audit
by persons duly authorized by the DEPARTMENT,
representatives of the Department of Attorney
General, representatives of the Department of
Accounting and General Services, and/or
representatives of the Federal Department of

Health and Human Services.

The PROVIDER agrees to collect statistical data of
a fiscal nature and make statistical reports as
required by the DEPARTMENT.

Program Records, Controls, Reports, and Monitoring

Procedures

The PROVIDER agrees that a program and facilities
review, may be conducted upon reasonable notice at
any reasonable time by the State and Federal
officials and other persons duly authorized by the

DEPARTMENT. Program records, controls, reports



and monitoring procedures adopted jointly are

described in the individual attachments.

The PROVIDER agrees to maintain records which
include the names of eligible individuals as
required by the DEPARTMENT, periodic program

narrative, and statistical data.

The PROVIDER agrees to the exchange of reports as
needed of services provided jointly to recipients,
the exchange accorded the confidential treatment
each agency prescribes. The procedures adopted .
jointly are described in the individual
attachments,

Retention of Records

The PROVIDER agrees to retain all books, records,
and other documents for a period of time
determined by State and Federal statutes, State
and Federal agreements entered into by the
parties. Persons duly authorized by the
DEPARTMENT shall have full access to and the right
to examine any of said materials during said
period.

Safequarding Client Information

A provision to safeguard client information is
agreed upon in order to insure confidential
treatment each agency prescribes. The use of
disclosure of any information concerning an
applicant or recipient of services under this

Agreement shall be subject to the limitations set

.\
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10.

11.

12,

out in 42 Code of Federal Regulations Section
431.306, Hawaii Revised Statutes 346-10, and
Chapter 601 of Title 17, Administrative Rules, et
Seg. Disclosures not authorized therein are
prohibited except with the specific written
consent of applicant, recipient, a minor's parent,
or a legal qguardian. Violation of this provision
may constitute a misdemeanor under HRS 346-111.
Disclosure procedures adopted jointly are
described in the individual attachments.

Certification of Unavailabilitv of Services

Without Cost

The PROVIDER certifies that the services to be
provided under this Agreement are not otherwise
available without cost to eligible clients in the
community.

Amendments

The provisions of this Agreement may be amended
upon written request of either party subject to
the agreement of the other. The party requesting
an amendment will allow thirty (30) days for

consideration and approval of the request.

All amendments shall be reduced to writing, duly
signed and dated, and attached to the original of
this Agreement. All provisions of all such
amendments attached to the original shall be
considered a modification of this Agreement.

Disputes Between the DEPARTMENT and the PROVIDER

In the event of any dispute between the DEPARTMENT

and the PROVIDER, concerning any matter arising

10



13.

under this Agreement, which cannot be resolved by

mutual agreement between the parties within thirty

(30) days, such dispute shall be submitted to the

Attorney General of the State for resolution.

Termination or Reduction of Agreement

a.

Termination at Will with Notice.

This Agreement may be terminated by
either party at any time, with or without
cause, upon sixty (60) days notice, in
writing, and delivered by mail or in person
to the other, provided, that any termination
of this Agreement shall be without prejudiée
to any obligations or liabilities of either
party already accrued.

Termination or Reduction Because of Lack of
Funds.

Notwithstanding any other provisions of
this Agreement, this Agreement may be
terminated or amended by the DEPARTMENT
without the consent of the PROVIDER upon
written notice by the DEPARTMENT that the
level of State or Federal funds available to
support the DEPARTMENT's medical assistance
programs are about to beé or have been
reduced, provided, however, that any such
termination or amendment shall be without
prejudice to any obligations pr liabilities
of either party already accrued.

Any termination shall be effective ten
(10) days after the written notice is sent by

certified mail.

11



Any amendments made pursuant to this
subsection shall be reduced to writing, duly
signed and dated, ang attached to the
original of this Agreement, 2 PROVIDER's
refusal to sign such amendments shall
constitute grounds for termination by
default,

Terminatiop for Default of PROVIDER,

Unless the PROVIDER's default is excused
under the provisions of this Agreement, the
DEPARTMENT may, by written notice of default
to the PROVIDER, terminate this Agreement if
the PROVIDER fails to perform any of the
provisions of this Agreement.

Termination shall be effective ten (10)
days after written notice of default is sent
by certified mail. Any termination of this
Agreement shall be without prejudice to any
obligations or liabilities of either party
already accrued.

Termination Arrangements.

The rights and remedies of the parties
pProvided in thig Agreement shall not be
e#clusive and are in addition to any other

rights and remedies provided by law,.

If this Agreement is terminated the PROVIDER

shall:

(1) stop work under the Agreement on the
date and to the extent specified bf the

DEPARTMENT or this Agreement;

12
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14.

15.

16.

(2) settle all obligations and claims
arising out of the performance of this
Agreement, including completion of any
reports and refund of any payments
required to be made under this
Agreement. The DEPARTMENT may withhold
all pending requests for payment until
the final expenditure report is
received.

Waivers

Waiver by any party of any default of the other
shall not be deemed to be a waiver of any
subsequent default. Waiver by any party of breach
of any provision of the Agreement shall not be
deemed to be a waiver of any other subsequent
breach and shall not be construed to be an
amendment of the terms of the Agreement unless
made in compliance with the provisions of
paragraph 20.

Continuous Liaison Between the Parties

It is recognized that a continuing interagency
liaison is needed to carry out the provisions of
this Agreement effectively. The PROVIDER and
DEPARTMENT will designate representatives to serve
as liaison both at State and local levels.

Indemnification

The PROVIDER shall indemnify and save harmless the
DEPARTMENT, and their officers, employees, and
agents from and against any and all actions,
claims, suits, damages, and costs arising out of

or resulting from the acts or omissions of the

13



17.

18.

19.

20.

PROVIDER or the PROVIDER's officers, employees,
agents, or subcontractors occurring during or in
connection with the performance of the PROVIDER's
services under this Agreement.

Reciprocal Referrals

A provision for reciprocal referral services is
agreed upon in order to insure optimal utilization
of benefits available under the respective agency
programs. Referral procedures adopted jointly are
described in the individual attachments.

A provision to coordinate plans for health
services relating to eligible recipients is agréed
upon, the procedures adopted jointly are described
in the individual attachments.

A provision for early identification of eligible
ipndividuals under 19 years of age in need of
medical and remedial services is agreed upon. The
method for providing this service adopted jointly
is described in the individual attachments.

Periodic Review and Joint Planning for Changes

This Agreement will be jointly reviewed for
evaluation of policies and for planning for
changes annually or earlier when requested by

either the DEPARTMENT or the PROVIDER.

Both parties hereby expressly acknowledge the
potential for substantial ;hanges in Federal
regulations or State laws applicable to this
Agreement and expressly agree to renegotiate this
Agreement as necessary to comply with such

changes.

14



21. Provision Terms and Conditions Included in the

Agreement

This Agreement, together with any attachments and

schedules, attached hereto and incorporated herein
by reference, represent the complete, total, and
final understanding of the parties and no other
understandings or representations, oral or
written, regarding the subject matter of this
Agreement, shall be deemed to exist or to bind the
parties hereto at the time of execution,
IN WITNESS WHEREOF, the parties hereto have executed
this Agreement as of the date first above written. .
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1. Provides diagnostic and treatment services for handicapped children based

on definition and selection.

ATTACIIENT A

CRIPPLED CHILDREN SERVICES

Medical Eligtbility and Services

Such services may include:

Medical, surgical, dental, and hospital care:

Care in convalescent or foster hore.

Prosthetics, appliances, transportation, and after—care to see that

the child makes satisfactory personal adjustment and that treatment

benefits are not lost by neglect.

Cerebral paldgy, epllepsy and other selected neurological problews;

Gives diagﬂostic and treatwent sérvices to children between 0-21 on all
specific conditions listed below.

cfefg-11; and palate and serious cranial and facial anamolies;

Rheumatic fev}r and rheumatic heart disease;

Congenital hear

J‘ <
a

disease;

al eye defects;

Orthopedic con:/;ions, including arthritis;

Selected surgi

Epilepsy;

Selected extgLnal crippling conditions such as turns and severe

NG
di&figurements needing plastic procedure;

Selected urogenital and other congenital defects;

Selected hearing loss;
Cystic fibrosis;

Mental retardation;

Conditions causing mental retardation;

Hemophilia;
Severe asthma;

Learning disability.



3.

ATTACHMENT B
MATERNITY AND INFANT CARE PPOJECT

Medical Eligibility and Services Available

To any woman living in a Project area who'requests family planning services

! .
including contraceptive supplies and medical counsel on infertility.

To any pregnant woman living in a Project area who needs: )

a. Pre-natal diagnosis and pre-natal care, except in a hospital.

b. Post-natal care after return from tke hospital;

c. Public health nursing (for enrolled patients)*;

d. Nutrition coumnselling (for enrolled patients)*;

e. Soclal casework to supplement services available from other agencles
(for enrolled patients)*;

f. Drugs prescribed by the Project physician;

g. Assistance vith transportation to and from project authorized health

services, when not otherwise available, and babysitting*;

*h. Any other ambulatory care needed for a pregnancy-related or pregnancy-

threatening condition. Hospitalization is specifically excluded®*.

1. Dental examination and necessary treatments during pregnancy and six
weeks after termination of pregnarcy.

To every financlally eligible Project maternity patient having a condition

which is determined as high risk un@er Project guidelines, the following

additional services:

a. Complete medical and surgical care for pregnancy-related or pregnancy-
threatening conditions, throughout the period of maternity up to six
weeks following delivery;

b. Hospital inpatient services for delivery of pre-natal or post-partum
complicatiors or for conditions whick threaten to impair the outcome
of the pregnancy; .

c. Complete newborn care for thelr infants; and

d. Homemaker service*.



\ _ 4. To financially eligible high~risk newboms of Project mothers during the

first year of 1life (under Project guidelines for high~risk criteria for

= infants):

a.

o

Preventive health services, including immunizations, screening and
perlodic pediatric evaluations;

Complete diagnostic study if needed:

Complete medical and surgical treatment if needed;

Hospital inpatient services;

Drugs prescribed by Project ptvsician;

Nutrﬁcion counselling*;

Social casework to supplement those services availal:le from other
agencies%*;

Public health nursing*;

Transportation to and from medical facilities, vken not otkervise

availatle.

* 1lon-reimbursable services under Medicaid.

** To be reimbursed by DSSKH if ellpgitle for Medicaid.

Attachment B . 2




ATTACHVENT C
CHILDREN AND YCUTH PROJECT

Services Available

1. To any child (birth to 16 vears) living in Waimanalo:

a.

Preventive health services including screening, immunizations,
routine examinations and evaluations, and pa}ental education 13:
child care and homemaking.

Total health assessment; including medical, nsvchological*,
speech-hearirg, visual, dental, social”*, nurcing, nutritional,
and homemaking components#*.

All diagnostic studies needed for assessment and diagnostie,

vhiether done at the Project or tlLrough referral elsevlere.

2. To any financially eligihle child (birtk to 1€ vears) living in

Waimanalo, in addition to the atove:

h.

Medical, surgical and psychiairic treatmert.

Inpatient hospital care; blood and special nursing* if necessary.
Psychological therapy and guidance*.

Speech therapy.

Dental care, excluding only.orthodontia.

Drugs, prosthetics, appliances, blood and the like.

Public health nursing, nutrition service and social casevork to
complement the above, and to supplement services available from
other agencies.

Transportation for health care vhen not availatle otherwisa
(withkin budget limitations).

Babysitting at the Project when necessary to actzieve a visit for

medical care*.

* Non-reimbursable services under Medicaid.



ATTACHMENT D
CHILD HEALTH CONFERENCE
Services Availatble

i
1. Physiclan services, including medical examinations:

2. Nursing assessments*; :

3. Immunizations;

4. Diagnostic services;

5. Screening;

6. Health supervision¥;

7. DNutrition counselling*;

8. Parental education in child care, guidance and safety*;
9. Transportation;

10. Outreach service*;

11. Referral and followup*,

* Non-reimbursable services under Medicaid.



ATTACHMENT E

Medicaid Reimbursement Rates

Type of Service

|

+Amount of Reimbursement_pased On

10.

Inpatient hospital services
Physician's services (not applicable
to clinics)

Clinic services

X-ray and laboratory services

Dental services (includes orthodontia
in connection with cleft 1ip and

palate treatment)

Medical equipment and appliances

Prosthetics

Eye glasses

.Eye exams, refractions and servicing

Medicare's principle of

reasonal:le costs

RVS 1273, as rodified by DSSH

-

$7.00 per visit

RVS 1970

DSSR fee schedule

Peasonable charges (rental or

purchase)

Reasonable charges

Manufacturer's price list plus

10 percent

DSESH fee schedule

Drugs Usual and customary charges not
exceeding 180% of Blue Book
price 1ist of smallest quantity

Physical therapy ’ RVS 1970
Included in clinic fee of $7.00

when visit was made for other
services also

Occupational therapy

14.

15.

16.

17.

Speech therapy $5.00 per 1/2 hour (individual)
$5.00 per 1 1/2 hour per patient
{group)
Speech evaluation $12.00 - Oahu
$18.00 - Neighber Islands
Hearing evaluation, including $12.00 - 0ahu
audiogram $18.00 - XNeighbor Islands
Health screening.(complete) $15.00
Family planning services
a. Initial visit, including: $25.00

Breast and pelvic exams, Pap
Smear, G. C. culture, other

lab tests, contraceptive
supplies, supportive counselling



Type of Service

Amount of Peimbursement Baged On

1s.

19.

b. Follow-up visits
Transportation

Immunizations and injections
(1f cost of injectitle material
exceeds $1.00, add $2.00 and
identify material.)

Oral Polio

Attachment E

$15.00
As charged

$3.00

$1.00
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DEfARTMENT OF HUMAN SERVICES
INTRA-AGENCY AGREEMENT
Between
THE VOCATIONAL REHABILITATION AND SERVICES FOR THE BLIND DIVISION
and
THE HEALTH CARE ADMINISTRATION DIVISION

I. INTRODUCTION

1z Purpose

The purpose of this agreement is to mobilize personnel
and financial resources of the Health Care Administration
Division (HCAD) and the Vocational Rehabilitation and
Services for the Blind Division (VRSBD) in order to provide
vocational rehabilitation services to Department of Human
Services (DHS) eligible recipients so that they may achieve
economic self-sufficiency.

2. Mutual Objective

The programs of VRSBD and HCAD have a similarity
of purpose in relation to rehabilitation of the physically
and mentally handicapped. This mutual objective can be best
achieved through an intra-agency cooperative arrangement in
which the financial resources and service responsibilities
of the respective divisions are coordinated both on the
State and local levels.

3. Description of Functions

A. VRSBD

1. Vocational rehabilitation services shall focus
upon the goal of employment. Such services may
include:

a. Diagnostic and evaluation services to
determine the individual's capacity for
employment;

b. Training to prepare the individual for
employment;

v 30-1 /}frfo"’i' e /o/aa/ﬁ %‘%:j’é’ 7///17



C. Placement and follow-up services to ensure
satisfactory adjustment in a suitable
employment;

d. Other services as needed.

(See Attachment A for description of
services)

1. Services from the HCAD may include payment for:
a. Outpatient;
b. Inpatient;
c. Long Term Care and;

d. Other Ancillary Health Care Services.

II. COORDINATION OF SERVICES

i Primary Resource

It is mutually agreed that VRSBD is the primary agency
for arranging restorative services and providing counseling
services for the vocational rehabilitation of persons who
are handicapped due to a physical or mental disability.

2. Services

A. VRSBD Responsibility

VRSBD, having the basic responsibility under its
program, will coordinate the activities necessary for
the development of an individualized written
rehabilitation program (IWRP) and together with the
client identify the services needed, determine the cost
of such services, and the responsibility of payment for
needed services. VRSBD will follow through on the
implementation of the IWRP.

B. HCAD Responsibility

HCAD will provide payment for covered Medicaid services
to eligible recipients in accordance with Departmental
rules. #

R L A C
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C. Joint Responsibilities

Vocational Rehabilitation services will be considered in
relation to the provision of goods and services that

are not included in the Departmental rules governing
HCAD.

3= Reciprocal Referral Services

HCAD supports the provision of referral services
between VRSBD and the Public Welfare Division (PWD).
Ellglblllty for medical assistance is determined by PWD upon
policy issuance by HCAD. Thus, HCAD supports the referral
procedures jointly adopted by VRSBD and PWD and attached to
this Agreement as Attachment B.

III. TERMS OF AGREEMENT

o VRSBD will assume the full cost of vocational training and
placement, as well as other incidental expenses necessary to
vocationally rehabilitate eligible Medicaid recipients, and
which are provided for in the IWRP.

2. HCAD will pay for, under its Medicaid program, the cost of
medical, dental, psychological and psychiatric services to
individuals who are eligible for this program. VRSBD will
arrange and engage the services of Medicaid and
Board-certified or eligible specialists for Medicaid
eligible individuals for medical services provided for in
the IWRP or for diagnostic purposes.

3. VRSBD will be responsible for case management and
authorization of other services for eligible Medicaid
recipients in the same manner as done for all VR clients.

4. VRSBD will provide services to eligible Medicaid recipients
which are comparable in scope, quantity, quality and
duration of services it provides to other clients.

5« VRSBD will provide HCAD any significant medical report as
well as information on progress of case which it believes
would be helpful in coordination of plans for recipients,
especially as it relates to recipient's incapacity and
waiver of work requirements and need for continuous services
from VRSBD.

6. HCAD will provide VRSBD medical reports as well as

information of the status of a case when requested by VRSBD,
subject to the confidentiality rules of the HCAD Program.

i 881 Qpproval ote (olaR1E7 2&3(%2‘67/’/”



HCAD will make available their Dental Consultant's services
to VRSBD for review and advice regarding dental treatment
recommendations for any VR client.

IV. OTHER CONDITIONS OF AGREEMENT

There will be a mutual sharing of information at the State
level.

VRSBD will provide statistical information to HCAD
showing the number of registered referrals, the total
number being serviced under its programs, the number of
cases closed and reasons for termination of services.
This report will be prepared and a copy transmitted to
HCAD in July of each year. HCAD will provide technical
health care information to assist VRSBD in the
administration of its program.

Program policies and procedures planned by either Division
will be jointly evaluated if, in the judgment of either
Division, such changes might affect this cooperative
agreement in any way.

It is recognized that a continuing inter-divisional liaison
is needed to carry out the provisions of this Agreement
effectively. VRSBD and HCAD will designate representatives
to serve as liaison both at State and local levels, with
designated HCAD personnel and VRSBD supervisors meeting as
needed to discuss and resolve problems related to serving
disabled Medicaid HCAD clients.

The staff of each agency will exercise due diligence in
preserving the confidentiality of information exchanged and
will not use it for purposes other than the reason for which
it was given or received except on the written consent of
the individual.

If any provision in this Agreement is found to be in
conflict with provisions in the DHS Administrative Rule
(Title 17), the Administrative Rule shall be the final
authority. Further, any provision ruled invalid by the
courts shall not invalidate the remaining provisions of this
Agreement.

It is mutually understood that participating providers of
medical and related services under both programs must comply
with the non-discrimination provisions of Title VI, Civil
Rights Act of 1964, as revised. VRSBD and HCAD agree to
report to each other any provider violation.

Late, 2/1[e?



7. This Agreement shall take effect July 1, 1986, and shall be
in effect until cancelled: with the approval of the Director.

VOCATIONAL REHABILITATION AND HEALTH CARE
SERVICES FOR THE BLIND DIVISION ADMINISTRATION DIVISION
7 . / )7 %
ra I_, / , », A l/f -
\S- St/ W“/ S e
VRSBD Administrator Acting Health Care Administrator
APPROVED:
W prerrtas ‘ roor
Director of the Department of Date

Human Services

7 86-1 W“’”"j‘ Lok ms/gg/f 7 % %Z ’/////"



ATTACHMENT A
Page 1

VOCATIONAL REHABILITATION AND SERVICES FOR THE BLIND DIVISION, DSSH

I. VOCATIONAL REHABILITATION SERVICES

The purpose of vocational rehabilitation 1s to assist disabled persons
through a wide variety of services to prepare for, find, and maintain a
suitable occupation. An individual rehabilitation plan 1s developed to
enable the individual to pursue a gainful occupation, with services needed
to develop the vocational capacity, incorporated with the plan.

A. SERVICES

1.

7 P8- #Vo/-,oua,é Lutes r0fif7

Evaluation of rehabilitation potential, including diagnostic and
related services, incidental to the determination of eligibility
for, and the nature and scope of, services to be provided.

Counseling, guidance and referral services -- to help the disabled
person discover his vocational interests and aptitudes; to discuss
his problems; and to work out a plan for rehabilitation that is
most suitable for the individual. Referral to resources within the
community which can best meet his needs.

Medical examination -- to learn the nature and extent of disability;
to help determine eligibility for services; to determine need for
additional medical services; to assess the disabled person's work
capacity. )

Medical services -- to restore or improve the disabled person's
ability to do a job by providing medical, surgical or hospital
services to remove or reduce the disability. This includes

physical therapy, speach and heariag therapy, short-term psychiatric
therapy. .

Physical aids =-- to include artificial limbs, braces, hearing

. devices, eye glasses and other aids.

Vocational and other training services -- books, tools and other
materials to help the disabled person learn a new trade or regain
lost skills through training in college or university, business
school, vocational school, on-the-job, to prepare a person for
the world of work through personal and vocational adjustment
training, usually in a rehabilitation facility.

Maintenance and transportation -- to help the disabled person
during preparation for work or while being helped to find a job.

Other goods and services in a wide range -- to assist in preparing
for and obtaining the right job, including. tools, equipment,
licenses, reader services for the blind, orientation and mobility
services for the blind, interpreter services for the deaf, etc.

Job placement -- to assist in finding the right job within the

person's physical and mental abilities. .
4 I Ny
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ATTACHMENT A
Page 2

10. Post-employment services == to assist the disabled person to main-
tain suigable employment.

g. COSTS

There is no cost for services which are necessary to evaluate the indi-
vidual's problems, or for counseling and guidance, and job placement.
The individual will be asked to share in the cost of other services

{f he.is able to do so.

C. ELIGIBILITY

The requireméhts for eligibility are:

1. The presence of 2 physical or mental disability which for the
individual constitutes or results in a substantial handicap to
employment and interferes with his ability to pursue 2 gainful
occupation, or which threatens his or her continued employment.

2. The disabled person must have a reasonable chance of being able
to engage in 2 suitable occupation after necessary rehabilitation -
services are provided.

3. Alfﬁough there is no upper or lower age limits, the general guide
is that the individual is at or near work age.

( 4. There is no residency requirement. However, the individual must
be living in Hawaii and intends to make Hawaii his residence.

II. SERVICES FOR THE BLIND BRANCH (HO'OPONO)

: A. SERVICES

1. Vocational rehabi11tation.services for the blind and visually
handicapped, as enumerated in Section I-A, B, C, above.

2. Personal adjustment services at Ho'opono to assist individuals
to adjust to their blindness through training in orientation and
mobility, communications skills (braille, handwriting, typing,
etc.), personal and home management, occupational therapy, manual
arts, and group work. -

3. Work evaluation and vocational adjustment training at Ho'opono ==
to assess and determine the fndividual's abilities and skills, and
to assist the individual to develop good work habits, attitudes,
work tolerance, and.confidence necessary for satisfactory job
placement.

4. Evaluation and training of vending ﬁtand operators -- to license,
place, and supervise such operators. :

5. Extended employment for blind persons unable to work’in the regular
labor market. *

TVEE-] Meprsal, Lbse 19637 ShetrLote, /52



R . ' Page 3

6. Low Vision Cltnic Services -- to individuals who are severely
visually handicapped; to evaluate their ability to use optical
aides to improve visual efficiency; and to provide such afdes

', s prescribed.

7. Home teaching services -- to provide adjustment services to bling
persons in their own homes.

ATTACHMENT 4 ~

8. Ho'opono Hale, a residential trairning program -- to give individuals

being trained at Ho'opono an opportunity to upgrade their personal
and home management skills through practical everyday experiences
of. .cooking, housekeeping, budgeting, marketing, etc.

9. Case work services -- to assist parents of young blind children.

10. Services to elderly blind.

11. Aides and appliances for the blind to assist blind individuals in
their various activities.

12. A statewide register of blind persons -- to determine causes of
blindness, and to gather other data about blind persons in Hawai{.

13. Volunteer program -- to recruit, train, and use volunteers for a
tvariety of services to blind persons in such areas as adjustment

training, transportation, reader services, taping materials, etc.

14, Prevention of blindness services -- to educate the public about
prevention of blindness.

15. Certify blindness.

' B. ELIGIBILITY

Any blind or visually handicapped individual may be eligiblefor
services of Ho'opono.

-,
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ATTACHMENT g

RECIPROCAL REFERRAL' PROCEDURES

‘\

1. Referral to VRSBD

A. PWD Referring Units will refer GA recipients who:

1)

2)
3)
4)

B. PwWD

g

2)

1)
2)

3)

7 98-/

are physically or mentally incapacitated (d*agnosis by a physician
indicating limitations in physical activities such as walking,
1ifting, or environmental conditions to be avoided such as dust,
dampness, or currently unable to work) and

are unable to work full time, and
are age 16 or over, but below age 50, and

might benefit from vocational rehabilitation services (e.g. doctor
recommends referral to DVR) to assist them in obtaining, retaining,
or preparing for employment.

Referring Units will refer AFDC recipients who: : .
are physically or mentally incapacitated, and

i

are exempt from WIN registration

a. The PWD Referring Unit sends VR-PW 1 referral to the appropriate
VRSBD Branch Office (Oahu, Services for the Blind on Oahu, Hawaii,
Maui, and Kauai) and, in additfon, sends Out an attached letter
(see Attachment C) to the recipient to inform recipient of
referral to VRSBD and whichﬁgﬁfice to call, if interested.

b. The VRSBD Branch Office will hold the VR-PW 1 referral for
thirty (30) days. If recipient calls to indicate interest,
the VR-PW 1 will be sent to the field office for follow-up,

If recip}ent does not call within thirty (30) days or indicates
disinterest, Part 3 of the VR-PW 1 form will be executed and '
returned to the referring PWD-IM Unit by the VRSBD Branch Office.

Referring Units will not refer the following types of cases:
recipients who have no disability (no medical or psychiatric diagnosis);

recipfents who have temporary disabilities which may be indicated
by physician's indication that client 1s employable now or within
6 months; : .

Persons with temporary disabilities who are sCreened out may be
considered during continuing eligibility reviews if the condition
sti11 persists in spite of treatment.

recipients whose disabilities are slight so Ehat no restrictions
are imposed--physic{ans usually indicate such persons to be

W;Z:;om@ Kedes ofalpy m 7/// i
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4) recipients whose disabilities are so severe that death {s predicted
within a short period of time or physician recommends against
', employment (consider SSI);

5) recipients who are delow age 16, except blind persons--blind persons

are to be referred to Services for the Blind Branch (Ho'opono). if
they reside on Qahu.

6) individuals 50 years or over, except on a voluntary basis; and
7) Other mutually agreed-upon exemptions
2. Referra]_to“;ﬁb

VR Specialist will refer clients for public assistance and/or report VR
status of clients receiving public assistance but were not referred to
VRSBD by PWD. . . . :

3. Procedures for referral/feedback

Whenever possible, determine client's willingness to participate in voca-. .
tional rehabilitation services for employment, and explain the consequences
of not cooperating (GA cases) with VRSBD.
il
A. Referral - PWD Referring Units
1) Prepare VR-PW 1 Referral and Feedback Form for submittal to VRSBD
Branch Offices. Use ballpoint pen or type information so that
information is legible on 21l copies of the VR-PW 1,

2) Attach current, complete medical and/or psychiatric reports to
"~ the VR-PW 1. '

B. Feedback on referrals - VRSED

1) Complete designated copies of VR-PW 1 and submit to PWD to report
decision/progress/closure of referral/case.

2) Notify PwD through VR-PW la of public assistance recipients who
are referred by other referral sources.

C. Follow-up - PWD Referring Units
1) Upon receipt of VR-PW 1a from VRSBD, IM Worker will follow up on
GA clients who refuse VRSBD services or do not cooperate in the
implementation of the Individualized Written Rehabilitation
Program (IWRP). :

2) IM Worker will notify VRSBD of cases which are terminated by
p

PR .
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Dear

We have determined that you are exempt from registration for the Work Incentive
Program (WIN) because of your disability. Many persons with disabilities, ho aver,
continue to be interested in employment. Our Department‘'s vocational rehabilitation
program may be helpful to you in this regard.

PR A

Services which are available are: %
1. Medical and related services to remove or lessen your disability.

2. Training, if needed, to provide you with Job skills based on your interests
and aptitudes.

3. Help in securing a job. .
In addition, other necessary services can be made available through our Department,
such as child‘pare during employment.

You have been referred to the Vocational Rehabilitatfon and Services for the B8lind
Division as required. Your acceptance or non-acceptance of vocational rehabilita-
tion services will in no way affect your financial aid from public welfare.

If you are interested in vocational rehabilitation services, please call the
number in your area listed below:

Oahu - 548-4639
Hawafii - 961-7331 "=
Kona Office - 323-2629
Maui - 244-4291
Molokai Office - 533-5323
Kauaf - 245-4333
Sincerely,
Worker

- o ¥ . — Unit
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Revision: 'SRS-AT-76-116 (MMSA) ’ _Attachment 4.16-C
July 23, 1976

State HAWAII

PAYMENT FOR RESERVING BEDS IN LONG-TERM CARE FACILITIES

Payments for reserving beds in skilled nursing and intermediate care facilities
are limited to the following:
1. Leave of no more than two days at a time for trial community
placement in other than patient’s own home.

2. Home visit of no more than two days at a time due to illness or
death of a family member, or for other emergencies.



ATTACHMENT 4.17-A
Page 1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: HAWAII

LIENS AND ADJUSTMENTS OR RECOVERIES

(1) The State uses the following process for determining that an institutionalized

2)

individual cannot reasonably be expected to be discharged from the medical
institution and returned home:

a) Send notification to inform recipients in nursing facilities that the State intends to
determine if the individual can reasonably be expected to be discharged from the
facility and return home for the purpose of placing a lien on the recipient’s home
property. The notice will include an explanation of liens and that the lien will not effect
the individual’s ownership of the property.

b) The individual or the individual’s representative will be given an opportunity to self-
certify that the stay in the institution is expected to be permanent or not.

¢) If the individual does not indicate the stay in the institution is likely to be permanent,
the State will make an assessment based on an evaluation of the individual’s medical
condition and the social-economic factors involved in caring for the individual in the
home. The recipient will be determined permanently institutionalized for the purposes
of lien placement by such evaluation made by a physician and a social worker, or if the
recipient has been continuously authorized to receive institutional care or has been
institutionalized for six months or longer with no discharge plan.

d) The notice will contain information regarding the right to an administrative hearing if
they disagree with the State’s determination, and the process to file for a hearing.

e) Before a lien is filed, a notice shall be sent by certified mail, informing the :
recipient of the Department’s intent to place a lien on the home property. The recipient
will have 90 days from the date of the notice, to file a request for a fair hearing ifhe or
she does not agree with the decision to place a lien on the home property.

The following criteria are used for establishing that a permanently institutionalized
individual’s son or daughter provided care as specified under regulations at 42 CFR
§433.36(f):

The son or daughter provided the following or insured that the following care was
provided: :

a) Access to medical services by transporting the individual, scheduling appointments, or
calling for emergency services.

b) Medical care such as administration of medication, changing of dressing, etc.
¢) Basic daily needs such as feeding, bathing, cleaning, and supervision.

d) Financial support to meet the parents need for food, shelter, and clothing.

TN No. 05-009 ;
Supersedes Approval Date: DEC 0 6 2005 Effective Date: 07/01/05

TN No. 94-013



Attachment 4.17-A
Page 1(a)

(STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

€)

a)

b)

State/Territory: HAWAII

Other services that contributed to the emotional well being of the parent.

The State defines the following terms as follows:

estate: shall mean the real and personal property included in an estate under the
State’s probate law and any other real and personal property and other assets in
which the individual had any legal title or interest at the time of death (to the
extent of such interest). This includes assets conveyed to a survivor, heir, or
assign of the deceased through joint tenancy, tenancy in common, survivorship,
life estate, living trust, or other arrangements.

individual’s home: shall mean the property that the individual resided and had
an equity interest in prior to becoming medically institutionalized.

equity interest in the home: shall mean the value of the property that the
individual holds legal title to beyond the amount owed on it in mortgages and
liens.

residing in the home for at least one or two years on a continuous basis shall
mean continuously lived in the home as the sole residence.

' lawfully residing shall mean permitted by law to live in.

TN No.__96-007
Approval Date 0cT 11 18  Effective Date FEp 04 4o
TN No.___94-013

Supersedes




Attachment 4.17-A
Page 2

(STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory:  HAWAII

4. The State defines hardship as follows:

Undue hardship exists if the family and heirs of the deceased recipient do not have
income greater than the Federal Poverty Level, and the estate of the deceased recipient is
providing the sole source of income to meet their basic living expenses, or the estate is
their sole place of residence.

S. The following standards and procedures are used by the State for waiving estate
recoveries when recovery would cause an undue hardship, and when recovery is not
cost effective:

a) Recovery will not be made if estate subject to recovery is the sole income
producing asset of the family and heirs of the recipient, and is a family farm or
business that does not produce income greater than the Federal Poverty Limit for
the number of family or heirs solely dependent on the income from the asset.

b) The estate is a home of modest value (based on the median sale price c;f homes
obtained by the Honolulu Board of Realtors) and the family members and heirs
meet the following conditions:

i) Resided in the home at least three months prior to the admission of the
owner to a medical institution and provided care that delayed the
admission.

ii) Have continuously resided in the home since the admission of the recipient
to the medical institution.

iif) Do not have an interest in real property other than the home of the
recipient.

iv)  Have income not greater than the Federal Poverty Level.

) The State will determine cost effectiveness of recovery based on the amount to be
recovered, the value of the assets from which recovery will be made, and the
administrative and related costs to make the recovery.

6. The State defines cost effective as follows (include methodology/thresholds used to
determine cost effectiveness):

TN No.  96-007 -
Supersedes Approval Date OCT 11 198 Effective Date Feg o 1 1995
TN No.__94-013
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: HAWAII

If a contractor is performing the recovery work, it is cost effective if the amount of the
recovery is sufficient to yield a contingency fee payment to the contractor which exceeds
its cost to recover the asset. If the State is performing the recovery, it is cost effective if
the amount of the recovery exceeds the administrative costs, legal fees, travel expenses
and other cost factors that may be involved.

TN No.___94-013

7. The State uses the following collection procedures (includes specific elements
contained in the advance notice requirement, the method for applying the waiver,
hearing and appeals procedures, and time frames involved): _

a) Notify the family and heirs that the State shall seek to recover Medicaid payments
from the estate of the deceased recipient 45 days prior to initiating collection
activities. The notice will specify the amount to be recovered, the requirements
for waiving recovery due to undue hardship, and the appeal rights and procedures.

b) The family and heirs shall file for a waiver of recovery within 30 days of the
mailing of the recovery notification on a form designated by the State with the
State agency or private contractor designated by the State.

c) Family and heirs must submit documentation of their finances and other requested
information to support their request for waiver within 10 days of the request from
the State unless there are circumstances beyond their control.

d) Family and heirs may appeal the denial of waiver by requesting an administrative
hearing within 90 days of the waiver denial.

TN No.__96-007 WO 1

0. \ Newn
Supersedes Approval Date ‘1 199 Effective Date Fes 04
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State of Hawaii

LIENS AND RECOVERIES

(1) Recovery may be waived due to hardship for the period the
following conditions exist:

(A) The estate subject to recovery 1is the sole income
producing asset of the survivors and meet the following
conditions:

(1) The estate 1is a family farm or other family
business;

(2) The income produced by the asset is not greater
than one hundred percent of the Federal Poverty
Level (FPL) for the number of survivors solely
dependent on such asset.

(B) The estate is a homestead of modest value that is
occupied by survivors who meet the following conditions:

(1) Lawfully resided in the home for a continuous period that
started at least three (3) months immediately before the
recipient’s admission to a medical institution and
provided care to the recipient during that period that
allowed the recipient to reside at home rather than in an
institution and has continuously lived int he home since
the admission;

(2) Do not own any real property other than an interest in
the home; and

(3) Have income not greater than one hundred percent of the
FPL.

(2) - Before a lien is filed, a notice shall be given to allow 30
days for a fair hearing.

Supersedes Approval Date ](2 125 Effective Date L9{l | cl‘f

TN No.
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Revision: HCFA-PM-85-14 (BERC) ATTACHMENT 4.18-A

SEPTEMBER 1985 ) Page 2
. o ' OMB NO.: 0938-0193

N S8TATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Hawai{

B. The method used to collect cost sharing charges for citogorictlly needy
individuals: i

L:7 Providers are responsible for collecting the cost sharing charges
from individuals.

[;? The agency reimburses providers the full Medicaid rate for a services
and collects the cost sharing charges from individuals.

C. The basis for determining whether an individusl is unable to pay the
charge, and the means by which such an individusl is identified to -

providers, is described below:

a9

‘ NOT APPLICABLE

. ;252 .
::p::udu £ ‘Approval Date ws Effective Datooms
™ No. 73-b

HCFA ID: 0053C/0061E
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Revision: HCPA-PN-85-14 (BERC) ATTACHMENT 4.18-A
SEPTEMBER 1985 Page 3

i OMB NO.: 0938-0193

>

STATE PLAN UNDER TITLE XIX OF m SOCIAL BECURITY ACT

State: Hawaii

D. The procedures for implementing and enforcing the exclusions from cost
sharing contained in 42 CFR 447.53(b) are described below:

Y

E. Cumulative maximums on charges:

7
‘i 1_—/ State policy does not provide for cumulative maximums.
[_I— Cumulative maximums have been established as descridbed below:
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State Hawaii

The following enrollment fee, premium or similar charge is irmposed cn
the medically needy:
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State Hawaii

£ P md - - v— _ _
Effect cn reciplent of non-payment of enrcllizmenr fee, premium or
similar charge:

[/ Non-payment does not affect eligibility
]/ Effect is as described belew:

E] Not applicable

MCAS-78-5

/0! S



Ar,_?!: _8;._.'-3::3!3 \‘{J ATTACHMENT 4.18-C
S. BER 1985 ) Page 1 A \
. OMB B0.: 0938-0193 <D

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Hawaii

A. The following charges are imposed on the wedically needy for services:

Type of Charge
.Service Deduct. Coins. Copay. Amount and Basis for Determination
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

, State: Hawaii

B. The method used to collect cost sharing charges for medically needy
individuals:

L:7 Providers are responsible for collecting the cost sharing charges
from individuals. )

L:7 The sgency reimburses providers the full Medicaid rate for services
.- end collects the cost sharing charges from individuals.

C. The basis for determining whether an individual is unable to pay the
charge, and the means by which such an individusl is identified to
providers, is described below:

NOT APPLICABLE
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STATE PLAN UNDER TITLE ixx OF THE SOCIAL SBCURITY ACY
. State: Hawaii

’

D. The procedures for implementing and enforcing the exclusions from cost
sharing contained in 42 CFR 447.53(b) are described below:

B. Cumulstive maximms on charges:
I__l State policy does not provide for cumulative maximms. I
f L_/ Cumulstive msximums have been estsblished as described below:
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: IAWAII

Premiums Imposed on Low Income Pregnant Women and Infants

A. The following method is used to determine the monthly premium imposed
optional categorically needy pregnant women and infants covered Ender on
section 1902(a)(10)(A)(414)(IX)(A) and (B) of the Act:

N/A

B. A description of the billing method used. is as follows (include due date
for premium payment, notification of the consequences of nonpayment, -and
notice of procedures for requesting waiver of premium payment): |

N/A

*Description provided on attachment.

TN No. 91-25

Supersedes Approval Date _12/31/91 Effective Date 10/01/91
TN No. b
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: HAWATII

C. sState or local funds under other programs are used to bPay for premiums:

L7 Yes X7 Mo

D. The criteria used for determining whether the agency will waive Payment
4 premium because it would cause an undue hardship on an individual are
described below:

N/A

*Description provided on attachment.

TN No. =25 ,
Supersedes Approval Date 12/31/91 Effective Date _10/01/91

TN No., _—
HCFA ID: 7986E
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
HAWAII

State/Territory:

Optional Sliding Scale Premiums Imposed on
Qualified Disabled and Working Individuals

A. The following method is used to determine the monthly premium imposed on
qualified disabled and working individuals covered under section

1902(a)(10)(E) (11) of the Act:

N/A

A description of the billing method used is as follows (include due date
for premium payment, notification of the consequences of nonpayment, and
notice of procedures for requesting waiver of premium payment):

N/A

*Description provided on attachment.

TN No. =25 _
Supersedes Approval Date _12/31/91 Effective Date _10/01/91
TN No. _——

HCFA ID: 7986E




Revision: HCFA-PM-91- 4 (BPD) ATTACHMENT 4.18-E
AUGUsT 1991 Page 2
OMB No.:0938-
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: _HAWAII

C. State or local funds under other programs are used to pay for premiums:

L/ Yes ' X/ No

D. The criteria used for determining whether the agency will waive payment of
a premium because it would cause an undue hardship on an individual are

described below:

N/A

*Description provided on attachment.

TN No. _91-25
Supersedes Approval Date _12/31/91 Effective Date __10/01/91
TN No. P

HCFA ID: 7986E
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: HAWAII

It should be noted that States can select one or more options in imposing cost sharing (including
co-payments, co-insurance, and deductibles) and premiums.

A. For groups of individuals with family income above 100 percent but below 150 percent
of the FPL:

1. Cost sharing

a. _X /No cost sharing is imposed.
b. __ /Cost sharing is imposed under section 1916A of the Act as

follows (specify the amounts by group and services (see below)):

Type of Char&
Group of Item/Service | Deductible Co- Co- *Method of Determining
Individuals insurance | payment | Family Income (including

monthly or quarterly period)

*Describe the methodology used to determine family income if it differs from your methodology
for determining eligibility.

Attach a schedule of the cost sharing amounts for specific items and services and the various
eligibility groups.

b. Limitations:
The total aggregate amount of cost sharing and premiums imposed under section 1916A
for all individuals in the family may not exceed 5 percent of the family income of the

TN No. 08-004
Supersedes
TN No.

Approval Date: “AY 30 2008 Effective Date: 01/01/08
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: HAWAII

family involved, as applied on a monthly and quarterly basis as specified by the State
above.

Cost sharing with respect to any item or service may not exceed 10 percent of the cost
of such item or service.

c.  No cost sharing will be imposed for the following services:

Services furnished to individuals under 18 years of age that are required to be provided
Medicaid under section 1902(a)(10)(A)(i), and including services furnished to
individuals with respect to whom aid and assistance is made available under part B of
title IV to children in foster care and individuals with respect to whom adoption or
foster care assistance is made available under part E of such title, without regard to
age;

Preventive services (such as well baby and well child care and immunizations)
provided to children under 18 years of age, regardless of family income;

Services furnished to pregnant women, if such services relate to the pregnancy or to
any other medical condition which may complicate the pregnancy;

Services furnished to a terminally ill individual who is receiving hospice care, (as
defined in section 1905(0) of the Act);

Services furnished to any individual who is an inpatient in a hospital, nursing facility,
intermediate care facility for the mentally retarded, or other medical institution, if such
individual js required, as a condition of receiving services in such institution under the
State plan, to spend for costs of medical care all but a minimal amount of the
individual’s income required for personal needs;

Emergency services as defined by the Secretary for the purposes of section
1916(a)(2)(D) of the Act;

Family planning services and supplies described in section 1905(a)(4)(C) of the Act;
and

Services furnished to women who are receiving Medicaid by virtue of the application
of sections 1902(a)(10)(A)(ii)(XVIII) and 1902(aa) of the Act.

d. Enforcement

1.

__/ Providers are permitted to require, as a condition for the provision of care,
items, or services, the payment of any cost sharing.

TN No.

TN No.

08-004
Supersedes

Approval Date: MAY 3 0 2008 ffective Date: 01/01/08
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: HAWALII

2. __/ (If above box selected) Providers permitted to reduce or waive cost sharing on
a case-by-case basis.

3. State payments to providers must be reduced by the amount of the beneficiary
cost sharing obligations, regardless of whether the provider successfully collects
the cost sharing.

4. States have the ability to increase total State plan rates to providers to maintain
the same level of State payments when cost sharing is introduced.

2. Premiums

No premiums may be imposed for individuals with family income above 100 percent but
below 150 percent of the FPL.

B. For groups of individuals with family income above 150 percent of the FPL:

1. Cost sharing amounts

a. _X /No cost sharing is imposed.
b. __ /Costsharing is imposed under section 1916A of the Act as
follows (specify the amounts by group and services (see below)):

Type of Charge

Group of Item/Service | Deductible Co- Co- *Method of Determining
Individuals insurance | payment | Family Income (including
monthly or quarterly period)

*Describe the methodology used to determine family income if it differs from your methodology
for determining eligibility.

TN No. 08-004 MAY 3 0 2008

Supersedes Approval Date: Effective Date: 01/01/08
TN No.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: HAWAII

Attach a copy of the schedule of the cost sharing amounts for specific items and the various
eligibility groups.

b. Limitations:

o The total aggregate amount of all cost sharing and premiums imposed under section
1916A for all individuals in the family may not exceed 5 percent of the family
income of the family involved, as applied on a monthly or quarterly basis as specified
by the State above.

e Cost sharing with respect to any item or service may not exceed 20 percent of the cost

of such item or service.

C. No cost sharing shall be imposed for the following services:

e Services furnished to individuals under 18 years of age that are required to be
provided Medicaid under section 1902(a)(10)(A)(i) of the Act, and including services
furnished to individuals with respect to whom aid and assistance is made available
under part B of title IV to children in foster care, and individuals with respect to
whom adoption or foster care assistance is made available under part E of such title,
without regard to age;

e Preventive services (such as well baby and well child care and immunizations)
provided to children under 18 years of age regardless of family income;

e Services furnished to pregnant women, if such services relate to the pregnancy or to
any other medical condition which may complicate the pregnancy;

e Services furnished to a terminally ill individual who is receiving hospice care (as
defined in section 1905(0) of the Act);

e Services furnished to any individual who is an inpatient in a hospital, nursing
facility, intermediate care facility for the mentally retarded, or other medical
institution, if such individual is required, as a condition of receiving services in such
institution under the State plan, to spend for costs of medical care all but a minimal
amount of the individual’s income required for personal needs;

e Emergency services as defined by the Secretary for the purposes of section
1916(a)(2)(D) of the Act;

e Family planning services and supplies described in section 1905(a)(4)(C) of the Act;
and

e Services furnished to women who are receiving Medicaid by virtue of the application
of sections 1902(a)(10)(A)(ii)}(XVIII) and 1902(aa) of the Act.

TN No. 08-004
Supersedes Approval Date:mv 30 2008 Effective Date: 01/01/08

TN No.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: HAWAII
d.  Enforcement
1. —/ Providers are permitted to require, as a condition for the provision of care,

items, or services, the payment of any cost sharing.

2. —/ (If above box selected) Providers permitted to reduce or waive cost sharing
on a case-by-case basis.

3. State payments to providers must be reduced by the amount of the beneficiary
cost sharing obligations, regardless of whether the provider successfully collects the
cost sharing.

4, States have the ability to increase total State plan rates to providers to maintain the
same level of State payments when cost sharing is introduced.

2. Premiums
a, / No premiums are imposed.

b. X_/ Premiums are imposed under section 1916A of the Act as follows
(specify the premium amount by group and income level.

Group of Individuals Premium* Method of Determining Family
Income (including monthly or
quarterly period)**

250% - 265% FPL $15 per child/per month | For a child under age 19, countable

family income is determined in the

265% - 280% FPL $30 per child/per month | following manner:

* Substract a standard deduction of

280% - 300% FPL $60 per child/per month $90 from the monthly gross eamed
income of each employed person;
and

* Add the monthly net earned income
for each employed person as well as
any monthly unearned income to
determine the countable family
income.

*The assessment of premium-share shall not exceed 5% of countable family income. A
maximum of five enrollees in a family shall be assessed a premium-share in the following

manner:
TN No. 08-004
Supersedes Approval Date:MAY 3 0 2008 Effective Date: 01/01/08

TN No.
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* Determine the number of persons in a family eligible for coverage who are
responsible for a premium-share; and

® Assess premium-shares to a maximum of five enrollees in descending order by date
of birth.

**For children under age 19 who are covered under §1902(a)(10)(A)(ii)(XIV) of the Act,
the State uses §1902(r)(2) to disregard the difference in countable income between 300%

and 250% of the FPL.
Attach é schedule of the premium amounts for the various eligibility groups.
b. Limitation:
¢ The total aggregate amount of premiums and cost sharing imposed for all
individuals in the family may not exceed 5 percent of the family income of the

family involved, as applied on a monthly or quarterly basis as specified by the
State above.

TN No.

08-004

Supersedes Approval Date: MAY 3 0 2008 Effective Date: 01/01/08
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: HAWAII

c. No premiums shall be imposed for the following individuals:

e Individuals under 18 years of age that are required to be provided medical assistance
under section 1902(a)(10)(A)(i), and including individuals with respect to whom aid
or assistance is made available under part B of title IV to children in foster care and
individuals with respect to whom adoption or foster care assistance is made available
under part E of such title, without regard to age;

Pregnant women,;

Any terminally ill individual receiving hospice care, as defined in section 1905(0);
Any individual who is an inpatient in a hospital, nursing facility, intermediate care
facility, or other medical institution, if such individual is required, as a condition of
receiving services in such institution under the State plan, to spend for costs of
medical care all but a minimal amount of the individual’s income required for
personal needs; and

e Women who are receiving Medicaid by virtue of the application of sections
1902(a)(10)(A)(ii)(XVIII) and 1902(aa) of the Act.

d. Enforcement

1. ___/ Prepayment required for the following groups of individuals who are
applying for Medicaid:
2. _X_/ Eligibility terminated after failure to pay for 60 days for the following

groups of individuals who are receiving Medicaid:
Children with countable family income from 250% - 300% FPL.
3. ___/ Payment will be waived on a case-by-case basis for undue hardship.
C. Period of determining aggregate 5 percent cap
Specify the period for which the 5 percent maximum would be applied.

_X_/ Quarterly
___/ Monthly

TN No. 08-004
Supersedes Approval Date: MAY 30 2008 Effective Date: 01/01/08

TN No.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: HAWALII

D. Method for tracking cost sharing amounts

Describe the State process used for tracking cost sharing and informing beneficiaries and
providers of their beneficiary’s liability and informing providers when an individual has
reached his/her maximum so further costs are no longer charged.

Also describe the State process for informing beneficiaries and providers of the allowable
cost sharing amounts.

. Process used for informing beneficiaries of premium liability:

* Applicants who are determined eligible (250%-300% FPL): The eligibility
determination staff completes and sends a notice to inform the family that the
child would be assessed a premium liability, and how the premium amount is
determined. If the family agrees to pay the premium liability, the child is enrolled
in a health plan. Each month thereafter, an invoice is mailed.

*  Current enrollees with increased income (250%-300% FPL): The eligibility
determination staff sends an advance notice (in accordance with 42 CFR
§431.210 and §431.2113 to inform the family that the child will be assessed a
premium liability, and how the amount is determined. If the family agrees to
pay the premium liability, the child’s enrollment in the health plan continues.
Each month thereafter, an invoice is mailed. '

As the assessment of premiym-shares shall not exceed 5% of countable family
income, an income review is conducted each quarter.

Disenrollment procedures will be initiated when an enrollee whose premium-share
payments are two months in arrears. During the first week of each month, the
Finance Office generates a list of enrollees who have not paid their premium-shares
for two months. The list is sent to the Eligibility Branch for action. The eligibility
determination staff will complete and send an advance notice (in accordance with
42 CFR §431.210 and §431.211) to inform the enrollee that medical coverage will
terminate at the end of the month.

. Process used for informing providers when an individual has reached his/her

maximum so further costs are no longer charged: Because Hawaii charges only
premiums and collects these directly from the beneficiaries, information to providers
about cost-sharing maximums are not applicable.

. Tracking premium-shares: The State operates an accounts receivable system. This

system allows the State to track all paid premiums.

TN No.

Supersedes

TN No.

08-004

Approval DateMAY 3 0 2008 Effective Date: 01/01/08
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STATE OF HAWAII

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
PROSPECTIVE REIMBURSEMENT SYSTEM FOR INPATIENT SERVICES

L. GENERAL PROVISIONS

A. PURPOSE

This plan establishes a reimbursement system for acute care facilities which complies
with the Code of Federal Regulations. It describes principles to be followed by Title XIX
acute care providers in making financial reports and presents the necessary procedures
for setting rates, making adjustments, and auditing the cost reports.

B. OBJECTIVE

The objective of this plan is to establish a prospective payment system that complies with
the Balanced Budget Act of 1997, which requires that reimbursements be in conformity
with applicable State and Federal laws, regulations; quality and safety standards; and
provide for cost reimbursement for inpatient acute care services in Critical Access
Hospitals (CAH).

C. REIMBURSEMENT PRINCIPLES

1. The Hawaii Medicaid Program shall reimburse Providers for inpatient
institutional services based primarily on the prospective payment rates developed
for each facility as determined in accordance with this Plan, except for CAH. In
addition, certain costs (such as Capital Related Costs) shall be reimbursed
separately. The estimated average proposed payment rate under this plan.is™
reasonably expected to pay no more in the aggregate for inpatient hospital
services than the amount that the Department reasonably estimates would be paid
for those services under Medicare principles of reimbursement.

TN No. 00-008
Supersedes Approval patdAR 8 2001 Effective Date 1/01/01

TN No. 00-001



p (rev. 7/22/96) ATTACHMENT 4.19-A

2. A hospital-specific retrospective settlement adjustment shall be made for those
providers whose Medicaid charges are less than Medicaid payments on the cost
report and do not qualify as nominal charge providers under Medicare principles
of reimbursement.

3. Prospective rates shall be derived from historical facility costs, and facilities
shall be classified based on discharge volume and participation in an approved
Medical Education program.

4. Providers that average fewer than 250 Medicaid discharges per year shall be
classified as Classification I facilities and shall receive All-Inclusive Rates, plus
all appropriate Adjustments, (Section .D.3). Capital Related Costs shall be
reimbursed separately from the All-Inclusive Rates.

5. Providers which average 250 Medicaid discharges or more per year shall be
separated into two facility classifications (Classifications II and III) and shall
receive payment based upon the type of services required by the patient.
Psychiatric services will be paid on the basis of an All-Inclusive Rate, plus all
appropriate Adjustments, (Section 1.D.3.). Nonpsychiatric claims will be
designated as requiring either surgical, medical, or maternity care and will be
paid on the basis of a routine per diem rate for the service type plus an ancillary

. per discharge rate for the service type, plus all appropriate Adjustments, (Section
C 1.D.3.). Capital Related Costs shall be reimbursed separately from the per diem
’ and per discharge rates.

6. The freestanding rehabilitation hospital shall be excluded from Classifications I,
I1, and III and designated as Classification IV, and shall receive payment based
on All-Inclusive Rates, plus all appropriate Adjustments, (Section [.D.3.).
Capital Related Costs shall be reimbursed separately from the per diem and/or
per discharge rates.

TN No. 94-00§ BOV 12 1995
Supersedes Approval Date Effective Date __8/01/94
: i}., TN No. 33-009



ATTACHMENT 4.19-A

7. Claims for payment shall be submitted following
discharge of a patient, except as follows:

a. Claims for nonpsychiatric inpatient stays which
exceed the Outlier Threshold (Section I.D.34.),
shall be submitted in accordance with Section
IV.D.

b. If a patient is hospitalized in the
freestanding rehabilitation hospital for more
than 30 days, the facility may submit an
interim claim for payment every 30 days until
discharge. The final claim for payment shall
cover services rendered on all those days not
previously included in an interim claim.

8. The prospective payment rates shall be paid in full
for each Medicaid discharge. Hospitals may not
separately bill the patient or the Medicaid program
for medical services rendered during an inpatient
stay, except for outlier payments and as provided in
Section I.E. below.

9. At the point that a patient reaches the Outlier
Threshold (Section I.D.34.), the facility is eligible
for interim payments computed pursuant to Section
IV.D.

10. Reimbursement for inpatient services provided by CAH
facilities will be on a reasonable cost basis under
Medicare principles of reimbursement without
application of any Medicaid TEFRA target amounts.
Qutpatient, waitlisted and acute swing to continue to
be reimbursed under the current method.

11.. Reimbursement for services related to organ
transplants will be made by a contractor selected by
the State. The contractor will also be responsible
to coordinate and manage transplant services.
Reimbursement of services related to organ
transplants will be negotiated with providers by the
contractor and will be approved by the State. The
negotiated case rate will not exceed Medicare or
prevailing regional market rates.

TN No. 03-005 DEC 29 Ry
Supersedes ApprovalDate: _ Effective Date: 07/01/03

TN No. 00-008
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ATTACHMENT 4.19-A

DEFINITIONS APPLICABLE TO THE PROSPECTIVE RATE SYSTEM

The following definitions shall apply for purpose of calculating prospective payment
rates and adjustments for acute inpatient services:

1.

"Acuity Level A" means that the Department has applied its standards of medical
necessity and determined that the Resident requires a level of medical care from
a Nursing Facility relatively lower than Acuity Level C. Prior to October 1,
1990, that level of care was appropriately obtained from an ICF.

"Acuity Level C" means that the Department has applied its standards of medical
necessity and determined that the Resident requires a level of medical care from
a Nursing Facility relatively higher than Acuity Level A. Prior to October 1,
1990, that level of care was appropriately obtained from an SNF.

"Adjustments" mean all adjustments to the Basic Per Diem, Basic Per Discharge
and All-Inclusive Rates and/or the Capital Payments that are defined in this Plan
and that are appropriate for a particular Provider. Those adjustments may
include the ROE/GET Adjustment, the Medical Education Adjustment, and/or
the Severity and Case Mix Adjustment.

"All-Inclusive Rates" means the separate per diem rates that are paid to
Classification I and IV facilities for psychiatric and nonpsychiatric cases, and the
per diem rates that are paid to Classification II and III facilities for psychiatric
cases only. The All-Inclusive Rates are calculated to include reimbursement for

both routine and ancillary costs.

"Ancillary Services" means diagnostic or therapeutic services performed by
specific facility departments as distinguished from general or routine patient care
such as room and board. Ancillary services generally are those special services
for which charges are customarily made in addition to routine charges, and they
include such services as laboratory, radiology, surgical services, etc.

"Base Year" means the State fiscal year used for initial calculation and
recalculation of prospective payment rates. The Base Year shall be the most
recent State fiscal year or years for which complete, finally-settled financial data
is available. Base Year data shall be supplemented with finally-settled cost data
from previous years, if it is determined that extraordinary costs occurred in the
most recent, finally-settled cost report.

TN No. 01-002

Supersedes

Q TN No. 00-001

Approval pasbN ~ T 2001 Effective Date 01/01/01
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10.

11.

12,

13.

14.

15:

ATTACHMENT 4.19-A

"Breakeven Point" means the point at which a hypothetical Special Care
Percentage in the Base Year would not have resulted in the elimination of any
costs due to the application of the ceiling factors in calculating the PPS rates.

"Basic Per Diem Rate" means the applicable per diem amount for each Provider
for each category of care, as calculated pursuant to the methodology defined in
this Plan. It does not include the various adjustments to that basic per diem rate
defined in this Plan.

"Basic Per Discharge Rate" means the applicable per discharge amount for each
Provider in Classifications II and III for each category of care, as calculated
pursuant to the methodology defined in this Plan. It does not include the various
adjustments to that basic per diem rate defined in this Plan.

"Capital Payment" means the payment in addition to the All-Inclusive, Basic Per
Diem and Basic Per Discharge Rates to compensate a Provider for Medicaid's
fair share of the Provider's Capital Related Costs.

"Capital Related Costs" means costs associated with the capital costs of the
provider's facilities and equipment under Medicare principles of reimbursement.
For purposes of the prospective payment methodology, Capital Related Costs
shall include depreciation, interest, property taxes, property insurance, capital
leases and rentals, and costs and fees related to obtaining or maintaining capital
related financing.

"Claim Charge Data" means charges and other information obtained from billing
claim forms processed by the Medicaid fiscal agent.

"Costs" means total finally-settled allowable costs of acute inpatient services,
unless otherwise specified.

“Critical Access Hospital” means a hospital designated and certified as such
under the Medicare Rural Hospital Flexibility Program.

"Discharge" means the release of a patient from an acute care facility. The
following events are considered discharges under these rules:

TN No. 03-002

Supersedes Approval Date: JUN -9 2004 Effective Date: 07/01/03

TN No. 94-006
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(rev. 12/24/03) ATTACHMENT 4.19-A

a. The patient is formally released from the hospital.

b. The patient is transferred to an out-of-state hospital.

c. The patient is transferred to a long-term care level or facility.

d. The patient dies while hospitalized.

e. The patient signs out against medical advice.

f. In the case of a delivery where the mother and baby are discharged at the

same time, the mother and her baby shall be considered two discharges
for payment purposes. In cases of multiple births, each baby will be
considered a separate discharge.

g A transfer shall be considered discharge for billing purposes but shall
not be reimbursed as a full discharge except as specified in Section
IV.B.6.a.

16. "Federal PPS" means the prospective payment system based upon diagnostic
related groups ("DRGs") used by the Medicare program under Title XVIII of the
Social Security Act to pay some hospitals for services delivered to Medicare
beneficiaries.

17. "Inflation Factor" means the estimate of inflation in the costs of providing
hospital inpatient services for a particular period as estimated in the DRI
McGraw-Hill Health Care Costs: National Forecast Tables, PPS-Type Hospital
Market Basket, or its successor.

18. "Inpatient" means a patient who is admitted to an acute care facility on the
recommendation of a physician or dentist and who is receiving room, board, and
other inpatient services in the hospital at least overnight, and requires services
that are determined by the State to be medically necessary. A patient who is
admitted to an acute care facility and expires while in the facility shall be
considered an inpatient admission

TN No. 03-002 004
Supersedes Approval Date: JUN - 9 2 Effective Date: 07/01/03

TN No. 01-002



(rev. 12/24/03)

19.

20.

21.

22.

23.

24,

25.

ATTACHMENT 4.19-A

regardless of whether the stay was overnight. Emergency room services are
included in the PPS inpatient rate only when a patient is admitted from the
emergency room.

"Medical Education" means direct costs associated with an approved intern and
resident teaching program as defined in, the Medicare Provider Reimbursement
Manual, HCFA Publication 15-I, Section 404.1

"Medical Education Adjustment" (Section II.D.5.), means the adjustment to the
All-Inclusive, Basic Per Diem and Basic Per Discharge Rates to compensate a
Provider for Medicaid's fair share of the expenses of participating in medical
education.

"New Provider" means a Provider that began operations before January 1, 1993,
but does not have a cost report in the Base Year that reflects at least a full twelve

months of operations.

"Nonprofit Provider" means a Provider that is organized as a nonprofit
corporation and is generally exempt from state general excise and federal income

taxes.

"Operating Year" means the twelve consecutive month period beginning on the
latest of the following dates:

a. July 1, 1990; or
b. The date that a hospital becomes a Provider.

"QOutlier Claim" means any claim which has total charges in excess of the Outlier
Threshold, provided, however, that an Outlier Claim does not cease to have that
status by reason of a subsequent increase in the Outlier Threshold.

Outlier Threshold" means $35,000 increased by the cumulative Inflation
Adjustment since the state fiscal year ending June 30, 1987; provided, however,
that the Department may round the figure to the nearest thousand dollars. For
the state
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fiscal year beginning July 1, 1994, the Outlier Threshold is $53,000. Effective
with the State fiscal years beginning July 1, 2000 and July 1, 2001, the Outlier
Thresholds are increased by the inflation factor resulting in an Outlier Threshold
of $64,000 for the State fiscal year beginning July 1, 2000.

"Qutpatient" means a patient who receives outpatient services at a hospital which
is not providing the patient with room and board and other inpatient services at
least overnight. Outpatient includes a patient admitted as an inpatient whose
inpatient stay is not overnight, except in cases where the patient expires in the
facility.

"PPS" means the prospective payment system that is established by this Plan.
"Plan" means this document.

"Proprietary Provider" means a Provider that is organized as a for-profit entity
and is subject to state general excise and federal income taxes.

"Provider" means a qualified and eligible facility that contracts with the
Department to provide institutional acute care services to eligible individuals.

"Rebasing" means calculating the Basic PPS Rates by reference to a new Base
Year and new Base Year Cost Reports.

"ROE/GET Adjustment" means the adjustment to the All-Inclusive, Basic Per
Diem and Basic Per Discharge Rates to provide Medicaid's fair share of a return
on the investment that a Proprietary Provider has made in its facility and for
Medicaid's fair share of the general excise taxes that it pays the State of Hawaii,
as calculated under this Plan.

"Routine services" means daily bedside care, such as room and board, serving
and feeding patients, monitoring life signs, cleaning wounds, bathing, etc.

"Severity and Case Mix Adjustment" means an increase of 2% to the All-
Inclusive Rate of the Classification IV facility.
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"Special Care Percentage" means the result of dividing the Medicaid special care
days for a given cost reporting period by the total Medicaid days for the same
period. The days reported in the nursery cost center on the cost report shall be
excluded from the calculation.

"Total All-Inclusive Rate" means the All-Inclusive Rate plus all appropriate
Adjustments, (Sections IILLD., II.G., and IV.A.), to that rate for a particular
Provider that are defined in this Plan. The Total All-Inclusive Rate is the result
of multiplying the following components of the total rate for each Provider or
category of payments that has an All-Inclusive Rate:

(All-Inclusive Rate)
(ROE/GET Adjustment [if applicable])
(Medical Education Adjustment Factor [if applicable])
(Severity and Case Mix Adjustment)
[if applicable])
(cumulative Inflation Factor)

"Total Per Diem Rate" means the Basic Per Diem Rate plus all appropriate
Adjustments, (Sections IIL.D., I.G., and IV.A.), to that rate for a particular
Provider that are defined in this Plan. The Total Per Diem Rate is the result of
the multiplying the following components of the total rate in each category for
which the Provider has a Basic Per Diem Rate:

(Basic Per Diem Rate)

(ROE/GET Adjustment [if applicable])

(Medical Education Adjustment Factor [if applicable])
(cumulative Inflation Factor)

"Total Per Discharge Rate" means the Basic Per Discharge Rate plus all
appropriate Adjustments, (Sections II.D., III.G., and IV.A.), to that rate for a
particular Provider that are defined in this Plan. The Total Per Diem Rate is the
result of multiplying the following components of the total rate in each category
for which the Provider has a Basic Per Diem Rate:
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(Basic Per Discharge Rate)

(ROE/GET Adjustment [if applicable])

(Medical Education Adjustment Factor [if applicable])
(cumulative Inflation Factor)

39. "Waitlisted patient” means a patient who no longer requires acute care and is
awaiting placement to a long-term care facility.

E SERVICES INCLUDED IN THE PROSPECTIVE PAYMENT RATE

The prospective payment rate shall include all services provided in an acute inpatient
setting except:

1. Professional component, including physician services or any other professional
fees excluded under Part A Medicare;

2. Ambulance; and

3. Durable medical equipment (except for implanted devices) that the patient takes
home after he or she is discharged.

IL PREPARATION OF DATA FOR PROSPECTIVE PAYMENT RATE CALCULATION

A. SOURCE

1. The calculation of prospective payment rates shall be based on facility-specific
claims and cost data, as follows:

a. Cost data shall be abstracted at the time the rate calculation begins from
finally-settled uniform cost reports submitted to the Department by each
Provider in accordance with federal Medicaid requirements.

b. The cost report used for each facility shall be the facility's report which
ended during the state fiscal year selected as the Base Year.

c. Supplemental costs reporting forms submitted by providers shall be used
as necessary. Claims data shall be derived from claims
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submitted by Providers for Medicaid reimbursement.

For Rebasing, the latest available claims data for a two fiscal year
period shall be used. Claims that are paid by December 31 of the
year following the year in which the last fiscal year included in the
data collection effort ends shall be considered as a paid in the
fiscal year when the service was rendered.

2. Additional cost data supplied by Providers shall be utilized to update cost
data only as specified in this plan. For Rebasing, Providers will be given
an opportunity to submit cost data similar in nature to that included in the
TAC cost reports, excluding Capital Related Costs.

3 Inflation in the costs of delivering inpatient hospital services shall be
recognized by using the Inflation Factor (Section 1.D. 17) provided that no
inflation adjustment shall be applied in determining the rates for the last
quarter of FFY 2011 and the first 3 quarters of FFY 2012.

B. CLA

N OF AC NT FACILIT

1. For purposes of establishing the PPS rates, acute Inpatient facilities shall
be classified into the following four mutually exclusive groups:

a. Classification | ~ Facilities averaging less than 250 Medicaid

discharges per year;

. Classification |l - Facilities averaging 250 Medicaid discharges

per year or more, which do not participate in approved intern and
resident teaching programs;

. Classification lll - Facilities averaging 250 Medicaid discharges

per year or more which participate in approved intern and resident
teaching programs; and

d. Classification IV - The freestanding rehabilitation hospital.
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2.- Facility classification changes shall only be recognized at the time of a Rebasing.
If a facility changes classification in accordance with the definitions above, then
rates established under this Plan shall continue to apply until the Rebasing. A
facility that adds an approved intern and resident teaching program, however,
may seek rate reconsideration under Section V.C.1.c.

C. SERVICE CATEGORY DESIGNATIONS

1. Services provided by acute inpatient facilities shall be classified into four
mutually exclusive categories:

a. Maternity - An inpatient stay which results in a delivery with a maternity
principal or secondary diagnosis code;

b. Surgical - An inpatient stay with the following characteristics:
(1) the claim has not been classified as a maternity claim;
)] the claim includes a surgical code that is considered to be an

operating room procedure in the latest and most current version
of the Intermational Classification of Diseases, 9th Revision,
Clinical Modification (ICD-9-CM); and

3) the claim includes either:
(a) a surgical date; or
(b) an operating room charge.
C. Psychiatric - An inpatient stay with a primary psychiatric principal

diagnosis code and with no operating room charge; or

d. Medical - An inpatient stay not classified into one of the above three
service categories.
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EREPARATION OF DATA FOR CALCULATION OF BASE YEAR

PROSPECTIVE PAYMENT RATES

1.

Base Year Claim Charge Data shall be prepared in order to establish charge
ratios used in the payment calculation.

a.

Claim Charge Data for all Medicaid claims shall be considered based on
dates of discharge which correspond to each facility's fiscal year end.
Medicare cross-over claims shall be excluded from the calculation.

If more than one year of Claim Charge Data is used, the charges
reflected on the earlier year's claims data shall be inflated to the period
covered by the most recent year's claims data in accordance with Section
IILA3.

Claims shall be edited and properly classified.

Claim Charge Data, including charge amounts, days of care, and number
of discharges, shall be classified into the four service categories
identified in Section II.C.1. Combined claims for the delivery of a
normal newborn shall be counted as one discharge in the calculation
process. Claims for newborns described in Section IIL.E.1.e shall be
classified into the appropriate service category.

Claim charge data for surgical, maternity, and medical claims in
Classification II and III facilities shall be segregated into routine, special
care, and ancillary service charges. Nursery charges shall be included in
the routine charges.

Claim Charge Data shall be adjusted in the case of Classification II and
III facilities to delete nonpsychiatric ancillary claim charges associated
with claims in excess of
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the Outlier Threshold in effect for the Base Year.

Claim Charge Data shall be adjusted to delete ancillary charges for wait
listed patients.

Cost report data, including costs, days, and discharges, shall be extracted from
Base Year cost reports and shall be prepared in order to determine Medicaid
allowable inpatient facility costs.

a.

Cost of services excluded under Section LE. shall be deleted from costs
for purposes of the prospective rate calculation. This process shall
involve identifying items pertaining to the excluded services and
subtracting these costs from the cost report data.

Costs in excess of federal Medicare cost reimbursement limitations shall -
be deleted from costs for purposes of the prospective rate calculation.
Costs which are not otherwise specifically addressed in this plan shall be
included in a Base Year if they comply with HCFA Publication 15
standards. Capital costs associated with the revaluation of assets for any -
reason or due to a change in ownership, operator, or leaseholder where
such revaluation occurred after July 18, 1984 shall be identified and
excluded. Costs in excess of charges shall not be deleted from costs for
the purpose of the prospective rate calculation.

Allowable Medicaid inpatient facility costs shall be determined
separately for routine and ancillary costs. Nursery costs shall be
combined with other routine costs and reclassified into the routine
service component. '

The Medicaid inpatient portion of malpractice costs shall be determined
by multiplying the ratio of Medicaid inpatient costs to total costs by the
facility's total malpractice
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costs. This amount shall be added to allowable Medicaid inpatient
facility costs.

To recognize costs differences due to varying fiscal year ends and
annual inflationary increases, allowable Medicaid inpatient facility costs
shall be standardized and inflated as described in Section III.G.

Capital, medical education, and for Proprietary Providers, return on
equity and gross excise tax amounts, shall be deleted from allowable
Medicaid inpatient facility costs and shall be reimbursed in accordance
with Section II1.D.

Except as stated in Section L.E., services provided to patients during an
inpatient stay but billed by a provider other than the inpatient facility
shall be added to allowable Medicaid inpatient facility costs. To obtain
the estimated amount, the Department shall survey facilities and accept
reasonable estimates of such services.

In computing the nonpsychiatric ancillary per discharge rates, the total
ancillary costs and discharges associated with nonpsychiatric outlier
claims and the ancillary costs associated with wait listed patients shall
be deleted from allowable Medicaid inpatient facility costs and
discharges based on the claim charge ratios identified in Section I1.D.1.
above. Routine costs and days related to the outlier claims shall be
included in inpatient costs and days extracted from the costs reports and
used in computation in the prospective payment rates. Routine costs and
days related to wait listed patients shall not be extracted from the cost
reports and shall be excluded from the computation of the inpatient
rates.
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A base per diem rate for acute psychiatric inpatient services shall be established
for all inpatient facilities using the following general methodology:

a.

Deduct the Capital Related Costs allocated to psychiatric services on the
Base Year cost report.

Establish facility-specific ratios from Claim Charge Data for psychiatric
routine, special care, and ancillary charges and days to total routine,
special care, and ancillary charges and days.

Multiply the ratios in paragraph (b), by total Medicaid inpatient costs,
excluding Capital Related Costs and days for routine, special care, and
ancillary to achieve total psychiatric routine, special care, and ancillary
Medicaid inpatient costs and days as derived from the cost report.

Sum the resulting psychiatric costs and days for routine, special care,
and ancillary and achieve a facility-specific average Medicaid

psychiatric cost per day by dividing total psychiatric Medicaid inpatient -
cost by total psychiatric inpatient Medicaid days.

A psychiatric per diem rate ceiling which applies to all facilities statewide shall
be calculated in the following manner:

a.

Total the costs, excluding Capital Related Costs, and days for all
psychiatric services for all facilities, as identified in (1). Any per diem
amount that is greater than two standard deviations above or below the
statewide mean shall be excluded in calculating the component rate
ceilings;

Divide the total psychiatric inpatient costs calculated in paragraph (a) by
total psychiatric inpatient days; and
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& Multiply the result of paragraph (b) by the statewide psychiatric ceiling
factor of 1.15. This result shall be the statewide Base Year per diem rate
ceiling for psychiatric services.

The prospective payment rate for psychiatric services for all facilities shall equal
the lesser of either the facility-specific per diem rate or the per diem rate ceiling
for inpatient psychiatric services.

CLASSIFICATION I - NONPSYCHIATRIC SERVICES

A base per diem rate for nonpsychiatric services for Classification I facilities
shall be established using the following general methodology:

a. Deduct the Capital Related Costs allocated to nonpsychiatric services on
the Base Year cost report.

b. Calculate nonpsychiatric inpatient Medicaid facility costs and days for
all facilities in Classification I by subtracting the facility's psychiatric
costs and days for routine, special care, and ancillary services as
specified in Section III.A. from the facility's total allowable Medicaid
inpatient costs and days for routine, special care, and ancillary services
as derived from the cost report and as calculated in Section I1.D.

c. Sum the resulting costs, excluding Capital Related Costs, and days for

routine, special care, and ancillary services and achieve a facility-
specific Medicaid inpatient nonpsychiatric cost per day by dividing total
nonpsychiatric Medicaid costs by total nonpsychiatric inpatient

" Medicaid days. Any per diem amount that is greater than two standard
deviations above or below the statewide mean shall be excluded in
calculating the component rate ceilings;
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2. The Classification I per diem rate ceiling for nonpsychiatric services shall be
calculated as follows:

a. Total the costs, excluding Capital Related Costs, and days for all
nonpsychiatric services for all facilities in Classification I, as identified
in (1). Any per diem amount that is greater than two standard deviations
above or below the statewide mean shall be excluded in calculating the
component rate ceilings;

b. Divide total nonpsychiatric inpatient costs calculated in paragraph (a) by
total nonpsychiatric inpatient days for all facilities in Classification [;
and

c. Multiply the result of paragraph (b) by the nonpsychiatric Classification
I ceiling factor of 1.20. This result shall be the Classification I per diem
rate ceiling for nonpsychiatric facilities.

3. The prospective payment rate for Classification [ facilities shall equal the lesser -
of either the facility-specific per diem rates or the Classification I per diem rate
ceiling for nonpsychiatric inpatient services.

C. CLASSIFICATIONS II AND III - NONPSYCHIATRIC SERVICES

1. The facility-specific prospective payment base rates for nonpsychiatric services
rendered in facilities in Classifications II and III shall be comprised of two
separately established rate components, one per diem rate for routine services
and one per discharge rate for ancillary services.

2. The facility-specific base routine per diem and per discharge ancillary rate for
nonpsychiatric services for each service category (maternity, surgical and
medical) shall be established using the following general methodology:

TN No. 94-006 . v
Supersedes Approval Date © 42 jo.. Effective Date _ 8/01/94

TN No. 93-009

18



(rev. 7/22/96) ATTACHMENT 4.1595-A

a. Deduct the Capital Related Costs allocated to nonpsychiatric sérvices
and ancillaries on the Base Year cost report.

b. Determine separately for each service category the ratio of
nonpsychiatric claim charges, days, and discharges to total claim
charges, days, and discharges associated with routine, special care, and
ancillary components.

c. Multiply the ratios determine in (b) by total Medicaid inpatient days,
discharges and costs, excluding Capital Related Costs.

d. Determine the routine per diem costs for each service category by
dividing the sum of routine and special care costs, excluding Capital
Related Costs, by the sum of routine and special care days as derived
from the cost report.

e. Determine the facility ancillary cost per discharge for each service
category by dividing the ancillary service costs, excluding Capital
Related Costs, by the discharges as derived from the cost report.

3. The Base Year per diem rate component ceiling shall be calculated for each
nonpsychiatric service category for all facilities in Classifications II and III as
follows:

a. For all facilities within a classification, total for each service category
the routine costs, excluding Capital Related Costs, and days identified in
(2). Any per diem amount that is greater than two standard deviations
above or below the statewide mean shall be excluded in calculating the
component rate ceilings;

b. Divide the total costs calculated in paragraph (a) above for each service
category by the total patient days;
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c. Multiply the result for each facility classification by the nonpsychiatric
Classification II and III ceiling factor of 1.20; and

d. The result shall be the per diem rate component ceiling for
nonpsychiatric services for each service category within each facility
classification.

4. A facility's prospective payment rate component for routine services for each

nonpsychiatric service category shall equal the lesser of either the facility-
specific base rate component or the per diem rate ceiling for the appropriate
facility classification.

5. The ancillary services per discharge rate component ceiling shall be established
separately for each service category in the following manner:

a. For all facilities within a classification, total the ancillary costs,
excluding Capital Related Costs, and discharges within each
nonpsychiatric service category. Any average per discharge amount that ~
is greater than two standard deviations above or below the statewide
mean shall be excluded in calculating the component rate ceilings;

b. Divide the total costs calculated in paragraph (a) above by total
discharges for each service category;

c. Multiply the result of paragraph (b) for each facility classification by the
nonpsychiatric Classification II and III ceiling factor of 1.20; and

d. The result shall be the ancillary rate component ceiling for
nonpsychiatric services for each nonpsychiatric service category within
each facility classification.

6. A facility's prospective per discharge base payment rate component for ancillary
services for each nonpsychiatric service category shall equal
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the lesser of either the facility-specific per discharge base rate or the per
discharge rate ceiling for the appropriate facility classification.

D.  ADDITION OF FACILITY-SPECIFIC FACTORS

l. A facility's Basic Per Diem and Per Discharge Rates, as determined above, shall
be adjusted to recognize factors that are specific to that Provider. Those
adjustments may include the Medical Education Adjustment and/or the
ROE/GET Adjustment. Eligible Providers shall also receive payments in
addition to the Basic Per Diem and Per Discharge Rates (e.g., Capital Payments).

2. The Capital Payments shall be determined and paid as follows:

a. The interim Capital Payments shall be determined according to the
general procedures that are used to reimburse hospitals that are exempt
from the Federal PPS for capital costs under Medicare (and prior to the
implementation of the Medicare capital PPS), except that Capital '
Related Costs shall be reduced by 10%. At the option of the
Department, the following procedure may be utilized:

¢)) Each facility shall identify its Capital Related Costs associated
with providing acute care services. If a facility provides both
acute and distinct part long term care services, only the Capital
Related Costs associated with acute care shall be identified.

2) Each facility shall submit an estimate of its allowable Capital
Related Costs and projected Medicaid utilization for each PPS
rate year. The projected Medicaid utilization shall be based
upon the ratio of Medicaid patient days to total patient days.
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-

?3) The Department shall review the estimates for reasonableness
and determine an amount of projected allowable Capital Related
Costs for each facility.

(4)  The projected allowable Capital Related Costs (less 10%) shall
be divided by 12.

) The product of the foregoing computation shall, at the
Department's option, be multiplied either by the facility's
projected Medicaid utilization rate or by the facility's actual
Medicaid utilization (based upon the ratio of Medicaid patient
days to total patient days) reflected in the most recently filed cost
report.

6) The net result shall constitute the interim Capital Payment,
which shall be paid on a monthly basis throughout the fiscal
year,

b. The final Capital Payment shall be determined as follows:

¢)) After the end of the fiscal year, the Department shall adjust and
settle the Capital Related Costs of each facility based upon
information reflected in the finally settled cost reports that cover
the fiscal year under review.

@) Capital Related Costs shall follow the Medicare PPS capital pass
through methodology in 42 C.F.R. Part 413, Subpart G, as of
10/1/87 .

3) A provider may appeal the Department's final settlement of
Capital Related Costs in accordance with the procedural
requirements of Chapter 17-1736 of the Hawaii Administrative
Rules (see appendix to state plan). The Department
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N : .
may settle tentatively on the Capital Related Costs.

3. For Proprietary Providers, the ROE Adjustment, which represents a hospital's
percentage of return on equity received in the Base Year under Medicare cost
reimbursement principles, shall be determined as follows:

a, Divide the total allowed Medicaid inpatient return on equity amounts by
allowed Medicaid inpatient total costs; and

b. The results shall be added to 1.00 to obtain the return on equity
adjustment factor.

4, All Providers that participate in an approved teaching program shall receive the
Medical Education Adjustment, calculated as follows:

a. Divide allowed Medicaid inpatient medical education costs by total
allowed Medicaid inpatient total costs; and
b. The result shall be added to 1.00 to obtain the medical education
adjustment factor.
c. For New Providers, the medical education factor shall be determined as
part of the rate reconsideration process as authorized in Section V.C.1.c.
L

E. FINAL PROSPECTIVE PAYMENT CALCULATIONS

1. Based on the PPS rates as adjusted in Section III.D. above and inflated in Section
I11.G. below, a facility's payment for each inpatient stay in each classification
shall be calculated as follows:

a. For psychiatric discharges, multiply the Total All-Inclusive Rate for a
psychiatric discharge by the number of days of the psychiatric inpatient
stay. The result shall be the payment for a psychiatric discharge;
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For nonpsychiatric service discharges in Classification I facilities,
multiply the Total All-Inclusive Rate for the discharge by the number of
days of the inpatient stay. The result shall be the payment for a
nonpsychiatric service discharge.

For surgical, maternity, and medical service discharges in Classification
II and III facilities, calculate the prospective payment for each facility as
follows:

48] Multiply the Total Per Diem Rate component for the appropriate
nonpsychiatric inpatient service category by the number of days
of care for each service category for the inpatient discharge;

2) Add the Total Per Discharge Rate for the appropriate service
category; and

3) The result shall be the payment for each nonpsychiatric service
discharge.

If a woman delivers a child, then payment for the mother and baby shali
be made separately. A per diem payment shall be made separately for
care delivered to a normal newborn based on the costs and days
associated with nursery care.

The following situations shall not be considered as constituting care that
is delivered to a normal newborn, and shall be reimbursed as indicated:

1) If it is medically necessary for the baby to remain in the hospital
more than six days following birth (including the birthday), then
the payment shall be determined separately based on the same
criteria as any other discharge;

) If the claim form for services delivered to the newborn indicates
an intensive
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care unit revenue code, then the payment for a medical case shall
be made; or

3) If both of the following requirements are met:
(a) the claim form reflects information that would result in
the claim being characterized as a surgical case under

Section II.C.1.b; and

(b) the newborn remains in the hospital for more than three
days; then the payment for a surgical case shall be made.

2. Payment shall be made under the prospective payment rate based on the date of
discharge, except as provided in Sections I.C.6., 1.C.9. and IV.D.

3. In addition, each Provider shall receive the Capital Payments defined in Section
I.D.2.F

F. ADJUSTMENT TO PROSPECTIVE PAYMENT RATE FOR PUBLIC HOSPITALS

1. All publicly owned and operated hospitals shall receive an adjustment to their
rate to cover otherwise uncompensated costs of serving Medicaid-eligible
patients. The adjustment shall be equal to the difference between the final
prospective payment rate as determined in accordance with section IIL.E and the
allowable cost of serving a Medicaid-eligible patient.

2. Publicly owned and operated hospitals shall certify their otherwise
uncompensated costs of serving Medicaid-eligible patients, which shall be the
basis for claiming federal

G. FACILITIES WITH SPECIAL PROSPECTIVE PAYMENT RATE
CONSIDERATIONS

1. For a facility with insufficient observations (less than five claims) in a given
service category, the PPS rate shall be calculated using the weighted average for
the applicable service category for the facility's classification.

2. PPS rates for Classification IV, the freestanding rehabilitation hospital, shall be
calculated in the following manner:

a. Facility-specific claims and charge data shall be prepared in accordance
with Section IL.D.
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b. A facility-specific per diem base rate for psychiatric services shall be
calculated in accordance with Section IILA.

c. A facility-specific per diem base rate for nonpsychiatric services shall be
calculated by dividing total nonpsychiatric costs, excluding Capital
Related Costs, for the hospital by nonpsychiatric Medicaid patient days.

d. The facility specific factors shall be computed or reimbursed as defined
in Section III. D.

H. ADJUSTMENT TO BASE YEAR COSTS FOR INFLATION

Cost increases due to varing fiscal year ends and inflation shall be recognized for
purposes of establishing prospective payment rates in accordance with the following
general methodology.

1. Base year facility-specific costs shall be standardized to remove the effects
caused by varing fiscal year ends of the facility. This shall be accomplished by
dividing the Inflation Factor for the Base Year, as determined in accordance with
Section II.A.3. by 12 and multiplying this result by the number of months
between the hospital’s Base Year fiscal year end and June 30 of each year. This
result shall be added to 1.00 to yield an inflation adjustment factor which shall
then be multiplied by the facility-specific costs.

2. Cost increases due to inflation which occurred from the Base Year shall utilize
the inflation factor specified in Section II.A.3.

3. For years in which the Department does not Rebase the PPS rates, cost increases
due to inflation shall be recognized by multiplying the Total All-Inclusive, Total
Per Diem and Total Per Discharge Rates in effect for the fiscal year by one plus
the Inflation Factor for the following fiscal year. To insure the prospective
nature of the PPS, the inflation factor shall not be retroactively adjusted nor
modified, except as noted below.

4, For years in which the Department does not Rebase and in which the Inflation
Factor for the prior year was reduced persuant to Section IIL.G.6.,
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then the average rates for the prior fiscal year shall be deemed to be the rates in
effect on June 30.

5. For each year in which the Department does Rebase, cost increases due to
inflation shall be recognized by multiplying the Base Year rates by one plus the
Inflation Factor for each subsequent year, using the most current and accurate
Inflation Factor data then available. To insure the prospective of the PPS, that
data shall not be retroactively adjusted nor modified.

6. Absent circumstances beyond the control of the Department before the expiration
of six months in each fiscal year the Department shall determine whether the
aggregate amount of reimbursement for the state fiscal year is projected to
exceed the amount that would be paid for the same services under Medicare
principles of reimbursement. In making the determination, the Department shall
exclude sums paid pursuant to Section II1.D.1. or any exception to or exemption
from the ceilings on rate of hospital cost increases as defined pursuant to 42
C.F.R. Part 413. In making its determination, the Department shall use the most
current information available, including the most recent cost reports filed by the
facilities. If the projected aggregate amount of reimbursement is reasonably
anticipated to exceed the amount that would be paid under Medicare principles of

- reimbursement, then the Department shall reduce the Inflation Factor used to
calculate the rates for the remainder of the fiscal year so that the aggregate
payments for the entire fiscal year are reasonably projected to be no more than
that which would be paid under Medicare principles of reimbursement.

Iv. SPECIAL PAYMENT PROVISIONS

A. TREATMENT OF NEW FACILITIES

1. Rates for new Providers shall be calculated by a separate method. A New
Provider shall receive a statewide weighted average payment rates for
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e . .
its classification times the following New provider adjustment factor:

a. First Operating Year 150%;

b. Second Operating Year 140%;

c. Third Operating Year 130%; and

d. Fourth Operating Year
and thereafter 125%.

e. If a facility's Operating Year does not coincide with the PPS fiscal year,
then the New Provider's rates shall be prorated based on the PPS fiscal
year. For example, a New Provider that begins its First Operating Year
on January 1 would receive 145% of the statewide weighted average
payment rates for its classification for the entire PPS fiscal year that
begins on the immediately following July 1.

2. Capital Related Costs shall be reimbursed as defined in Section II.D.2 and 3.
3. For New Providers that are also Proprietary Providers, the PPS rates shall also be
adjusted by ROE and GET Adjustments, (Section M.D.3.). Those factors shall
_ be based on projected costs and receipts and calculated as defined in the Plan.
\

4. A New Provider may seek rate reconsideration under Section V.C.1.c if it adds
an approved intern and resident teaching program.

5. Notwithstanding the foregoing, a Provider that begins operations after January 1,
1993, shall receive the statewide weighted average per diem and per discharge
rates for its classification.

6. A New Provider shall have its PPS rates determined under this section until a
Rebasing occurs that identifies a Base Year in which the New Provider has a
cost report that reflects a full twelve months of operations. Thereafter, its PPS
rates
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shall be based on its Base Year cost report like all other Providers.

PAYMENT FOR TRANSFERS

A hospital inpatient shall be considered "transferred" when the patient has been
moved from one acute inpatient facility to another acute inpatient facility.

A hospital which receives a transfer and subsequently discharges that individual
shall be considered the discharging hospital. All other hospitals which admitted
and subsequently transferred the patient during a single spell of illness shall be
considered transferring hospitals.

The service category into which the patient falls at the time of transfer or
discharge shall be considered the appropriate service category for purposes of
payment to that facility.

If a Classification I or IV facility transfers an inpatient to another Classification I
or IV facility, then both facilities shall receive their All-Inclusive Rates.

[f a Classification [ or IV facility transfers an inpatient to a Classification II or
III facility, the Classification I or [V facility shall receive its All-Inclusive Rate,
and the Classification II or III facility shall receive the full per diem and
ancillary reimbursement rates defined in Section IIL.E.

If a Classification II or III facility transfers an inpatient to another acute
inpatient facility:

a. In the nonpsychiatric cases, where medical necessity requires that the
patient remain in the transferring hospital three or more days or that the
patient be cared for in the intensive care or coronary care units, the
transferring Classification II or III facility shall receive the full per diem
rate for routine care and the full ancillary

B.

1.

2.

3.

4,

5.

6.
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discharge rate for the appropriate service category, as calculated in
accordance with Section IIL.E.

For nonpsychiatric cases of less than three days and not involving
intensive care, payment to a transferring Classification II or III facility
shall be the facility-specific per diem rate for routine care and 30 percent
of the ancillary discharge rate for the appropriate service category, as
calculated in accordance with Section III.E.

For nonpsychiatric services, payment to a discharging Classification II
or [II facility shall be the full prospective payment rates calculated in
Section II1.E. of these rules.

For nonpsychiatric services, payment to a discharging Classification I
facility or, Classification IV facility, shall be determined by multiplying
the number of days of stay in the discharging facility by the per diem
calculated in Section IILE or F.2, respectively. '

For psychiatric services, payment to any
transferring or discharging facility shall be determined by multiplying
the number of days of stay by the per diem calculated in Section II1.E.

Transfers shall be subject to utilization review, and the Department may deny
full or partial payment to either the transferring or discharging facility if it is
determined that the transferring facility was able to provide all required care or
that a patient was held three days or more or placed in intensive care when it was
not medically necessary.

For the purposes of determining Capital Related Costs associated with transfers,
all days and charges associated with services rendered by each facility to the
transferred patient shall be included in that facility's computation.
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C. PAYMENT FOR READMISSION

1.

Readmissions to the same facility within 24 hours of discharge for the same spell
of illness and for the same general diagnosis as the original admission shall be
considered to be the same admission and shall be billed as a single stay. The
Department may deny full or partial payment for the original inpatient stay or
the subsequent readmission if it is determined that the facility should have
provided all required services during the original inpatient stay. This section
shall not apply in cases where a patient leaves the hospital against medical
advice.

Readmission to the same facility within 30 days of a previous discharge for
similar diagnosis shall be subject to utilization review. The Department may
deny full or partial payment for the original stay or the subsequent readmission.
if it is determined that the facility should have provided all required services
during the original inpatient stay. This section shall not apply in cases where a
patient leaves the hospital against medical advice.

D. PAYMENT FOR NONPSYCHIATRIC CASES WHICH EXCEED THE OUTLIER
THRESHOLD

If charges for nonpsychiatric services rendered to a patient during an inpatient
stay are in excess of the Outlier Threshold, then billing and payment for this stay
shall be as follows:

a. For Classification I facilities, and Classification IV facilities, payment
will be made at applicable per diem rates for the full inpatient stay.

b. For Classifications II and III facilities:

) An initial interim bill shall be submitted covering the period
from the admission date through the date that the charge for the
case reaches the Outlier Threshold. Payment for this interim bill
shall be the classification per
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diem rate for the service category multiplied by the number of
days covered by the bill plus the full appropriate ancillary rate as
calculated in Section IILE.

Sixty days after a patient reaches outlier status, monthly
thereafter, and upon discharge, a facility shall bill the
Department for charges in excess of the outlier threshold. The
facility shall also document to the Department's reasonable
satisfaction the medical necessity for the days of care and
services rendered. The Department shall pay such bills that are
appropriately documented and properly within the scope of the
acute care Medicaid program no less than quarterly. The
Department shall pay for the full per diem and 80% of the
ancillary charges, excluding amounts included in computing the
Outlier Threshold. At the next Rebasing, the Department shall
calculate a new percentage of ancillary charges that it will pay
for Outlier Claims based upon the statewide weighted average
ancillary cost to charge ratio.

For the purpose of determining Capital Related Costs associated with outlier
cases, the full amount of charges shall be included in the facility's computation.

PAYMENT FOR SERVICES RENDERED TO PATIENTS WITH OTHER HEALTH

INSURANCE

Medicaid is a secondary payor. In no case will Medicaid pay a sum, when considered in
conjunction with payments from all other sources (including the patients cost share and
Medicare), that exceeds the amount that would have been paid if no other source of

reimbursement existed.

LIMITATIONS ON ACUTE CARE FACILITY PAYMENT
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Calculation of the prospective payment rate shall not be affected by a public
provider's imposition of nominal charges in accordance with federal regulations.
However, for providers whose charges are less than costs on the most recently

filed cost report and who do not qualify as a nominal charge provider, the
prospective rate shall be reduced during the interim until the applicable cost
report is filed and a settlement adjustment made in accordance with Section
I.C.2. The interim reduction shall be in proportion to the ratio of costs to
charges on the most recent filed cost report. Updated data and charge structures
may be provided to the state's fiscal intermediary if the provider believes its rate
structure has changed significantly since the most recent filed cost report. But
the state will be responsible for approving the final interim rate reduction
necessary to approximate final settlement as closely as possible.

Payment for out-of-state acute care facility services shall be the lesser of the
facility's charge the other state's Medicaid rate, or the weighted average Hawaii
Medicaid rate applicable to services provided in comparable Hawaii facilities.

The Department or its utilization review agent may deny full or partial payment -
if it is determined that the admission or transfer was not medically necessary or
the diagnosis or procedure code was not correctly assigned, or the patient was
retained in the facility longer than necessary. The Department shall recovery
amounts due using the most expedient methods possible, which shall Include but
not be limited to off setting amounts against current payments due providers.

CHANGES TO PROSPECTIVE PAYMENT RATES
ADJUSTMENTS TO BASE YEAR COST DUE TO AUDIT OR APPEAL OF AUDIT

ADJUSTMENT

I.

Changes subsequent to the initial determination of Base Year rates due to an
audit of contracted services data reported on the provider's survey,
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or due to appeals of audit and adjustment made to costs reported on the based
: year cost report, shall not result in changes to the rate ceiling or classification

group.

2. Base Year costs shall be adjusted to reflect the audit and appeal decisions, and
the facility's specific prospective rates (including the impact of all adjustment
factors) and reimbursement for Capital Related Costs rate shall be recalculated,
effective the first day of the initial rate year in which those costs were used to
compute the PPS rate, based on the adjusted Base Year cost, as long as the rate
ceilings are not exceeded.

B. REBASING THE PROSPECTIVE PAYMENT RATES

The Department shall perform a Rebasing periodically so that a Provider shall not have
its Basic per Diem and Per Discharge Rates calculated by reference to the same Base
Year for more than eight state fiscal years; provided, however, that the duty to Rebase
shall be suspended during the period that the 1115 research and demonstration waiver is
in existence and for one state fiscal year thereafter.

C. REQUESTS FOR RATE RECONSIDERATION

1. Acute care providers shall have the right to request a rate reconsideration if one
of the following conditions has occurred since the Base Year:

a. Extraordinary circumstances, including but not limited to acts of God,
changes in life and safety code requirements, changes in Licensure law,
rules or regulations, significant changes in case mix or the nature of
service, or addition or new services occurring subsequent to the Base
Year. Mere inflation of costs, absent extraordinary circumstances, shall
not be grounds for rate reconsideration.

b. Reduction in Medicaid average length of stay within a facility which
produced a decrease in the average cost per discharge but an increase in
the average cost per day. This paragraph shall not include reductions in
average length of stay resulting from a change in case mix. The rate

reconsideration.
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relief provided under this section shall be the lesser of actual growth in
the cost per day since the Base Year or 75 percent of the reduction in the
average cost per discharge (inflated) since the Base Year divided by the
current average length of stay. In no case shall the add on exceed the
actual ancillary and room and board costs of the facility.

The addition of an approved intern and resident teaching program. This
is the only circumstance that is eligible for a rate reconsideration request
by a New Provider.

A Provider may also obtain a rate reconsideration if it provides an atypically high
percentage of special care, determined as follows. In order to obtain the relief, the
Provider must meet each of the tests and follow each of the procedures defined below:

a.

One or more of the facility's per diem rates is affected by the ceiling in
its classification for that type of service;

The percentage of the facility's Base Year Medicaid special care days
over total Base Year Medicaid days (excluding days that are reported in
the nursery cost center on the cost report) is greater than 150% of the
same average for all other facilities in its classification. The data to
perform the comparison shall be obtained from the Base Year Medicaid
cost reports,

The facility's average per diem costs for both general inpatient routine
service and special care, excluding Capital Related Costs and medical
education costs, are no greater than 120% of the weighted average for all
other facilities in the same classification. The data to perform the
comparison shall be obtained from the Base Year Medicaid cost reports;

The Provider must analyze its Base Year costs and vary its Special Care
Percentage to determine its Breakeven Point. This analysis
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shall be performed for each PPS rate that was affected by a component
ceiling;

The Provider must compute its Special Care Percentage based upon the
most recent information available;

The Provider must certify to the Department in conjunction with its rate
reconsideration request that, based upon its most recently filed cost
report, the percentage defined in subsection b. continues to exceed 150%
of the average for all other facilities in its classification during the Base
Year. The certification shall be based upon a cost report classification
method that is consistent with the method that the facility used in the
Base Year Medicaid cost report;

The Provider must submit the results of all of the foregoing analyses and
calculations, along with its certification, to the Department as part of its
rate reconsideration request. For each rate category in which the most
recent Special Care Percentage exceeds the Breakeven Point, the
Provider shall have the applicable PPS rate increased by the amount that .
was it was reduced due to the application of the component ceilings. For
each rate category in which the most recent Special Care Percentage is
equal to or less than the Breakeven Point, the Provider shall receive no
increase in its PPS rates.

Requests for reconsideration shall be submitted in writing to the Department and
shall set forth the reasons for the requests. Each request shall be accompanied
by sufficient documentation to enable the Department to act upon the request.
Documentation shall include the data necessary to demonstrate that the
circumstances for which reconsideration is requested meet the requirements
noted above. Documentation shall include the following:
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a. A presentation of data to demonstrate reasons for the hospital's request
for rate reconsideration.

b. If the reconsideration request is based on changes in patient mix, then the
facility must document the change using diagnosis related group case-
mix index or other well-established case-mix measures, accompanied by
a showing of cost implications.

4, A request for reconsideration shall be submitted within 60 days after the
prospective rate is provided to the facility by the Department or at other times
throughout the year if the Department determines that extraordinary
circumstances occurred. The addition of an approved intern and resident
teaching program shall be one example of that type of extraordinary
circumstance that justifies a mid-year rate reconsideration request.

5. The provider shall be notified of the Department's discretionary decision in
writing within a reasonable time after receipt of the written request.

6. Pending the Department's decision on a request for rate reconsideration, the
- facility shall be paid the prospective payment rate initially determined by the
Department. If the reconsideration request is granted, the resultant new
prospective payment rate will be effective no earlier than the first date of the

prospective rate year. '

7. A provider may appeal the Department's decision on the rate reconsideration.
The appeal shall be filed in accordance with the procedural requirements of
Chapter 17-1736, administrative rules (see appendix to state plan).

8. Rate reconsiderations granted under this section
shall be effective for the remainder of the prospective rate year. If the facility
believes its experience justifies continuation of the rate in subsequent rate years,
it shall submit information to update the documentation specified in subsection 2
within 60 days of
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the notice of the facility's rate for each subsequent rate year. The Department
shall review the documentation and notify the facility of its determination as

described in subsection 4 above.

The Department may, at its discretion, grant a rate adjustment which is
automatically renewable until the Base Year is recalculated.

Rate increases will be paid as a lump-sum amount.

VI. REPORTING REQUIREMENTS

A. COST REPORTING REQUIREMENTS

1.

All participating acute care facilities shall maintain an accounting system which
identifies costs in a manner that conforms to generally accepted accounting
principles.

Participating facilities shall submit the following on an annual basis no later than
five months after the close of each facility's fiscal year:

Uniform Cost Report;

Working Trial Balance;

Provider Cost Report Questionnaire;

Audited Financial Statements if available; and

Disclosure of Appeal Items Included in the Cost Report.

A listing of all Medicaid credit balances showing information deemed
necessary by the State, and copies of provider policies and procedures to
review Medicaid credit balances and refund overpayments to the State.

"o Ae o

Claims payment for services will be suspended 100 percent until an acceptable
cost report submission is received. A 30 day maximum extension will be granted
upon written request only when a provider’s operations are significantly
adversely affected due to extraordinary circumstances beyond the control of the
provider, as provided in Medicare guidelines.

Each provider shall keep financial and statistical records of the cost reporting
year for at least
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six years after submitting the cost report to the Department and shall also make
such records available upon request to authorized State or federal
representatives.

AUDIT REQUIREMENTS

1.

The Department or its fiscal agent shall conduct periodically either on-site or
desk audits of cost reports, including financial and statistical records of a sample
of participating Providers in each Provider classification.

Reports of the on-site or desk audit findings shall be retained by the Department
for a period of not less than three years following the date of submission of the
report.

Each Provider shall have the right to appeal audit findings in accordance with
the procedural requirements of Chapter 17-1736 of the Hawaii Administrative
Rules (see appendix to state plan).

VII. WAITLISTED PATIENTS

A.

Payments for waitlisted patients shall reflect the level of care required by the patient.
The facility shall receive a routine per diem for each day that a waitlisted patient remains
in the acute care part of the facility. Room and board waitlisted rates are to be
determined based upon the statewide weighted average costs of providing either Acuity
Level A or C services by distinct part facilities per the Medicaid long term care
prospective payment rate calculations with the following exceptions:

1.

The waitlisted rates cannot exceed the facility's own distinct part Acuity Level A
or C prospective payment rates.

A facility with a distinct part SNF, but no ICF, would have an Acuity Level A
waitlisted rate based on the statewide weighted average (but not to exceed the
facility's distinct Acuity Level C PPS rate).

In no case will any relief granted under rate reconsideration be used to adjust the
waitlisted rates.
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B. Waitlisted rates shall be annually adjusted by the same inflation factors as the long term
care PPS rates.

C. In all cases, the payment rate under this Plan for Waitlisted long term care patients in
acute care beds does not include ancillary services except for medical supplies and
maintenance therapy. These excluded ancillary services must therefore be billed
separately. Payments will be consistent with the ancillary rates paid to long-term care
facilities.
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VIII. DISPROPORTIONATE SHARE PAYMENTS

DEFINITIONS

In this Section VIII, the following definitions apply:

1.

2.

“DSH” means disproportionate share hospital.
“DSH provider” means a hospital that meets the following tests:
a. Either — -

(@) Has at least two obstetricians with staff privileges at the
facility who have agreed to provide obstetric services to
individuals who are eligible for assistance under the
Medicaid program; or

(i)  Did not offer non-emergency obstetric services as of
December 21, 1987;

b. Has a Medicaid utilization rate equal to or greater than one (1)
percent.

c. The above qualifying DSH providers will include those hospitals
meeting 42 USC 1396r-4(b)(1).

“Medicaid utilization rate” means, for a hospital, a fraction (expressed as a
percentage), the numerator of which is the hospital’s number of inpatient
days attributable to patients who (for such days) were eligible for medical
assistance under a State plan approved under this title in a period or under
the Med-QUEST 1115 waiver (regardless of whether such patients receive
medical assistance on a fee-for-service basis or through a managed care
entity), and the denominator of which is the total number of the hospital’s
inpatient days in that period. For this purpose, the term ‘inpatient day’
includes each inpatient in the hospital, whether or not the individual is in a
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specialized ward and whether or not the individual remains in the hospital for lack
of suitable placement elsewhere.

4) “Uncompensated care costs” means the costs of providing care to the uninsured,
shortfall in reimbursement of the cost of providing inpatient and outpatient services under
the QUEST managed care program, and any shortfall in reimbursement of the cost of
providing inpatient or outpatient services on a fee-for-service basis to Medicaid eligible
patients. The State will adhere to the OBRA93 hospital specific DSH limits (42 USC
1396r-4(g)) and is net of any profit earned on fee-for-service or managed care
reimbursement. “Shortfall” means the cost of providing service less the payment received
for the service, either pursuant to the state plan or pursuant to the section 1115 waiver
and is net of any profit earned on fee-for-service or managed care reimbursement.

(5) “Governmental DSH Provider” means a hospital meeting the tests in Paragraph 2 (above)
that is owned and operated by the Hawaii Health Systems Corporation.

B. PAYMENT ADJUSTMENT

1. With respect to state fiscal year 2011, all DSH providers (which do not include

Governmental DSH providers) will receive payments as follows:
a. Payments will be made from a pool of funds in the amount of $10 million (total

computable). The payment for each DSH provider shall be determined by a
distribution formula that is based on the following four factors:
(i) Medicaid inpatient fee-for-service uncovered cost (30%);
(i) Medicaid outpatient fee-for-service uncovered cost (10%);
(iii) Bad debt and charity (20%); and
(iv) Case mix adjusted days (40%).
The percentages applicable to each factor represent the portion of the pool to be
distributed in accordance with the listed factor. For each portion of the pool, each
hospital's share will be based on its share of the total for that portion, and the sum
of the shares for each hospital and shall constitute its payment amount.
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b. In no event shall the total payments to a DSH provider for state fiscal year 2011
exceed the uncompensated care costs of the provider. If the provider has
uncompensated care costs (as defined in paragraph A.4 above) attributable to
state fiscal year 2011 that are less than the amount of the payments that would
be made to that provider pursuant to the formula set forth above (or to the
redistribution described in this sentence), the payments to that provider shall be
reduced to the amount of its uncompensated care costs attributable to state fiscal
year 2011 and the difference shall be distributed to the remaining DSH providers
in accordance with the formula set forth above.

2. With respect to state fiscal year 2011, governmental DSH providers will receive DSH
payments as follows:

a. Payments will be made based on each qualifying governmental DSH hospital’s
uncompensated care cost (as defined in paragraph A.4 above) attributable to state
fiscal year 2011.

b. The federal share of the DSH payments to government hospitals under this
paragraph 2, when combined with the federal share of the DSH payments made to
DSH hospitals under paragraph 1 of Section B., shall not exceed $10 million.

3. No payment will be made to any hospital in excess of its total inpatient and outpatient
hospital uncompensated care costs.

C. PAYMENT METHOD

Payments for state fiscal year 2011 will be made in up to four installments during the course of
state fiscal year 2012.

DSH payments for government DSH providers will be reconciled in accordance with the
methodology set forth in the Protocol referred to in Section E.
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D. SOURCE OF DATA

The calculations to be made in determining the payment amounts in accordance with
Section B.1. above shall be based on cost reports for each hospital’s most current fiscal
year concluded by June 30, 2010. The calculations to be made in determining the
payment amounts in accordance with Section B.2. above shall be based on hospital
reported data for the current year.

E. COST PROTOCOL

Uncompensated cost of government DSH providers will be determined in accordance with
the following Cost Protocol:

Government-Owned Hospital
Uncompensated Care Cost (UCC) Protocol

Introduction

This protocol directs the method that will be used to determine uncompensated care (UCC) payments to
government-owned hospitals as allowed by this Section VIII (Disproportionate Share Payments).

Summary of Medicare Cost Report Worksheets

Expenditures will be determined according to costs reported on the hospitals' 2552 Medicare cost reports
as follows:

Worksheet A

The hospital's trial balance of total expenditures, by cost center. The primary groupings of cost centers are:

(i) overhead;

(ii) routine;

(iii) ancillary;

(iv) outpatient;

(v) other reimbursable; and
(vi) non-reimbursable.

Worksheet A also includes A-6 reclassifications (moving cost from one cost center to another) and A-8
adjustments (which can be increasing or decreasing adjustments to cost centers). Reclassifications and
adjustments are made in accordance with Medicare reimbursement principles.

TN No. 11-002
Supersedes Approval Date:  07/18/2011 Effective Date: 05/28/2011
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ATTACHMENT 4.19-A

Worksheet B

Allocates overhead (originally identified as General Service Cost Centers, lines 1-24 of Worksheet A) to
&l other cost centers, including the non-reimbursable costs identified in nes 96 through 100.

Worksheet C

Computation of the cost-to-charge ratio for each cost centsr. The total cost for sach cost center is
derived from Worksheet B, aftsr tha overhead aliocation. The fotsl charge for each cost center Is
determined from the hospitals records. The cost to charge ratios are used in the Worksheet D series to
determine program costs.

The gavemmentsily-operated hospitals (hospital) will utilize the Medicare cost report to determine
uncompensated care costs described in the subsequent instructions. The sbove Medicare

ratio will be applied to the uncompensated care popuistion program charges 1o determine cost. The cost

will be reduced by actuai psyments received to determine the hospital's uncompensated care cost. Any
DSH payments to hospitals by the State related to this DSH computation will not be reflected in the
payment received to determine hosplials’ uncompensated care cosL Non-Medicaid payments, funding
and subsidies made by a siate or unit of local govemment shali not be offset (e.g., state-only, local-only,
or state-jocal health programs).

Notes:

For the purposs of utilizing the Medicare cost report to determine uncompensated care costs described in
the subsequent instructions, the following terms and methodology are defined as follows:

The term “filed Medicare cost report” refers to the cost report that is submitted by
the hospital to Medicare Fiscal intermediary and Is due five months after the end of
the hospitals' fiscal year end period.

The term “finalized Medicare cost report” refers to the cost report that is settied by
the Medicare Fiscal Intarmediary with the issuance of Notice of Program
Reimbursement (NPR).

The "Uncompensated care costs (UCC)® includes covered inpatient and outpatient
hospital services cost from the Medicaid Fee For Service (Medicaid FFS), Mediceid
QUEST Expanded (QEx), and Uninsured popuiation, less payments received from
Medicald FFS, QEx, and uninsured patients.

Nothing in this document shall be construed to eliminate or otherwise limit a
hospital's right to pursue all administrative end judicial review available under the
Medicare program. Any revision to the finalized Audit Report as a result of appeals,
reopening, ar reconsideration shall be incorporated into the final determination.

m w02 Approval Date: ﬂ:__"_momm:m
TN No. 06016
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e on of Allowable Pavments to cover Uncompensated Care Co C

To determine governmentally operated hospitals' (hospital) allowable UCC, the following steps must be
taken to ensure Federal financial participation (FFP):

Annual Pavment

Each hospital’s annual DSH payments will be based on its filed Medicare cost reports for the spending
year to which the payments apply or, if not available, for the most recent year for which a report is
available. If a prior year cost report is used for the interim payment purposes, the annual payment will
be determined as described below but using the data from that prior period, and such interim payment
will then be first reconciled to the annual payment computed from the spending cost reporting period, as
described below, once that spending year Medicare cost report is filed by the hospital.

The annual payment is based on the calculation of inpatient and outpatient program costs using the cost
center per diems and cost-to-charge ratios derived from its filed Medicare cost report for the service
period. Days, charges, and payments for Medicaid FFS services originating from the provider’s
auditable records will be reconciled to MMIS paid claims records. Medicaid managed care and
uninsured days, charges, and payments will originate from the provider’s auditable records.

For each inpatient hospital routine cost center, a per diem is calculated by dividing total costs of the cost
center (from ws B, part I, column 25) by total days of the cost center (from ws S-3, Part I, column 6).
For each ancillary hospital cost center, a cost to charge ratio is calculated by dividing the total cost of the
cost center (from ws B, Part I, column 25) by the total charges of the cost center (from ws C, Part I,
column 8). The Adult and Pediatric (A&P) routine per diem, in accordance with CMS-2552 worksheet
D-1, should be computed by including observation bed days in the total A&P patient day count and
excluding swing bed nursing facility costs and non-medically necessary private room differential cost
from the A&P costs.

For inpatient UCC cost computation, each routine hospital cost center’s per diem is muitiplied by the
cost center's number of eligible UCC days, and each ancillary hospital cost center’s cost-to-charge ratio
is multiplied by the cost center’s UCC-eligible inpatient charges. Eligible UCC days and charges pertain
only to the UCC populations and services and exclude any non-hospital services such as
physician/practitioner professional services. The sum of each cost center’s inpatient hospital UCC cost
is the hospital’s inpatient UCC cost prior to the application of payment/revenue offsets.

For outpatient UCC cost computation, each ancillary hospital cost center’s cost-to-charge ratio is
multiplied by the cost center’s UCC-eligible outpatient charges. Eligible UCC charges pertain only to
the UCC populations and services as defined in the STCs and exclude any non-hospital services such as
physician/practitioner professional services. The sum of each cost center’s outpatient hospital UCC cost
is the hospital’s outpatient UCC cost prior to the application of payment/revenue offsets.

The cost computed above will be offset by all applicable payments received for the Medicaid and
uninsured services included in the UCC computation and then reconciled to the interim quarterly UCC
payments made.

Payments that are made independent of the claims processing system for hospital services of which the
cost are included in the program costs described above, including payments from managed care entities,
for serving QEx enrollees, will be inciuded in the total program payments under this annual initial

TN No. 10-004
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IX.  PUBLIC PROCESS

The State has in place a public process which complies with the requirements of Section
1902(a)(13)(A) of the Social Security Act.

TN No. 07-005

Supersedes Approval Date:

FEB - 6 2003
TN Ne. 98-005

Effective Date: 06/14/07
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| State:

[HAWAI B

N 1

ALT S V 2

The State assures that the reimbursement to public and private providers of Medicaid services, products or
items are the same and does not subdivide or subclassify its payment rates.

All payment rates and their effective dates shall be reflected in the Division’s website at
www.med-quest.us.

1.

HAWAI MEDICAID FEE SCHEDULE:

The Hawaii Medicaid Fee Schedule was updated on July 1, 2006 and made effective for
services rendered on or after that date. The current Hawaii Medicaid Fee Schedule is
based on sixty percent of the 2006 Medicare Fee Schedule and it is located at
http://www.med-quest.us.

Reimbursement rates, expect as specified below and other parts of this Attachment, for
providers of medical care who are individual practitioners and other providing non-
institutional items and services shall not exceed the maximum permitted under federal
laws and regulations and shall be the lower of the Medicare Fee Schedule, the State limits
as provided by the Appropriation Act, the Hawaii Medicaid Fee Schedule or the
provider’s billed amount,

These services include:

(a) Physician services;

Payment shall be sixty per cent of the 2006 Medicare Fee Schedule for physician
services. The rate was set and effective on or after July 1, 2009.

(b) Podiatric services;

{c) Optometric services;

(d) Other practitioner services including nurse midwife, and pediatric nurse
practitioner, advanced practice registered nurse in behavioral health are
reimbursed at seventy-five per cent of the Medicaid reimbursement rate for a
psychiatrist. Services provided by a licensed clinical social worker, marriage
and family therapist, and licensed mental health counselor are reimbursed at
seventy-five per cent of the Medicaid reimbursement rate for a psychologist;

(e) Physical therapy;

® Occupational therapy,;

®) Services for persons with speech, language, and hearing disorders;

TN No.
Supersedes
TN No.

10-003
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ATTACHMENT 4.19-B

(h) Smoking cessation services;
*  Smoking cessation counseling services shall be billed according to the
appropriate Healthcare Common Procedures Coding System (HCPCS) code
of three to ten minutes or greater than ten minutes.

(i) Teleheaith services:

The spoke site (originating site) is only eligible to receive a facility fee not to
exceed the published Medicare payment for telemedicine services for spoke
sites. If the spoke or originating site is an FQHC/RHC, then the
FQHC/RHC is eligible to receive prospective payment system (PPS) visit
rate.

No payments will be made to Medicaid providers to facilitate telehealth.

Providers are required to identify asynchronous, store and forward
technology, with HIPAA compliance coding.

o  Hub site or Distant site / Providers:

Providers, physicians, psychologists, nurse midwives, pediatric or family
nurse practitioners, advanced practice registered nurses in behavioral health
and licensed clinical social workers in behavioral health, at the hub site or
distant site will be reimbursed according to the payment methodology of the
appropriate service provided as described in other parts of this Attachment.

If the hub or distant site is an FQHC/RHC, then the FQHC/RHC is eligible
to receive PPS visit rate.

» Transmission fees and items such as technical support, line charges,
depreciation on equipment, etc. are not reimbursable services under
telehealth.

TN No. 10-003
Supersedes Approval Date: NOV 1 5 2010Eﬁoctlvo Date: 07/01/09
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MEDICAID PAYMENTS FOR OTHER NONINSTITUTIONAL ITEMS
AND SERVICES ARE DETERMINED AS FOLLOWS:

ATTACHMENT 4.19-B

(a) The reimbursement rates for the following services are based on 4 rate that is published
on the agency's website at www.med-quest,us;

(b)

Durable Medical Equipment (including eyegiass frames

and hearing aids), prosthetic devices and appliances except,

that Intraocular lens, cochlear implants, and neurostimulators are
provided as part of an outpatient surgical procedure and are limited
to invoice cost, not to exceed the Medicare fee schedule for the
surgical service.

The rates for durable medical equipment, prosthetic devices and appliances
were set and are effective on or after July 1, 2006.

Dental services (including dentures);

The dental rates for the neighbor islands (Kauai, Maui,
Hawaii, Molokai and Lanai) were set as of 08/07/08 and are
effective for services on or after that date. All rates are
published on the agency's website at www.medquest.us.

The dental rates for the istand of Oahu were sef as of

07/01/08 and are effective for services on or after that date. All
rates are published on the agency’s website at www.med-quest.us.

EPSDT (comprehensive periodic examination, case
management, skilled nursing and personal care services.)

The rates for EPSDT were set and are effective on or afer J aly 1, 2006.
Home pharmacy services;

The rates for home pharmacy services were set and are effective on or after
July 1, 2006.

Medical supplies;

The rates for medical supplies were set and are effective on or after July 1,
2006,

Home Health Agency Services

The rates for home health agency services were set and are effective on or
after July 1, 2006.

Payment for laboratory services and X-ray services shall be at the current Medicare
fee schedule for participating providers.

TN No.
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TN No.

09-004

08-012

FEF 70 2010

Approval Date: Effective Date: 07/01/08




1N U cowM Lw aw CENICRD FUK I'EUILHRE 415 744 2933 P.B5/13

Rev. 12/12/03 ATTACHMENT 4.19-B

(c)  Payments for outpatient hospital treatment room services shall not
exceed the lowest of:

1. The rate established by the Department;
2. Seventy-five percent of billed charges; or

3. - The Medicare fee schedule for providers who participate in
Medicare.

(d)  Payments for an emergency room shall not exceed the lowest of
the rate established by the department, seventy-five per cent of billed
charges, or the Medicare fee schedule for providers who participate in
Medicare.

(e) . Payments for lenses for eyeglasses shall be limited to the
lower of billed charges, not to exceed the lower of the cost plus ten per
cent or the Medicare fee schedule for providers who participate in

Medicare.

H Payments for hearing devices shall be the actual claim charge or
$300, whichever is lower. Exceptions may be made for special models
or modifications.

(2 Payments for nurse midwife services shall be limited to seventy-
five per cent of the Medicaid reimbursement rate for obstetricians and

gynecologists.

(h)  Payments to pediatric nurse practitioners and family nurse
practitioners shall be limited to seventy-five per cent of the prevailing
customary Medicaid allowance for pediatric physicians and family
practice physicians.

@) Payments for clinic sexvices (other than physician-based clinics)
shall be limited to rates established by the department. The types of
clinics include government sponsored non-profit, and hospital-based
clinics.

()] Payments for teaching physicians shall be limited to rates
established by the department. Payments are made to the teaching
hospital, not to the physician, and per visit payment of $24.

TN No. 02-007
Supersedes Approval Date: APR 2 J004Effective Date: 10/01/02
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Payment for medical supplies shall be the lowest of billed charges,
the rate established by the department, or the Medicare fee schedule for
providers who participate in Medicare.

Payments for home pharmacy services shall be the lower of billed
charges, the rate established by the department or the Medicare fee
schedule for providers who participate in Medicare.

Payments for sleep services shall be the lower of billed charges, the
rate established by the department or the Medicare fee schedule for
providers who participate in Medicare.

Payments for targeted case management services:

1.  Payment is based on negotiated rates which take into
consideration Medicaid allowable costs.

The State has a system in place to accumulate claim costs

for the services. Rates are reassessed annually based on
historical information provided by the Department of Health
and verified by the Department of Human Services. Historical
data will be used to set the base each year and any new add-ons
will be calculated into the new rate.

A. Services shall be reimbursable only for calendar
months during which at least one face to face or
tclephone contact is made with the recipient or
collaterals.

B. Payments shall not be made for services for which
another payer is liable, nor for services for which no
payment liability has incurred.

TN No. 02-007

Supersedes
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C.  Payment shall be made for only one recipient even
though more than one recipient may have been serviced
during the unit of service.

D. Requests for payments shall be submitted on a form
specified by the Department and shall include the:

(i) Date of service;
(ii)  Recipient’s name and identification number;

(i) Name of the provider and person who
provided the service; '

(iv)  Nature, procedure code, units of service; and
(v)  Place of scrvice.

2. Payments for Medicaid recipients, who are medically-
fragile, are based on negotiated rates. The negotiated rates are
based on cost data submitted by each provider agency which
take into consideration allowable Medicaid cost, expenditures
related to case management services, and administrative
expenditures. These costs will serve as the basis from which
the final rate will be negotiated. Negotiation of the rate will
take into consideration items such as but not limited to type of
existing services, new add-on services, and area availability.

Negotiated rates will be re-calculated by the Department of
Human Services each year using the last full year of available
data.

A. Payments shall not be made for services for which
another payer is liable, nor for services for which no
payment liability has incurred.

B. Payment shall be made for only one recipient even
though more than one recipient may have been serviced
during the unit of service.

TN No. 02-007 APR " oo
Supersedes Approaval Date; - 004 Effective Date: 10/01/02
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C. Requests for payments shall be submitted on a form
specified by the Department and shall include:

(1) Date of Service;
(i)  Recipient’s name and identification number;

(iii) Name of the provider and person who provided
the service;

(iv)  Nature, procedure code, units of service; and;
| (v)  Place of service.

3. Payments shall be limited to agencies that are authorized
Medicaid providers for the following case management
services;

A. Case Management - Inpatient hospital for ventilator
dependent/tracheostomized child prior to initial
discharge to home/community - requires authorization.

B. ' Case Management for ventilator
dependent/tracheostomized child living in the
home/community — requires authorization.

C. Case Management for non-ventilator dependent/non
tracheostomized child with significant medical needs —
requires authorization.

D. Maintenance Case Management for children with
significant medical needs whose caregivers are able to
access services and supplies with little assistance from
case managers — requires authorization.

E. Additional case management hours to address changing
medical needs — requires authorization and a report.

(0)  Effective July 1, 2001, the Department will adopt the following
statewide, fee-for-service rcimbursement rates for each community
mental service:

Supersedes Approval Date: " Effective Date: 10/01/02
TN No. 01-009
-5.1-
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SERVICE PROVIDER REIMBURSEMENT
TYPE

e

i uud

Crisis management
1. Telephone contact

IR

B o

Agency

%Ty‘.

Tz:\%ﬁms,r

Per contact

_METHODOLOGY

Rate negotiated by the
Department Human Services
(DHS). Final rate will be
determined based on the
following factors:

s Cost to provide the service

e Comparison to comparable
services by comparable
Medicaid provider types

e Relative value to other
services within the
established fee schedule

e Rate will not exceed the
Medicare fee schedule for
providers who
participate in Medicare.

e Rate will be recvaluated at a
minimum of once every two
years for its cost basis and
allowability

2. Telephone contact
followed by face to
face

Agency

Per contact

Rate negotiated by the
Department Human Services
(DHS). Final rate will be
determined based on the
following factors:
e Cost to provide the service
» Comparison to comparable
services by comparable
Medicaid provider types
Relative value to other
services within the
established fee schedule
e Rate will not exceed the
Medicare fee schedule for
providers who participate in
Medicare.

TN No. 02-007
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2. Telephone contact : ¢ Rate will be reevaluated at

followed by face to a minimum of once every

face (continued) . two years for its cost basis
and allowability

, , R RS L
Cns:s res1dent1al Agency Dzu]y Rate negouated by the
Department Human Services
(DHS). Final rate will be
determined based on the
following factors:

o Cost to provide the service
o Comparison to comparable
services by comparable

Medicaid provider types

e Relative value to other
services within the
established fee schedule

e Rate will not exceed the
Medicare fee schedule for
providers who participate
in Medicare.

¢ Rate will be reevaluated at
a minimum of once every
two years for its cost basis
and allowability

onpsychosoclal rehab Agency Bllled in Rate negotlated by the

15 minute | Department Human Services

increments.| (DHS). Final rate will bc

determined based on the

following factors:

¢ Cost to provide the service

¢ Comparison to comparable
services by comparable
Medicaid provider types

s Relative value to other
services within the
established fee schedule

TN No. 02-007 APR 2
Supersedes Approval Date: “ ?Cﬂl'!!:ffective Date: 10/01/02

TN No. 01-010
-53-



HFR=4 (—~Zdd4

Rev. 12/12/03

14: 1Y

LENIERS FUR MEDICARE

415 744 2933
ATTACHMENT 4,19-B

Biopsychosocial rehab
(continued)

A‘:I-“' q
tensive family
intervention

g

Billed in
15 minute
increments.

Rate

¢ Rate will not exceed the
Medicare fee schedule for
providers who participate
in Medicare.

o Rate will be reevaluated at
a munimum of once every
two years for its cost basis
and allowability.

negotiated by the
Department Human Services
(DHS). Final rate will be
determined based on the
following factors:

e Cost to provide the service
e Comparison to comparable
services by comparable
Medicaid provider types
Relative value to other
services within the
established fee schedule

o Rate will not exceed the
Medicare fee schedule for
providers participating in
Medicare

Rate will be reevaluated at
a minimum of once every
two years for its cost basis

and allowability
R R s R o SIS ST o P Mavakia By A TR G 2
Therapeutic supports | Agency Daily Rate negotiated by the
Department Hurnan Services
(DHS). Final rate will be
determined based on the
following factors:
o Cost to provide the service
e Comparison to comparable
services by comparable
Medicaid provider types
o Relative value to other
services within the
o No. 02007 APR 2 T
upersedes Approval Date: Effective Date: 10/01/02
TN No. 01-010
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Therapeutic supports
(continued)

S nate YRR
Ftites \r'i,é“{’w L 4 ol

1 Baeiiet i) WK

. Intensive outpatlent Agency
hospital services

Billed in

15 minute

increments.

Rate negotiated by the

established fee schedule

e Rate will not exceed the
Medicare fee schedule for
providers participating in
Medicare

e Rate will be reevaluated at
a minium of once every
two years for its cost basis
and allowability

LA A ég,ﬁrﬁ:‘yv 1”’"‘2‘ ; Mﬂtf?mﬁ:.‘:‘ft%

Department Human Services
(DHS). Final rate will be
determined based on the
following factors:
¢ Cost to provide the service
e Comparison to comparable
services by comparable
Medicaid provider types
e Relative value to other
services within the
established fee schedule
o Rate will not exceed the
Medicare fee schedule for
providers participating in
Medicare
e Rate will be reevaluated at
a minimum of once every
two years for its cost basis

Rate negottated by the
Department Human Services
(DHS). Final rate will be
determined based on the
following factors:

e Cost to provide the service
e Comparison to comparable
services by comparable

Medicaid provider types
o Relative value to other

services within the

established fee schedule

TN No. 02-007
Supersedes Approval Date: APR
TN No. 01-010
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ACT (continued) o Rate w111 not exceed the
Medicare fee schedule for
providers participating in
Medicare
¢ Rate will be reevaluated at
a minimum of once every
two years for its cost basis
and allowability
(P)  Medicaid reimbursement for school-based health-related services
(SBHRS) is available to the Department of Education (DOE) under an
interagency service agreement (ISA) with the Med-QUEST Division.
The ISA provides that the DOE is responsible for:
1. Payment of the state share of Medicaid reimbursement for
SBHRS provided by or through the DOE;
2. Documenting the delivery of SBHRS as required by the
Med-QUEST Division;
3. Supervising or overseeing the delivery of SBHRS; and
4. Otherwise complying with all applicable Federal and State
requirements.
The DOE will be reimbursed on a fee-for-service basis. Each service
that is reimbursable as a SBHRS will be reimbursed in accordance
with the fee schedule maintained by the Med-QUEST Division for
medical services rendered by authorized Medicaid providers.
Note: The Hawaii Medicaid fee schedule has separate rates
for group therapy and individual therapy.
(@  Payments to a facility for non-emergency care rendered in an
emergency room shall not exceed:
1. The rate negotiated by the Department;
2. Seventy-five per cent of billed charges; or
3. The Medicare fee schedule for providers participating in
Medicare.
TN No. 02-007 APR | o
Supersedes Approval Date: __‘L Effective Date: __ 10/01/02
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The payment to an emergency room physician for the screening and
assessment of a patient who receives non-emergency care in the
emergency room shall not exceed the payment for a problem focused
history, examination, and straightforward medical decision making.

@ The upper limits on payments for all noninstitutional items and
services shall be established by the department in accordance with
section 346-59, HRS, and other applicable state statutes.

3. INTENTIONALLY BLANK, renumbered as #2 in SPA 02-007.

4. PAYMENT FOR CERTAIN OTHER NON-INSTITUTIONAL ITEMS

AND SERVICES:

a. Payment for prescribed drugs:

L For single source drugs, shall not exceed the lower of:
A. The billed charged,
B. The providers' usual and customary charge to the

general public; or

C. The estimated acquisition cost (EAC) or the average
wholesale price (AWP) when the AWP is the average
selling price, plus a reasonable dispensing fee.

2. For multiple source drugs, shall not exceed the lower of:

A. The billed charges;

B. The provider’s usual and customary charge to the
general public;

C. The estimated acquisition cost (EAC) or the average
wholesale price (AWP) when the AWP is the average
selling price, plus a reasonable dispensing fee.

D. The Federal Upper Limit (FUL) price plus a reasonable
dispensing fee; or

E. The State Maximum Allowable Cost (MAC) plus a
reasonable dispensing fee.

TNNo. __02:007 _
Supersedes Approval Date: AP1  ° '~ Effective Date: 10/01/02

TN No. 02-006
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3. Over-The-Counter (OTC) drugs shall not exceed the lower

of:
A.
B.

The billed charges;

The provider’s usual and customary charge to the
general public including any sale item which may be
available on the day of service;

The allowance set by the program (State maximum
allowable costs);

The estimated acquisition cost (EAC) or the average
wholesale (AWP) when the AWP is the average
selling price, plus a reasonable dispensing fee; or

The Federal Upper Limit (FUL) price plus a
reasonable dispensing fee;

Under no circumstances shall the program pay more
than the general public for the same prescription or
item.

4. Payments for medical supplies shall be made as described
in section 3 (1) above.

S The Federal Upper Limit (FUL) price does not apply if a
physician:

A.

Certifies in his or her own handwriting that a
specific brand is medically necessary for a particular
recipient. A checkoff box on a form is not
acceptable by a notation of “brand medically
necessary” or do not substitute” is allowable.

Obtains medical authorization for medical necessity
from the state medical assistance program for
specific brands of medication designated by the
program.

In such cases, the payment shall not exceed the lower of:

A. The billed charge;
TN No. 01-004
Supersedes ApprovalDate: I[N T 200l Effective Date: _ jaN L2001
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B. The provider’s usual and customary charge to the
general public; or '

C. The estimated acquisition cost (EAC) of the
ingredient plus a reasonable dispensing fee.

6. The estimated acquisition cost for the purpose of this
section is defined as the average wholesale price minus
10.5%. Average wholesale price will be derived from the -
most commonly used packaged size listed in the Biuebook.
The estimated acquisition cost means the agency's best =
estimate of the price generally and currently paid by
providers for a drug marketed or sold by a particular
manufacturer or labeler in the package size of drug most
frequently purchased by providers.

1. For the purpose of this section, the reasonable dispensing
fee is $4.67 for claims submitted by hardcopy, electronic
media claims (EMC) and Point-Of-Sale (POS).

8. The State maximum allowable cost (MAC) for the purpose
of this section is defined as the average of the estimated
acquisition costs of the three least expensive generics
available. At least one of the three products shall be
provided by a manufacturer who participates in the Federal

drug rebate program.

9. Payment will not be made for innovator multiple source
drugs subject to the Federal Upper Limits (42 C.F.R.
447.332(a)) when a less expensive non-innovator multiple
source drug is available for dispensing from the pharmacy.
Substitution may not be prohibited by Part VI, Drug
Product Selection of 328 HRS.

10.  The dispensing fee for any maintenance or chronic
medication shall be extended only once per thirty days
without medical authorization from the medical assistance
program. Other appropriate limits regarding the number of
dispensing fees paid per interval of time shall be
determined as necessary by the medical assistance program.

TN No. 99-003 NOV .10 ;o
Supersedes Approval Date: Effective Date: . -- -
TN No. 87-12
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In compliance with section 1927(b)(2) of the Social
Security Act invoice reports will be submitted to each
qualifying rebate manufacturer and the Department of
Health and Human Services Secretary within sixty days
after the end of each calendar quarter including information
on the total number of dosage units of each covered
outpatient drug dispensed under the rebate plan. This
report will be consistent with the standard reporting format
established by the Secretary and include the total number of
dosage units of each covered outpatient drug dispensed
under the plan during the quarter.

Payments for transportation services are limited as follows:

1.

Payments for ground ambulance and air ambulance services
are limited to billed charges, the rate negotiated by the
Department or the Medicare reasonable charge, whichever
is lower. In the case of neonatal ground transportation, the
upper limit on payment shall be at a rate set by the
Department;

Except for a recipient who is a stretcher patient, payment
for air transportation shall not exceed the inter-island or
out-of-state airfare charged the other persons on the
recipient’s flight, or a contracted amount previously agreed
upon between the airlines and the Department for
emergency chartered flights. For transportation of a
stretcher patient by the scheduled carrier, payment shall not
exceed the airfare charged for four seats on the recipient’s
flight.

A round trip airfare shall be paid for an attendant whose
services are recommended by the attending physician or are
required by the airline. Prior approval of the Department’s
medical consultant is necessary, except in emergency
situations, when the attending physician’s authorization is
sufficient, subject to the Department’s medical consultant’s
review. In addition, payment shall be made for the
attendant’s service, provided the attendant is unrelated to
the patient. The amount of payment for the attendant’s
service shall not exceed the following applicable rates:

(@)  Leave and return same day .......c.c.co.... $20

TN No.

TN No.

01-011
Supersedes
99-003

Approval DateDEC 20 2401 Effective Date: 0CT ‘ 2001
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ATTACHMENT 4.19-8

(b) Requiring overnight stay ... $40

4. Payments for emergency air ambulance services shall be
based upon prearranged contracted rates between the air
carrier and the Department, not to exceed the rates charged
the general public or the amounts paid by Medicare,
whichever is lowest. The emergency trip shall be
authorized by the attending physician using the form
designated by the Department;

5. Payments for emergency ground ambulance services shall
be based upon prearranged contracted rates between the
provider and the Department, not to exceed rates charged
the general public or the amounts paid by Medicare,
whichever is lowest. Additional amounts shall be paid for
life-saving measures administered in the ambulance such as
oxygen. The charge shall not exceed the provider’s
customary charge to the general public, the rate set by the
Department, or Medicare’s reimbursement level for the
same service. Recipients requiring ambulance service shall’
have the emergency trip authorized by the attending ’
physician using the form designated by the Department or
by the medical consultant of the Department;

(6) Payments for medical taxi services shall be by purchase
order issued by the branch office and only for trips to or
from a physician’s office, clinic, hospital, or airport (for
covered medical transportation) and the patient’s home.

Further limitations on reimbursement for such services
include:

(a) No detours or side trips shall be permitted;

(®)  The amount of payment shall be made on the basis
of metered rates charged the public; or

(c) Payments shall not include compensation for the
driver’s waiting time at the clinic, hospital,
physician’s office, or a location of other providers
of medical services.

TN No. 99-003 NOV 10
Supersedes Approval Date: " Effective Date:
TN.No. 87-12
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7. Lodgiqg and meals for Medicaid patients or attendants
apthopzed by the attending physician, in an emergency
situation, or the Department’s medical consultant shall be

paid through purchase orders to the providers issued by the
branch unit.

8. Payments for non-emergency transportation (e.g.,
Handicabs, but no taxis), are limited to rates established by
the Department.

Reimbursement for hospice services shall be based on the rates™

established under Medicare, adjusted to disregard cost offsets

attributable to Medicare ¢oinsurance amounts. The rates, which
went into effect on October 1, 1990, will continue through

December 31, 1990 '

TN No.
Supersedes
TN No.

99-003

87-12

Approval Date: NOV 10 Effective Date:
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6. MAXIMUM MEDICAID PAYMENT RATES FOR PEDIATRIC PRACTITIONER PEDIATRIC |
SERVICES (EFFECTIVE 01/01/97)

MAXIMUM PAYMENT
PROCEDURE PROCEDURE DESCRIPTION ’
CODE
GEN PRAC PED
EVALUATION AND MANAGEMENT:
OFFICE OR OTHER OUTPATIENT SERVICES
New Patlents:
* 98201 Physicians typically spend 10 minutes 25.20 26.811
* 99202 Physicians typically spend 20 minutes : 40.50 0.50
* 99203 Physicians typically spend 30 minutes 60.70* 0.701
* 99204 Physicians typlcally spend 45 minutes 55.00 79.80
* 99205. Physicians typically spend 60 minutes 61.15 "~ Pp1.80
Established Patlents:
* 99211 Typically 5 minutes are spent supervising or 11.04 11.40
performing these services
* 99212 Physicians typically spend 10 minutes 16.63 18.00
* 98213 Physicians typically spend 15 minutes 23.04 23.73
* 99214 Physicians typically spend 25 minutes 42.00 .50
*99215 Physiclans typically spend 40 minutes 47.50 ba.sz
OFFICE OR OTHER OUTPATIENT
CONSULTATIONS
New or Established Patlents:
99241 Physicians typically spend 15 minutes 51.92" 51,921
89242 Physicians typically spend 30 minutes 71.21* 71.21
99243 Physicians typically spend 40 minutes 82.63" 2.631
99244 Physiclans typically spend 60 minutes 117.92* 117.32°
gspta;?‘ Approval Date JUN 12 197 Effective Date APR - 1
TN No. 96-003 9.
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| ATTACHMENT 4.19.B | |
PEDIATRIC PRACTITIONER SERVICES
(Continued)
MAXIMUM PAYMENT
PROCEDURE PROCEDURE DESCRIPTION
CODE
GEN PRAC PED| .
| 99245 | Physicians typically spend 80 minutes 134,40 Ta4.40"
CONFIRMATORY CONSULTATIONS
New or Estabiished Patlents:
99271 Usually the presenting problem(s) are seff limited 41.14" 41.147
or minor
99272 Usually the presenting problem(s) are of low 7547 75.471
severity
99273 Usually the presenting problem(s) are of moderate 69.20 20
severity
99274 Usually the presenting problems(s) are of 98.92* 8.92"
moderate to high severity
99275 Usually the presenting problem(s) are of moderate 129.97* 1?9.97'
to high severity
HOME SERVICES
New Patient:
99341 | Usually the presenting problem(s) are of low §0.77* 50.77"
severity
99342 Usually the presenting problem(s) are of moderate '58.50 $8.50
- | severity
89343 Usually the presenting problem(s) are of high 79.97 79.977
severity
Established Patlent:
99351 Usually the patient is stable, recovering or 30.20 :#9.29-
improving
TN No. 97001 JUN 12 1881 APR -1 1981
Supersedes Approval Date Effoective Date
TN No. 98-003 10
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ATTACHMENT 4,198 |
PEDIATRIC PRACTITIONER SERVICES | |
(Continued) |
S— — | |
MAXIMUM PAYMENT |
PROCEDURE PROCEDURE DESCRIPTION
CODE
GEN PRAC PED
99352 Usually the patient is responding Inadequately to 31.49 37.27
- | therapy or has developed a minor complication
98353 Usually the patient is unstable or has developed a 48.16 F?.es
significant complication or a significant new
problem
PROLONGED SERVICES

Prolonged Physiclan Services with Direct
(Face-to-Face) Pationt Contact:

99354 Prolonged Physician Service in the office or other By Report By Repont
outpatient getting requiring direct patient contact !
beyond the usual service, first hour

99355 | Each additional 30 minutes By Report By Report

Prolonged Physiclan Service without Direct
(Face-to-Face) Patient Contact:

998358 Prolonged evaluation and management service Insligible Ingligible
before and/or after diract patient care; first hour F

99359 Each additional 30 minutes Ineligible Inpligible
PREVENTIVE MEDICINE SERVICES
New Patlents:

* 99381 Initial preventive medicine evaluation and 27.00 :?a.oo
management of & healthy Individual requiring a
comprehensive history, a comprehensive
examination, the identification of risk factors, and
the ordering of appropriate laboratory/diagnostic
procedures; new patient; infant (age under 1 year)

* 99382 Early childhood (age 1-4 years) 46.37 31.50
TN No. 97-001 S 1901
3upersedes Approval DatJUN 12 189 Effective Dato AP
TN No. §6-003 »
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ATTACHMENT 4.19-B ‘
PEDIATRIC PRACTITIONER SERVICES |
(Continued) ‘J
MAXIMUM PAYME
PROCEDURE PROCEDURE DESCRIPTION
CODE
GEN PRAC PE

* 99383 Late childhood (age 5-11 years) 33.00 a3.

* 99384 Adolescent (age 12-17 years) 38.00 35.28
Established Patlent:

* 99391 Periodic preventive medicine reevaluation and 24.00 25.20
management of individual including a :
comprehensive history, comprehensive
examinatlon, counseling/anticipatory guidance/risk
factor reduction interventions, and the ordering of
appropriate laboratory/diagnostic procedures,
established patlent; infant (age under 1 year)

* 09392 Early childhood (age 1-4 years) 208.25 28.50

* 99393 Lats childhood (age 5-11 Years) 30.00 31.50

* 99394 Adolescent (age 12-17 years) 12-24 hr continuous 31.20 37.8
recording, infant

COUNSELING AND/OR RISK FACTOR
REDUCTION INTERVENTION
New or Established Patient:
Preventive Medicine, individual Counseling:
99401 Counseling and/or risk factor reduction ineligible Ineligible
Intervention(s) provided to a healthy individual;
approximately 15 minutes
89402 Approximately 30 minutes " "
99403 Approximately 46 minutes ' .
939404 Approximately 60 minutes , " “
TN No. 87001 JUN 12 1997 APR -1 1997
Superasedes Approval Date Effactive Dato
TN No. _88-003 12
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ATTACHMENT 4.19-B
PEDIATRIC PRACTITIONER SERVICES

(Continued)
s :% ————
MAXIMUM PAYMENT
PROCEDURE . PROCEDURE DESCRIPTION
CODE
-——_-q
GEN PRAC | PED
Preventive Medicine, Group Counseling:
99411 Counseling and/or risk factor reduction Ineligible ineligible
intervention(s) provided to healthy individuals in
a group setting; approximately 30 minutes
99412 Approximately 60 minutes " B
Other Preventive Medicine Services:
99420 Administration and interpretation of heaith risk " "
assessment instrument(e.g., health hazard
appraisal)
99429 Unlisted preventive medicine service By Report By Report
NEWBORN CARE
99432 Normal newbormn care in other than hospital or 27.00 36.00
birthing room setting, including physical
examination of baby and conferences(s) with
parent(s)
MEDICINE
Immunization Injections:
90700 Immunization, active; diphtheria, tetanus Physicians are paid $2. for
toxoids, and acellular pertussis vaccine{DTP) administration & AWP (Biue
Book) current price less
* 90701 Diphtheria and tatanus toxoids and pertussis 10.5%. For VFC
vaccine (DTP)
90702 Diphtheria and tetanus toxoids (DT) vaccines, no
90703 Tetanus toxoid reimbursement is made
TN No. 97-004 SEP 0
Supersedes Approval Date 3 m Effective Date L o1 uw
TN No. 97-001
-12a-
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PEDIATRIC PRACTITIONER SERVICES |
(Continued)
MAXIMUM PAYMENT |
PROCEDURE PROCEDURE DESCRIPTION

CODE

GEN PRAC

80704 Mumps virus vaccine, live for vaccines, but a $2,
80705 Measles virus vaccine, Iive ~ Administrative ¢ 8
80708 | Rubella virus vaccine, live aliowed.

* 90707 Measles, mumps and rubella virus vaccine, live . ‘
90708 Measles and rubella virus vaccine, live ' : "
90709 Rubella and mumps virus vaccine, live . .
90710 | Measles, mumps, rubella, and varicella vaccine . .
80711 Diphtheria, tetanus, and pertussis (DTP) and " .

Injectable pollomyelitis vaccine

* 80712 Pollovirus vaccine, live, oral (any type 8)
80713 Poliomyelitis vaccine

80714 Typhoid vaccine " .
90716 Varicella (chicken pox) vaccine '
90717 Yellow fever vaccine

80719 Diphtherla toxoid “ “
90720 Diphtheria, tetanus, and pertussis (DTP) and . "
Hemophilus influenza B (HIB) vaccine
80721 Diphtheria, tetanus toxolds, and acellular pertussis " .
vaccine (DTaP) and Hemophilus Influenza B (HIB)
vaccine
80724 influenza virus vaccine ‘ *
80725 Cholera vaccine ' . I
|
i
TN No. 97-001 I APR - 1 1887 |
jupersedes Approval Datd!" 2 ¥ Effective Date |
TN No. 96-003 128 |
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PEDIATRIC PRACTITIONER SERVICES
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ATTACHMENT 4.19-B

(Continued)
B e e e e e e
#=_— — - —
MAXIMUM PAYMENT
PROCEDURE PROCEDURE DESCRIPTION
CODE
; GEN PRAC PED
e S e e
90726 Rabies vaccine . “
90727 Plague vaccine . J
90728 BCG vaccine - " J
90730 Hepatitis A vaccine " “
80732 Pneumococcal vaccine, polyvaient " -
90733 Meningococcal polysaccharide vaccine (any i .
group(s))
* 90737 Hemophilus influenza B . .
90741 immunization, passive; immune serum globulin, % "
human (ISG) pertussis, rabies,
90742 Specific hyperimmune serum globulin (e.g. ko "
hepatitis B, measles, pertussis, rabies, RHO (D},
tetanus, vaccinia, varicella-2oster)
¥ 90744 Immunization, active, hepatitis B vaccine; - “
newbom to 11 years
* 80745 11 - 18 years “ e
80749 Unlisted immunization procedure “ ol
Py # ——
TN No. 97-004 SEP 09 1997 AR ]
Supersed Effective mdﬂl 011y
TN No. 92-001 12
- c -
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PEDIATRIC PRACTITIONER SERVICES
(Continued)

9141574429338 9

e Ineligible = Services are Included In other E & M gervices, In global perinatal
care, complete EPSDT periodic screens ars relmbursed at $95.00 (global
fee), targeted case management is reimbursed at $9.75 per 15 mirlutes,
complete perinatal s reimbursed at $900.00 for vaginal and $1,400.00 for C-

section dellveries.

TN No. 97-001 JUN 12 1997 APR -1 1997
Supersedes Approval Date Effactlve Dato
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ATTACHMENT 4.19-B
7. MAXIMUM MEDICAID PAYMENT RATES FOR OBSTETRICAL SERVICES
MAXIMUM PAYMENT
PROCEDURE PROCEDURE DESCRIPTION
CODE
GEN PRAC OB-GYN
MATERNITY CARE AND DELIVERY
Inclision:
59000 Amniocenteses, any method 81.00 81.00
59012 Cordocentssis (Intrauterine), any method 216.96* 21 6.96"
59015 | Chorionic villus sampling, any method 118.08° 118.08°
59020 Fetal contractlon stress test 72.44* 72.44
59025 Fetal non-stress test 43.24
59030 Fetal scalp blood sampling 63.37 6.88
59050 Fetal monitoring during labor by consulting 84.28* ?4.28‘
physiclan with written report (separate procedure);
supervision and interpretation
Excision:
59051 Interpretation only _ 62.37 56.88
59100 Hysterotomy, abdominal (e.g. for hydatidiform 375.00* 375.00"
mole, abortion)
59120 Surgical treatment of ectopic pregnancy; tubai or 563.92° 563.92"
ovarlan, requiring salpingectomy and/or
oophorectomy, abdominal or vaginal approach
59121 Tubal or ovarian, without salpingectomy and/or 457.05* 457.05¢
. oophorectomy
59130 Abdominal pregnancy 494.92* 494.927
59135 Interstitial, uterine pregnancy requiring total 567.18° 567.187
hysterectomy
59136 Interstitial, uterine pregnancy with partial resection 555.58* 5*5.58‘
Of meas == = —+_—ﬁ
TN No. 987-001 -1 189
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OBSTETRICAL PRACTITIONER SERVICES |
(Continued) ‘
w— e
MAXIMUM PAYMENT
PROCEDURE PROCEDURE DESCRIPTION
CODE
. GEN PRAC 0B-GYN
59140 Cervical, with evacuation 343.04* 343.011*
59150 Laparoscopic treatment of ectopic pregnancy; 404.44 404.44
without salpingectomy and/or oophorectomy
591561 With salpingectomy and/or oophoractoamy 566.46 566.46*
59160 Curettage, postpartum (separate procedurs) 209.97* 09.97*
Intraduction:
59200 Insertion of cervical dilator 49.15 49.15*
Repair:
59300 Episiotomy or vaginal repair, by other than 117.43* 117.43°
attending physician
69320 Cerclage or cervix, during pregnancy; vaginal 168.24* 158.24*
59325 Abdominal 248.03* 246.03*
59350 Hysterorrhaphy of ruptured uterus 316.14° 3/16.14*
Vaginal Delivery, Antepartum, & Postpartum
Care:
59400 Routine obstetric care including antepartum care, 630.20 §88.80
vaginal delivery (with or without episiotomy,
and/or forceps) and postpartum care
* 59409 Vaginal delivery only (with or without episiotomy 415.80 379.20
and/or forceps);
* 59410 | Including postpartum care 472.80 472.80
* 569412 External cephalic varsion, with or without By Report By Repgrt
tocolysis
* 59414 Delivery of placenta (separate procedure) 102.79* 102.7Q'
-1 9y
TN No. 97-001 APR
Supersedes Approval DateJUN 12 189 Effective Date
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ATTACHMENT 4.19-8
OBSTETRICAL PRACTITIONER SERVICES |
(Continued)
MAXIMUM PAYMENT
PROCEDURE PROCEDURE DESCRIPTION
" CODE )
GEN PRAC ’ (JB-G;’N
* 59425 Antepartum care only; 4-6 visits 124.74 113.76
* 58426 7 or more visits , 249.48 227.92
* 59430 Postpartum care only (separate proceduras) 48.71 54.00
Cesarean Delivery: '

®* 59610 Routine obastetric care including antepartum care, 1042.80 1042.80
cesarean delivery, and post partum care \

* 58514 Cesarean delivery only; 675.85 ¢75.ds
* 59515 | Including postpartum care 675.65 875.66 |
* 59525 Subtotal or total hysterectomy after cesarean 380.10°* 3b0.10'
delivery '
Abortion:
59812 Treatment of incomplete abortion, any trimester, 199.98°* 189.96*
completed surgically
59820 Treatment of missed abortion, completed 270.00 243.00
surgically; first trimester
69821 Second trimester 243.00* 243.00°
59830 Treatment of septic abortion, completed surgicelly | By Report By Report
59840 Induced abortion, by dilation and curettage 280.61° 280.81*
69841 | Induced abortion, by dilation and evacuation 256.47¢ | 265.47*
59850 Induced abertion, by ene or more intra-amniotic 349.85* 349.85*
injections
659861 With dilation and curettage and/or evacuation 366.61* 3#8.61 *
59862 With hysterotomy (failed intra-amnictic injection) 4981.77° 491.77°
TN No. 97-001 JUN 12 1891 APR - 1 1997
Supersedés Approval Date Effective Date
TN No. 98-003
-1 29-
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OBSTETRICAL PRACTITIONER SERVICES

(Continued)
-‘MAXIMUM PAYMENT
PROCEDURE PROCEDURE DESCRIPTION
CODE —
GEN PRAC DB-GYN
59856 Induced abortion, by one or more vaginal 372.22 372.22
suppositories (e.g. prostaglandin) with or without
cervical dilation (e.g., laminaria);
59856 With dilation and curettage and/or evacuation 561.62 ’561 82
59857 | With hysterotomy (failed medical evaluation) 863.60 683.08

Other Procedures:

59870 Uterine evacuation and curettage for hydatidiform By Raport By Regort
mole

59899 Unlisted procedure, maternity care and delivery By Report Qy Repfort]
documentation; complete

TN No. 97-001 JUN 12 1991 hPR -1 1907 |
Supersedes Approval Date Effective Date *
TN No. 26003 ? .
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ATTACHMENT 4.19-B

ADEQUACY OF ACCESS BASED ON PRACTITIONER
PARTICIPATION DURING 1994

I OBSTETRICAL STANDARD:
County No. of No. of ;’:
Providers | Participants | Particlpants
' Hawaii 15 10 66.7%
Kauai 6 3 50.0%
Maul * 12 4 33.3%
Honolulu - 167 40 24.0%
TOTAL 200 57 - 20.0%
* = Also includes Lanal and Molokai
I PEDIATRIC STANDARD:
No. of No. of %
County | Providers | Participants | Paricipants
Hawail 18 13 72.2%
Kauai 9 3 33.3%
Maul * 17 11 64.7%
Honolulu 215 70 32.6%
TOTAL 259 97 37.56%
Source: MMIS

* Hawall QUEST was implemented August 1, 1994, The statistics above is based on fge-for-
service access from January 1, 1996 through December 31, 1996, which covers the Lo;al %gl le
Medicaid population. Effective August 1, 1994, only ABD Is covered through fee-for-gervics.

* There are approximately 1200 children statewide In the fee-for-service medical program.

TN No. 97-001 JUN 12 1997 APR - 1 1897
Supersedes Approval Date Effective Date
TN No. 86-003 12
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ATTACHMENT 4.19-B

8. HMO RATES FOR OBSTETRICAL AND PEDIATRIC SERVICES:
Payment for obstetrical and pediatric services are included in the monthly
capitation rate for eligible Medicaid recipients enrolled in HMO. Currently, Hawaii
has an 1115 Waiver with five managed care health plans. The capitation rate is
actuarially calculated by the HMO based on historical and projected casts for the
region (Hawaii). The State calculates the fee-for-service cost of service provided
by the HMO to an actuarially equivalent non-enrolled population group. Following

are the current monthly capitation rates which reflect annual increases to assure
adequacy of access to obstetric and pediatric services:

Capitation Rat f 07/01/97:

(+) Capitation rate for Kapiolani Health Hawaii is effective 09/01/97

AlohaCare HMSA Kaiser Kapiolani Queen’s Straub

Heaith Hawaii
Hawaii (+) Care
Oahu $151.67 $142.00 $146.71 $149.71 $146.92 $143.00
Hawaii $135.88 $139.00 $135.88 $139.00 $138.12 )
Maui $135.21 $135.21 * $127.11 $133.43
Molokai $135.02 $135.02
Kauai $139.88 $145.00 * $145.00 $137.08
Lanai $148.70 $148.70
*coverage only until 08/31/97
Capi f 07/01/96:
AlohaCare HMSA Kaiser Queen’s - Straub
Hawaii Care

Oahu $167.06 $167.06 $167.06 $167.06 $167.06
Hawaii $159.32 $159.32 $159.32 $159.32
Maui $152.21 $152.21
Molokai $148.57 $148.57
Kauai $158.19 $158.19 $158.19
Lanai $163.78 $163.78
TN No. 97-004 SEP 09 1992 . JuL ot 1991
Supersedes Approval Date: Effective Date:”_~ ~ ™"
TN No. 97-001
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C 1
AlohaCare HMSA Kaiser Queen’s Straub
Hawaii Care
Oahu $174.00 $176.26 $177.11 $167.06 $177.50
Hawaii $175.00 $166.78 $166.78 $159.32
Maui $152.21 $166.78
Molokai $148.57 $166.78
Kauai $169.50 $166.78 $158.19
Lanai $163.78 $164.15
AlohaCare HMSA Kaiser Queen’s Straub
Hawaii Care
Oahu $163.22 $168.35 $151.40 " $155.74 $153.16
Hawaii $161.25 $156.66 $156.66 $144.78
Maui $144.08 $166.13
Molokai $126.84 $155.44
Kauai $154.29 $162.20 $144.04
Lanai $136.12 $177.57

9 PAYMENTS FOR ALL OTHER NON-INSTITUTIONAL ITEMS AND SERVICES:

Payments for all other non-institutional items and services shall be at a rate set by
the Department. In the case of Qualified Medicare Beneficiaries, deductibles and
co-insurance payments for any Medicare covered services that are not otherwise
covered under the Hawaii State Plan, are based on the Medicare reasonable

charge.

TN No. 97-004
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TN No. 97-001
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10. FEDERALLY QUALIFIED HEALTH CENTERS (FQHCs) AND RURAL
HEALTH CLINIC{RHCs) PAYMENT SYSTEMS:

10.0 Introduction

This section describes the payment methodology for services performed on or after
January 1, 2001 by federally qualified health centers (FQHCs), including FQHC look-a-
likes as designated by the Public Health Service and Rural Health Clinics (RHCs) and as
required by the Medicare, Medicaid and SCHIP Benefits Improvement and Protection
Act (“BIPA”) of 2000. The payment methodology is as follows:

(a)  Effective January 1, 2001, federally qualified health center (“FQHC”) and rural
health clinic (“RHC”) services shall be reimbursed on a prospective payment
system (“PPS”) that conforms to the requirements of section 702 of the Benefits
Improvement and Protection Act of 2000 (“BIPA™).

(b)  Inthe period before the PPS is fully implemented, payment to FQHCs and RHCs
will continue at the fee-for-service rates in effect on December 30, 2000.
Following full implementation of the PPS, adjustments will be made for the
period from January 1, 2001 through the date on which the PPS is fully
implemented.

10.1 Prospective Payment System

(a)  The baseline PPS rate for FQHCs and RHCs that have filed at least two annual
cost reports as of January 1, 2001 will be calculated from the respective cost
reports for the fiscal years ending in 1999 and 2000. Total visits will be obtained
from “as filed” cost reports. For FQHCs and RHCs having more than one cost
report ending in either of these years, a weighted average to the current year-end
will be used to make both years consistent. Vision visits and costs will be
included in the medical cost per visit baseline PPS rates. A separate PPS rate will
be computed for dental visits. Total costs of all Medicaid covered ambulatory
services provided by the FQHCs/RHCs for each year will be divided by the total
number of visits in that year to determine average cost per visit for each year.
The average cost per visit for each year will be added and then divided by two to
determine the baseline PPS rate.

(b)  For FQHCs and RHCs which could have filed two annual cost reports as of May
31, 2001 but only filed one cost report, the baseline rate will be calculated from
the cost report submitted. Total visits and costs will be obtained from the “as
filed” cost report. Vision visit and costs will be included in the medical cost per
visit baseline PPS rate. A separate PPS rate will be computed for dental visits.
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Each year’s cagts will be divided by total visits. Total costs should include the
cost of all Medicaid covered services provided by the FQHC or RHC, including
all ambulatory services previously paid on a fee-for-service basis.

Service provided at a satellite service site or a mobile satellite facility that is
affiliated with an FQHC or RHC shall be reimbursed at the same PPS rate as that
of the affiliated FQHC or RHC, subject to the FQHC’s or RHC’s right to request
a scope-of-service adjustment to the rate. A satellite facility or mobile unit is
affiliated with an FQHC or RHC when it is owned and operated by the same
entity and has been approved or certified by the Health Resources and Services
Administration (“HRSA”) as part of the official scope of the project on a Notice
of Grant Award.

Baseline rates for FQHCs and RHCs that did not file annual cost reports as of
May 31, 2001 will be set at 100% of the costs of furnishing such services at the
cost per visit rate established by the method described in the preceding paragraphs
for the FQHC or RHC, respectively, that is most similar in scope of service and
case load.

For FQHCs and RHCs that submitted cost reports for their respective fiscal years
ending 1999 and 2000 but, as of December 31, 2000, were not certified as FQHCs
or RHC:s long enough to produce two annual cost reports based on their respective
fiscal years, baseline PPS rates will be set at the higher of the cost per visit rate
for the FQHC or RHC that is most similar in scope of service and case load or the
actual cost per visit rate calculated using the FQHC’s and RHC’s most recent “as
filed” cost report.

The FQHC/RHC PPS rates will be effective for services rendered from J anuary 1
through December 31 of each year.

Starting January 1, 2002, PPS rates will be adjusted annually using the Medicare
Economic Index (“MEI™), as defined in Section 1842(i)(3) of the Social Security
Act applicable to primary care services as defined in Section 1842(i)(4) of the
Social Security Act, for that calendar year as published in the Federal Register.

To be eligible for PPS reimbursement, services must be delivered exclusively by
the following licensed health care professionals: physician, physician’s assistant,
nurse practitioner, nurse midwife, visiting nurse, clinical social worker, clinical
psychologist, and licensed dieticians
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10.2 Supplemental Managed Care Payments

(a) FQHCs and RHCs that provide services under a contract with a Medicaid
managed care organization (“MCO™) will receive quarterly supplemental
payments that represent the estimated difference between payments received from
the MCO and payments that the FQHC or RHC would receive under the PPS
methodology. Not more than one month following the end of each calendar
quarter, and based on the receipt of FQHC and RHC submitted claims during the
prior calendar quarter, FQHCs and RHCs shall be paid the difference between the
amount received from estimated supplements] quarterly payments and from
MCOs (excluding payment for non-PPS services, managed care risk pool
accruals, distributions or Josses and pay-for-performance bonuses or other forms
of incentive payments such as quality improvement regognition grants and
awards) and lt)hz?ayment' that eqa'(:h QHfg or RHC wouidgl}lllave received under the
PPS methodology. Any balance due from an FQHC or RHC shall be recouped
from the next quarter’s estimated supplemental payment.

(b)  Within 150 days of the end of each calendar year, FQHCs and RHCs will file
annual settlement reports, stating the amounts of MCO and supplemental
payments received and the actual number of visits provided during the applicable
calendar year. The Department shall also request financial data from the MCOs.
The reports shall be reviewed and the total amounts received by the FQHCs and
RHCs as supplemental payments and from MCOs (excluding payment for non-
PPS sefrvices, managed care risk pool accruals, distributions or losses and pay-for-
performance bonuses or other forms of incentive payments such as quality
improvement recognition grants and awards) shall be compared with the amount
that would have been paid under the PPS system for the actual number of visits
provided under the FQHC’s or RHC’s contract with the MCO. Any discrepancies
between the MCO and provider submitted claims data will be resolved on a case-
by-case basis. After reviewing the reports, the Department will notify
participating FQHCs and RHCs of any balance due to or from the FQHC or RHC.

103  Adjustments for Changes in Scope of Service

(@)  PPS rates may be adjusted for changes in the scope of services provided by an
FQHC or RHC upon submission of a written notice to the Department specifying
the changes in scope of service and the reasons for those changes within 60 days
of the effective date of the changes. If the written notice is greater than 60 days
after the effective date of changes the Department will consider the effective date
of change of scope of services to be the notification date.

()  AnFQHC or RHC requesting a rate adjustment for changes in scope of service
must submit data/documentation/schedules that substantiate any changes in
services and the related adjustment of reasonable costs following Medicare
principles of reimbursement.
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An FQHC or RHC requesting a rate adjustment for changes in scope of service
must submit a projected adjusted rate within 150 days of the changes. The
projected adjusted rate is subject to approval by the Department and shall be
calculated based on a consolidated basis, including both costs included in the base
rate and additional costs, provided that the FQHC’s or RHC’s baseline PPS rate
was calculated based on consolidated costs.

Within one hundred twenty days of receipt of the projected adjusted rate and all
additional documentation requested by the Department, the Department shall
notify the FQHC or RHC of its acceptance or rejection of the projected adjusted
rate. The Department will reduce the projected adjusted rate by twenty percent of
the difference between the FQHC’s or RHC’s previously assigned PPS rate and
the projected adjusted rate to eliminate the reporting of cost increases not related
to a qualifying scope change. Upon approval by the Department, the FQHC or
RHC will be paid the reduced projected adjusted rate effective from the date of
the change in scope of services through the date that a rate is calculated based on
the submission of cost reports for the first full fiscal year which include the
change in scope of service.

The Department will review the calculated rate of the first full fiscal year cost
report if the change of scope in service is reflected in more than six months of the
report. For those FQHCs or RHCs in which the change of scope of services is in
effect for less than six months, the next full year cost report is also required. The
Department will review the calculated inflated weighted average rate of these two
cost reports. The total costs of the first year report will be adjusted to the MEI of
the second year report. Each report will be weighted based on the number of
patient encounters.

The PPS rate will be adjusted following review of the cost reports and supporting
documentation by the Department or its designated agent.

Payment adjustments will be made for the period from the effective date of the
change in scope of services through the date of the final adjustment of the PPS
rate.

To qualify for rate adjustment, a change of scope must be a change in type,
intensity, duration or amount of service, or any combination therein. A change in
cost alone, in and of itself will not be considered a change in scope of service.

Change in scope includes any of the following only if these changes resultin a

change in type intensity, duration or amount of service, or any combination

therein:

i. Addition of new services not incorporated in the baseline rate or deletion
of services incorporated in the baseline rate;

TN No.
Supersedes
TN No.

08-007 JUN 25 2010

Approval Date: Effective Date: 05/14/08

14.3



ATTACHMENT 4.19-B

ii. Changes necessary to maintain compliance with amended state or federal
requisements or;

ili.  Changes resulting from relocation;

iv.  Changes resulting from the opening of a new service location;

V. Changes in the type, intensity, duration or amount of service caused by
changes in technology and medical practice used;

vi. Increase in service intensity, duration, or amount of service resulting from
the changes in the types of patients served, including, but not limited to,
populations with HTV/AIDS, or other chronic diseases, or homeless,
elderly, migrant or other special populations;

vii.  Changes resulting from a change in the provider mix of a FQHC, RHC or
an affiliated site;

viii. ~ Changes in the scope of a project approved by the HRSA, where the
change dffects a covered service, as described below;

ix. ges in operatitig costs due to capital expenditures associated with a
modification of the scope of any of the services, described below,
including new or expanded service facilities, regulatory compliance
measures, or change in technology or medical practices at the FQHC or
RHC.

()  Inaddition to the critetia as stated under (h), the cost must be allowable under
Medicare principles ‘of reimbursement and the net change in the FQHC’s or
RHC’s per visit rates equals or exceeds 3 per cent for the affected FQHC or RHC
site. For FQHCs and RHCs that filed consolidated cost reports for multiple sites
to establish baseline PPS rates, the net change of 3 percent shall be applied to the
average per visit rate of all the sites of the FQHC or RHC for purposes of
calculating the costs associated with a scope of service change. “Net change”
shall mean the per visit change attributable to the cumulative effect of all
increases or decreases for a particular fiscal year. “Fiscal year” shall be construed
to reference the fiscal year of the specific FQHC or RHC under consideration.

10.4 Other Payment Adjustments

(a)  FQHCs and RHCs may request other payment adjustments in the event of
extraordinary circumstances, including but not limited to acts of God, changes in
life and safety code requirements, and changes in licensure laws. Inflationary cost
changes, absent extraordinary circumstances, shall not be grounds for other
payment adjustments. If an FQHC’s or RHC’s PPS rate is sufficient to cover its
overall costs including those associated with extraordinary circumstances, other
payment adjustments is not warranted.

(b)  The Department will accept requests for other payment adjustments at any time
throughout the prospective payment year or within thirty days following the end
of a prospective payment year. Such requests must be made in writing, shall set
forth the reasons for the request, and be accompanied by data satisfactory to
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establish the existence of extraordinary circumstances warranting other payment
adjustments. Documentation shall include;

N Presentation of data to demonstrate reasons for the FQHC’s or RHC’s

request for other payment adjustments;

ii. Documentation showing the cost impact, which must be material and
significant ($200,000 or 1% of the FQHC’s or RHC’s total costs,
whichever is less). The documentation submitted must be sufficient to
compute an adjustment amount to the PPS payment for the purpose of
determining a QUEST and QExA managed care supplemental payment

amount.

Each other payment adjustment request will be applicable for only the remainder
of the PPS rate year. If the other payment adjustment request is granted, it will be
effective no earlier than the first day of the PPS rate year during which the other
payment adjustment request is received. If an FQHC or RHC believes that its
experience justifies continuation of the other payment adjustment in subsequent
years, then it shall submit information to update the documentation provided in
the prior request for each affected year.

An FQHC or RHC requesting other payment adjustments will be notified of the
Department’s decision on the request in writing within ninety days from the date
of receipt of all necessary verification and documentation.

Amounts granted for other payment adjustments requests will be paid as part of
the on-going payment and not as revised PPS rates.

Cost Reporting, Record Keeping and Audit Requirements

All participating FQHCs and RHCs shall maintain an accounting system which
identifies costs in a manner that conforms to generally accepted accounting
principles and maintain documentation sufficient to support all data.

Annual cost reports will be required only under the following circumstances:

i FQHCs and RHCs that request rate changes due to changes in scope of
service shall submit cost reports for the first one or two full fiscal years
reflecting the change in scope of services along with significant related
data. Consolidated cost reports, which combines the costs from all the
FQHC or RHC sites and services, shall be prepared. Exceptions to the
requirement for consolidated cost reports may be made only if the FQHC
or RHC originally filed site specific cost reports during two baseline years
and subsequently established site-specific PPS baseline rates using such
“as filed” cost reports.

ii. FQHCs and RHCs that request other payment adjustments shall submit
cost reports for the fiscal years for which the other payment adjustments
were authorized. )
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iii. In either of the circumstances described above, the following
docunientation must be submitted no later than five months after the close-
of the FQHC’s or RHC’s fiscal year:

Uniform cost report;

Working trial balance;

Provider cost report questionnaire;

Audited financial statements, if available;

Disclosure of appeal items included in the cost report;

Disclosure of increases or decreases in scope of services; and

Other schedules as identified by the Department,

Each FQHC or RHC that submits an annual cost report shall keep financial and
statistical records of the cost reporting consistent with 45 CFR 74.53(b) after
submitting the cost report to the Department and shall make such records
available to authorized state or federal representatives upon request.

The Department or its fiscal agent may conduct periodic on-site or desk audits of
cost reports, including financial and statistical records of a sample of FQHCs or
RHCs.

FQHCs and RHCs must submit other information (statistics, cost and financial
data) as deemed necessary by the Department.

Rebasing

Baseline PPS rates will not be subject to rebasmg after their initial computation
unless authorized by Congress.

Eligible Services

To be eligible for PPS reimbursement services must be:

i. Within the legal authority of an FQHC or RHC to deliver, as defined in
Section 1905 of the Social Security Act as amended;

ii. Actually provided by the FQHC or RHC, either directly or under
arrangements;

iii. Medicaid covered ambulatory services under the Medicaid program, as
defined in the Hawaii Medicaid State Plan;

iv. Provided to a recipient eligible for Medicaid benefits;

V. Delivered exclusively by licensed health care professionals (physician,
physician’s assistant, nurse practitioner, nurse midwife, visiting nurse,
clinical social worker, clinical psychologist, or licensed dieticians);

Vi. Provided in an outpatient settings during business or after hours on the
FQHC’s or RHC’s site. For full-benefit dual eligibles only, services may
be provided at the patient’s place of residence, which may be a skilled
nursing facility, a nursing facility or other institution used as a patient’s
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home, within the limitation noted in Supplement 1 to Attachment 4.19-B,
page 3 and;

vii.  Within the scope of services provided by the State under its fee-for-service
Medicaid program and its Health QUEST program, on and after August
1994,

Contacts with one or more health professionals and multiple contacts with the

same health professional that take place on the same day and at a single location

shall constitute a single encounter unless:

i After the first encounter, the patient suffers illness or injury requiring
additional diagnosis or treatment; or

ii. The patient makes one or more covered encounters for dental or
behavioral health. Medicaid shall pay for a maximum of one visit per day
for each of these services in addition to one medical visit.

Non-FQHC Services

It is permissible for an FQHC to bill the Department or the designated fiscal agent
for the non-FQHC professional services provided by an employed or contracted
practitioner. In such instances, the services provided by the practitioner are not
considered FQHC services and are not to be considered in calculations pertaining
to PPS-based payments to FQHCs for FQHC services. In such instances, the
Department or the designated fiscal agent will reimburse the FQHC on behalf of
the practitioner at the rate specified for that practitioner under the State Plan in
Attachment 4.19B for the professional services provided to the Medicaid
beneficiary.

Appeal

An FQHC or RHC may appeal a decision made by the Department and shall be
afforded an opportunity for administrative hearing under HRS Chapter 91. An
FQHC or RHC aggrieved by the final decision and order of such an
administrative hearing shall be entitled to judicial review in accordance with HRS
Chapter 91, or may submit the matter to binding arbitration pursuant to HRS
Chapter 658A.
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11. REIMBURSEMENT METHODOLOGOES FOR NON-PLAN

SERVICES FOR EPSDT ELIGIBLE INDIVIDUALS

a. Reimbursement of services for organ transplant
patients, whether EPSDT eligible or not, are
described below in Attachment 4.19-B, item 12 titled
“"Reimbursement Methodologies for organ transplants”.

b. Chiropractor Services
Payment for chiropractor services shall not exceed
the Medicare fee schedule for provider’s
participating in Medicare.

c. Private Duty Nursing, Personal Care, and Case
Management Services
Reimbursement for these services shall be made
according to the rates established by the Department.

12. REIMBURSEMENT METHODOLOGIES FOR ORGAN

TRANSPLANTS

Reimbursement for services related to organ transplants

will be made by a contractor selected by the State. The

contractor will also be responsible to coordinate and
manage transplant services.

a. Reimbursement of services related to organ
transplants will be negotiated with providers by the
contractor and will be approved by the State. The
negotiated case rate will not exceed Medicare or
prevailing regional market rates.

b. Reimbursement of services that are not related to
organ transplants shall be the lower of the actual
amount billed by the provider or the fee in the
Hawaii Medicaid Fee Schedule, either of which will
not exceed the Medicare upper payment limit or the
rate established by the Department.
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Revision:

HCFA-PM-91- 4 (BPD) Supplement 1 to ATTACHMENT 4.19-p
AUGUST1991 Page 1

OMB No.: 0938~
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURfTY ACT

State/Territory: HAWAII

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
OTHER TYPES OF CARE

Payment of Medicare Part A and Part B Deductible/Coinsurance

Except for a nominal recipient copayment (as specified in Attachment
4.18 of this State plan), if applicable, the Medicaid agency uses the
following general method for payment:

1.

Payments are limited to State plan rates and payment methodologies
for the groups and payments listed below and designated with the
letters "SP".

For specific Medicare services which are not otherwise covered by
this State plan, the Medicaid agency uses Medicare payment rates
unless a special rate or method is set out on Page 3 in item ____ of
this attachment (see 3. below).

Payments are up to the full amount of the Medicare rate for the
groups and payments listed below, and designated with the letters
|IMR. " .

Payments are up to the amount of a special rate, or according to a
special method, described on Page 3 in item ___ of this attachment,
for those groups and payments listed below and designated with the
letters "NR".

Any exceptions to the general methods used for a particular group or
payment are specified on Page 3 in item of this attachment (see
3. above).
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Revision: HCFA-PM-91-4 (BPD) SUPPLEMENT | to ATTACHMENT 4.19-B
August 1991 Page 2
OMB No.: 0938
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: HAWAII

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -
OTHER TYPES OF CARE

Payment of Medicare Part A and Part B Deductible / Coinsurance

QMBs: Part A NR  Deductibles NR  Coinsurance
Part B NR  Deductibles NR Coinsurance

Other l Part A NR NR  Coinsurance

Medicaid

Recipients Part B NR NR  Coinsurance

Dual Part A NR Deductibles NR Coinsurance

Eligibles

(QMB Plus) Part B NR  Deductibles NR  Coinsurance

TN No. 03-005
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Revision: HCFA-PM-95-4 (BPD) SUPPLEMENT 1 TO ATTACHMENT 4.19-B
August 1991 Page 3
OMB No.: 00938

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: HAWAII

METHODS AND STANDARD FOR ESTABLISHING PAYMENT RATES -
OTHER TYPE OF CARE

Payment of Medicare Part A and Part B Deductible/Coinsurance

For all inpatient and outpatient hospital services payments are limited to State plan rates and
payment methodologies.

For all other services, payments are up to the full amount of the Medicare rate.

For FQHC services that are covered under Medicare and Medicaid, payments will be paid first by
Medicare and the difference by Medicaid, up to the States payment limit.

Reimbursement for outpatient services provided outside the FQHC or RHC facility site shall be limited
to Qualified Medicare Beneficlary Plus (QMB Plus) and Full Benefit Dual Eligibles (FBDES) up to the
State Plan limit.
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- Attachment 4.19-C

HAWATI

PAYMENT FOR RESERVING BEDS IN LONG-TERM CARE FACILITIES

Payments for reserving beds in skilled nursing and intermediate care facilities

may be allowed if:

1.

The recipient's plan of care provides for absences other than for
hospitalization, and is approved.by thé recip%ent's attgnding
physician;

Any single episode of bed-holding does not exceed a period of
three consecutive days, unless prior approval request is submitted
to the program, reviewed, and approved by its medical consultant;
A total number of bed-holding days per patient per calendar year
does not exceed twelve days; and

A record is maintained in the recipient's medical charts which
accounts for the number of days and specific dates that bed-
holding was in effect for the year, subject to periodic review

by the department's representatives.
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STATE OF HAWAII

! METHODS AND STANDARDS FOR ESTABLISHING
PAYMENT RATES FOR LONG-TERM CARE FACTILITIES

I. DEFINITIONS

When used in this Plan, the following terms shall have the indicated
meanings:

A. “"Acuity based reimbursement system” means the Medicaid
reimbursement system for nursing facility (NF) level of care
described in Supplement to Attachment 4.19-D. The acuity based
reimbursement system applies to Acuity A and Acuity Level C
services, excluding services in critical access hospital.

B. "Acuity Level A" means that the Department has applied its
standards of medical necessity and determined that the Resident
requires a level of medical care from a Nursing Facility
relatively lower than Acuity Level C. Prior to October 1, 1990,
that level of care was appropriately obtained from an ICF.

(618 "Acuity Level B" means that the Department has applied its
standards of medical necessity and determined that the Resident
requires the level of medical care and special services that are
appropriately obtained from an ICF/MR.

D "Acuity Level C" means that the Department has applied its
standards of medical necessity and determined that the Resident
requires a level of medical care from a Nursing Facility
relatively higher than Acuity Level A. Prior to October 1, 1990,
that level of care was appropriately obtained from an SNF.

E. "Acuity Level D" means that the Department has applied its
standards of medical necessity and determined that the Resident
requires a level of medical care that is relatively higher than
Acuity Level C but less than acute.

F. "Acuity Ratio" means the estimated average Level A direct nursing
costs divided by the estimated average Acuity Level C direct
nursing costs, as determined by the Department. For the FY 98
Rebasing, the Department has determined the ratio to be
1.00:0.8012.

G. nAdjusted PPS Rate" means the Basic PPS Rate and any adjustments
to that rate that are applicable to a particular Provider. A
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formula to determine the Adjusted PPS Rate is defined in Section
VIII.E.2.

H. "Ancillaries Payment" means a per diem payment outside of the
Basic PPS Rate to reimburse certain Providers for ancillary
services that they provide to Residents. The payment is available
only to selected Providers that are incapable of billing Medicaid
on an itemized fee for services basis at this time. The payment
is not an adjustment to the Basic PPS Rate.

I. rAudit Adjustment Factor" means a reduction to the costs reported
in a cost report that has not been finally settled by the
Department to reflect the average amount of costs that the
Department has historically disallowed for facilities statewide as
part of the final settlement process.

J. "Basic PPS Rate" means the sum of the applicable per diem amounts
for the direct nursing, capital, and G&A components for each
Provider and for each level of care that the Provider is certified
to provide, as calculated pursuant to the methodology defined in
this Plan. It does not include the various adjustments or
increases to the basic PPS rate defined in this Plan.

K. "Base Year"™ means the state fiscal year chosen to identify the
Provider-specific cost reports that are used to calculate the
Basic PPS Rates.

L. "Base Year Cost Report" means the cost report of a Provider that
covers the reporting period that ends during the Base Year.

M. "Bed day(s)” means inpatient days on the Medicaid cost report.

N. Capital Component Reduction Factor" means a fraction with the
capital cost per diem projected by a new Provider to obtain its
initial PPS Rates as the numerator and the total projected
capital, direct nursing and G&A per diem costs as the denominator.

0. "Capital Incentive Adjustment" means an increase to a Provider's
Basic PPS Rates that is calculated as follows:

1. If the capital per diem cost component of the Provider's
Basic PPS Rate is in the lowest quartile of its peer group,
then the incentive payment shall be 35% of the difference
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between the median capital per diem cost for the peer group
and the Provider's capital per diem cost component.

2. If the capital per diem cost component of the Provider's
Basic PPS Rate is in the second lowest quartile of its peer
group, then the incentive payment shall be 25% of the
difference between the median capital per diem cost for the
peer group and the Provider's capital per diem cost
component .

3. Notwithstanding the foregoing, the Capital Incentive
Adjustment shall not increase a Provider's capital cost
component above the capital component ceiling for the
applicable acuity level in the Provider's peer group.

wCritical access hospital (CAH)” means a hospital designated and
certified as such under the Medicare rural Hospital Flexibility
Program.

"Day-weighted median" means a numerical value determined by
arraying the per diem costs and total patient days of each nursing
facility and identifying the value at which half of the patient
days are represented by providers with higher costs than this
value.

"Department" means the Department of Human Services of the State
of Hawaii, which is the single state agency responsible for
administering the Medicaid program.

“pistinct part” refers to a portion of an institution or
institutional complex (e.g. nursing home or hospital) that is
certified to provide SNF or NF services, or both.

"FY 98 Rebasing" means the Rebasing that used the cost reports for
fiscal years that ended during the state fiscal year ending June
30, 1995. The Basic PPS Rates that resulted from the FY 98
Rebasing are effective July 1, 1997.

"G&A" means general and administrative.

"GgA Incentive Adjustment" means an increase to a Provider's Basic
PPS Rates that is calculated as follows:

1. If the G&A per diem cost component of the Provider's Basic
PPS Rate is in the lowest quartile of its peer group, then
the incentive payment shall be 35% of the difference between
the median G&A per diem cost for the peer group and the
Provider's G&A per diem cost component.
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2. If the G&A per diem cost component of the Provider's Basic
PPS Rate is in the second lowest quartile of its peer group,
then the incentive payment shall be 25% of the difference
between the median G&A per diem cost for the peer group and
the Provider's G&A per diem cost component.

3. Notwithstanding the foregoing, the G&A Incentive Adjustment
shall not increase a Provider's G&A cost component above the
G&A component ceiling for the applicable acuity level in the
Provider's peer group.

W. "G&A Small Facility Adjustment" means an adjustment to a small
freestanding Nursing Facility’s basic PPS rates.

To qualify for this adjustment, the freestanding Nursing Facility

must :

1. Have 50 beds or less and

2. Have a base year facility specific G&A cost per day in
excess of their facility specific G&A cost component
ceiling.

To calculate the adjustment, the G&A cost component of the
provider’s basic PPS rate calculation is recomputed as follows:

1. A cost differential in the average base year G&A cost per
day, inflated to the PPS rate Yyear, is computed between:

a. F/S NFs with "50 beds or less" and
b. F/S NFs with "more than 50 beds but less than 125°".

2. The provider’s G&A cost component ceiling is increased by
the computed cost differential described above.

3. The facility specific G&A cost per day is compared with the
revised ceiling to determine the revised allowable G&A cost
component of the provider'’s basic PPS rate.

4. The increase in the G&A portion of the provider'’s PPS rate
as a result of the above calculations represents the
adjustment.

X. "GET Adjustment" means the adjustment to the Basic PPS Rate of a

proprietary Provider to reimburse it for gross excise taxes paid
to the State of Hawaii. The GET Adjustment shall be 1.04167;
provided, however, that if the gross excise tax rate is increased
or decreased, then the GET Adjustment shall be revised
accordingly.
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Y. sGrandfathered Capital Component" means the capital component of
! the Basic PPS Rates that a New Provider or a Provider with New
Beds was receiving immediately prior to the FY 98 Rebasing.

Z. nGrandfathered Direct Nursing and G&A Adjustment" means an
increase to an eligible Provider's Basic PPS Rates calculated as
follows: first, the Department shall determine the Provider's
combined direct nursing and G&A components (including all
incentives) as calculated in the FY 98 Rebasing; second, the
Department shall determine the combined direct nursing and G&A
component in the Total PPS Rates that the Provider was receiving
prior to the FY 98 Rebasing for its 0ld Beds; third, the
Department shall increase that second amount by one-half of the
Inflation Adjustment for FY 98; and finally, if the difference
between the second amount and the first amount is a positive
number, that number shall be multiplied by the ratio of the
Provider's 0ld Beds to its total beds. The product shall be the
per diem increase to the Provider's Basic PPS Rates.

AA. ngrandfathered PPS Rate" means the Total PPS Rate that a Provider
was receiving prior to the FY 98 Rebasing.

BB. "ICF" means intermediate care facility.

ccC. "ICF/MR" means intermediate care facility for the mentally

retarded. The term also refers to a level of certification of a
Provider by Medicaid.

1 DD. "Inflation Adjustment" means the estimate of inflation in the
costs of providing Nursing Facility services for a particular
period as estimated in the CMS Nursing Home Without Capital Market
Basket as reported in the Health Care Cost Review published
quarterly by Global Insight, Inc., or its successor.

EE. "Insufficient Experience" means that a Provider's Base Year cost
report indicates that the Provider delivered less than 100 days of
care at a particular Acuity Level in the Base Year.
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delivered
Facility.

by a Provider

delivered by a Provider

delivered by a Provider
Facility.

delivered by a Provider
Facility.

"Maintenance Therapy" means therapy provided by nursing staff or
others whose purpose is not restorative or rehabilitative, but
rather to prevent the decline in the physical capabilities of
Patients. Maintenance Therapy does not include physical therapy
services that are reimbursed outside of the Basic PPS Rates.

"Medicaid" means the program to provide certain medical services
to eligible individuals as defined generally in Title XIX of the
Social Security Act, as amended from time to time.

"New Beds" means beds of a Provider that were placed into service
after the implementation of the Hawaii Medicaid program's initial
prospective payment system.

"New Provider" means a Provider that began operations after the
implementation of the Hawaii Medicaid program's initial
prospective payment system.

"NF Tax Adjustment" means the adjustment to the Basic PPS Rate to
a Provider to reimburse it Medicaid's share of the taxes paid
under Act 315, Session Laws of Hawaii 1993. The NF Tax Adjustment
was paid under a prior version of this Plan during the period
beginning July 1, 1993, and ending June 30, 1997.

"Nursing Facility" or "NF" means a Provider that is certified as a
nursing facility under Medicaid.

"OBRA 87" means the Omnibus Budget Reconciliation Act of 1987,
P.L. 100-203, and its interpretive guidelines and implementing
regulations.
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Q0. "OBRA 87 Adjustment" means the adjustment to the Basic PPS
Rate to reimburse a Provider for the incremental costs of
complying with OBRA 87. The OBRA 87 Adjustment was paid
under a prior version of this Plan during the period
beginning July 1, 1993, and ending June 30, 1997.

RR. "0ld Beds" means the beds of a Provider that were placed in
service prior to the implementation of the Hawaii Medicaid
program's initial prospective payment system.

Ss. "Patient" means an individual who receives medical care
from a Provider, and includes both Residents and persons
whose care is paid for by sources other than Medicaid.

TT. "Plan" means this document, which defines the methods and
standards whereby the Hawaii Medicaid program sets the
rates that it pays to Providers for services that they
provide to Residents.

uu. "PPS" means the prospective payment system defined in this
Plan.

VV. “Proprietary provider” means a for profit provider.

WW. "Provider" means a facility that is or becomes certified as

qualified and contracts with the Department to provide
institutional long-term care services to Residents.

XX. "Rebasing" means calculating the Basic PPS Rates by
reference to anew Base Year and new Base Year Cost Reports.
"Rebased" Basic PPS Rates are the end product of a
Rebasing. :

YY. "Resident" means the individual who is eligible for
benefits under Medicaid and receives long-term care
benefits from or through a Provider.

Z2Z. "ROE” means return on equity.

AAA. "ROE Adjustment" means the adjustment to the Basic PPS Rate
to a proprietary Provider to reimburse it for return on
equity, as computed and paid according to this Plan. The
Return on Equity for a facility classified as for profit,
will be determined in the base period by dividing the
provider’s equity capital invested in the facility by the
number of days in the base period and adding the per diem
amount to the facility’s PPS rate.

BBB. “Routine Cost Limit” (RCL) means the federal routine
operating
CCC. "Substitute Direct Nursing Component" means adjusting the

direct nursing care component used to obtain a Basic PPS
Rate for an acuity level as follows:
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1. increasing the facility-specific Level A direct
nursing component by dividing that component by the
Acuity Ratio; or

2. decreasing the facility-specific Level C direct
nursing component by multiplying it times the Acuity
Ratio.

3. In calculating the Substitute Direct Nursing

Component, the Acuity Ratio shall be applied to the
Provider's direct nursing component prior to the
application of the direct nursing component ceiling.

DDD. "Total PPS Rate" means the Basic PPS Rate plus all
applicable adjustments, additions or increases to that rate
that are defined and authorized in this Plan.

EEE. "Upper Limit" means the limit on aggregate payments to
Providers imposed by 42 C.F.R. § 447.272.

FFF. “Dental Allowance add-on” means a per diem amount added on
to a ICF/MR facility’s basic PPS rate for dental services
rendered to the facility’s inpatients. This add-on only
applies to ICF/MR facilities only. The per diem amount
will be the same for all ICF/MR facilities. The department
determines the per diem add-on amount using available
surveys of dental payments made by State Medicaid programs
or historical paid claims data.

GGG. “DRR add-on” means Drug Regiment Review add-on. The add-
on is a per diem amount added to an SNF and/or ICF
facility’s basic reimbursement rate for monthly drug
regiment reviews performed by a license pharmacist as
required by federal regulations. Only SNF and/or ICF
facilities without pharmacy staff may qualify for this add-
on. The department determines this per diem amount by
converting current reimbursement rates to pharmacy
providers to per diem amounts.

II. GENERAL PROVISIONS
A. Purpose

The purpose of this Plan is to establish a prospective
payment reimbursement system for long-term care facilities
that complies with the Social Security Act and the Code of
Federal Regulations. The Plan describes principles to be
followed by Providers in making financial reports and
describes procedures to be followed by the Department in
setting rates, making adjustments to those rates, and
auditing cost reports.

B. Objective

Pursuant to the requirements of the Balanced Budget Act of
1957, the objective of this Plan is to establish rates for
long-term care facilities in conformity with applicable
State and Federal laws, and regulations and include
Medicaid provisions for the Rural Hospital Flexibility
Program.
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C. Reimbursement Principles

' 1. Except as noted herein, the Hawaii Medicaid program
shall reimburse Providers based on the number of days of
care that the Provider delivers to the Resident, the acuity
level that is medically necessary for each day of care, and
the Provider's PPS Rate. The Provider shall receive payment
at the Level A Rate for residents who require care at Acuity
Level A, at the Level B Rate for Residents who require care
at Acuity Level B, at the Level C Rate for Residents who
require care at Acuity Level C, and at the Level D Rate for
Residents who require care at Acuity Level D. Any payments
made by Residents (or other third parties on behalf of
Residents) shall be deducted from the reimbursement paid to
Providers.

2. Except as noted herein, the Medicaid program shall pay for
institutional long-term care services through the use of a
facility-specific, prospective per diem rate.

3. The Basic PPS Rate shall be developed based on each
Provider's historical costs (as reflected in its Base Year
Cost Report) and allocated to three components, which are
subject to component cost ceilings.

4. A proprietary Provider shall receive the GET and ROE
Adjustments to its Basic PPS Rate to account for gross
excise taxes and return on equity.

| 5. Rates for acute care facilities with federally designated
swing beds shall be established according to 42 C.F.R.
§447.280.
6. Changes in ownership, management, control, operation, and

leasehold interests which result in increased costs for the
successor owner, management, or leaseholder, shall be
recognized for reimbursement purposes only to the following
extent: Pursuant to the provisions of Section 9509

(a) (4) (C) of P.L. 99-272, the valuation of capital assets
shall not be increased (as measured from the date of
acquisition by the seller to the date of the change of
ownership), solely as a result of a change of ownership, by
more than the lesser of:

a) one-half of the percentage increase (as measured over
the same period of time, or, if necessary, as
extrapolated retrospectively by the Secretary of
Health and Human Services) in the Dodge Construction
Systems Costs for Nursing Homes, applied in the
aggregate with respect to those facilities which have
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undergone a change in ownership during the fiscal
year; or

b) one half of percentage increase (as measured over the
same period of time) in the Consumer Price Index for
all Urban Consumer (United States city average).

7. The Department shall pay the Providers separately for
ancillary services based on a fee schedule or through an
Ancillaries Payment.

8. Nursing Facilities that have G&A or capital costs below the
median for their peer group are rewarded with an incentive
payment. A formula to determine the G & A Incentive
Adjustment is defined in Section I. Q. A formula to
determine the Capital Incentive Adjustment is defined in
Section I. M.

9. The Department may contract with Providers to provide Acuity
Level D care to selected Residents.

10. The Department shall reimburse Level A and Level C services
of a Medicare and Medicaid certified CAH on a reasonable
cost basis following Medicare principles of reimbursement.
Reimbursement for Level A and Level C routine services
provided in a long term care distinct part by a CAH will be
actual costs up to 200% of each provider’s Medicaid Routine
Cost Limit. However, for CAH providers whose routine costs
exceed the Routine Cost Limit, reimbursement of costs will
be limited to 200% of each provider’s RCL, and only when a
RCL exception request has been filed and only up to the
amounts approved by the State.

Access to Data

Members of the public may obtain the data and methodology used in
establishing payment rates for Providers by following the
procedures defined in the Uniform Information Practices Act, Haw.
Rev. Stat. chapter 92F, (A copy of Hawaii Revised Statutes 92F is
appended to Plan as Exhibit 92F).

ITT. SERVICES INCLUDED IN THE BASIC PPS RATE

A.

The reasonable and necessary costs of providing the following
items and services shall be included in the Basic PPS Rate and
shall not be separately reimbursable unless specifically excluded
under Section III.B.
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1. Room and board;
g _ 2. Administration. of medication 'and treatment -and all nursing"
services;
3. Development, management, and evaluation of the written

patient care plan based on physician orders that necessitate
the involvement of skilled technical or professional
‘personnel to meet the recipient's care needs, promote
recovery, and ensure the recipient's health and safety;

4. Observation and assessment of the recipient's unstable
condition that requires the skiils and knowledge of skilled
technical or professional personnel to identify and evaluate
the recipient's need for possible medical intervention,
modification of treatment, or both, to stabilize the
recipient's condition;

5. Health education services, such as gait training and
training in the administration of medications, provided by
skilled technical or professional personnel to teach the i
recipient self-care;

6. Provision of therapeutic diet and dietary supplement as
ordered by the attending physician;

7. Laundry services, including items of recipient's washable
personal clothing;

8. Basic nursing and treatment supplies, such as soap, skin
lotion, alcohol, powder, applicators, tongue depressors,
cotton balls, gauze, adhesive tape, Band-Aids, incontinent
pads, V-pads, thexrmometers, blood pressure apparatus,
plastic or rubber sheets, enema equipment, and douche
equipment;

9. Non-customized durable medical equipment and supplies that
are used by individual recipients, but which are reusable.
Examples include items such as ice bags, hot water bottles,
urinals, bedpans, commodes, canes, crutches, walkers,
wheelchairs, and side-rail and traction -equipment;
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10. Activities of the patient's choice (including
religious activities) that are designed to provide
normal pursuits for physical and psychosocial well

being;
11. Social services provided by qualified personnel;
12. Maintenance Therapy; provided, however, that only the

costs that would have been incurred if nursing staff
had provided the Maintenance Therapy will be included
in calculating the Basic PPS Rates;

13. A review of the drug regimen of each resident at
least once a month, by a licensed pharmacist, as
required for a nursing facility to participate in
Medicaid.

14. Provision of and payment for, through contractual
agreements with appropriate skilled technical or
professional personnel, other medical and remedial
services ordered by the attending physician which are
not regularly provided by the Provider. The
contractual agreement shall stipulate the
responsibilities, functions, objectives, service fee,
and other terms agreed to by the Provider and the
person or entity that contracts to provide the
service; and

15. Recurring, reasonable and incremental costs incurred
to comply with OBRA 87.

B. The costs of providing the following items and services
shall be specifically excluded from reimbursement under
this Plan and shall be billed separately to the Department
by the Providers:

1. Physician services, except those of the medical
director and quality assurance and/or utilization
review committees;

2. Drugs that are provided to Residents in accordance
with Title XIX policy;

3. Laboratory, X-ray, and EKG;
4. Ambulance and any other transportation for medical

reasons that is not provided by the Provider and not
included in the costs used to calculate the Basic PPS

Rates;
5. Dental; (Except for ICF/MR facilities)
TN-No. 05-010
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Optical;

Audiology;

Podiatry;

Physical therapy, excluding Maintenance Therapy;
Occupational therapy, excluding Maintenance Therapy;
Speech, hearing and respiratory therapies; and

Customized durable medical equipment and such other
equipment or items that are designed to meet special needs
of a Resident and are authorized by the Department.
Charges for ancillary services are not included in

calculating the Basic PPS Rates and shall be paid as
follows:

a) Providers that have the capability shall bill the
Department separately for ancillary services. -
b) The Department shall make an Ancillaries Payment to

Providers that it designates as incapable of billing
for ancillary services on an itemized basis.

c) In order to receive an Ancillaries Payment, the
Provider must make assurances satisfactory to the
Department that it is committed to acquiring the
ability to bill on an itemized basis for ancillaries,
and is pursuing that goal with all deliberate speed.

d) As part of the FY 98 Rebasing, the Department shall
identify ancillary services for which a Provider lacks
the ability to bill separately and calculate a per
diem amount as an Ancillaries Payment.

e) No Provider that receives an Ancillaries Payment shall
otherwise bill the Department separately on behalf of
a Title XIX Resident for any type of ancillary service
that is included in calculating its Ancillaries
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Payment. A Provider that receives an Ancillaries
Payment must also implement procedures and assure the
Department that no other person or entity will bill
separately for any type of ancx‘lary service that is

" included in calculating the -Ancillaries’ Payment .

The Provider shall provide to the Department upon
request the progress that it is making in its efforts
to acquire the ability to bill separately for
ancillary services. If and when the Provider acquires
that ability, then it shall promptly notify the
Department in writing.

Once the Department determines that a Provider is
capable of billing for some or all ancillary services
on an itemized basis, then it shall provide advance
written notice to that Provider of a date upon which
it will either cease making or reduce the Ancillaries
Payment. If the Provider acquires the capability of
billing for some (but not all) ancillary services that
were included in calculating its Ancillaries Payment,
then the Department shall reduce the Ancillaries .
Payment accordingly.

The Department shall make available all necessary data
to ensure the appropriate accounting for ancillary
services.

C. The personal funds of Medicaid recipients may not be charged any
costs for routine personal hygiene items and services provided by
the Provider.

CLASSIFICATION OF LONG-TERM CARE PROVIDERS INTO PEER GROUPS

For the purpose of establishing the Basic PPS Rates, Providers and costs
shall be grouped into the following five mutually exclusive
classifications or peer groups:

A. The costs of delivering care to Acuity Level A Patients in
freestanding Nursing Facilities;
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B. The costs of delivering care to Acuity Level C Patients in
freestanding Nursing Facilities;

C. . The costs of. delivering care to Acuity Level A Patients in
" hospital-based Nursing Facxlztles, '

D. The costs of delivering care to Acuity Level C Patients in
hospital-based Nursing Facilities;

E. The costs of delivering care to Acuity Level B Patients in

ICF/MRs.

b g BASIC PPS RATE CALCULATION METHODOLOGY
Unless otherwise noted, the Basic PPS Rates shall be calculated u51ng
the methodology set forth in this Section V.
A. Data Sources for Rate Calculation

1. The Department shall select the Base Year. The Base Year
selected shall be the most recent state fiscal year for
which cost reports for the significant majority of Providérs
are available. The Department shall select the most recent
year for which cost reports for the significant majority of
Providers are available but are not finally settled (i.e,,
the "as filed" cost reports). The Department shall identify
and apply an Audit Adjustment Factor to the "as filed" cost
reports.

2. Cost and census day data to be used in the development of
the Basic PPS Rates shall be abstracted from the uniform
cost report that is submitted to the Medicaid agency by each
Provider. If the Department determines that additional data
is required, then additional cost and census data shall be
solicited from the Provider.

B. Calculation of Component Per Diem Costs by Reference to Each

Provider's Base Year Cost Report

1. Cost data shall be abstracted from the Base Year Cost Report
and categorized into the following three components:
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.a) Direct nursing costs shall include all allowable costs
involved in the direct care of the patient. Examples
of such costs include the following:

-~ (1)

(2)

(3)

(4)

salaries for nurses’ aides; registered nurses,.
and licensed practical nurses not involved in
administration;

the portion of employee fringe benefits that are
properly allocated to those salaries;

physician-ordered Maintenance Therapy, which is
not billed directly to the Department. The cost
of Maintenance Therapy services provided by
persons other than nursing staff shail be
limited to an amount equivalent to the cost if

performed by nursing staff or a physical therapy
aide; and

costs of nursing supplies and medical supplies
not separately billable to patients.

b) Capital costs shall include all allowable capital
related operating costs under Medicare reasonable cost
principles of reimbursement (as defined in 42 C.F.R.
chapter 413) of the long-term care facility or
distinct part unit. Examples of such costs include
the following:

(1)

(2)

(3)

(4)

(s)

(6)

rent;

interest;

depreciation;

equipment or lease rental;
property taxes; and

insurance relating to capital assets.
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-e) G&A costs shall include all additional allowable costs
incurred in providing care to long-term care patients.
Examples of such costs shall include the following:

(1) dietary;

(2) housekeeping;

(3) laundry and linen;

(4) operation of plant;

(s5) medical records;

(6) the costs of insuring against or paying for

malpractice, including insurance premiums,
attorneys' fees and settlements of claims; and

(7) the costs of fringe benefits properly allocated
to employees involved in general and
administrative duties.

-

2. The costs identified in Section V.B.l1 shall be adjusted as
follows:
a) Costs allocated to line items on the Base Year Cost

Report other than those components listed in Sectien
V.B.1, or to inappropriate line items, shall be
appropriately reclassified to the three components.
Reclassification shall be performed by the Department
or its fiscal agent. If Maintenance Therapy is
identified as a separate line item on the Provider's
cost report, then the Department shall include those
costs in calculating the PPS Rates. The Department
shall not, however, allow reclassifications of
Maintenance Therapy costs from the physical or
occupational therapy ancillary cost center to routine
costs. .

b) Costs of services specifically excluded from the Basic
PPS Rate under Part III.B shall be deleted from the
costs identified in Section V.B.1-for the purpose of
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the Basic PPS Rate calculation. This process shall
involve identifying line items from the Base Year Cost
Report or other financial records of the Provider
pertaining to the excluded services and subtractipg, .
these costs from the appropriate component. If a
Provider's Base Year Cost Report does not identify the
costs of excluded services, then the Department shall
so advise the Provider and request additional
financial records. If the Provider does not respond
with appropriate information, then the Department may
delete from the Provider's costs an amount reasonably
estimated to represent the costs of such excluded
services.

Cost reports for facilities which first began
operations after the beginning of the Base Year are
not included in calculating the statewide weighted
average per diem costs or used to calculate the
Provider's Basic PPS Rate.

Costs attributable to new beds that are placed in
service after the beginning of the Base Year are also
not included in calculating the statewide weighted
average per diem costs or used to calculate the
portion of the Provider's Basic PPS Rate that relates
to the new beds.

Where an existing facility has partial year cost
reports from more than one owner or operator, the
Department may either select one of the partial year
cost reports or combine the cost reports from the
former and current owners/operators. In either case,
the cost reports shall be adjusted to approximate the
costs that would have been incurred for a twelve-month
period.

Gross excise taxes paid on receipts, NF taxes, and any
return on equity received by a for-profit Provider
shall be deleted from the costs used to calculate the
Basic PPS Rate and shall be reimbursed separately.
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If a Provider received a rate increase pursuant to a
rate reconsideration request in the Base Year, and
that increase is for a non-recurring cost, then the
Department may delete from the Base Year costs that
are included in calculating the Basic PPS Rates an
amount equal to the costs that were used to calculate
the rate increase.

If a Provider received supplemental payments from the
State (with no federal matching funds) for special
services in the Base Year, then the Department shall
adjust the Provider's Base Year costs to remove the
differential costs of those special services in
calculating the Provider's Basic PPS Rates.

The resulting component costs and return on equity
shall be standardized to remove the effects of varying
fiscal year ends. Costs are inflated from the end of
each provider's fiscal year to a common point in time.
Therefore, facilities with fiscal years that end
earlier receive a higher rate {more months) of
inflation.

To recognize annual inflationary cost increases, these
standardized component costs shall be inflated as
described in Section VII.A.

For Nursing Facility Providers, the portions of a
Provider's standardized and inflated costs (except for
the costs of Maintenance Therapy services included in
direct nursing costs and the costs of complying with
OBRA 87) that are in excess of the routine cost limits
(excluding the add-on to those limits for OBRA 87
Costs) for long-term care facilities shall be deleted
from the costs used to calculate the Basic PPS Rates.
The Department shall apply its estimate of what the
federal routine cost limits would have been for urban
Honolulu facilities to all Nursing Facilities.

Costs that are not otherwise specifically addressed in
this Plan shall be included in base year costs if they
comply with HCFA Publication No. 15 standards.
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Legal expenses for the prosecution of claims in
federal or state court against the State of Hawaii or
the Department 1ncurred after September 30, 1938,
shall not be includéd as allowable costs in
determining the PPS per diem rates.

A Provider-specific per diem component cost shall be
calculated by dividing the costs associated with each
component identified in Section V.B.1l, as adjusted in
Section V.B.2, by the number of long-term care Provider
census days for each acuity level reported on the cost
report and segregated in accordance with the classifications
in Part IV.

For Providers with both Acuity Levels A and C Residents in
the Base Year, per diem component rates shall be established
as follows:

a)

b)

c)

d)

e)

Costs as reported on the Base Year Cost Report shall
be used for the computation of the Level A and Level C
per diem component rates for Providers which report-
costs for Acuity Levels A and C Patients separately.

If a Provider reports combined costs for Acuity Levels
A and C and does not segregate its direct nursing
costs based upon a case mix method or study, then the
Department shall allocate the Provider's direct
nursing costs based upon the Acuity Ratio.

Costs for the general and administrative component
shall be allocated equally on a per diem basis between
Acuity Levels A and C, or at the Provider's option,
allocated by the Provider using the same case-mix
index developed for nursing costs.

Capital costs shall be allocated equally between
Acuity Levels A and C on a per diem basis.

In no case shall a Provider's Acuity Level A per diem
costs exceed its Acuity Level C per diem costs.

TN No. 97-002
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5. .Notwithstanding the foregoing, if a Provider's Base Year

Cost Report indicates that the Provider had Insufficient

Experience at a particular level of care, then its Basic PPS

Rate for that level oftcare_shallhbe_computed as follows:

a) The G&A and capital cost components shall remain the
same for both levels of care;

b) The Provider shall receive the Substitute Direct
Nursing Component for the level of care for which it
had Insufficient Experience;

c) If the Provider allocated its costs between Levels A
and C, then the costs and days allocated to the level
of care for which it had Insufficient Experience shall
not be considered in calculating its Basic PPS Rates;
and

d) If the Provider did not allocate its costs between
Levels A and C, then no part of its costs or days
shall be allocated to the level of care for which it
had Insufficient Experience in calculating its Rasic'
PPS Rates.

e) The calculation of the Basic PPS Rate for an acuity
level in which the Provider has Insufficient
Experience shall also consider the adjustments that
have been incorporated in to the Basic PPS Rate for
which sufficient experience exists.

cC. Application of Component Rate Ceilings
1. Each Provider's per diem cost components, as calculated in
accordance with Section V.B, shall be subject to component
rate ceilings in determining a Provider's Basic PPS Rates.
2. For each classification identified in Part IV, component
rate ceilings shall be established as follows:

a) For each Provider, multiply the Provider-specific per
diem component cost by the Provider's total census
days in the base period to determine total cost per

TN No. 87-002 9/25—/551 .
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component by Provider. Any per diem component cost
that is greater than two standard deviations above or
below the statewide mean of the component cost shall
be excluded in calculating the component rate .
deilings: o T

For each classification identified in Part IV, sum the
Providers and totals calculated in Section a above to
determine the total cost per component for each
classification.

Divide the classification component costs calculated
in Section b above by the total census days reported
in the Base Year Cost Reports for all Providers in the
classification to determine an average cost per
component by Provider classification; provided,
however, that if any per diem costs are excluded
because they deviate more than two standard deviations
from the statewide mean, then the days associated with
those per diem costs shall also be deleted in
calculating the average cost per component for the
peer group. -

Multiply the results of Section c above by the
following factors to determine the cost component rate
ceilings by each Provider classification:

(1) General and Administrative--1.1

(2) Capital--1.1

(3) Direct Nursing--1.15

Generally, each per diem cost component of a Provider's

Basic PPS Rates shall be the lesser of the Provider's per

diem cost component rate calculated under Section V.B or the

per diem ceiling for that component , except as noted in

Section VIII. D. In the case of the capital component, no
Provider shall receive less than $1.50 a day regardless of
its cost per day.
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4. If a Provider's rate includes a Substitute Direct Nursing
Component, then all three of the component ceilings that
apply to the Acuity Level for which the rate is being
calculated shall be applied.

L3 The component ceilings shall not be applied in the following
circumstances:

a) to a Grandfathered PPS Rate;

b) to a Grandfathered Capital Component if a provider
meets the provisions of section VI.A.

c) to Grandfathered Direct Nursing and G&A Components;

d) to a New Provider or Provider with New Beds whose
Basic PPS Rates are, in whole or in part, calculated
under the special provisions defined in Part VI. That
Part defines the circumstances in which either the
component ceilings or some other ceilings will be
applied.

6. For the FY 98 Rebasing only, the rate calculation for all

Providers shall include the higher of the rates calculated
under the following two options:

a)

b)

c)

d)

Sections V and/or VI, increased by the GET and ROE
Adjustments and Capital and G&A Incentives, if
applicable; or

The Grandfathered PPS Rate, which excludes OBRA 1987
payments, but includes rate reconsideration.

If the Grandfathered PPS Rate is the lower of the two
options, then the Provider shall receive the Basic PPS
Rate and all other appropriate adjustments that are
defined in this Plan.

If the Grandfathered PPS Rate is the higher of the two
options, then the Provider shall also receive the
following adjustments or increases to that rate:

TN No. 03-002
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(1) For FY 98, one-half of the Inflation Adjustment.
For all subsequent PPS years, the Provider shall
receive the same Inflation Adjustments that are
received by all other Providers.

(2) The GET Adjustment, however, shall only be
applied to the incremental increase to the Total
PPS Rates that results from the adjustments or
increases noted above.

VI. SPECIAL PROVISIONS AFFECTING THE CALCULATION OF BASIC PPS RATES FOR NEW

PROVIDERS,

PROVIDERS THAT ADD NEW BEDS, AND ACUITY LEVEL D CARE AND

CLARIFICATION OF TREATMENT OF GRANDFATHERED CAPITAL COMPONENT

A. Treatment of New Providers Without Historical Costs

1.

The following two types of Providers shall have their Basic
PPS Rates calculated, in whole or in part, under this
Section VI.A:

a)

b)

a Provider that began operating after the Base Year,
and therefore has no Base Year Cost Report; or

a Provider that begins operating a new facility during
the Base Year, and therefore has no Base Year Cost
Report that reflects a full 12 months of operations.

A Provider that qualifies under one of the above criteria
shall submit its projected costs to the Department on forms
and in the format defined by the Department.

The qualifying Provider shall receive as its Basic PPS Rates
the lesser of:

a)

b)

its reasonable projected allowable costs under
Medicare reasonable cost principles of reimbursement
(as defined in 42 C.F.R. chapter 413 and as modified
by this Plan); or

125% of the sum of the statewide weighted averages
(including the Inflation Adjustment) for its peer
group in each Acuity Level.

TN No. 03-002
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4. Commencing on January 1, 1996, the qualifying provider shall
receive as its Basic PPS Rates the lesser of:

a) . its reasonable projected allowable costs. under
o Medicare reasonable cost principles of reimbursement
(as defined in 42 C.F.R. chapter 413 and as modified
by this plan); or

b) the sum of the component rate ceilings for its peer
group in each Acuity Level.

c) Section VI.A.3 shall continue to be applied under the
following circumstances;

(1) Facilities that, as of December 31, 1995,
qualify for and are receiving the New Provider
rate.

(2) New LTC projects with certificate of need (CON}

approval (if applicable), that either:

(a) have started construction as of December’
31, 1995.
(b} have not started construction but have a

financial commitment as of December 31,
1995 which contains a penalty clause, in
which case the Department may grant a
provider’s request for an exception based
on review of the provider’s financial
situation.

5. In PPS rate years following the calculation of per diem
rates under this Section, the Provider’s Basic PPS Rates
shall receive the same Inflation Adjustment as other

providers.
B. Treatment of New Beds Without Historical Costs
1. - A Provider that has expanded beds since or during the Base

Year, and therefore has no Base Year Cost Report reflecting
a full 12 months of operation with the new beds, shall have

TN No. 97-002 v
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its Basic PPS Rates calculated, in whole or in part, under
this Section VI.B.

2. Existing Providers which add new beds during or after the
Base Year shall receive Basic PPS Rates that "blend" the
rates for the old and new beds.

3. Basic PPS Rates associated with the new beds shall be
calculated in accordance with Sections VI.A.3. and VI.A.4.
If applicable, the GET Adjustment shall be increased to
cover the higher gross excise taxes that will result.

4. The result of subsection 3 above shall be multiplied by the
number of new beds;

5. The Basic PPS Rates calculated on the historical costs of
the existing beds as defined in Section V.A, B and C shall
be multiplied by the number of existing beds;

6. The sum of subsections 4 and 5 above shall be divided by the
total number of existing and new beds;

7. The rates calculated in subsection 6 above shall be the
Provider's Basic PPS Rate for all beds; and

8. The computation shall be performed separately for each
acuity level.

‘ C. Transition of New Providers and New Beds into the PPS

1. A New Provider or a Provider with New Beds shall eventually
have its Basic PPS Rates calculated in the same manner as
other Providers. The transition will begin with the first
Rebasing in which the New Provider or Provider with New Beds
has a Base Year Cost Report that reflects a full twelve
months of operations.

2. Unless the Provider is eligible for the Grandfathered Direct
Nursing and G&A Components, the G&A and direct nursing
components of the Provider's Basic PPS Rates shall be

TN No. 03-002
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calculated in the same manner as existing Providers
(including the application of the component ceilings).

3. For New Providers or Providers that added New Beds, the
capital component of the Basic PPS Rates subject to the
capital component ceilings shall be determined as follows:

a) The New Provider or Provider with New Beds shall
receive the lesser of the following two options as the
capital component of its Basic PPS Rates:

(1) its facility-specific capital per diem costs
calculated in the same manner as existing
Providers (excluding the application of the
capital component ceiling); or

(2) its Grandfathered Capital Component (excluding
the application of the capital component
ceiling); provided, however, that if Provider's
facility-specific capital per diem amount after
the application of the capital component ceiling
is higher than its Grandfathered Capital
Component, then the Provider shall receive the
higher amount as the capital component of its
Basic PPS Rates.

b} In order to implement the preceding section, the
Department shall identify the capital component of the
Basic PPS Rates for New Providers that existed
immediately prior to the implementation of the FY 98
Rebasing. That amount, which is the Grandfathered
Capital Component, shall be calculated as follows:

(1) The Department shall compare the New Provider's
projected per diem costs (which were used to
establish its initial PPS Rates) with its actual
capital per diem costs as indicated on the Base
Year Cost Report to determine whether the
projected capital costs were reasonable. If the
Department concludes that the projections were
unreasonable, then the Department may adjust the
Grandfathered Capital Component accordingly.

TN No. 03-002
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If the New Provider's projected aggregate costs
in all three PPS rate components exceeded 125%
of the sum of the statewide weighted averages,
then the Grandfathered Capital Component shall
be reduced pro rata. That reduction shall be
accomplished by multiplying the projected
capital per diem by the Capital Component
Reduction Factor.

After applying the Capital Component Reduction
Factor, the New Provider's initial projected
capital per diem amount shall be increased by
the Infiation Factor to remove the effects of
varying fiscal year ends and to inflate the per
diem to the PPS Year. That amount shall be the
capital component of the New Provider's Basic
PPS Rates.

The Department shall follow the same general procedﬁre

c)

in calculating the portion of the capital component

for New Beds that was used to calculate the blended*

capital component for Providers with New Beds.

That process shall include the following steps:

(1) - identifying the Grandfathered Capital Component;

(2) if appropriate, applying the Capital Component
Reduction Factor;

(3) determining whether the facility-specific or
Grandfathered Capital Component rate is
appropriate; and

(4) using the appropriate amount to calculate a
"blended" capital per diem amount for the
Provider. ’

4. A Provider that added New Beds and meets the defined

eligibility tests is entitled to have its direct nursing and
general administrative components adjusted as defined below:

TN No. 97-002
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In order to be eligible for the Grandfathered Direct
Nursing and G&A Components, a Provider must meet the

following requirements:

(1) The Provider must have both 0ld and New Beds;

(2) The Provider must have a full twelve months of
historical costs for the New Beds reflected in
the Base Year Cost Report; and

(3) Immediately prior to the effective date of the
FY 98 Rebasing, the Provider must have had in
effect a "blended" Basic PPS Rate that included
the costs of both the 0ld and New Beds.

(4) The Provider's Adjusted PPS Rate for FY 98
(excluding the NF and OBRA 87 Adjustments) is
less than its Total PPS Rate immediately prior.
to the Rebasing plus one-half of the FY 98
Inflation Adjustment.

A Provider who meets the eligibility tests defined
above shall receive the Grandfathered Direct Nursing
and G&A Adjustment. As part of the calculation to
determine the amount of the adjustment, one-half of
the Inflation Adjustment for FY 98 is included. For
FY 98 only, no other Inflaticn Adjustment shall be
included in calculating the Provider's Adjusted PPS
Rates. Thereafter, the Provider shall receive the
full Inflation Adjustment in calculating its Adjusted
PPS Rates.

D. Treatment of Providers who provide Acuity Level D Care

i.

Providers that furnish Level D services after the Base Year
shall submit costs and days to the Department on forms and
in the format defined by the Department.

Payment for Acuity Level D services will be based on the
facility's its reasonable projected allowable costs under

Medicare reasonable cost principles of reimbursement (as
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defined in €2 C.FR. chagter 413 and as mocHied by this Ptan). However, i a Provider bas
hisorical cost data of providing Acuity Level D sarvices under a se pilot program, the rate
will be based on the lesser of the pilot program or the facility’s profected costs.

VIL INFLATION AND OTHER MISCELLANEOQUS PROVISIONS
A Application of loflation and Other Adjustments 10 Establish Provider-Specific Prospective
_Payment Rates

1. Subject 10 Paagraph 4 helow, armmsl cost incresses shall be recogniaed the
Inflation Adjustment (Section L bhlﬁ:ﬁmmﬂamﬂ:’m.
This section applies agnfuity 3ﬂumwugkgdc:mnc
critical aconss hospitals, The provisions of Section apply ©© Acuity Levels
services in all other facilities.

2 For in which the Department performs a Rebaging, cost increases amributable o
mumﬁnhnﬂwmnhwwufdbm:
»mq&:mmuhw»mmmamﬁwm

b) The Basic PPS Rates shall be rmubtiplied by ane phus the curmlative Inflation
Adjustment;

Forthe of determining the Inflation the Department shall vee the most
°’m%mmumw 4
d) To camme the prospective neture of the system, that data shall not be setroactively modified
or adfusted.

3. For yoars when the Department does not perform a ing, cot increases due t0

infiation for the upcoming rate year shall be recognized as f :

8) The Department shall multiply the Adjusted PPS Rate (excluding any rate reconsideration
incronses) in effect on June 30th of the immediately preceding fiscal year by ane plus
Inflstion Adjustment for the following stase fiscal year;
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b) To ensure the prospective nature of the payment methodology, the
inflation Adjustment shall not be retroactively modified or adjusted.

4. The Inflation Adjustment shall not be applied to rates for the 4™ quarter of
FFY 2011 and the 1®, 2™, and 3™ quarter of FFY 2012.

B. Limitations on Long-Term Care Provider Reimbursement

1. Notwithstanding any other provisions of this Plan, aggregate payments to
each group of facilities (i.e., Nursing Facilities or ICF/MRs) may not exceed
the amount that can reasonably be estimated would have been paid for
those services under Medicare reasonable cost principles of reimbursement
(as defined in 42 C.F.R. chapter 413). In addltion, aggregate payments to
each group of State-operated Providers (i.e., Nursing Facilities or ICF/MRs)
may not exceed the amount that can reasonably be estimated would have
been paid under Medicare reasonable cost principles of reimbursement. If a
formal and final determination is made that payments in the aggregate
exceeded the Upper Limit and federal financial participation is disallowed,
then the Department may recoup any payments made to Providers in
excess of the Upper Limit.

2. Notwithstanding any other provisions of this Plan, payment for out-of-state
long-term care facility services shall be the lesser of the facility’s charge,
the other state’s Medicaid rate, or the statewide weighted average Hawaii
Lﬂedicaid rate applicable to services provided by comparable Hawaii

roviders.

3. Notwithstanding any other provision of this Plan, no payments shall be
made for the improper admission of or care for mentally ill or mentally
retarded individuals, as those terms are defined in section 4211 @)7)G)
of OBRA 87.

4.  Notwithstanding any other provisions of this Plan, should federal
participation for CAH providers be disaliowed, the Department may recoup
any such payments made to these CAH facilities.

C. Adjustments to Base Year Cost
1. Adjustments to a Provider's Base Year Cost Report that occur subsequent

to a Rebasing that utilizes that Base Year Cost Report shall not result in
any change to the component rate ceilings for the Provider's peer group.

TN No. 11-006A 23 T
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' 2. Beginning with the FY 98 Rebasing, the following rules shall
apply to changes to a Base Year Cost Report that are made
after a Rebasing occurs:

(a) If a Provider's PPS Rates are based upon a cost report
that is not finally settled, then the Department shall
not adjust those rates based upon subsequent changes
to the Base Year Cost Report.

3. The PPS rate calculation process is complex and requires an
extensive commitment of the Department's resources.
Occasionally, the Department may uncover or have brought to
its attention minor data extraction or calculation errors
that affect one or a few Providers. Unless the Department
reasonably expects the correction of an error for one or a
few Providers to have a significant impact on the statewide
weighted averages or component ceilings, the Department need
not recalculate those averages or ceilings to reflect a
recalculation of the Basic PPS Rates of the one or few
Providers.

D. Rebasing the Basic PPS Rates

The Department shall perform a Rebasing following the methodology
but using updated cost report data as described in Section V so
that a Provider shall not have its Basic PPS Rates calculated by
reference to the same Base Year for more than eight state fiscal
years.

VIIIL ADJUSTMENTS TO THE BASIC PPS RATES

A. Each proprietary Provider is eligible to receive the ROE
Adjustment. The ROE adjustment shall be calculated by identifying
the appropriate amounts from the Base Year Cost Report or other
sources, and dividing those amounts by the Provider’'s Base Year
patient days to obtain a Base Year ROE per diem. The Base Year
ROE Adjustments shall receive the same increase to reflect
inflation as all other base year costs.
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B. All proprietary Providers shall receive the GET Adjustment.
The GET Adjustment shall be paid by increasing the Basic
PPS Rates plus all applicable adjustments by 1.04167.

C. Nursing Facilities who qualify shall receive the Capital
Incentive Adjustment, the G&A Incentive Adjustment, or
both. Due to the limited number of ICF/MRs, those
facilities shall not be eligible to receive either the
Capital Incentive or G&A Incentive Adjustments.

D. 'Beginning with PPS rate year July 1, 1995 to June 30, 1996,
qualifying NFs shall receive the "G & A Small Facility
Adjustment".

E. All ICF/MR facilities will have a per diem dental allowance

added to the basic PPS rate. This amount will be the same
for all ICF/MR facilities. The dental benefits and
expenditures by State Medicaid Agencies survey taken by the
American Dental Association was used to determine the
dental allowance add-on. The survey allowed a comparison
of the cost of State dental Medicaid payments and provided
the average median cost per patient per year. The average
and median cost were updated by inflation factors used for
the annual updating of long term care rates. The average
annual cost was divided by 365 days to determine a cost per
day and rounded to the nearest dollar.

F. DRR add-on applies to nursing facilities (SNF/ICF) without
pharmacy staffing. The basic PPS rate for a facility
without pharmacy staff will include a per diem add-on to
reimburse for the completion of monthly drug regiment
reviews. The drug regiment review per diem add-on equals
the sum of the quotients of (monthly payment per review x
12 months) /365 days + (monthly facility payment X 12
months) /Medicaid days and rounded up to the nearest whole
cents.

G. The Total PPS Rates

1. A Provider's Basic PPS Rate shall equal the sum of
its direct nursing, G&A and capital per diem
components for each Acuity Level as calculated under
this Plan. A New Provider's Basic PPS Rate shall be
the per diem rate calculated under the provisions of
Section VI.A. The Basic PPS Rate for a Provider with
New Beds shall be the per diem rate calculated under
the provisions of Section VI.B.

2. A Provider's Adjusted PPS Rate shall be the product
of the following formula:

Basic PPS Rate

+ Capital Incentive Adjustment [if applicable]

+ G&A Incentive Adjustment [if applicable]

+ ROE Adjustment [if applicable]

+ G&A Small Facility Adjustment [if applicable]

+ Dental allowance add-on (applicableto ICF/MR
facilities only)

+ DRR add-on (if applicable)

Subtotal

X GET Adjustment [if applicable])
= Adjusted PPS Rate

3. A Provider's Total PPS Rate shall be the Adjusted PPS
Rate.
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IX. ADMINISTRATIVE REVIEW - RATE RECONSIDERATION

A.

Providers shall have the right to request a rate reconsideration
for the following conditions:

1.

A change in ownership, leaseholder, or operator, without a
change in licensure and certification, which shall be
grounds for rate reconsideration only to the extent
authorized in Section II.C.6.

Providers who receive no rate increase or a reduced rate due
to implementation of the acuity based reimbursement system
will not be able to file for a rate reconsideration under
this section for adjustments or damages.

Extraordinary circumstances including, but not limited to,
the following: acts of God; changes in life and safety code
requirements; changes in licensure law, rules, or
regulations; significant changes in patient mix or nature of
service occurring subsequent to the Base Year; errors by the
Department in data extraction or calculation of the per diem
rates; subject to Section VII.C, inaccuracies or errors in
the Base Year Cost Report; or additional capital costs
resulting from renovation of a facility that does not result
in additional beds but otherwise are attributable to
extraordinary circumstances. Mere inflation of costs,
absent extraordinary circumstances, shall not be a basis for
rate reconsideration.

To determine in advance the amount of rate reconsideration
relief, if any, that will be granted to the Provider for an
anticipated future cost in excess of $50,000, or $1,000 per
bed, whichever is less. The Provider must be otherwise
ready to incur the cost, and it must be attributable to a
proposed capital expenditure, change in service or licensure
or extraordinary circumstance. Any determination by the
Department is subject to the Provider actually incurring the
anticipated cost. If the actual cost is greater or lesser
than the anticipated future cost submitted by the Provider,
then the Department may adjust its rate reconsideration
relief determination either on its own initiative or by
supplemental request of the Provider. A Provider that fails
to request an advance rate reconsideration from the
Department assumes the risk that no rate reconsideration
relief may ultimately be available.

TN No.

Supersedes
97-002

TN No.

03-002
Approval Date: JUN - 9 2004 Effective Date: 07/01/03

34



(Rev. 12/24/03) ATTACHMENT 4.19-D

5. If the Department reduces the Grandfathered Capital
Component of a New Provider or a Provider with New Beds due
to an inaccurate or unreasonable projection of capital costs
by the Provider.

B. Requests for reconsideration shall be submitted in writing to the
Department and shall set forth the reasons for the requests. Each
request shall be accompanied by sufficient documentation to enable
the Department to act upon the request. Documentation shall
include data necessary to demonstrate that the circumstances for
which reconsideration is requested meet one or more of the
conditions specified in Section IX.A. The requests shall include
the following:

1. A presentation of data to demonstrate the reasons for the
Provider's request for rate reconsideration.

2. If the reconsideration request is based on changes in
patient mix, the Provider must document the change using
well established case mix measures, accompanied by a showing
of cost impact.

3. A demonstration that the Provider's costs exceed the
payments under this Plan.

C. Except as otherwise provided in this Plan, a request for
reconsideration shall be submitted within 60 days after the annual
PPS Rate is provided to the Provider by the Department, or at
other times throughout the year if the Department determines that
extraordinary circumstances occurred or if the circumstances
defined in Section IX.A.1l occur.

D. Pending the Department's decision on a request for rate
reconsideration, the Provider shall be paid the PPS Rate initially
determined by the Department. If the reconsideration request is
granted, the resulting new PPS Rate will be effective no earlier
than the first day of the PPS rate year.

E. A Provider may appeal the Department's decision on the rate
reconsideration request. The appeal shall be filed in accordance
with the procedural requirements of Chapter 17-1736 of the Hawaii
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Administrative Rules. A copy of the Hawaii Administrative Rules
is appended to this Plan as Exhibit 17-173s.

Except as noted below, rate increases granted pursuant to the rate
reconsideration process shall not exceed an amount equal to the
sum of the component ceilings for a particular Provider's
classification minus the Provider's Basic PPS Rate.

1. If a Provider is either New or has added New Beds and its
Basic PPS Rate is calculated under Section VI, then a rate
increase shall not exceed the difference between the sum of
the ceilings for the direct nursing and general and
administrative components and the sum of the Provider's
facility-specific components for those categories.

2. If a Provider is receiving the Grandfathered Capital
Component, then the increase shall not exceed the difference
between the sum of the direct nursing and G&A component
ceilings and sum of the Provider's direct nursing and G&A
components.

3. For Providers that qualify for the " G & A Small Facility-
Adjustment", the sum of the component ceilings is to reflect
the increase to the G & A component ceiling as described in
Section I.V.

F. Rate reconsideration granted under this Section shall be effective
for the remainder of the PPS rate year. If the Provider believes
its experience justifies continuation of the reconsidered rate in
subsequent fiscal years, then it shall submit information to
update the documentation specified in Section IX.B within 60 days
after receiving notice of the Provider's rate for each subsequent
PPS rate year. The Department shall review the documentation and
notify the Provider of its determination as described in Section
IX.D. The Department may, at its discretion, grant a rate
adjustment that will be incorporated into the Provider's rate for
one or more of the following PPS rate years.

G. The decision to grant a rate reconsideration request is subject to
the Department's discretion. In exercising that discretion, the
Department may consider that a Provider's Adjusted PPS Rate
includes a Grandfathered component or Incentive Adjustment.

TN NO- .M (4?’
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X. COST REPORT REQUIREMENTS

A.

All Providers shall maintain an accounting system that identifies

costs in conformance with generally accepted accounting
principles.

Beginning with cost reporting periods ending on or after January

1, 1996, participating Providers shall submit the following on an

annual basis no later than five months after the close of each
Provider's fiscal year:

1. Uniform cost report;

2. Working trial balance;

3. Provider cost report questionnaire;

4. If the Provider has its financial statement audited, then a

copy of that audited financial statement;
5. Disclosure of appeal items included in the cost report;

6. A listing of all Medicaid credit balances showing
information deemed necessary by the State, and copies of
provider policies and procedures to review Medicaid credit
balances and refund overpayments to the State.

7. Such other cost reporting and financial information as the
Department shall request. This information may include
segregation of certain costs of delivering services to
Acuity Level C Residents as opposed to Acuity Level A
Residents.

In subsequent years, the Department may require Providers to
classify their costs according to the components defined in
Section V.B.1 and interpretive guidelines provided by the
Department and submit that classification with its cost report.
Final classification of costs into appropriate components shall
at the discretion of the Department.

Claims payment for services will be suspended 100 percent until
acceptable cost report is received. A 30 day maximum extension
will be granted upon written request for only when a provider'’s
operations are significantly adversely affected due to
extraordinary circumstances beyond the control of the provider,
provided in Medicare guidelines.

be

an

as
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Each Provider shall keep financial and statistical records of the cost reporting year
for at least six years after submitting the cost report form to the Department and shall
make such records available upon request to authorized state or federal
representatives.

Xl. ACUITY BASED REIMBURSEMENT SYSTEM

Beginning with the effective date of these rules, the Department will implement a
transition from PPS to an acuity based reimbursement system. The phased

The transition rate methodology uses a price-based system with the following

1. For the direct care rate component, the component price is set at one hundred
ten per cent of the day-weighted median. The rate that is calculated is subject to
a case mix adjustment based upon the change on each facility's overall case mix.

2. For the administrative and general rate component, the component price is set at
one hundred three per cent of the day-weighted median. The rate is not subject

3. For the capital rate component, the component price is at the day-weighted
median. The rate is not subject to a case mix adjustment.

4. The Hawaii general excise tax is treated as a pass-through.

The rate setting parameters will remain constant for all future rate setting periods.
The prices calculated for direct care, administrative and general, and capital will
reflect prices that relate to the rate period beginning July 1, 2002 and ending
June 30, 2003. The component prices will be updated for each subsequent rate
period by the inflation adjustment for each period, provided that no inflation
adjustment shall be applied in determining component prices for the 4™ quarter of
FFY 2011 and the 1*, 2™ and 3" quarter of FFY 2012.

Effective for rate periods starting September 1, 2003 and July 1, 2004, the annual

1. Calculate the blended Acuity A and Acuity C rates for all eligible NF facilities

A.
approach will be completed by June 30, 2008.
B.
parameters:
to a case mix adjustment.
C.
cost increases shall be determined as follows:
using the inflation adjustment.
TN No.
Supersedes Approval Date:
TN No.
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2. For each NF, compare the blended rates with
the inflation adjustment to the rates that would have been
reimbursed under the acuity based reimbursement system.

3. Apply the inflation adjustment only to the

NFs that would have received an increase under the acuity
based reimbursement system. The rate as increased by the
inflation adjustment for the NF shall not exceed the rate
the provider would have been entitled to under the acuity
based reimbursement system. Any NF not entitled to the
inflation adjustment shall receive no rate increase or
decrease.

4. For all NFs that are not entitled to an
inflation adjustment, or whose rate is limited by the rate
determined by the acuity based reimbursement system,
calculate by facility the annual amount associated with the
inflation adjustment based on the Medicaid bed days from the
latest available cost report.

5. The total amount of inflation adjustments
calculated in paragraph (4) shall be distributed to NFs
whose rates with inflation adjustments are below the rate
calculated under the acuity based reimbursement system. The
total amount shall be divided by the number of Medicaid bed
days for the NFs with rates below those calculated by the
acuity based reimbursement system. A SNF and ICF bed day
rate shall be calculated.

6. Each NF with rates below that calculated by
the acuity based reimbursement system shall receive an
additional adjustment to its rate. The adjustment shall be
applied to each SNF and ICF bed day, provided the new bed
day rate does not exceed the rate that would have been paid
under the acuity based reimbursement system.

D. Effective for rate periods starting September 1, 2003,
and July 1, 2004, all NFs that do not receive an inflation
adjustment under paragraph C above shall receive an additional
transition payment equal to the difference between the rate as
calculated under paragraph C above and the allowable cost of
serving Medicaid eligible patients (based on the most recently
approved cost report trended forward).

TN No. 03-002
Supersedes Approval Date: JUN — 0 2004 Effective Date: 07/01/03
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(E) Effective for rate periods starting with July 1, 2005, the
reimbursement rate for all facilities will be calculated
under the acuity based reimbursement system.

(F) Effective for rate periods starting with July 1, 2005, and
ending on June 30, 2008, all hospital-based nursing
facilities shall receive an additional transition payment
equal to a specified percentage of the difference between
their acuity-based rate and their rate as calculated under
the PPS methodology. Refer to paragraph (K) below. The
specified percentages are as follows:

July 1, 2005-June 30, 2006- 75 percent
July 1, 2006-June 30, 2007- 50 percent
July 1, 2007-June 30, 2008- 25 percent
(G) Public hospital-based nursing facilities shall determine

their costs during each transition year of serving
Medicaid-eligible patients, which shall be the basis for
claiming federal financial participation in additional
transition payments to those facilities pursuant to
paragraphs D and E above.

(H) Any free-standing nursing facility whose acuity-based rate
for the rate period July 1, 2005-June 30, 2008 is less than
what its rate would have been if calculated under the PPS
methodology shall receive an additional transition payment
equal to a specified percentage of the difference (referred

to as “rate shortfall”). Refer to paragraph (K) below.
The specified percentages of the rate shortfall are as
follows:
July 1, 2005-June 30, 2006- 75 percent
July 1, 2006-June 30, 2007- 50 percent
July 1, 2007-June 30, 2008- 25 percent
(I) If any hospital-based nursing facility is sold to, .or the

operation of such facility is assumed by a non-hospital
entity the additional transition payment shall continue to
be made to the new operator as if it was a hospital-based

facility.

(J) In the event that additional transition payments cause
overall payments to a class of privately owned or operated
nursing facilities or publicly (non-state) owned or
operated nursing facilities to exceed the Department’s
reasonable estimate of the upper payment limit under 42
C.F.R. §447.272, additional transition payments to all
nursing facilities in the affected class shall be reduced
pro rata in order that overall payments to that class not
exceed the upper payment limit.

TN No. 08-005-B
Supersedes Approval Date: MAR =5 2009 Effective Date: 03/22/2008
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(K) Effective March 22, 2008 and ending on June 30, 2008,
public hospital-based or freestanding nursing facilities
shall receive a further payment equal to the difference
between their Medicaid fee-for-service payment amounts and
their allowable routine cost of serving Medicaid eligible
fee-for-service patients.

(L) Effective for rate periods starting with July 1, 2008,
public hospital-based or freestanding nursing facilities
shall receive an additional payment equal to the difference
between their Medicaid fee-for-service payment amounts and
their allowable routine cost of serving Medicaid eligible
fee-for-service patients.

(M) Public hospital-based or freestanding nursing facilities
shall determine their allowable routine fee~-for-service
costs each year, which shall be the basis for claiming
federal financial participation in additional payments to
those facilities pursuant to paragraph (K) and (L) above.

(N) To determine a public hospital-based or freestanding
nursing facility’s allowable Medicaid costs eligible for
supplemental payment under paragraphs (K) and (L), the
following steps must be taken to ensure Federal financial
participation (FFP):

(1) Interim Medicaid Supplemental Payment

The State will make interim quarterly Medicaid
supplemental payments to approximate actual net
Medicaid loss for the expenditure period. The net
Medicaid loss is the difference between the Medicaid
fee-for-service payment amount and the nursing
facility’s allowable Medicaid routine cost.

For the period of March 22, 2008 to June 30, 2008,
the State will make one interim Medicaid supplemental
payment. For the period beginning on or after

July 1, 2008, the State will make quarterly interim
Medicaid supplemental payments.

(a) The process of determining allowable Medicaid
nursing facility routine costs eligible for FFP
begins with the use of each public nursing
facility’s most recently filed cost report (the

TN No. 08-005-B
Supersedes Approval Date: MAR J 2003 Effective Date: 03/22/2008
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last cost report filed to the Medicare fiscal
intermediary). For hospital-based nursing
facilities, such costs are reported on the CMS-
2552-96. For freestanding nursing facilities,
such costs are reported on the CMS-2540-96.

(b) On the latest as-filed Medicare cost report,
the allowable hospital-based nursing facility
routine per diem cost is identified on the
CMS-2552-96, worksheet D-1, Part ITI, line 67.
This amount represents the allowable NF cost
from worksheet B, Part I, line 34 and/or 35,
column 27; adjusted by any applicable private
room differential adjustments computed on
worksheet D-1, Part I; and divided by the total
NF days during the cost reporting period
identified on worksheet S-3, Part I, line 15
and/or 16, column 6.

On the latest as-filed Medicare cost report,
the allowable freestanding nursing facility
routine per diem cost is identified on the CMS-
2540-96, worksheet D-1, Part I, line 16. This
amount represents the allowable NF cost from
worksheet B, Part I, line 16 and/or 18, column
18; adjusted by any applicable private room
differential adjustments computed on worksheet
D-1, Part 1; and divided by the total NF days
during the cost reporting period identified on
worksheet S-3, Part I, line 1 and/or 3,

column 7.

The routine per diems above are computed in
accordance with Medicare cost principles and
trended forward by the CMS Nursing Home without
Capital Market Basket inflation factor as
necessary.

The above computation is performed separately
for the NF component and, if applicable, the
SNF component to arrive at separate NF and SNF
per diems.

(c) The routine per diem from step b) above is
multiplied by the number of Medicaid FFS NF
routine days during the current period for
which the interim supplemental payment is being
computed. For example, to compute the interim
supplemental payments to be made for the period
of March 22, 2008 to June 30, 2008, the routine
per diem from the latest available as-filed
cost reporting period is multiplied by the
number of Medicaid FFS NF routine days for the

TN No. 08-005-B
Supersedes Approval Date: MAR - 5 2009Effective Date: 03/22/2008
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period from March 22, 2008 to June 30, 2008 to
arrive at the estimated allowable Medicaid NF
routine costs. The source of the number of
Medicaid FFS NF routine days is the Provider’s
claims information, as validated by the State’s
MMIS. The State can make adjustments to the
Provider’s claims data based on State MMIS with
adjustments to account for claims lag.

If applicable, this step is also performed for
the SNF component, by multiplying the SNF per
diem from step (b) by the number of Medicaid
FFS SNF days for the period.

(d) The allowable Medicaid NF routine costs,
including any applicable Medicaid SNF component
costs, computed from step c above is offset by
the Medicaid NF fee-for-service payments made
by the State. If the State made adjustments to
the paid days from MMIS to account for claims
lag, the revenue offset should also be adjusted
to account for the expected Medicaid NF FFS
payments. The allowable Medicaid NF routine
costs are further offset by all other revenues
received by the facility for the Medicaid NF
routine services, including patient copayments
and third party payments. The result is the
net Medicaid NF routine loss reimbursable as
interim Medicaid NF supplemental payment.

2) Interim Reconciliation to As-Filed Cost Report

Each public nursing facility’s interim supplemental
payments will be reconciled to actual cost based on
its as-filed CMS-2552-96 or 2540-96 for the
expenditure year. If, at the end of the interim
reconciliation process, it is determined that
expenditures claimed were overstated or understated,
the overpayment or underpayment will be properly
credited/debited to the federal government.

The interim reconciliation is based on each public
nursing facility’s allowable routine cost from its
as-filed cost report (filed to the Medicare fiscal
intermediary) for the expenditure period. For
hospital-based nursing facilities, such costs are
reported on the CMS-2552-~96. For freestanding
nursing facilities, such costs are reported on the
CMS-2540-96.

The same methodology detailed in the interim Medicaid
supplemental payment section above will be used for
the interim reconciliation. The per diems computed

TN No. 08-005-B _ 2009
Supersedes Approval Date: MAR ) Effective Date: 03/22/2008
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using the as~filed cost report covering the
expenditure period will be applied to Medicaid FFS NF
days (or SNF days if applicable) furnished during the
expenditure period, and all applicable revenues for
the period will be applied as offsets. The State
will perform this interim reconciliation within
twelve months from the filing of the cost report for
the expenditure period.

Final Reconciliation to Finalized Cost Report

Each public nursing facility’s interim supplemental
payments will also be reconciled to actual cost based
on its finalized CMS~2552-96 or 2540~96 for the
expenditure year. If, at the end of the final
reconciliation process, it is determined that
expenditures claimed were overstated or understated,
the overpayment or underpayment will be properly
credited/debited to the federal government .

The final reconciliation is based on each public
nursing facility’s allowable routine cost from its
finalized cost report (finalized/settled by the
Medicare fiscal intermediary with the issuance of a
Notice of Provider Reimbursement or a revised Notice
of Provider Reimbursement) for the expenditure
period. For hospital-~based nursing facilities, such
costs are reported on the CMS-2552-96. For
freestanding nursing facilities, such costs are
reported on the CMS-2540-96.

The same methodology detailed in the interim Medicaid
Supplemental payment section above will be used for
the final reconciliation. The per diems computed
using the finalized cost report covering the
expenditure period will be applied to Medicaid FFS NF
days (or SNF days if applicable) furnished during the
exXpenditure period. For the final reconciliation,
such Medicaid FFS NF or SNF days must be tied to
State MMIS paid claims reports, with no further claim
lag adjustments. All applicable revenues for the
period will be applied as offsets. The State will
perform this final reconciliation within twelve
months from the finalization of the cost report for
the expenditure period.

TN No.
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(0) If any public nursing facility has received FFS
reimbursement that exceeded its costs, the supplemental payments
provided under paragraphs (K) and (L) to other public nursing
facilities would be reduced pro rata so that the total of all
regular and supplemental payments to public nursing facilities
would not exceed the public nursing facilities would not exceed
the public nursing facilities’ aggregate cost of serving of
Medicaid FFS patients. '

TN No. 08-005-B MAR - 5 2008
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XII. AUDIT REQUIREMENTS

A.

The Department or its fiscal agent shall conduct periodically
either on-site or desk audits of cost reports, including financial
and statistical records of a sample of participating Providers in
each Provider classification.

Reports of the on-site or desk audit findings shall be retained by
the Department or its fiscal agent for a period of not less than
three years following the date of submission of the report.

Each Provider shall have the right to appeal audit findings in
accordance with the procedural requirements of Chapter 17-1736 of
the Hawaii Administrative Rules.

XIII. PUBLIC PROCESS

The State has in place a public process which complies with the
requirements of Section 1902(a) (13) (A) of the Social Security Act.

TN No. 03-002
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Acuity Based Long Term Care Reimbursement Rates

A new price based reimbursement system with three
components (direct care, administrative and capital)
will determine the rates paid to nursing facilities.
The direct care component will be acuity based
(adjusted for the average acuity of all of the
patients in each facility).

The case mix system is based on the thirty-four III
classification methodology similar to that which will
be employed to calculate the acuity based portion of
the long term care reimbursement rates. The system is
price-based, with periodic evaluation of the price
level of the rate components. An adjustment for case
mix will be applied periodically to the direct care
price component.

The acuity based portion of the reimbursement system
applies the average case mix of all of the patients in
each provider’s facility to the direct care price to
arrive at an acuity adjusted direct care component for
each provider. The resulting acuity adjusted direct
care component will be combined with the other price
components to establish the rate for that provider.
This rate will be adjusted periodically when the
acuity scores are compiled. The rate established will
be used for all patient days billed to Medicaid for
that period. After the initial phase in period there
will no longer be a distinction between level A and
level C acuity as the new thirty-four group RUG-III
system will replace the old classification system.

The standard price components for direct care, general
and administrative, and capital were derived from the
most current Medicare cost reports available on June
30, 2001 and inflated using from the midpoint of the
cost report period to the midpoint of the FY 03 rate
year using DRI. A statewide standard price for the
direct care component is calculated using the cost
reports for all facilities and their respective case
mix indices.

TN No. 03-002 s
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Calculation of the facility specific case mix index is
based on data from the Minimum Data Set (MDS), a
component of the federally mandated Resident
Assessment Instrument, to classify residents into one
of thirty-four mutually exclusive groups representing
the residents’ relative direct care resource
requirements. The average case mix index of all of
the residents of the facility at various points in
time (“snapshots”) is then applied to the direct care
component for each facility. The facility’s Medicaid
acuity based reimbursement rate is the direct care
component adjusted by the facility’s case mix index
for all residents, to which is added the general and
administrative component, and the capital component.

Parameters of the New Rate Setting Methodo{ggx

The new rate setting methodology uses a price based
system with the following parameters:

Rate Component Component Myers & Stauffer Case -
Price set calculated Mix
at amount for rate Adjusted
period ending
6/30/2003

Direct care 110% of $102.19 Yes
Median

Administrative 103% of $61.83 No
& General Median

Capital Median $13.04 No

The price parameters listed above (110% of median for
direct care, 103% of the median for administrative and
general and the median for capital) will remain

TN No. __ 03-002 JUN - 9 2002
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constant for all future rate setting periods. The prices listed above ($102.19 for direct care, $61.83 for administrative
and general and $13.04 for capital) reflect prices that relate to the rate period beginning July 1, 2002 and ending
June 30, 2003. Therefore, those prices will need to be updated for cach subsequent rate period before they can be
Mmhmmmbmmmqwﬂluupdmdwmeﬁﬂlhﬂaﬁonﬁmfatha
determined by the inflation adjustment, provided that no inflation adjustment shall be applied in determining
rates for the 4* quarter of FFY 2011 and the 1%, 2* and 3" quarters of FFY 2012.

L".p'fm 110004 Approval Date:  SEP 2 3 201 Effective Date: 07/01/11
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State of Hawaii

For all services covered by the Hawaii Medical Assistance Program:

"Claim" means a bill for services rendered by a provider.
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STATE PLAN UNDER TITLE XIX FOR THE SOCIAL SECURITY ACT

State/Territory: HAWAII

Requirements for Third Party Liability -
Identifying Liable Resources

The frequency of data exchanges are as follows: State wage information collection
agency (SWICA) - Monthly, SSA wage and earnings files - semi-annual; State
Title IV-A agency - weekly; State workers’ Compensation - quarterly; state motor
vehicle accident report files - N/A (see 42 CFR 433.138 (d)(5)). Diagnosis and
trauma code edits are conducted simultaneously as claims are processed.

Within 30 days, follow-up (when appropriate) on data exchange is made in order
to identify legally liable third party resources and incorporate such information into
the eligibility case file and into its third party data base so the agency may process
claims under the third party liability payment procedures specified in Section
433.139(b) through (f). The method is by personal contact with the
applicant/recipient by the eligibility worker to investigate eligibility under the third
party resource.

Health insurance information and workers’ compensation data exchange
information follow-up (when appropriate) will be conducted within sixty (60) days
in order to identify legally liable third party resources and incorporate such
information into the eligibility case file and into its third party data base so the
agency and QUEST Health Plans may process claims under the third party liability
payment procedures specified in Section 433.139 (b) through (f).

See item 1 above.

With the exception of code 994.6, action is taken to identify those paid claims for
Medicaid recipients that contain diagnosis codes 800 through 999 and “e” prefix
codes (ICDCM) International Classification of Disease, 9th Revision Clinical
Modification (Volume 1), inclusive for the purpose of determining the legal
liability of third parties so that the agency may process claims under the third party
liability procedures specified in Section 433.139 (b) through (f).

Diagnosis codes that yield the highest third party collections are identified yearly
and given highest priority for follow-up.

TN No.
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When a recipient who is receiving medical assistance is involved in an accident and
medical treatment is necessary, the recipient is required to notify the Caseworker within
ten (10) days. The DHS Forms 1125 (Assignment of Payment) and 1125A (Accident
Report)are completed by the Caseworker and sent to the State Agency’s Third Party
Liability (TPL) Medical Recovery Unit for review. If a liable third party is identified , a
medical lien is developed and notarized by the TPL Medical Recovery Unit and sent to
the liable third party by certified mail. For Medicaid recipients, the medical expenses
incurred information is obtained from the MMIS. For Quest Health Plan recipients, the

' medical expense incurred information is obtained from the Quest Health Plan.

If a recipient receives medical treatment for an accident and fails to report the accident to
the Caseworker, an accident letter is generated and sent to the recipient when a $500 or
more of medical expenses are paid. The accident letter instructs the recipient to report
the accident to the Caseworker. The recipient who is injured in the accident is identified
by the diagnosis code(s) on the claim. (See item 4 above). Accident letters are
generated on a quarterly basis. :

A TPL subrogation code 41 is entered in the recipient’s eligibility file by the Caseworker
when the accident is reported by the recipient.

To ensure that medical expenses are recovered, Attorneys representing a claimant, by
statute, must make a reasonable inquiry with the Department as to whether the claimant
has received medical assistance or is receiving medical assistance related to the incident.
Before the release of any award or settlement proceeds, the claimant, attorney, or
representative must notify the Department immediately. If notification is received, the
TPL Medical Recovery Unit takes immediate action to obtain the medical expense
incurred information from the Quest Health Plan or Medicaid Program (MMIS) and
pursues recovery.

STATE PLAN UNDER TITLE XIX FOR THE SOCIAL SECURITY ACT

TN No. ___96-011 MAR 0 6 1997
Supersedes Approval Date: Effective Date:
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Hawaii

STATE LAWS REQUIRING THIRD PARTIES TO PROVIDE
COVERAGE ELIGIBILITY AND CLAIMS DATA

1902(a)(25)(1) The State has in effect laws that require third parties to comply with the provisions,
including those which require third parties to provide the State with coverage, eligibility
and claims data, of 1902(a)(25)(l) of the Social Security Act.

TN No. 11-003
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State/Territory: Hawaii

Requirements for Third Party Liability -

Payment of Claims

(d)(1) Claims for services covered the State Plan that is provided to an individual on

(2)

3)

whose behalf child support enforcement is being carried out by the state Title
IV-D Agency are paid if the provider certifies that before billing Medicaid , the
provider has waited 30 days from the date of service and has not received
payment from the third party. The methods used to determine the providers’
compliance with the above billing requirements are:

(a) The claim received date must be more than 30 days from the date of
service;

(b) Provider must certify in writing that the TPL was billed and more than
30 days have elapsed; and

(c) Confirmation is made with the TPL on a sample basis to monitor that the
provider filed a claim and payment has yet to be made.

All third party resources available to a recipient are ascertained and this TPL
data is entered in the recipient’s eligibility file. A provider must seek all
reimburements from the liable third party prior to Medicaid payments. Claims
must be filed within a year from the date of service and only the amount
remaining after third party coverage is reimbursable.

Post payment recovery is initiated when a previously unknown third party
resource becomes known. A refund is requested and if after two (2) notices, no
refund is received, pending claims by a provider may be reduced by the amount
of liability.

A threshold amount of $500 is used in determining whether to seek
reimbursement from a liable third party for accident or accident related cases
involving liens or court action. Any liability below this amount is not pursued as
non-cost effecive. No specific time limits are applicable The Attorney General
determines at which point in time to discontinue efforts to seek reimbursements.

For recipients’ under managed care (Hawaii QUEST), the State assumes
responsibility for recovery.

TN No. 96-011
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(e) The Medicaid agency ensures that in the case of individuals who are
eligible for medical assistance under the plan for service(s) which a third
party or parties are liable for payment, if the total amount of the established
liability of the third party or parties for the service is:

(1) Equal to or greater than the amount payable under the State Plan
(which includes, when applicable, cost -sharing payments), the
provider furnishing the services to the individual may not seek to
collect from the individual(or any financially responsible relative or
representative of that individual) any payment amount for that
service; or

(2)  Less than the amount payable under the State Plan (including cost
sharing payments) the provider furnishing the service to that
individual may collect from the individual (or any financially
responsible relative or representative of the individual) an amount
waqhich is the lesser of:

(a) Any cost-sharing payment amount imposed upon the
individual ; or

(b) An amount which represents the difference between the
amount payable under the State Plan (which includes, when
applicable, cost-sharing payments) and the total of the
established third party liability for the services (s). This
claim payment function is accomplished on a claim by claim
basis when reported by the caseworker, client, or provider.

The Medicaid agency also ensures that providers do not refuse to furnish
services coyvered under the plan to an individual who is eligible for medical
assistance under the plan on account of a third party’s potential liability for
the service(s). The methods used to ensure compliance are:

(1) By written notification in Medicaid Newsletter; and

(2) By pursuing enforcement when refusal to furnish services are
reported by individuals to the State Agency.

TN No. 95-010 JUN 2 ¢ 1923
Supersedes Approval Date: N Effective Date:
TN Na. 90.2
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(HsQB) Attachment 4.30
Page 1

State/Tertitory: STATE OF HAWAII
Citation Sanctions for Psychiatric Hospitals
1902(y) (1), (a) The State assures that the requirements of

1902(y) (2) (A),

and Section

1902(y) (3)

of the Act

(P.L. 101-508,
Section 4755(a)(2))

1902(y) (1) (A) (b)

of the Act

1902(y) (1) (B) (c)
of the Act

1902(y) (2) (A) {d)
of the Act

section 1902(y)(1), section 1902(y)(2)(A), and
section 1902(y)(3) of the Act are met concerning
sanctions for psychiatric hospitals that do not
meet the requirements of participation when the
hospital's deficiencies immediately jeopardize
the health and safety of its patients or do not
immediately jeopardize the health and safety of
its patients.

The State terminates the hospital's
participation under the State plan when the
State determines that the hospital does not
meet the requirements for a psychiatric
hospital and further finds that the hospital's
deficiencies immediately jeopardize the health
and safety of its patients.

When the State determines that the hospital does
not meet the requirements for a psychiatric
hospital and further finds that the hosgpital's
deficiencies do not immediately jeopardize the
health and safety of its patients, the State
may:

1. terminate the hospital's participation
under the State plan; or

2. provide that no payment will be made
under the State plan with respect to
any individual admitted to such
hospital after the effective date of
the finding; or

3. terminate the hospital's participation
under the State plan and provide that
no payment will be made under the
State plan with respect to any
individual admitted to such hospital
after the effective date of the
finding.

When the psychiatric hospital described in (c¢)
above has not complied with the requirements for
a psychiatric hospital within 3 months after the
date the hospital is found to be out of
compliance with such requirements, the State
shall provide that no payment will be made under
the State plan with respect to any individual
admitted to such hospital after the end of such
3-month period.

TN No. 92-16

Supersedes Approval Date 1(/13/9?2 Effective Date 7/1/92

TN No.



ATTACHMENT 4.30

Page 2
State: -, HAWAII
Citation: Sanctions for MCOs and PCCMs
1932(e) (a). The State will monitor for violations that involve the
42 CFR 428.726 actions and failure to act specified in 42 CFR Part 438

Subpart I and to implement the provisions in 42 CFR
438 Subpart I, in manner specified below:

The State of Hawaii’s contracted EQRO and Med- .
QUEST Staff will perform annual reviews and
evaluations in regards to compliance with State
guidelines that may be imposed on the organization
when the contractor fails to act or meet compliance
with Medicaid guidelines included in 1903 (m) 1932
(e) (1) 42 CRF. The EQRO and the State have
developed an extensive quality review tool that will be
used to monitor and evaluate compliance with
Medicaid rules and regulations.

The evaluations will be based on the following: on-site
meetings with the contracted organization, review of
appeals and grievances, provider complaints, recipient
encounter data, and provider network submission,
review of recipient and provider surveys, quality
improvement projects,. financial audits, State BBA
Quality Strategies, etc.

Contracts include a description of the State’s plan to
monitor performance and if the contracted organization
is not in compliance, the State will require a corrective
action plan that will be closely monitored by the EQRO
and the State Med-QUEST staff. If the contractor is
not compliant with the corrective action plan, the State
- will move to more severe penalties.
Civil monetary penalties may be implemented, the
contract may be terminated, or the State may impose
temporary management upon the contracted
organization if it finds that a contractor has repeatedly
failed to meet substantive requirements in section 1903
(m) or section 1932 of the Act.

TN No. 03-003 IR i 3

— ~ 2004 AUG 1
Supersedes Approval Date: MAR < & Effective Date: Y
TN No.



ATTACHMENT 4.30
Page 3

State: HAWAII

()] The State uses the definition below of the threshold that
would be met before an MCO is considered to have
repeatedly committed violations of section 1903(m)
and thus subject to imposition of temporary
management:

i Optional Imposition of Sanction:

The State may impose temporary management only if it
finds (through on-site survey, enrollee complaints,
financial audits, or any other means) that:

o There is continued egregious behavior by the
contractor, including but not limited to behavior
that is described in 42 CFR 438.700, or that is
contrary to any requirements of section 1903(m)
and 1932 of the Act;

o There is substantial risk to recipient’s health; or
The sanction is necessary to ensure the health of the
contractor’s recipients while improvements are
made to remedy violations under 42 CFR 438.700.

The temporary management will remain in place until
improvements are made to remedy violations or until
there is an orderly termination or reorganization of the
organization.

Required Imposition of Sanction

The State must impose temporary management
(regardless of any other sanction that may be imposed)
if it finds that the contracted organization repeatedly
failed to meet substantive requirements in section 1903
(m) or section 1932 of the Act, or Subpart 42 CFR
438.706. -

The required imposition of the Sanction will remain
until the State determines that the contracted provider
can ensure that the sanctioned behavior will not recur.

TN Ne. 03-003 MAR 2 2004
Supersedes Approval Date: Effective Date: AUG 13 A0C3

TN No.



State:

ATTACHMENT 4.30
Page 4

HAWAII

©

The State’s contracts with MCOs provide that -

- payments provided for under the contract will be

denied for new enrollees when, and for so long as,
payment for those enrollees is denied by CMS under 42
CFR 438.730(e).

Not applicable; the State does not contract with
MCOs, or the State does not choose to impose
intermediate sanctions on PCCMs.

TN No.
Supersedes
TN No.

03-003

Approval Date: Effective Date:
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ATTACHMENT 4.32-a
Page 1
OMB 80.: 0938-0193

STATE PLAN UNDER TITLE XIX OF Tﬂg 8OCIAL SECURITY ACT

State: Hawaii -

INCOME AND ELICIBILITY VERIFICATION SYSTEM PROCEDURES
REQUESTS TO OTHER STATE AGENCIES

Any additional income, resource,

or eligibility

information concerning STATE applicants and
recipients is routinely requested and verified
from agencies within STATE and other States
adninistering the programs described in

42 C.F.R. 435.948(a) (6).

. A

™ ¥o. (o] S

Supersedes
TH ¥No.
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Effective Date 42 ) [2 [/){(,
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. Revision: HCFA-PM-87-4 (BERC) ATTACHMENT 4.33--A
MARCH 1987 : Page 1

OMB No.: 0938-019:
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: HAWATII

METHOD FOR ISSUANCE OF MEDICAID ELIGIBILITY CARDS
TO HOMELESS INDIVIDUALS

1. Arrangement may be made to have the individual report
to the discrict office to pick up the card.

2. The card may be mailed “"General Delivery" to the
individual to the post office designated by the
individual.

3. The card may be mailed to the individual at an address
in care of whomever the individual may designate.

4. The card may be mailed to a facility for homeless
individuals where the person may call for his mail.

TH Mo. BI-X ¥ 9 1987 -
Supersedes Approval DatéUL 2 EBffective Date E&Z@Légl
TN No.

HCFA ID: 1080P/00
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ATTACHMENT 4.34

beL-g8—ioI¢  ly:dg DIV, U MEDIWHLD

State/Territory: ) HAWALD

Waiver granted accordance with section 121(c)(4)(B) of the Immigration Reform and Control
Actof 1986. This waiver does not apply to the Citizen/Alien declaration required by IRCA.
Waiver was granted in 11/93,

meSmﬁuconﬁnucmvuifydienmdmughﬂ:eCiﬁm/Aﬁendecluﬁonand
verification of alien documeats. Alien status will be verified as a condition of eligibility.

TN No. 927-006

DEC 11991 ocY - 1 1997
Sapersedes Approval Date Effective Date
TN No. '
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ATTACHMENT 4.34 -A

' SUMMARY OF HAWAIL STATE LAW REGARDING
AN INDIVIDUAL'S RIGHT TO MAKE MEDICAL TREATMENT DECISIONS

(Hawaii Revised Statutes, Section 327D)
(As amended by Act 321, effective July 1, 1991)

November 1, 1991

1. Hawaii has adopted a strong public policy in favor of the

person's right to accept or refuse treatment. Hawaii law provides

that "all competent persons have the fundamental right to control
the decisions relating to their own medical care, including the
decision to have medical or surgical means 6: procedures calculated
to prolong their lives provided, continued, withheld or withdrawn.
The artificial prolongation of life for persons with a terminal
condition or a permanent loss of the ability to communicate
concerning medical treatment decisions, may. secure only a
precarious and burdensome existence, while providing nothing
medically necessary or beneficial to the person.”

2. A éomgetent adult may make their own health care
decisions. Hawaii law permits a competent adult (age 18 or over)

to make a written declaration in advance ('often called a living

TN No. 91-—22. o Approval Date 2/05/92 Effective Date 12/01/91.
Supercedes O ' .
Tn No.. __._



\TTACHMENT 4.33-A

Summary of Hawaii Law Regarding

Medical Treatment Decisions/Living Wills
Executive Office on Aging/Department of Human Services
November 1, 1991

will or advance directive), instructing his or her physician to
provide, withhold or withdraw life-sustaining procedures under
certain conditions, such as a terminal condition or where the
patient has a permanent loss of ability to communicate with others
due to irreversible brain injury or coma. In other words, the
person has a right to choose: the person can request all available
treatment in order to stay alive as long as possible, or the person
can refuse some or all treatment -- even if the treatment might
keep the person alive or prolong their life.

3. How _is the advance directives/living will executed? The
person's written instructions must be signed by them or by someone
else in the persori's presence and at their instruction. It must be.
witnessed by two witnesses not related to the person and not
currently involved with the person's medical care. The signature's
of the person and the two witnesses must be notarized (all at the
same time).

4. The person's instructions do not have to be in writing, but
it is strongly preferred. Although written advance directives are
preferable, they are not required. Hawaii law also recognizes a
"verbal statement or statements if they are consistent, made by the
patient to either a physician or to the patient's friend or
relative." Such statement(s) "may be considered by the physician

~ ) 2



ATTACHMENT 4.34-A

Summary of Hawaii Law Regarding

Medical Treatment Decisions/Living Wills
Executive Office on Aging/Department of Human Services
November 1, 1991

in deciding whether the patient would want the physician to
withdraw or to withhold life-sustaining procedures." However, as
a general proposition, there is less doubt and potential confusion
with written directives. It is sound policy to encourage written
advance directives instead of verbal ones if the person has any
interest in making their health care wishes known in advance.

5. The person's medical record. The living will or advance
directive is to be made a part of the person's medical record, and
all inpatient health care facilities must develop a system to
visibly identify when a patient's chart contains an advance
directive. A copy of the person's living will or advance directive
should normally be sufficient (at least for filing purposes). The
Hawaii law does not require that an original be in each of the
patient's various medicai files.

6. What the physician has to do. An attending physician who is
aware and in possession of the patient's advance directive shall
immediately take steps to certify that the patient is now in the
condition described in the person's living will. Thereafter, the
attending physician must a) follow as closely as possible the terms
of the patien;'s directive, or b) if the physician is not willing
to comply with the patient's advance directive, the physician must
arrange for transfer of the patient to another physician's care

3
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ATTACHMENT 4.34-A

Summary of Hawaii Law Regarding

Medical Treatment Decisions/Living Wills
Executive Office on Aging/Department of Human Services
November 1, 1991

without unreasonable delay.

7. Revocation. Hawaii law makes it easy for the patient to
revoke his or her advance directive, and the patient may revoke it
at any time after it was executed, by various methods (both written
and verbal), including:

* the declarant's causing it to be torn, defaced,
or otherwise destroyed, or

* by executing a written revocation, or
* by the declarant's unambiquous verbal statement,
in front of two adult witnesses, of the

declarant's intent to revoke, or

* by the declarant's unambiguous verbal expression
to an attending physician.

8. Euthanasia. Nothing in the Hawaii law is intended to
condone, authorize, or approve mercy killings or euthanasia.

9. Effect upon life insurance/suicide. Compliance with the
terms of a person's advance directive does not constitute suicide
nor modify the terms of an existing policy of life insurance.

10. If there is no valia advanceldirective. Hawaii law also
has a "catch-all" provision. In the absence of a valid advance
directive, "ordinary standards of current medical practice will be

followed. "

11. other states. Hawaii law recognizes living wills executed

4



ATTACHMENT 4.34-A

Summary of Hawaii Law Regarding

Medical Treatment Decisions/Living Wills
Executive Office on Aging/Department of Human Services
November 1, 1991

in other states if the out-of-state document substantially complies
with Hawaii law. |

12. Durable Power-of-Attorney for Health care. This is a
document where the person appoints someone else (usually called a
proxy, attorney-in-fact, or substitute decision-maker) to make
some, many, or all medical treatment decisions for them, often
including the right to make decisions to withhold or withdraw life-
sustaining medical treatment. Hawaii law does not expressly
authorize such a document, nor does Hawaii law expressly prohibit
such a document; therefore, the law is not yet clear in Hawaii on
whether such a document is 1legally enforceable. (Note:
accordingly, until Hawaii law is more clear on this issue, the
individual health care provider will set their own poliéies on
whether or not to honor a Durable Power-of-Attorney for Health
Ccare, including those executed in other states or .countries.
Consumers may wish to check with their own health care provider
regarding their policy on this issue.)

13. Living Wills Executed Before July 1, 1991. If the
person's living will is an "old" one (s;igned before the new Hawaii
law went into effect on July 1, 1991), the old living will may
seriously restrict the person's wishes and rj.ghts. (Note:
therefore, it is good policy for any person with an "old" living

5



TACHMENT 4.34-A

Summary of Hawaii Law Regarding

Medical Treatment Decisions/Living Wills
Executive Office on Aging/Department of Human Services
November 1, 1991

will to carefully review it. Then the person can take advantage of
the new law -- if they want to -- by executing a new living will.)
14. Without reliable evidence of the patient's intentions or
wishes, such as where there is no 1living will, no verbal
statements, the patient is a minor, and where the patient is a now-
incompetent person whose wishes were not made known while they were
competent, a guardianship proceeding in court may be necessary.
15. This is merely a summary of the new Hawaii law. It does
not address all possibilities or describe all of the law. For
individual situations, your health care provider or other expert

should be consulted.



Revision: HCFA-PM-954 (HSQB) ATTACHMENT 4.35-A
JUNE 1998

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: STATE OF HAWAII

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

The State uses other fictors described below to determine the seriousness of
deficiencies in addition to those described at §488.404(b)(1):

Not Applicable

TN No._95006_ R 13
Supersedes Approval Date:
TNNo._908

Effective Date:_|92{1] 45



Revision: HCFA-PM-954 (HSQB) ATTACHMENT 4.35-B
JUNE 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: ______ STATE OF HAWAII
ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

Termination of Provider Agreement: Describe the criteria (as required at
§1919(h)(2XA) for applying the remedy.

X Specified Remedy *

(Will use the criteria and
notice requirements specified
in the regulation.)

* The criteria for the application
of specified remedies are applied as
described in Supplement to Attachment
4.35-B through 4.35-G.

TN No._95-005 l ! t
Supersedes Approval Date MR 13 W Effective Date: |2 \|4S
TN No. __90-6



Revision: HCFA-PM-954 (HSQB)
JUNE 1995

ATTACHMENT 4.35-C

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: _______ STATE OF HAWAII
ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

Temporary Management: Describe the criteria (as required at §1919(h)(2)(A)) for

applying the remedy.

X Specified Remedy * Alternative Remedy
(Will use the criteria and (Describe the criteria and
notice requirements specified demonstrate that the alternative
in the regulation.) remedy is as effective in deterring
non-compliance. Notice requirements
are as specified in the regulations.)
* The criteria for the application
of specified remedies are applied as
described in Supplement to Attachment
4.35-B through 4.35-G.
TN No._95-005
Supersedes Approval Datd?M_”'__ Effective Date:_{°]{ is

TNNo. 906



Revision: HCFA-PM-954 (HSQB) ‘ ATTACHMENT 4.35-D
JUNE 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: STATE OF HAWAII

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Complisnce for Nursing Facilities

Denial of Payment for New Admissions: Describe the criteria (as required at
§1919(h)(2)(A)) for applying the remedy.
X Specified Remedy * - Alternative Remedy
(Will use the criteria and (Describe the criteria and
notice requirements specified demonstrate that the alternative
in the regulation.) remedy is as effective in deterring
non-compliance. Notice requirements
are as specified in the regulations.)
* The criteria for the application
of specified remedies are applied as
described in Supplement to Attachment
4.35-B through 4.35-G.

TN No._95-005 M 13 1T
Supersedes Approval Date: Effective Date;_10/t | 43
TNNo. 9068



Revision: HCFA-PM-954 (HSQB) ATTACHMENT 4.35-E
JUNE 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: _____ - STATE OF HAWAII
ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

Civil Money Penalty: Describe the criteria (as required at §l9l9(h)(i)(A)) for

applying the remedy.

X Specified Remedy * - Alternative Remedy

(Will use the criteria and _ (Describe the criteria and

notice requirements specified demonstrate that the alternative
in the regulation.) remedy is as effective in deterring

non-compliance. Notice requirements
are as specified in the reguiations.)

) The criteria for the application
of specified remedies are applied as
described in Supplement to Attachmeat
4.35-B through 4.35-G.
TN No._95-005 MAR 13 1881
Supersedes ApprovalDate:_ Effective Date:__ L9/t /%S

TN No. __90-8



Revision: HCFA-PM-954 (HSQB) ATTACHMENT 4.35-!“
JUNE 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: _STATE OF HAWAII

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

State Monitoring: Describe the criteria (as required at §1919(h)(2)(A)) for

applying the remedy.
X Specified Remedy * _ Alternative Remedy
(Will use the criteria and (Describe the criteria and
notice requirements specified demonstrate that the alternative
in the regulation.) remedy is as effective in deterring
non-compliance. Notice requirements
are as specified in the regulations.)
. The criteria for the application
of specified remedies are applied as
described in Suppiement to Attachment
4.35-B through 4.35-G.
TN No._95-005 MAR 12 1997 R
Supersedes ApprovaiDate:___ Effective Date: S

TNNo._906
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JUNE 1995

ATTACHMENT 4.35-G

STATEPLANUNDERTITLEXD(OFTHESOCIALSECURITYACI‘

State/Territory: STATE OF HAWAIN
ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

2 : Describe
the criteria (as required at §1919(h)(2)(A)) for applying the remedy.
X Specified Remedy * Alternative Remedy
(Will use the criteria and (Describe the criteria and
notice requirements specified demonstrate that the alternative
in the regulation.) remedy is as effective in deterring
non-compliance. Notice requirements
are as specified in the regulations.)
* The criteria for the application
of specified remedies are applied as
described in Supplement to Attachment
4.35-B through 4.35-G.
TN No._95-005

MAR 13 1897
Supersedes ApprovalDate:______  Effective Date:_|8/1/ 4.5
TNNo.__908



Revision: HCFA-PM-954 (HSQB) ATTACHMENT 4.35-H
JUNE 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: ___ STATE OF HAWAIL

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

Additional Remedies: Describe the criteria (as required at §1919(h)(2XA)) for
applying the additional remedy. Include the enforcement category in which the

remedy will be imposed (i.e, category 1, category 2, or category 3 as described
at 42 CFR 488.408).

Not Applicable

Supe:sedes Approval Date:MAR 13 W Effective Date: lﬁIIQS
TN No.




SUPPLEMENT TO ATTACHMENT
4.35-B through 4.35-G
Page 1

§17-1737-40 Remedijes for nursing facilities that
do _not meet the requirements for Rarticipation. (a)
The department shall impose one or more of the
following remedies when a nursing facility does not
meet one or more of the requirements of participation
and its deficiencies constitute immediate jeopardy or

immediate jeopardy to the health and safety of its
residents:

(1) Remove the jeopardy and appoint temporary
management to oversee correction of the
deficiencies and assure the health and safety
of the facility's residents while corrections
are being made to bring the facility into
compliance with all of the requirements of
participation, or to oversee orderly closure
of a facility.

(A) Temporary management shall be state
personnel, private individuals, or a
team with education and requisite work
experience in nursing home
administration that qualifies the
individual(s) to correct the
deficiencies in the facility to be
managed; and be licensed in accordance
with state law. The following
individuals are not eligible to serve as
temporary managers:

(1) Any individual who has been found
guilty of misconduct by any
licensing board or professional
society in any state;

(ii) Has or whose immediate family .
members have any financial interest
in the facility managed; or

(iii) Currently serves or, within the
past two years, has served as a
member of the staff of the
facility;

(B) Facility management must agree to
relinquish control to the temporary
manager and to pay his or her salary
before the temporary manager can be
installed in the facility. The facility
cannot retain final authority to approve
changes of personnel or expenditures of
facility funds and be considered to have

TN No. 99-002 é , .
Supersedes Approval Date: /PG Effective Date: _/ // /7f

TN No. 95-005




SUPPLEMENT TO ATTACHMENT
4.35-B through 4.35-G
Page 2

relinquished control to the temporary
manager;

(C) If the facility refuses to relinquish
control to the temporary manager, the
facility shall be terminated;

(D) A temporary manager has the authority to
hire, terminate, or reassign staff,
obligate facility funds, alter facility
procedures, and otherwise manage a
facility to correct deficiencies
identified in the facility operation.
The temporary manager must be given
access to facility bank accounts that
include receipts;

(E) A temporary manager may be imposed
fifteen days after the facility receives
notice, in non-immediate jeopardy
situations; and two days after the
facility receives notice, in immediate
jeopardy situations; and

(F) Temporary management shall continue
until a facility is terminated, achieves
substantial compliance and ig capable of
remaining in substantial compliance, or
decides to discontinue the remedy and
reassumes management control before it
has achieved substantial compliance, in
which case the facility faces
termination;

(2) Assess civil money penalty, with interest,
and impose civil money penalty for the number
of days that a facility is not in substantial
compliance with one or more participation
requirements, regardless of whether or not
the deficiencies constitute immediate
jeopardy and for the number of days of past
noncompliance since the last standard survey,
including the number of days of immediate
jeopardy.

(A) Civil money penalties may be imposed as
a remedy for past noncompliance that is
corrected at the time of the current
survey. Situations for consideration of
a civil money penalty may include, but
may not be limited to, facilities that
cannot consistently sustain substantial
compliance with the requirements as
noted in the facility-specified reports,

TN No. 99-002 . / ,
Supersedes Approval Date: //Y / 59 Effective Date: _ / // / 9 f

TN No. 95-005




SUPPLEMENTTOATTACHMENT
4.35.8 through 4.35.g
Page 3

substantiated complaints, or situations
which indicate that the facility did not
act to prevent a Situation of
noncompliance from occurring;

(B) The amount of the civil money penalty
shall be on the lower range of $50 to
$3,000 per day or on the upper range of -
$3,050 to $10,000 per day. A civil
money penalty shall not be less than
$50;

(C) Factors to be considered in determining
the amount of the civil money penalty
are:

(1) The facility's history of
noncompliance, including repeated
deficiencies;

(ii) The facility's financial condition;

(iii) Seriousness and scope of the
deficiencies;

(iv) Likelihood that the civil money
penalty will achieve correction and
continued compliance;

(v) The facility's degree of
culpability; and

(vi) Any other remedies being imposed in
addition to the civil money
penalty;

(D) All funds collected as a result of these
civil money penalties shall be applied
to the protection of the health and
property of the residents of the
facility;

(E) The funds shall be used for: .
(i) Payment for the cost of relocating

residents to other facilities;

(ii) State costs related to the
maintenance or operation of a
facility pending correction of
deficiencies or closure;

(1ii) Reimbursement of residents for
personal funds or property lost as
a result of actions by the facility
or by individuals used by the
facility to provide services to
residents; and

(iv) Other costs related to the health
and property of the residents, such
as, the cost of having resident

TN No. 99-002
Supersedes Approval Date: _7 / L& / G Effective Date: /'// / 75

TN No. 95-005




SUPPLEMENT TO ATTACHMENT
4.35-B through 4.35.G
Page 4

medical records sealed, secured,
and stored; the cost of picking up
and transferring or delivering
resident medications or drugs; the
cost of using ambulance service;
and etc.;
The civil money penalty may start
accruing as early as the date the
facility was first out of compliance, as
determined by HCFA or the State. A
civil money penalty cannot be collected
until a provider requests a hearing.
When no hearing is requested, payment of
a civil money penalty will be due
fifteen days after the time period for
requesting a hearing has expired and a
hearing request was not received or
after the final administrative decision
which includes a hearing and review; and
A notice of imposition of civil money
penalty shall be sent to the facility
and shall include the following
information:
(1) Nature of the noncompliance
(regulatory requirements not met) ;
(ii) Statutory basis for the penalty;

(iii) Amount of penalty per day of

noncompliance;

(iv) Factors that were considered in
determining the amount of the
penalty;

(v) Date on which the penalty begins to
accrue; .

(vi) Statement that the penalty will
stop accruing on the date on which
that facility comes into
substantial compliance or is
terminated from participation in
the program;

(vii) When the penalty shall be

collected; and

(viii) Statement of the facility's right

to a hearing and information
regarding how to request a hearing,
implications of waiving the right
to a hearing, and information
regarding how to waive the right to
a hearing;

TN No. 99-002
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(3) Close the nursing facility or transfer the
residents to other facilities or both, to
minimize the period of time during which
residents are receiving less than adequate
care.

(A) A finding of ‘immediate jeopardy will not
require the State to close 3 facility
and transfer residents. It may result
in the immediate termination of provider
agreement and the subsequent transfer of
residents;

(B) During an emergency which relates to the
facility's gross inability to provide
care and related services because of
fire, natural disaster, epidemic, or
other conditions endangering the health
and safety of the residents, the State
may permanently or temporarily transfer
residents to another facility until the
original facility is again able to care
for its residents; and

(C) Transfer requirements shall apply to
only Medicare and Medicaid residents and
not to private pay residents;

(4) Terminate the nursing facility's Medicaid
participation.

(A) When there is immediate jeopardy to
residents' health and safety,
termination procedures shall be
completed within twenty-three days from
the last day of the survey which found
the immediate jeopardy, if the jeopardy
is not removed before then; .

(B) When there is no immediate jeopardy,
HCFA or the State may terminate a
facility if the facility does not come
into substantial compliance within six
months of the date of the survey that
found it to be out of substantial
compliance; and

(C) Termination may be imposed by the State
at any time when appropriate for any
noncompliance. The facility's
compliance history shall be taken into
account when considering whether or not
to terminate a facility's provider
agreement;
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(5) Impose denial of payment for new admissions
when a facility has been found to have
provided substandard quality of care on the
last three consecutive standard surveys,
regardless of other remedies imposed.

(A)

(B)

(D)

(E)

(F)

Deny payment for all new admissions
within the third month from the last day
of the third consecutive survey.
Facility shall be given written notice
at least two days before the effective
date in immediate jeopardy cases and at
least fifteen days before the effective
date in all others;

Optional denial of payment for all new

admissions shall be imposed only when

the facility makes little or no effort
to come into substantial compliance,

e.g., when it fails to adhere to its

plan of correction;

Mandatory denial of payment for all new

admissions shall be imposed when the

facility is not in substantial
compliance by the third month after the
last day of the survey identifying the
deficiency or when a provider has been
found to have furnished substandard care
on the last three consecutive standard
surveys;

The denial of payment remedy may be

imposed at other times singly or in

conjunction with other remedies, when a

facility is not in substantial

compliance;

The denial of payments shall continue

until the State has verified that the

facility has achieved substantial
compliance. Payment resumes
prospectively from the date the State
has determined that substantial
compliance is achieved.

(1) When payment is denied for repeated
instances of substandard quality of
care, the remedy shall not be
lifted until the facility is in
substantial compliance and the
State or HCFA believes that the
facility will remain in substantial
compliance; and
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(ii) If payment is denied for any other
reason and, if a Survey team finds
written credible evidence that the
facility corrected deficiencies or
was in substantial compliance
before the date the survey agency
received the credible. evidence, the
remedy shall be lifted as of that

. date;

(G) No payments shall be made for the period
between the date the remedy was imposed
and the date that substantial compliance
was achieved; and

(H) Residents admitted before and discharged
before the effective date of the ‘denial
of payment are considered new
admissions, if readmitted, and are
subject to the denial of payment; and

(6) State monitoring shall be imposed when a
facility has been found on three consecutive
standard surveys to have provided substandard
quality of care.

(A) State monitoring shall oversee the
correction of cited deficiencies in the
facility as a safeguard against further
harm to residents when harm or a
situation with'a potential for harm has
occurred. State monitoring shall
include:

(1) Providing special consultative
services to a facility for
obtaining the type of training and
basic knowledge needed to achieve.
and remain in compliance with
federal regulations or to attend an
in-service training program likely
Lo correct the deficiencies; and

(ii) Assisting in the development of an
acceptable plan of correction;

(B) Situations when state monitoring may be
appropriate include, but are not limited
to, the following:

(1) Poor facility history, -i.e., a
pattern of poor quality of care,
many complaints, etc.;

(ii) sState agency concern that the
situation in the facility has the
potential to worsen;

TN No. 99-002 a; ;
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(iii) Immediate jeopardy exists and
no temporary manager can be
appointed or the facility refuses
to relinquish control to a
temporary manager. A monitor shall
be imposed to oversee termination -
procedures and transfer of
residents; or

(iv) The facility seems unable or

unwilling to take corrective action
for cited substandard quality of
care;

(C) Monitoring may occur anytime in a
facility, i.e., twenty-four hours a day,
seven days a week, if necessary. In all
instances, monitors shall have complete
access to all areas of the facility as
necessary for performance of the
monitoring task; and

(D) State monitoring shall be discontinued
when:

(i) The facility's provider agreement
is terminated; or

(ii) The facility is terminated; or the
facility has demonstrated to the
satisfaction of HCFA or the State
Agency, that the facility is in
substantial compliance with the
requirements and (if imposed for
repeated substandard quality of
care) that the facility will remain
in substantial compliance.

(b) The appeal and hearing provisions of chapter
17-1736 shall be available to providers subject to
state imposed remedies. [Eff 08/01/94; am 01/29/96;
am 11/25/96; am 09/14/98] (Auth: HRS §346-14; 42
C.F.R. §8§442.118, 442.119; Pub. L. No. 100-203) (Imp:
Pub. L. No. 100-203; 42 C.F.R. §§431.152, 431.202,
442.118, 442.119)

TN No. 99-002 -
Supersedes Approval Date: _¥ /[ /94 Effective Date: / // / ya 9

TN No. 95-005




ROVi5I0N: HLEA-OM-q4- 0 (ood)

ATTACMU MENT 4.2g
Page 1
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: STATE OF HAWAII
DISCLOSURE OF ADDITIONAL REGISTRY INFORMATION
N/A
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: STATE OF HAWAII

COLLECTION OF ADDITIONAL REGISTRY INFORMATION

N/A
TN No. 92-11
Supersedes Approval Date _974/92
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Effective Date 4/1/92
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Revision: HCPA-py-93-1 (89D) ATTACIO®NTY
January 1”_3 Page } 43

STATE PLAN UWDER TITLR XxIx op THR sOCIAL SECURITY acT
State/Territory:

ORPINITION O SPECIALIZRD sErvices

SPECIALIZED SERVICES FOR SM

For individuals with SML, it is the continuous and aggressive implementation of an
individualized plan of care that:

Is developed under and supervised by a physician in conjunction with an
interdisciplinary team of qualified mental health professionals;

Prescribes specific therapies and activities for the treatment of individuals €xperiencing
an acute episode of severe mental illness, which necessitates twenty-four (24) hour
supervision by trained mental health personnel in an institution; and

consistent implementation of a Program of specialized services and generic training, treatment,
and health related services that is directed toward:

The acquisition of the behaviors hecessary for the individual to function with as much
self-determination and independence as possible;

The prevention or deceleration of regression or loss of current optimal functional starys:
and

Does not include services to maintain generally independent individuals who are able to
function with little supervision or in the absence of a continuous specialized services

program.
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ATTACHIGNT 4.39-
Januarcy 1993 Page 39-A

STATE PLAN UNDER TITLE XIX OF
State/Territocy:

THE SOCIAL szcumity ACT

CATZGORICAL DETERMINAT Ious

Not applicable.
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ATTACHMENT 4.42-A
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: HAWAII

EMPLOYEE EDUCATION ABOUT FALSE CLAIMS RECOVERIES

The State will assure compliance with the requirements of Section 1902(a)(68) through
the distribution of a Provider Memorandum which will inform providers statewide of the
requirements in July 2007. The State will identify entities which have received or paid
$5 million of Title XIX dollars or more in the Federal Fiscal Year 2006 as those
providers needing to submit attestations. Affected entities will be required to submit an
attestation to the State of their compliance with the required provisions by

September 30, 2007.

After the initial round of compliance attestations, beginning with the calendar year (CY)
2008, compliance assurance will be delegated to the Health Coverage Management
Branch (HCMB) within the Med-QUEST Division which administers the Provider
Agreements and provider contracts. In the first quarter of the CY 2008, no later than
March 31% and each subsequent year thereafter, the State will identify those providers
having been reimbursed $5 million or more (Medicaid dollars) in a fiscal year and request
an attestation from those entities annually to demonstrate compliance with this Section.

A sampling of the providers identified as affected “entities” will be selected for
verification of required policies/procedures and a copy of the employee handbook, if one
exists, which contains the rights of the employees to be protected as whistleblowers and
the procedures for preventing fraud, waste, and abuse. This information will be reviewed
by the State annually beginning April 2008, in order to verify the attestation. Providers
will be selected from provider categories including, but not limited to hospitals, FQHC’S,
nursing facilities, DME’s, individual practitioners, etc for annual review.
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