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Slate/l'en;tory: HAW All 
------------~~--------

Free Choice of Providen 

Sectioa 1: Recipieat over-adlizatloa or abuse 

TN No. 

( l) Freedom of choi~ in selecti.na health care providers shall not 
include the inexpedient utilization or over-utilization of the 

. community's health care providers and supplies. 

(2) When a recipient over-utilizes ~cal services, the department 
shill request the recipient's voluntmy COOpcration in curbing 
abusive utilization practices and shall monitor the recipient's case 
for no less than 6 months. . 

(3) When a recipient bu been shown to be over-urilizin1 controlled 
drup with multiple prescriptions filled 11 more thin one phmucy 
and wriUen by multiple prescribers, the deplnment sba1l require 
the recipient to ~boo• om primlry cme physician and one 
phmnic:y to be the only IPIX'Oved providers of usual care. The 
recipient shall select another provider if the initial provider 
selected is known to tbe depmtment to be over-prescribing 
medications or medical services. Refer to section 2 for specific 
dcllils reprding restrictions. 

( 4) When a recipient his been determined to be usina excessive 
.vices provided by multiple physicians, the deplnment may 
milt the recipient in receivina appropriate coordinated care. lbe 
del*tment shall require the recipient to choose one primary can 
provider to coordinate all usml services for tbe recipient and make 
refmals to other ~viders, u needed Refer to seatioo 2 for 
specific details reprding restrictions. 

99-003 ----Supersedes Approval 0ate~o_v_1_0_·_· _ ..... _ Effective Oita: t•t' ·' ; 

TN No. ----
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StatelTerritory: HAW All 
----~--....;.;;;~~---------

Free Choice of Proviclen 

Sectioa 2: Ratricdoa: 

( 1) If over-utilization or abuse continues, the recipient shall be 
administratively restricted for no less than 24 months to a primary 
care physician who· is: 

(A) Of the client's choice; 

(B) wmma to provide and coordinate ser\.ices to the client; and 

(C) Certified· by the deplrunent to participate in the medical. 
assistance propmn 

(2) A reciP.ient who over-utilizes services which are provided by 
psychotbenpists, pblrmacies and dentilts shall also be restricted to 
thole providers if mcasmy to Nrtber curb recipient abuse. 

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

( 4) Enmawy medical services shall not require the referral, 
assistwe or approvals of the desipted primary care physician. 

(S) The reslricted recipient shall receive a medical authorization card 
bearinl tbe desipted primary care physician until: 

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

(B) The recipient requests a cbaae in the primary care 
physician and the deputment and the affected physician 
concurs~ or 

(C) Control is no loqer considered necessllY by the desipted 
prima'y care physician and the de.,.unent' s medical 
consultant concurs. 

TN No. 9 .. 88, q'f -~ NOV 1 0 ...... ~ 
Supersedes Approval Dare: Effective Date:J _ u_L_G __ 
TN No. 
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(6) If a recipient fails to select a primary care physician within 30 days 
followina receipt of notice of medical service restrictions, the 
department shall select a physician who is in 1ood standin1 with 
the medical propam. 

(7) When a physician who is willina 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 emeraency care. 

(8) The desipated physician shall: 

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

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

(C) Inform the deputment when the designated physician is no 
lonpr Ible to provide medical services to the recipient 

(9) A recipient sblll coll1inue to be resmcted to a desipted 
provider(s) until: 

(10) 

(11) 

(A) There is documented evidence of that individual's 
· complilnce for at least one full year; and 

(B) The primll'y care physician llld the departmeat' s medical 
consultant concur. 

When tbe decision ii m.se to continue restriction, the recipient 
sball be aft'orded ldvwe notice and the appeals process. 

Tbe recipient whose restriction has been terminated shall be 
moaitored for no less tbaa 24 months Ind placed blck on 
restriction if there is evidmc:e of recurrent over-utiJinrion or abuse 
of Medicaid services durina that period. 

Thi No. 
Supersedes 
TN No. 

•Hf q4-co3 IOV 1 o ) I •. '\ 

Approval Diie: Effective Date: 6 
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' STAIE Pol.AN \r.\DER TITLE XIX OF TllE SOCIAL SECURITY Act Att~chmeot 4.11-A 

State of tV,W,\Il 

STA.'WARD-SETTING AUTHORITY FOR INSTITt:'Ttm1s 

1he followins st~ndards for private and public institutions ~re kept on file and 
made ayail.ible· to the Soci~l and Rehabilitation Service on request: 

(1) Public Health Regulations, Chapter 12, Ho~pitals 

·c2) Public Health Regulations,· Chapter 12-A, Nursing Homes 

(3) Public Health Itegulations, Chapter 12-B, Care hoc.es and 
Interir.ediate Care Facilities 

... 

.. . 

-.. 

TRANSMITTAL I CJ-I EF;ECTI\'E /- I- f'"3J -1 
REC'D RO ! -Slo=f..J SUPERSEDED 8Y TR/.NSM Ii----- , 
.\PPROVED .7-/1-0 EFFECTIVE - -· 

.. . .. ----- . 
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ATTACHMENT 4.14-B 

Utilization review is provided by direct review by personnel of 

the medical assistan~e unit, b.y facility contract with county 

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

~~dividuals. 

For the majoriey of the ICF, SNF, and SNF/ICF facilities on Oahu, 

the Honolulu County Medical Society contracts with facilities 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 

committees
1

t!fta4t provide review for their particular facility. 

('.)Q. ~ wdlv ~+a 
Personnel of the medical assistance -unit provide direct review in 

certain free-standinq ICF's that are unable to obtain the 

necessary personnel to conduct utilization · re~iew. 

All facilities have approved utilization review plans that are in 

conformity with this sub-part. 
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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 , 
&'JD WI1H TITLE V GRANTEES 

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 serrices provided under 
this a~eemen t; 

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 pro~sions 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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Thia Interagency Agreement shall take effect on the 

-~---- day of Afrll , l~~, by and between 

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

Bouain9, hereinafter referred to as •DEPARTMENT• and the 

Department of Health, her~inafter 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 require111ents for 

arrangeaents and agreements between the Medicaid agency 

and State health agenciea, this Agreement shall 

establish and maintain an interagency program 

coordination and a provider third party rr.imbursement 

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. 

Thia Agreement sets the policies which enables 

the DEPARTMENT and the respective PROVIDER programs to 

enter into individual agreeJDents for specific medical 

services which is referred to as •Attachments•. 

B. Mutual Objectives 

There i• a mutual recognition that the proqrams of 
.. 

the PROVIDER and the DEPARTMENT have a similar~ty of 

purpose in providing optimal health care services to 

the maximwa number of persons who are faced with 

selected JDedical needs. This mutual objective can be 

best achieved by the establishment of an interagency 

cooperative arrangement under which the fiscal 

Sl?PPLEl~JT TO P.'!'TACI!.".ENT o! .16A 
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resources and services of the respective programs are 

coordinated both at the State and local levels. 

c. Description Of Functions 

1. The PROVIDE~ has general charge, oversight, and 

care of the health and lives of the people of the 

State. The PROVIDER administers the State's 

proqrams implemented under the Department of 

Health and which Are included in the State Plan 

approved under this section of the Social Security 

Act. 

2. The DEPARTMENT, through its Public Welfare 

Division, administers the Medical Assistance 

Proqram (Medicaid} under Title XIX of the Social 

Security Act, a proqram of comprehensive health 

care for the needy and the medically needy, on a 

statewide basis. Its chief responsibilities with 

respect to this program are deter111ination of 

financial eligibility of persons for medical 

assistance, maintenance of utilization reviews and 

other aethods of quality, quantity, and cost 

controls, making vendor payments for services 

which are within the scope and content of care 

provid~d under the program, identifying Medicaid 

recipients in need of preventive medical or 

re~edial care and services, and encouraging 

comprehensive and continuous care to mutual 

recipients through early identification of 

Medicaid recipients. 

2 . 
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II. SERVICES TO BE PROVIDED 

A. Subject to the continuing availability of Federal and 

State funds, the PROVIDER, it• designee or assignee 

(hereinafter referred to collectively as PROVIDER), 

shall provide on a continuing basis: 

1. services for establi~hing and maintaining ~ealth 

and other standards for institutions participating 

in Medicaid, and 

2. furnish Title V covered services to appropriate 

l>SSH 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 lon9-tenn 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. 

B. The PROVIDER further agrees that no additional fees for 

services will be charged to Medicaid eli9ible 

recipients for services provided under the terms of 

this Agreement. 

3 
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C. Payment by the DEPA~MENT shall be made to the PROVIDER 

through its fi•cal agent where appropriate, upon 

receipt of • 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 eli9ible 

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. 

D. 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. PaYJftent shall be made by a journal voucher 

or warrant to the PROVIDER. 

E. 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. 

F. 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 inc!h•idual. · 

4 
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GE?JERAL PROVISIONS AND CONDITIONS 

A. General Provisions , 

a. 

This Agreement is subject to all pertinent 

provisions of the Social Security Act as amended and 

Section 3(6-6, 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 

Regulation&, Title 42, Chapter IV, Health and Human 

Services, Health Care Financing Administrntion, 

subchapter c, •Medical 'Assistance Programs•, and Hawaii 

Revised Statutes, and the Regulations of the 

DEPARTMENT. 

Other Provisions and Conditions 

l. Binding Effect of Federal Regulations and State 

?!!!!!. 
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 

service standards, and any other st~nd~rds or 

<'r i tcr ia t.-st ~t. li sh•·c! Li" the DEPAl'':'t:J:ST to a:wure 
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3. 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 ~eans of a 

system of competitive bidding whenever required by 

law or whenever practical. 

4. Prohibited Discrimination in Services. 

s. 

The PROVIDER shall comply with all applicable 

Federal and State laws and regulations 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. S2000d, and 45 C.F.R. Part BOi on the 

basis of age as prohibited by Section 303 of the 

Age Discrimination Act of 1975, 42 u.s.c. 56102, 

and 45 C.F.R. Part 90J on the basis of sex in 

education programs and activities as prohibited by 

Section 901 of the tducation Amendments of 1972, 

as amended, 20 u.s.c. 51681, and 45 C.F.R. Part 

86J or on the basis of handicap as prohibited by 

Section 504 of the Rehabilitation Act of 1973, as 

amended, 29 u.s.c. 5794, and 45 c.F.R. Part 84. 

Prohibited Discriminatory E!l!ployment Practices. 

The PROVIDER shall comply with all applicable 

Federal and State laws and regulations prohibiting 

6 
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discriminatory employment practices, such as to 

fail or refuse ~o 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. 
S2000e-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 8601 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. 51681, and 45 C.P.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. 5794, and 45 

C.F.R. Part 84B1 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 • 

substantial relationship to the functions and 

7 
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responsibilities of the prospective or continued 

employment as prohibited by Chapter 378, Hawaii 

Revised Statutes. 

6. Fiscal Responsibility, Records, Control, ~eports, 

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 anticipnted 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 

Heal~h and Human Service~. 

The PROVIDER agrees to collect statistical data of 

a fiscal nature and make statistical reports as 

required by the DEPARTMENT. 

7. Program Records, Controls, Reports, and Monitoring 

Procedures 

The PROVIDER agrees that a program and facilitie$ 

review, may be conducted upon reasonable notice at 

any reasonable time by the State and Federal 

off iciala and other persons duly authorized by the 

DEPARTMENT. Progrcm records, controls, reports 

A 
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and mqnitoring procedures adopted jointly are 

described in the individuai 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. 

8. Retention of Records 

The PROVIDER agrees to retain all books, records, 

and other documents for a period of time 

deteXJ11ined 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. 

9. Safeguarding 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 o~ recipient of services under this 

Agreement shall be 'subject to the limitations set 

9 
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out in 42 Code of Federal Regulations Section 

431.306, Hawaii Revised Statutes 346-10, and 

Chapter 601 of Title 17, Administrative Rules, !! 

seq. Disclosures not authorized therein are 

prohibited except with the specific written 

consent of applicant, recipient, a minor's parent, 

or a legal guardian. Violation of this provision 

:may constitute a misdemeanor under HRS 346-111. 

Disclosure procedures adopted jointly are 

ciescrib,ed in the individual attachments. 

10. Certification of Unavailability of Services 

Without Coat 

The PROVIDER certifies that the services to be 

provided under this Agreement are not otherwise 

available without cost to eligible clients in the 

comunity. 

11. Amendments 

The provisions of this Agreement may be amended 

upon written request of either party subject to 

the agreeJnent 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 Aqreement. All provisions of all such 

amendments attached to the original shall be 

considered a modification of this Aqreement. 

12. Disputes Between the DEPARTMENT and the PROVIDER 

In the event of any dispute between the DEPARTMENT 

and the PROVIDER, concerning any matter arising 

10 
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under this Aqreement, which cannot be resolved by 

mutual agreemen_t between the parties within thirty 

(30) days, such dispute sh~ll be submitted to the 

Attorney General of the State for resolution. 

13. Termination or Reduction of Agreement 

a. Termination at Will with Notice. 

b. 

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 ot~er, provided, that any termination 
. 

of this Agreement shall be without prejudice 

to any obligations or liabilities of either 

party already accrued. 

Termination or Reduction Because of Lack of 

Funds. 

Notwithstanding any other provisions of 

this Aqreement, 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 rederal funds available to 

support the DEPARTMENT's medical assistance 

programs are about to be or have been 

reduced, provided, however, that any such 

termination or amendment shall be without 

prejudice to any obligations pr !~abilities 

of either party already accrued. 

Any termination shall be effective ten 

(10) days after the written notice is sent by 

certified mail. 

11 
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Any amendments made pursuant to this 

subsection shall be reduced to writing, duly 

siqned ~nd dated, and attached to the 

original of this Ac;;reement. A PROVIDER's 

refusal to si"gn such amendments shall 

constitute grounds for termination by 

default. 

Termination for Default of PROVIDER. 

Unless the PROVIDER'& default is excused 

under the provisions of this Aqreement, the 

DEPARTMENT may, by written notice of default 

to the PROVIDER, terminate this Aqreement lf 

the PROVIDER fails to perform any of the 

provisions of this Agreement. 

TerJnination shall be effective ten (10) 

days after written notice of default is sent 

by certified snail. Any termination of this 

Agreement shall be without prejudice to any 

obligations or liabilities of either party 

already accrued. 

d. Termination Arrangements. 

The rights and remedies of the parties 

provided in this Agreement shall not be 

exclusive 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 by the 

DEPARTMENT or this Agreementi 

12 
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(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. 

15. 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. 

16. Indemnification 

The PROVIDER shall indemnify and save harmless the 

DEPARTMENT, and their officers, employees, and 

agents from and against any and all action·s, 

claims, suits, damages, and costs arising out of 

or resulting from the acts or .omissions of the 

13 
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PROVIDER or the PROVIDER'S officers, employees, 

agents, or subc~ntractors occurring_ during or in 

connection with the performance of the PROVIDER's 

sexvices under this AcJreeJ!lent. 

17. Reciprocal Referrals 

A provision for reciprocal referral services is 

agreed ,upon in order to insure optimal utilization 

of benefits available under the ~espective agency 

programs. Referral procedures adopted jointly are 

described in the individual attachments. 

18. A provision to coordinate plans for health 

19. 

-
services relating to eligible recipients is agreed 

upon, the procedures adopted jointly are described 

in the individual attachments. 

A provision for early identification of eligible 

individuals 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. 

20. 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 changes in Federal 

regulations or State laws applicable to this 

Agreement and expressly agree to renegotiate this 

Acjreement as necessary to comply with such 

changes. 

14 
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21. Provision Tenns and Conditions Included in the 

Agreement 

Thia Agreement; together with any attachments and 

schedules, attached hereto and in'corporated herein 

by reference, represent the complete, total, and 

final understanding of the parties and no other 

understandings or representations, oral or 

written, re9ar~in9 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 Aqreement as of the date first above written. 

DEPARTMENT OP SOCIAL SERVICES 
AND HOUSING 

•. , 

. ~ecor 

15 

DEPARTMENT OF HEALTH 

~~-
Director ~ 

'\. 

" 

.-· 
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ilTAClll!Ettt A 

CRIPPLED Cl!ILDREll SERVICES 

~.edical Eligibility and Services 

1. Provides diagnostic ud treatment services for handicapped children based 

on definition and selection. Such services may include: 

' a. Medical, surgical, dental, and hospital care. 

b. Care in convalescent or foster hoir.e. 

c· Prosthetics, appliances, transportatit'n, and after-care to see that 

the child makes satisfactory persqna1 adjustraent and that treatlilC!nt 

benefits are not lost by neglect. 

I . 2o 
I ,.. I 

. I I 

\ 
Gives diagnostic and treat11\ent se-rrlcel' to children between 0-21 OD all 

I; . .. ' ....... 

.,. 
I f 

v-· ~daucls fo conditions listed b~lov • 

,.\ i: .. ct~f;·.~i:: and palate and serious crar.1111 and facial anaJ:1olies; 

b. y, epilepsy and other selected neurological proble111S; 

Co disease; 

d. disease; 

e. Orthopedic con~tions, including arthritis; 

f. Selected surgi;al eye defects; 

g; \ Epilepsy; ' 

h. ~elected ext.Jmal crippling conditions such as b.ums and severe 
·, . 
clikfigurements needing plastic procedure; 

i. Sel~cted urogenital and other congen1ta1 defects; 

j. Selected hearing loss; · 

k. Cystic fibrosis; 

1. ~rental retardation; 

m. Conditions causing ~ental retardation; 

n. P.esophil1.a; · 

o. Severe asth111a; 

p. Learning disability. 
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ATTACDMENT B 

HATEIUUTY AND INFANT CARE PP.OJECT 

Medical Eligibility and Services Available 

1. To any woman living in a Project area vho'.requests family planning services 
I 

including contraceptive supplies and medical counsel on infertility. 

2. To any pregnant woman living in a Project area "ho needs: 

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

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

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

d. Nutrition counselling (for enrolled patients)*; 

e. Social casework to supplement services available from other arencies 

(for enrolled patients)*; 

f. Drugs prescribed by the Project physician; 

I• Assistance ~"1th transportation to and frOlll project authorized health 

services. when not othezwise available. and babysitting*; 

· h. Any other ambulatory care needed for a pregnancy-related or pregna.'lC}'-

threatening condition. Hospitalization is srecifically excluded**· 

i. Dental examination and necessary treatments during pregnancy 2nd six 

veek.a after termination of pregnar.cy. 

3. To eve'EJ' financially eligible Project matetnity patient having a condition 

which is determined as high risk under Project guidelines. the following 

additional services: 

a. C~lete medical and surgical care for pregnancy-related or ,re~nancy-

threatening conditions. throughout the period of =aternity up to six 

weeks follDl1ing delivery; 

b. Hospital inpatient services for delivery of pre-natal or post-partUll'I 

complications or for conditions ~hich threaten to impair the outcome 

of the pngnancy; • 

c. Complete ~ewbor:n care for their infants; and 

d. Homemaker se~ice*. 
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4. To finacially eligible high-rlsk newborns of Project mothen during the 

first year of life (under Project gui~elines for high-risk criteria for 

infants): 

a. Preventive health services, includinK il!llDUftizations, screening and 

periodic pediatric evaluations; 

b. Coll!plete diagnostic study if needed; ... 
c. Complete medical and surcical treatment if ne~ded; 

d. Hospital inpatient seTVices; 

e. Drugs prescri~ed by Project ptysician; 

f. Nutr_ition counselling*; 

g. Social casework to suppleoeot those services availal:!e frol!t other 

agencies*; 

h. Public healt.11 nursing*; 

1. Transportation to and fro• medical facilities, vt.en not otteivise 

available. 

* Non-reicabursable scTVices under ~edicaid. 

** To be reimbursed b;.· DSSH if elig1He for l'"edicaid. 
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A'ITACID'E?JT C 

CHILDREN AND YCL"TR PROJECT 

Services Available 

1. To any child (birth to 16 years) living in 1lab1analo: 

a. Preventive health services including screening, i"nmlnizations, 

routine exmninat~ons and evaluations, and_ parental education i~ 

child care a.'ld home~idng. 

b. Total health assessr:ient, including medical, ,sycholo~ical*. 

speech-hearing, visual, dental, social*, nur.:inr, 1 nutritional, 

and homemaking components*. 

c. All diagnostic studies· needed for assesSll!P.nt B:ld ~!agnostic, 

to."hether c!one at the Project or tl.rougl:. referral ~lsew!:ere. 

2. To any financially eligihle c~ild (birth to 1( y~e~) livfn~ in 

Waimanalo, in addition to the above: 

a. ·Medical, surgical and psychiatric treatmert. 

b. Inpatient hospital care; blood and 5pec:i.al nursing* if necessary. 

c. Psychological therapy and guit.ance•. 

d. Speech therapy. 

e. Dental care, excluding only orthodontia. 

f. Drugs, prostlietics, appliances, blood and the like. 

g. Public health nursing. nutrition seTVice and social casework to 

COlllplement tl1e above, and to supple11:ent services available from 

other agencies. 

h. Transportation for health care t-:hen not ava:ilai:le othenr...se 

(within budget limitations). 

i. Babysitting at the Project ~hen necessaT)" to actieve a visit for 

medical care*. 

• Non-reimbursable services under ~edicaid. 
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Al'TACHMUlr D 

CHILD HEALTH Cm.'FEREHCE 

Services Available 
I 
I 

1. Physician services, including 111edical examinations; 

2. Nursing assunients•; 

3. Immunizations; 

4. Diagnostic services; 

S. Screening; 

6. Health supervision*; 

7. Nutrition counselling*; 

8. Parental education in child care, guidance and safety•; 

9. Transportation; 

10. Outreach service*; 

il. Referral and followup*. 

* Non-reimbursable services under Medicaid. 
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.ATTAtm!ZNT E 

~fedicaid neimbursement Rates 

I 

~~~~~Typ;;,1.1~e:;.....;::o~f:....:S~e~rvi~=c•=-~~~~~~~~~~·Amo::::~un:::.::t~o;f~P.e::imbu~~~.!l&ed On 

1. Inpatient hospital services 

2. ~hysician's seTVices (not ap~licable 
to clinics) 

l. Clinic services 

4. X-ray and laboratory . services 

5. Dental services (includes orthodontia 
in connection with cleft lip and 
palate treatlllent) 

6. Medical e.quipment and appliances 

1. Prosth~tics 

8. Eye glasses 

9. Eye exams, refractions and servicing 

10. Drugs 

11. Physical therapy 

12. Occupational therapy 

13. Speech therapy 

14. 

15. 

Speech evaluation 

Bearing evaluation, including 
audiogram 

16. Health screening. (cD111plete) 

17. Family planning services 

a. Initial visit, including: 
Breast •nd pelvic exam.~. P~p 
Smear, c. c. culture, other 
lnb tests. contraceptive 
supplies, supportive counselling 

Medicare's principle of 
reasonable costs "· 

ltVS 1970, as r:u>dified by nssH 

$7.00 per visit 

P.VS 1970 

DSSR fcP. schedule 

P.easonahle charges (rental or 
purchase) 

Reasor.able charges 

Manufacturer's price list plus 
10 percent 

DSSH fee schedule 

Usual and custo211ary charg~s not 
exceeding 18Q% of Blue Book 
price list of smallest quantity 

llVS 1970 

Included in clinic fee of S7.00 
wen visit ~as made for otI1er 
services also 

$5.00 per 1/2 hour (individual) 
$5.00 per 1 1/2 hour per patient 

(group) 

$12.00 
$18~00 

$12.00 
$18.00 

$15.00 

$25.00 

- Oahu 
- Neighb~r Islands 

- Oahu 
- Neighbor Islands 
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Type of Senice 

b. Follw-up visits 

18. Transportation. 

19. IllmlUDizationa and injections 
(If cost of 1njectihle material 
exceeds $1.00, add ,2.00 and 
identify 111Bterial.) 

Oral Polio 

Attachment E 

.Amount of P.eimbursemeat Based~ 

$15.00 

Aa chaJ"ged 

$3.00 

.... 

$1.00 
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DEPARTMENT Of HUMAN SERVICES 

INTRA-AGENCY AGREEMENT 

Between 

THE VOCATIONAL REHABILITATION AND SERVICES FOR THE BLIND DIVISION 

and 

THE HEALTH CARE ADMINISTRATION DIVISION 

I • INTRODUCTION 

1. 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 (OHS) 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 

l. Vocational rehabilitation services shall focus 
upon the goal of employment. Such ~ervices may 
include: 

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

b. Training to prepare the individual for 
employment; 
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B. HCAD 

\ 

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 

l. 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. 



c. Joint Responsibilities 
I 

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 
I 

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

III. TERMS OF AGREEMENT 

l. 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 
aut~orization . of other services for eligible Medicaid 
recipients i~ 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 r~lates to recipient's incapacity and 
waiver of work req'llirements and need for continuous services 
from VRSBD. 

I 

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. 



7. HCAD will make· available ·their Dental Consul.tant' s services 
to VRSBD for review and advice regarding dental treatment 
reconunendations for any VR client. 

IV. OTHER CONDITIONS OF AGREEMENT 

1. · There will be a mutual sharing of information at the State 
i.evel. 

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. 

2. 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. 

3. 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. 

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

S. 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. 

6. 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 revise.d. VRSBP and HCAD agree to 
report to each other any provider violation. 

-.I.lo" 



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 
SERVICES FOR THE BLIND DIVISION 

VRSBD Administrator 

Director ~f the Department of 
Human Services 

HEALTH CARE 
ADMINISTRATION DIVISION 

t:~{~-fo~~ 
Acting Health care Administrator 

: ·")~-

Date 
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VOCATIONAL REHABILITATION ANO SERVICES FOR ntE BLIND DIVISION, DSSH 

I. VOCATIONAL REHABILITATION SERVICES 

ATTACHMENT A 
Page 1 

The purpose ·of vocational rehabilitation 1s to assist disabled perso~s 
through 1 wide variety of .services to prepare for, find, and maintain a 

-suitable occupation. An indiyidual rehabilftatfon plan is developed to 
enable the ind1v1dua1 to pursue 1 gainful occupation, with services needed 
to develop the _vocational capacity, incorporated with the plan. · 

A. SERVICES 

1. Evaluation of rehabilitation potent;a1, including diagnostic and 
related services, incidental to the determination of eligibility 
for, and the nature and scope of, services to be provided. 

2. ~ounseling, 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 rehabflitatfon that is 
most suitable for the individual. Referral to resources within the 
connunfty which can best meet his needs. 

3. 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. 

4. 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, speech and hearing therapy. short-term psychiatric 
therapy·. · · 

5. Physical aids -- to include artificial limbs, braces, hearing 
devices, eye glas~es and other aids. 

6. Vocational and other training service~ -- 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. 

1. Mainte~ance and trans~~rtation -- to help the disabled person 
during prepar~tion for work or while being helped to find a Job. 

8. Other goods and services 1n ·a wide range -- to assist in preparing 
'for and obta1n1ng the right job, tncluding .. tools, equipment, 
licenses, reader services for the blfnd, orientation and mobility 
services ;or the blind, interpreter services for the deaf, etc. 

-

9.~ Job placement~- to assist in finding the right job within the 
person's physical and mental abilities. 

77V es-1 ~uol, A/0 /tJjQ?;?/£7 E#.c1r1_,-e14'R ¥}/ 
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ATTACHMENT A 
Page 2 · 

10. Post-employment services -- to' assist.the disabled person to •ain-
tafn suitable employment. . .. 

B. COSTS '• 

There is no cost for services whfch 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 
1f he.ts able ta do so. 

C. ELIGIBILITY. 

The requirements for eligibility are: 

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

2. The disabied person nist have a reasonable chance of being able 
to engage fn a suitable occupation after necessary rehabilitation · 
services are provided. 

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

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

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

A. SERVICES 
.. 

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

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

3. Work evaluation and vocational adjustment training at Ho'opono -
to assess and determine the individual'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·. Eval.uati on .,,ct training of vending stand op~rators -- to license, 
place, and supervise such operators. 

5. Extended employment for blind persons unable to work'in the regular 
labor market. ~ ~ 

• • 
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Page 3 

6. Low Vision Clinic Services -- to individuals who are severely 
visually handicapped; to evalu,te their ability to use optical 
11~es to improve visual efficiency; and·to provide such aides 

· as prescribed. 
I I 

1. Home teaching services -- to provide adjustment services to blind 
persons in their own homes. 

8. Ho'opono Hale, .a residential trair,ing 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 a.ssist 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. 

lZ. A statewide register of blind persons •• to determine causes of. 
blindness, and to gather other data about blind persons in Hawaii ••• 

13. Volunteer program ·- to recruit, train, and use volunteers for a 
\Variety 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. Cer~ify blindness. 

B. ELIGIBILITY 

Any blind or visually handicapped individual may be eligiblf'"for 
services of Ho'opono. 

. . 
. . . .. 

. . 

.. 

_../}/ / ... .. -
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' -RECIPROCAL REFERRAL. PROCEDURES 

1. Refer~a, to VRSBO 

( 

A. PWD Referring Units will refer GA recipients who: 

1) are physically or mentally incapacitated (d4~gnosis by a physician 
indicating limitations in physical activities such as walking, 
lifting, or environmental conditions to be avoided such as dust, 
darnpness;o·r currently unable to work) and - . . .. :, 

2) are unable to work full time, and 

3) are age 16 or over, but below age 50, and 

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

B. PWD Referring Units wtll refer AFDC recfpf ents who: 

1) are physically or mentally incapacitated, and 
1 i . 

2) are exempt from WIN registration 

• • 

a. The PWO Referring Unit sends YR-PW ·1 referral to the appropriate 
VRSBO Branch Office (Oahu, Services for the Blind on Oahu, Hawaii, 
Maui, and Kauai) and, in addition, sends out an attached letter 
(see Attachment C) to· the recipient to inform recipient of 
referral to VRSBO and wh1ct\._office to ca11, if interested. -- . 

b. The VRSBD Branch Office will hold the YR-PW l"referral for 
thirty (30) days. If recipient calls to indicate interest, 
the YR-PW 1 will be sent to th~ field office for follow-up. . . 
If recipient does not call within thirty (~0) days or indicates 
disinterest, Part 3 of the YR-PW 1 form wi 11 be executed and 
returned to the referring PWD-IM Unit by the YRSBO Branch Office. . . 

c. ·PWD Referring Units will not refer the following types of cases: . . 

1) recip1ents who have.no d1sabi11ty (no medical or psychiatric diagnosis); 
I 

2) recipients who have temporary disabilities which may be indicated 
by physician'·• indication that client 1s employab~t now or within 
6 mnth1;· 

Persons with tempora..Y disabilities who are screened out may be 
considered d~r1ng continuing eligibility reviews ff the condition 
still persists 1n spite of treatment. 

. . 
3) recipients whose disabilities are slight so that no restricttons 

are imposed--phys1cians usually indicate such persons to ~ 
emalavabla! • • · 
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4) recipients whose disab11ft1es are so severe that death is predicted 
within a short period of time or physician reconnends against 

. employment (consic;fer .sst >; 
•• 

5) recipients who are below age 16, except blind persons--b11nd persons 
are to be referred to Services for the Blind Branch (Ho•oponoJ. if 
they reside on Oahu. 

6) individuals 50 years or over, except on a voluntary bas1s; and 

7) Ot~~r mutually agreed-~pon exemptions 
.... ~ 

2. Referral to PWO 

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

3. Procedures for referral/feedback 

Whenever possible. determine client's w1.111ngness to participate in voca- . 
tional rehabilitation services for employment, and explain the consequences 
of not cooperating (GA cases) with VRSBO. 

tl 
A. Referral - PWD Referring Un~ts 

1) Prepare YR-PW 1 Referraf and Feedback Form for submittal to VRSBD 
Branch Offices. Use ballpoint pen or type information so that 
information is legible on all copies of the YR-PW 1. -

~ Attach current, complete medical and/or psychiatric reports to 
the VR·PW 1. -

B. Feedback on referrals - VRSBD 

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

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

C. Follow-up - PWO Referring Units -
1) Upon receipt of VR-PW la from VRSBO, IM Worker will follow up on 

GA clients who r•fuse VRSBO services or do not cooperate in the 
implementation of the Individualized Written Rehabilitation 
Program U.aP> • .. 

Z) IM Worker wfll notify VRSBO of cases which are terminated by 
PWO. 

" 

' . " 

.. 
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Dear 

We have determined that you are exempt from registration for the Work Incentive 
Program (WIN) because of your dfsab111ty. Many persons with disabilities, hc.·.~ver, 
continue to be interested in employment. Our Department's vocational rehabilitation 
program may be helpful to you in this regard • ... 
Services which are available are: J 

·1. Medical and related services to remove or lessen your disabiltty. 

2. Training, 1f needed, to provide you with job skills based on.your interests 
and aptitudes. · 

3. Help in securing a job. 
•• 

In addition, other necessa.ry services can be made available through our Department, 
such as child _eare during employment. ' ' . . 
You have been referred to the Vocational Rehabilitation and Services for the Blind 
Division as required. Your acceptance or non-acceptance of vocational rehabilita
tion services will 1n no way affect your financial aid from public welfare. 

If you are interested in vocational rehabilitation services, please call the 
number in your area 11 sted. be 1 ow: 

.. ~ . .. 

Oahu 
Hawaii 

Kona Office 
Maui··· 

Molokai Office 
Kauai 

Sincerely, 

- 548-4639 
- 961-7331 
- 323·2~29 
- 244-4291 
- 533-5323 
- 24~·4333 

Worker 

Unit 

_/L 
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.Attachment 4.16-C 

PAYMENT FOR RESERVING BEDS IN LONG-TERM CARE FACILITIES 

Payments for reserving beds iD 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 du~ to illness or 
·death of a family member, or for othei: emergencies. 



AITACHMENT 4.17-A 
Page 1 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State/Temtory: BA WAD 

LIENS AND ADJUSTMENTS OR RECOVERIES 

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

c) If the individual does not indicate.the stay in the institution is likely to be permanent, 
the State will make an assessment base4 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 detennination, 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. 

2) 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(1): 

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. 

c) 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. _ _,o ... s_,-00_9 __ 
Approval Date: DEC 0 6 ·2005 Effective Date: 07/01/05 Supenedes 

TN No. 94-013 
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Attachment 4.17-A 
Page l(a) 

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

e) Other services that contributed to the emotional well being of the parent 

3. The State defines the following terms as follows: 

a) 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. · 

b) individual's home: shall mean the property that the individual resided and had 
an equity interest in prior to becoming medically institutionaJi~ 

c) 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. 

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

e) lawfully residing shall mean permitted by law to live in. 

TN No. 96-007 
Approval Date tcT J l ,,. Effective Date FE.a 1 i ,.. Supenedes 
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(STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
. State/Territory: HAWAU 

4. The State defmes hardship as follows: 

Undue .hardship- exists if the family and heirs of the deceased recipient do not have 

income greater tl}an 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) Recoveey 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 of 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. 

iii) 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. 

c) 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 dermes cost effective as follows fmclude methodology/thresholds used to 
determine cost effectiveness): 

TN No. 96-007 
Supenedes 
TN No. 94-013 

trr lj Approval Date · 1 l • Effective Date 'EB 0 l 'II 



,.. . 

( 

Attachment 4.17-A 
Page 2(a) 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
Statetrerritory: HAWAII 

If a eontractor is perfonning 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. 

7. The State uses the following collection procedures (includes specific elements 
contained in the advance notice requirement, the method for applyinl the waiver, 
hearing and • .,peals proc~ures, 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 n9tice will specify the amount to be recovered, the requirements · 
for waiving recovery due to lUldue 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 req~ed 
information to support their request for waiver within. I 0 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 ~aiver denial. 

TN No. 96-007 
Supersedes 
TN No. 94-013 

I . ., .. ·~ , ... 
Approval Date • Effective Date FEB 0 J a. .. 
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State of Hawaii 

LIINS AND RBCOVIRIBS 

ATTACHMENT 4.17-B 
Page 1 

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

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

(1) The estate is 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 ~nstitution and 
provided care to the recipient during that period that 
allowed the recipient ~o 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. 

TN No. 94-013 
Superaadea 
TN No. -----..----
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leYl•lGDr llCF.l-...... 5-14 (lllC) 
SEPTEMIJal 1985 

AftACallft 4.11-A 
Paa• I 
Oll8 IO.: 0931-0ltJ 

• • 
IT&n PLU Ulll>D !nLI m OP !HI IOCIAL llCUUtr act 

ltate: Hawaii 

I. Tbe Mthocl UHd to eollect ' cut •harlna chaq• for cateaorlcallJ ...... 
lndlvlduala: 

LI Prnlden an re.,oruslble for collectlna tbe co1t abarlna char&M 
from lncllvlduala. 

-41 The aaencr nlabunea provlclen the full lledlcald rate for a •"le• 
11114 collect• the co•t •baring charge1 froa lndlvlduala. 

C. Tb• klb for cleteralnlng whether an lndlYldual 1• unable to paJ tbe 
charge, and the •an• bJ which RCb an lndlvldual 11 14-tlfled to · 
provlclen, la cle1crl'bed llel•a · 

l NOT APPLICABLE 

ft •o. :II::L'I 
lupe~ 

a 1915 ocr21 1S85 'Approval Dab DEC 1 lffectlv• Date ----
n mo. 11-& . 

HCP& ID: 0053C/00611 

--------------··----------·· ·1-· .. ·-
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lnl1l•s llCPA-.. -15-14 (Ille) 
SEPl'IMBD 1985 

AftACHllllt •·lM 
.... J .. .. ··= 0938-0113 

' . 
ftATI Pl.Al UIDll Tm.I m fJI !Ila IOCUL llCUl!ft 1111 

• Hawaii 
.• ltates 

D. ft• proc.,uN1 tor bplmentlna •cl aforelna the aclualou Ina &o8t 
•harlna contained la •Z era •47 .S3(b) are de1Crlh4 belows 

1. C\aalatl•• uxU... on chars•: 

i L..J ltate poller c1o .. not provide tor cum.alatl•• uxi.u... 

L..J °"9.ll•ti•• uxi... llaft hm •tabll.W u demcl"l1*1 Ml•: 

NOT APPLICABLE 

-B9o. --

.· 

·-

awra9at 1ate DIC a .1 bes~ 11tecuv.tnae 
Dat. · . oct 1 AN 

, 

HCPA ID: 0053C/00611 

I - .. . ,; . "'~: ~ -
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MSA-PI-74-6 
February 26, 1974 

Attach~er.t 4.18-B 

State~~--....-H-a_w_a_i_i..---~--~--~----~---------------

The follo-#ing enroll~e~t fee~ pre:ni~~ or sioilar charge is iz:?posed en 
the ~edically needy: 

Gross Fa::iily cr.t3~~e Liability Freq 
Inco-=e (;>er mo.) F~il·.• Size Period of C 

1 rir 2 I :; 0?" 4 5 or r.!crc. 
. (l) (2 ., I (3, (.:'.) __ J..il -1. 

I 
' 

i 

$1 Ci0 O'!" l~s- --·· 
1~1 .. 200 l 
201 - 250 

' 251 - 300 I 
301 .. 350 t -

3c;1 ..... .. 400 I 
. 

t I 401 - 450 
I 

451 500 I - . 
I 

I 

501 - 550 I 
551 .. 600 l 

' - 650 ' 601 I 

651 .. 700 

' ' I 

701 - 750 I . 
751 - 8~0 

' 850 
I ' . E.01 - ! 

851 - 900 

' ' -
901 - 950 

' 951 - 1000 

' ~.o't'e than $1000 

' ' DHEifl/ Trans. No. MCAS-78-5 

' -- . ----· 
I -:r.=ms. Date 

- Qf1i1~ 
......... 

, . . , " . ' 
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MSA-PI-74-6 
February 28, 1974 

Hawaii 

Attaei":ent 4.18-B 
Page 2 

Effect on recipie:\t of non-pay~ent of er.rell=ent fae, pre.:li:.s::i or 
si.r:iila:r charge: 

J:::i Non-paycent does not affect eligibility 

f::i. Effect is as described belcw: 

~ Not applicable 

.. , :Vo. MCAS-78-5 

-· ~'!l!l.1.l. __ _ 
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levl•lon: llCPA-Jlll-l5-l 4 (IDC) 
SEPTEMBER. 1985 

Aft&cllllft •.11-e 
Paa• z 

ft&n PLAI UIDD !ULI m • THI IOCUL llCU&Ift At:f . . 

ltata: Hawaf f 

1. The •tbod ue4 to collect co•t •harln& chars• for -4lcaUr ..... , 
ln41Y1dual8: 

-LI Provlden are rupou1i,1e tor coll.Ctlna the cHt •hula& charau 
fraa ln41v1dual•. · 

LJ the aamer reillburn• provlden the full lle41ca1cl rate for •ervlou 
-: -: ·end collects tbe co•t •barlna cbarau f nm 1ndlvldua11. 

c. The ltul• for cletenllnlna wbetber • 1ad1v1dual 1• unable to par the 
chars•. and tbe .._. 1-J whlcla 1&1ela • lndlvldual 18 14-tlflecl to 
provlclen, .18 cle•crl1*1 below: 

fOT APPLICABLE 

ti lo. 1~ -P( 
lupeC'84Mla 
n ... 71-7 

.._ -

Approval n.te _Di_c_a_1_1985 1ttectlve Data OCT 1 1*5 

llCP& JD: 0053C/00611 

·- ----- ·-···-···--- -- ---- -----·-I ----- ·· 
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ln1•1cnu llOPA-N-15-14 (Ille) 
SEPTEMBER 1t85 &ftAaaat .t.11-C 

ha• 3 
. 

IUTI rua Ull>ll !ULI ID or ~ IOCW. llCUIUI 1111 

I 

.. .. 
ltate: Hawaii 

D. the procedure• for bpl-.ntln1 md enforcln& the aclu•lou '"- co•t 
aharlna contained la .tZ en 4.t7.5J(lt) an cle•crlbed Itel•: 

1. Qmalatln 8Ulalu • cbara•i 

LI ltete poller dou not provide for oum1at1ve ... i.... 

1 iJ O...latlve ma!Juu have lteen ••tablbhed u de•crlW '91•: 

-= NOT APPLICABLE 

.. 
·-

• 

... 

., 

D lo. /?-(!I 
lup•r• .... 
Bio. -

Approval 1ataDEC I 1 Iii 1tiect1" Date QCT l -

Her& D: 00$~/00611 
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Revision: HCFA-PM-91-4 
AUGUST 1991 . 

(BPD) ATTACHMENT 4.18-D 
Page 1 
OMS lfo.: .0939-

STAT! PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
HAWAII State/Territory: 

· · Premium• Impoaad on Low Income Preqnant Women and Infants 

A. The following method is uaad to determine the monthly premiwn impoa•d on 
optional categorically needy pregnant women and infants covered under 
section 1902(a)(l0)(A)(ii)(IX)(A) and (8) of the Act: 

N/A .. 

e. A description of the billinq method uaad. 11 as follows (include due date 
for premium payment, notification of the consequence• of nonpayment,·and 
notice of procedure• for requ .. ting waiver of premium payment): · 

N/A 

•Description provided on attachment. 

TH lfo. 91-25 
Superaedaa 
TN No. 

Approval Data 12131191 Effective Date 10/01/91 

HCFA ID: 7986E 
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Revision: HCFA-PM-91- 4 
AUGUST 1991 

(BPD} ATTACHMENT ·4.18-D 
Page 2 
OMB No.:. 0938-

STATE PI.AH UNDER TITLE XIX or THE SOCIAL SECURITY ACT 

State/Territory: HAWAII 

c. State or local fund• under _ other program• are used to pay for premiumas 

LI Yea Ho 

o. The criteria uaed for determining whether the agency will waive payment of 
a premium becauae it would cause an undue hardship on an individual are 
described below: 

N/A 

•Description provided on attachment. 

TN No. 91-25 
Supersede• 
TN No. 

Approval Date -•1~2t-/..,31.,./...,Q .. 1...__ Effec'tive Date 10/01/91 

HCFA IDs 7986E 
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Revision: HCFA-PM-91- 4 
AUGUST 1991 

(BPD) ATTACHMENT 4.18-E 
Page 1 
OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Terr 1 tory: _HA_W_A_l_I ______________ _ 

Optional Slidinq Scale Premiums Imposed on 
Qualified Disabled and Working Individuals 

A. The following method i• uaed to detel'llline the monthly premium imposed on 
qualified disabled and working individuals covered under section 
1902(a)(l0)(E)(ii) of the Act: 

N/A 

e. A description of the billing method use~ is as follows (include due date 
for premium payment, notification of the consequences of nonpayment1 and 
notice of procedure• for r~estinq waiver of premium payment): -

N/A 

•Description provided on attachment. 

TN No. 91-zS 
superaede• Approval Date 12/31/91 
TN No • ..:.·------

Effective Date 10/01/91 

HCFA ID: 7986E 
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Revision: HCFA-PM-91- 4 
AUGUST 1991 

(BPD) ATTACHMENT 4.18-E 
Pa9e 2 
OMB No • : 0 9 3 8-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory: HAWAII 

c. Stat~ or local fund• under other programs are used to pay for premium•: 

LI Yes · 4/ 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-zS 
Supersede• 
TN No. -

Approval Data __.l..,2"-/ 3~1_.1 ... 9 .. l __ 

· . 

Effective Date __ 10_;_0_1_1_91 __ 

HCFA ID: 7986£ 
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Attachment 4.18-F 
Page 1 

STA TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Statetrerritory: HAWAII 

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

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

1. · Cost sharing 

a. ..A_/ No cost sharing is imposed. 
b. _/ Cost sharing is imposed under section l 916A of the Act as 

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

Tvne of f'hA1 ire 
Group of Item/Service Deductible Co- Co- *Method of Detennining 

Individuals insurance payment Family Income (including 
monthJv or auarterlv oeriod) 

•DescribC the methodology used to detennine 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 l 916A 
for all individuals in the family may not exceed S percent of the family income of the 

TN No. 08-004 
Supenedes Approval Date: MAY ·3· 0- 2008 Effective Date: 01/01/08 
TNNo. ____ _ 
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Attaclunent4.18-F 
Page2 

STA TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Stateff erritory: HAWAII 

c. 

d. 

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. 

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)(l O)(A)(i), and including services furnished to 
individuals with respect to whom aid and assistance is made available under part B of 
tide 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 immuniz.ations) 
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 te~inally ill individual who is receiving hospice care, (as 
defined in section 1905( o) of the Act); 

• Services furnished to any individual who is an inpatient in~ hospital, nursing facility, 
intennediate 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; 

• Emergency services as defined by the Secretary for the purposes of section 
1916(a)(2)(0) 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 l 902(a)(lO)(A)(ii)(XVIII) and 1902(aa) of the Act. 

Enforcement 

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

TN No. 08-004 
Approval Date: NAY -3 · 0 200.ffective Date: Supersedes OJ/OJ/08 

TN No. -----
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P8$e3 

STA TE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/fenitory: HAWAII 

2. _I (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 ilidividuall with family income above 150 percent or the FPL: 

I. Cost sharing amounts 

a. _xj 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)): 

T f Char ·roeo !le 
Group of Item/Service Deductible Co- Co- •Method of Determining 

Individuals insurance payment Family Income (including 
monthly or quarterlv period) 

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

TN No. 08-004 MAY ·3 O 2008 
Supenedes Approval Date: Effective Date: · 01/01/08 
TNNo. ____ _ 



Attachment 4.18-F 
Page4 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/renitory: HAWAII 

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

b. Limitations: 
• The total aggregate amo\Dlt of all cost sharing and premiums imposed under section 

I 9 I 6A for all individuals in the family may not exceed S percent of the family 
income of the family involved, as applied on a monthly or quarterly basis as specified 
by the State above. 

• 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: 
• Services furnished to individuals under 18 years of age that are required to be 

provided Medicaid under section 1902(a)(IO)(A)(i) of the Act, and including services 
furnished to individuals with respect to whom aid and assistance is made available 
~der part B of title IV to children in foster care, and individµals 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 tenninally ill individual who is receiving hospice care (as 
defined in section 190S(o) 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 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; 

• 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 190S(a)(4)(C) of the Act; 
and 

• Services furnished ·to women who are receiving Medicaid by virtue of the application 
of sections l 902(a)(I O)(A)(ii)(XVIII) and l 902(aa) of the Act. 

TN No. 08-004 
Supersedes Approval Date:NAY ·J · 0 - Effective Date: . 01101/08 
TN No. -----
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Attachment 4.18-P· 
PageS 

STATE PLAN UNDER TfrLE XIX OF THE SOCIAL SECURJ1Y ACT 

State/Teiritory: HAWAII 

d. Enforcement 

I. _J Providers me permitted to require, as a condition for· the provision of care. 
items, or servi~ the payment of any coat ahaiing. 

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

3. State .,.ymenta to providers must be reduced bY. the amount of the beneficiary 
cost sharing obligations. repnlless of whether the provider 8'1CCC88fully collects the 
cost sharing. 

4. States have the ability ID bia'ease total State plan rates to pmviders to maintain the 
samo level of State payments when cost sharing is introduced. 

2. Premiums 

a. __J No premiums are iplposed. 
b. ..Ji_/ Premiums are imposed under section 1916A of the Act as follows 

· (specify the premium amount by group and income levei. 

Group of Individuals Premimn• Method of Determining Family 
Income (including monthly or 
quarterly period)•• 

2500.4 • 265% FPL SIS per child/per month For a child under llF 19, countable 
fiunily income is dctamined in the 

265% • 280% FPL $30 per child/per' month followina mumcr: 
• Subltnct a standard deduction of 

280% - 300% FPL S60 per child/per monlh $90 &o~ the monthly lfOll earned 
income of each employed person; 
and -

. • Add the monthly net earned income 
for each employed person as well aa 
any monthly unearned income to 
ddamine the countable family 

. - income. 

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

TN No. 08-004 
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• Determine the nwnber of persona in a family eligible for coverage who are 
responsible for a premium-share; and 

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

••Forchildrm under qe 19 who are covered under§l902CaXIO)(A)(ii)(XIV) ofthe Act. 
the State uses § l 902(rX2) to disrepnl the diffinnce in countable income between 300% 
and 2S0%ofthe FPL. 

Attach a sC:hedule of the premium· amounts for the various eligibility groups . 
• 

b. LillPtation: 

• The total agrepte amount of premiuins and cost sbarina imposed fb.r all 
individuals in the family may not exceed S percent of the family income of the 
family involved, u applied on a monthly or quarterly buis u specified by the 
State above. 

• 

TN No. 08.004 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/f erritory: HAWAII 

c. No premiums shall be imposed for the following individuals: 
• Individuals under 18 years of age that are required to be provided medical assistance 

under section l902(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 
µruler 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, intennediate 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 

• Women who are receiving Medicaid by virtue of the application of sections 
1902(a)(IO)(A)(ii)(XVIII) and I 902(aa) of the Act. 

d. Enforcement 

I. _/Prepayment required for the following groups of individuals who are 
applying for Medicaid: 

2. ..1£.J Eligibility tenninated after failure to pay for 60 days for the following 
groups of individuals who are receiving Medicaid: 

Children with countable family income from 250% - 3000/o FPL. 

3. _/Payment will be waived on a case-by-case basis for undue hardship. 

C. Period of determining aggregate S percent cap 

Specify the period for which the 5 percent maximum would be applied. 

_x_; Quarterly 
/Monthly 

TN No. 08-004 
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STA TE PLAN UNDER TrrLE XIX OF THE SOCIAL SECURITY ACT 

StatclTelTitory: HAWAII 

D. Medaod for tne"'•a wt •brlna 8111D111ltl 

DaK:ribe .the State process used for tracking cost sharing and infonning beneficiaries and 
proviclms of their b"enefici.Ys liability and infonnina providers when an individual bas 
reached his/her maximum so fiu1hcr costs are no longs charpd. 

Alto desaibe the State process for informina beneficiaries and providers of the allowable 
cost sharing amounts. 

I. Process ~ 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 aseaaed a premimn liability, and how the premium amount is 
determined. If the family agrees to pay the premium liability, the child is emolled 
in a health plan. Each month thereafter, an invoice is mailed. 

• · Current enrollees with increum income (2500/o!-300'4 FPL): The eligibility 
determination staff' &alCls an adv.mce notice (in accordance with 42 CPR 
§431.210 and §431.21 t• to inform the family that the child will be ulCSIOll a 
premium liability, and how the amount is determined. If the family ap:cs to 
pay the premium liability, the child's enrollment jn the health plan continues. 
Each month thereafter, an invoice is mailed. 

As the assessment ofpremi,PDl-sbares shall not exceed 5% of countable fimily 
income, an income review is conducted each quarter. 

Disemollment procedures will be initiated when an enrollee whose premium-share 
payments are two months ii\ arrears. Dmiq the first week of each month, the 
Finance Office generates a list of enrollees who have not paid their premi\am-sbares 
for two months. The list is sent to the Eligibility Branch for action. The ~ligibility 
determination lttaft' will complete and send an advance notice (in accordance with 
42 CPR §431.210 81\d §431.211) to inform the enrollee that medical coverage wijl 
terminate at th~ end pf ~e month. 

2. Process used for infonnina providers when an individual has reached his/her 
maximum io further c:osta ans no longer charged: Because Hawaii charges only 
premiums and collects these directly from the beneficiaries, infonnation to providers 
about cost-sharing maximums are not applicable. 

3. T.racking premium-Wre&: The State operates an accounts receivable system. This 
system allows the State to track all paid premiums. 

TN No. 08-004 
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STATE OF HA WAD 

MEmODS AND STANDARDS FOR ESTABUSBING PAYMENT RATES 
PROSPECTIVE REIMBURSEMENT SYSTEM FOR INPATIENT SERVICES 

I. GENERAL PROVISIONS 

A. PURPOSE 

This plan establishes a reimbursement system for acute care facilities which complies 
with the Code of Federal Re81Jlations. 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. Th'C Hawaii Medicaid Program shall reimburse Providers for inpatient 
institutional services based primarily on the prospective payment rates developed 
for each facility as detennined 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:js=· 
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 
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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 1'ominal 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-lncl~ive Rates, plus 
all appropriate Adjustments, (Section l.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 ID) ancf 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 l.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 
I.D.3.). Capital RelatecJ Costs shall be reimbursed separately from the per diem 
and per discharge rates. 

6. The freestanding rehabilitation hospital shall be excluded from Classifications I, 
II, and Ill and designated as Classification IV, and shall receive payment based 
on All-Inclusive ~tes, plus all appropriate Adjustments, (Section 1.0.3.). 
Capital Related Costs shall be reimbursed separately from the per diem and/or 
per discharge rates. 

TN No. 94-006 
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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 3 o 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. 
outpatient, 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 rat~s. 

03-005 OEC Z g 2863 
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Citation: 42 CFR 434, 438 and 447; and Social Security Act 1902(a) (4), 1902(a) (6), 
and 1903 

Payment Adjustment for Provider Preventable Conditions. 

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

Health Care-Acquired Conditions. 

The State identifies the following Health Care-Acquired Conditions for non-payment 
under Section 4.19-A. 

t8J Hospital-Conditions as identified by Medicare other than Deep Vein Thrombosis 
(DVT)/Pulmonary Embolism (PE) following total knee replacement or hip replacement 
surgery in pediatric and obstetric patients. 

Other Provider-Preventable Conditions. 

The State identifies the following Other Provider-Preventable Conditions for non
payment under section 4.19-A. 

t8J Wrong surgical or other invasive procedure performed on a patient; surgical or 
other invasive procedure performed on the wrong body part; surgical or other 
invasive procedure performed on the wrong patient. 

0 Additional Other Provider-Preventable Conditions identified below of the plan: 

Adjustment of inpatient hospital reimbursement to account for non-payment of HCACs and 
OPPCs. 

In accordance with 42 CFR 447.26(c), no reduction in payment for a Provider 
Preventable Condition (PPC) will be imposed on a provider when the condition defined 
as a PPC for a particular patient existed prior to the initiation of treatment for 
that patient by that provider. Reductions in provider payment are limited to the 
extent that the State can reasonably isolate for non-payment, the portion of the 
payment directly related to treatment for, and related to, the PPC that would 
otherwise result in an increase in payment. 

Hospitals will use the Present on Admission indicator to identify whether an 
identified HCAC or OPPC was present on admission or hospital acquired. For hospitals 
reimbursed on a per diem basis, such claims will be reviewed to determine whether the 
HCAC or OPPC resulted in a longer length of stay or higher level of care, and 
reimbursement will be adjusted for the length of stay or increased acuity that can be 
directly and independently attributable to the HCAC or OPPC. For hospitals reimbursed 
on a DRGs basis, the DRG payment will not include additional payment for the HCAC or 
OPPC that was not present on admission. 

Lastly, in accordance with 42 CFR 447.26(c) (5), non-payment for OPPCs shall not 
prevent access to medically necessary covered services for Medicaid recipients. 
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D.· DEFINITIONS APPLICABLE TO THE PROSPECTIVE RA TE 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 lowei than Acuity Level C. Prior to October 1, 
1990, that level of care was appropriately obtained from an ICF. 

2. "Acuity Level C" means that the Department has applied its standards of medical 
necessity and determined that the Resident requires a ltWel 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. 

3. "Adjustments" mean all adjustments to the Basic Per Diem, Basic Per Discharge 
and All-Inciusive 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. 

4. "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 Il and m facilities for psychiatric 
cases only. The All-Inclusive Rates are calculated to include reimbursement for 
both routine and ancillary costs. 

5. "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. 

6. "Base Y ea.r" 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. 
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TH Ro. 

7. "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. 

8. "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. 

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

10. "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. 

11. "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. 

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

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

14. "Critical Access Hospital~' means a hospital designated and.certified as such 
under the Medicare Rural Hospital Flexibility Program. 

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

03-002 
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a. 

b. 

c. 

d. 

e. 

f. 

g. 

The patient is formally released from the hospital. 

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

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

The patient dies while hospitalized. 

The patient signs out against medical advice. 

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 pwposes. In cases of multiple births, each baby will be 
considered a separate discharge. 

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

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

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 

19. "Medical Education" means direct costs associated with an approved intern ~d 
resident teaching program as defined in, the Medicare Provider Reimbursement 
Manual, HCFA Publication 15-1, Section 404.1 

20. "Medical Education Adjustment'{ (Section IIID.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. · 

21. ''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. 

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

23. "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. 

24. "Outlier 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. 

25. 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 

03-002 
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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. 

26. "Outpatient" 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. 

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

28. "Plan" means this document. 

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

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

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

32. "ROFJGET 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. 

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

34. "Severity and Case Mix Adjustment" means an increase of 2% to the All
Inclusive Rate of the Classification IV facility. 
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35. "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 calc:ulation. 

36. "Total All-Inclusive Rate" means the All-Inclusive Rate plus all appropriate 
Adjustments, (Sections IDD., ill.G., and IV A.), to that rate for a particular 
Provider that are defmed 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) 
(ROFJGET Adjustment [if applicable]) 
(Medical Education Adjustment Factor [if applicable]) 
(Severity and Case Mix Adjustment) 

[if applicable]) 
(cumulative Inflation Factor) 

37. "Total Per Diem Rate" means the Basic Per Diem Rate plus all appropriate 
Adjustments, (Sections ID.D., ill.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 bas a Basic Per Diem Rate: 

(Basic Per Diem Rate) 
(ROFJGET Adjustment [if applicable]) 
(Medical Education Adjustment Factor [if applicable]) 
(cumulative Inflation Factor) 

38. ''Total Per Discharge Rate" means the Basic Per Discharge Rate plus all 
appropriate Adjustments, (Sections m.D., ill.G., and IV.A.), to that rate for a 
particular Provider that are defmed 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: 

03-002 
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(Basic Per Discharge Rate) 
(ROF/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: 

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

2. .Alnbulance;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 

TR Ro. 

A. SOURCE 

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

03-002 

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. 

d. 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 I.D. 17) provided 
that no inflation adjustment shall be applied in determining the rates 
for the 4th quarter of FFY 2013, FFY 2014 and the pt, 2nd, and 3rd 
quarters of FFY 2015. 

B. CLASSIFICATION OF ACUTE INPATIENT FACILITIES 

TN No. 

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

a. Classification I - Facilities averaging less than 250 Medicaid 
discharges per year; 

b . Classification II - Facilities averaging 250 Medicaid discharges 
per year or more, which do not participate in approved intern and 
resident teaching programs; 

c . Classification III - 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. 

13-005 
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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. l .c. 

C. SERVICE CATEQORY DESIGNATIONS 

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

TN No. 01-002 
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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; 

(2) the claim includes a surgical code that is considered to be an 
operating room procedure in the latest and most current version 
of the International 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. 

Approval Da ~~UN 1 2001 Effective Date 01/01/0l 

12 



( 

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

0. PREPARATION OF DATA FQR CALCULATION OF BASE YEAR 

PROSPECTIVE PAYMENT RA TES 

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

TN No. 94-006 

Superaedea 
TN No. 93-0.09 

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

b. If more th8:J1 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 
11.A.3. 

c. Claims shall be edited and properly classified. 

d. Claim Charge Data, including charge amounts, days of care, and number 
of discharges, shall be classified into the four service categories 
identified in Section 11.C. l. Combined claims for the delivery of a 
normal newborn shall be counted as one discharge in the calculation 
process. Claims for newborns descnDed in Section 111.E.1.e shall be 
classified into the appropriate service category. 

e. 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. 

f. Claim Charge Data shall be adjusted in the case of Classification II and 
Ill facilities to delete nonpsychiatric ancillary claim charges associated 
with claims in excess of 

•v Ji Approval Date 1'19& Bffective Date 8/01/94 
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the Outlier Threshold in effect for the Base Year. 

8• Claim Charge Data shall be adjusted to deiete ~cillary charges for wait 
listed patients. 

2. 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. 

TN No. 94-006 
Superaedes 
TN No. 93-009 

a. Cost of services excluded under Section I.E. 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. 

b. 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 IS 
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. 

c. 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 

d. The Medicaid inpatient portion of malpractice costs shall be determined 
by multiplying the ntio of Medicaid inpatient costs to total costs by the 
facility's total malpractice 

Approval DatP J ~ 1S96 Bffectiv• Date 8/01/94 
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costs. This amount shall be added to allowable Medicaid inpatient 
facility costs. 

e. 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. 

f. Capital, medical education, and for Proprietary Providers, return on 
equity and gross excise tax amounts, sh~ll be deleted from allowable 
Medicaid inpatient facility costs and shall be reimbursed in accordance 
with SectiOn 111.D. 

g. Except as stated in Section I.E., services proyided to patients during an 
inpatient stay but billed by a provider other than the inpatient facility 
shall be added to allowable Medicaid inpatient f.;ility costs. To obtain 
the estimated amount, the Department shall surv~y facilities and accept 
reasonable estimates of such services. 

h. 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 11.D. I. 
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 ~amputation of the inpatient 
rates·. 

m. CALCULATION OF BASE YEAR PRQSPEC'J'IV'E PA)'MENT BATES 

A. PSYClDAIRIC SERVICES 

TN No. 94-006 
Supersedes 
TN -No. 93-009 
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l . 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. 

b. 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. 

c. Multiply the ratios in paragraph (b ), by total Medicaid inpatient co~. 
excluding Capital Related Costs and days for routine, special care, and 
an,eillary to achieve total psychiatric routine, special car:e. and ancillary 
Medicaid inpatient costs. and days u derived from the cost report. 

d. 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. 

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

TN No. 94-00§ 
Supera.edea 
TN No. 93-009 

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; 

b. Divide the total psychiatric inpatient costs calculated in paragraph (a) by 
total psychiatric inpatient days; and 

Approval DatfD~ J t ti. ... Bffective Date 8/01/94 

16 



( 

c 

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

c. Multiply the result of paragraph (b) by the statewide psychiatric ceiling 
factor of 1.1 S. This result shall be the statewide Base Year per diem rate 
ceiling for psychiatric services. 

3. 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. 

B. CLASSIFICATION I - NONPSVCHIATRIC SERVICES 

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

TN No. 94-006 
Supersede• 
TN No. 93-009 

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 ill.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 Il.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 si.ndard 
deviations above or below the statewide mean shall be excluded in 
calculating the component rate ceilings; 

•vJi,. Approval Date Bffective Date 8/01/94 
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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 Costst and days for all 
nonpsychiatric services for all facilities in Classification It 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 I; 
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 I 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 W - NQNPSVCWATRIC SERVICES 

1. The facility-specific prospective payment base rates for nonpsychiatric services 
rendered in facilities in Classifications II and m shall be comprised of two 
separately established rate componentst 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 (matemityt surgical and 
medical) shall be established using the following general methodology: 

TN No. 94-006 
Supersedes 
TN No. 93-009 
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a. Deduct the Capital Related Costs allocated to nonpsychiatric services 
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. Detemaine 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 Ill as 
follows: 

TN No. 94-006 
Supersedes 
TN·No. 93-009 

a. For all facilities within a classification, total fqr each service category 
the routine costs, ex.eluding Capital Related Costs, and days identified in 
(2). Any per diem amount that is greater than two stan'dard 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; 

Approval Date• .J J 29S8 Effective Date 8/01/94 
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c. Multiply the result for each facility classification by the nonpsychiatric 
Classifi~ation 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. 

S. The ancillary services per discharge rate component ceiling shall be established . 
separately for each service category in the fo~lowing manner: 

a. For all facilities within a classification, total the ancillary cost3, 
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 servic:e 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 c~iling for 
nonpsychiatric services for each nonpsychiatr.ic 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 

TN No. 94-006 
Supersede• 
TN No. 93-009 
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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 FACILIJY-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 
ROFJGET Adjustment. Eligible Providen 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: 

TN No. 94-006 
Superaede• 
TN No. 93-009 

L The interim Capital Payments shall be determined according to the 
general procedures that are used to reimburse hospitals that &re' 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 I 0%. At the option of the 
Department, the following procedure may be utilized: 

( 1} Each facility shall identify its Capital Related Costs associated 
with providing acute care services. If a facility provides bath 

· acute an4 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 utilimtion shall be based 
upon the ratio of Medicaid patient days to total patient days. 

Approval Datflt J. I U1J1 Bffective Date 8/01/94 
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The Department shall review the ·estimates for reasonableness 
and determine an amount of projected allowable Capital Related 
Costs for each facility. 

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 . . 

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: 

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

(2) Capital Related Costs shall follow the Medicare PPS capital pass 
through methodo.logy 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 

TN No. 00-001 
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may settle tentatively on the Capital Related Costs. 

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 detennined as follows: 

a. Divide the total allowed Medicaid inpatient return on equity amounts by 
allowed M~dicaid 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. 

E. FINAL PROSPECTIVE PAYMENT CALCULATIONS 

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

TN No. 01-002 
Supersedes 
TN No. 00-001 

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; 

- r ....... 
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TN No. 94-006 
Supersedes 
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b. 

c. 
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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 Ill facilities, calculate the prospective payment for each facility as 
follows: 

( 1) Multiply the Total Per Diem Rate component for the appropriate 
nonpsychiatric inpatient service category by the number of.days 
of care for each service caqory 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. 

d. If a woman delivers a ch~ld, then payment for the mother and baby shall 
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. 

e. The following situations shall not be considered as constituting care that 
is delivered to a normal newborn, ~d shall be reimbur:secf 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; 

(2) If the claim form for services delivered to the newborn indicates 
an intensive 
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TH Ho. 

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 Il.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 µruler the prospective payment rate based on the date of 
discharge, except as provided in Sections l.C.6., l.C.9. and IV.D. 

3. In addition, each Provider shall receive the Capital Payments defined in Section 
ill.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 m.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 wmI SPECIAL PROSPECTIVE PA YMENf RATE 
CONSIDERATIONS 

1. For a facility with insufficient observations (less than five claims) in a given 
service category, the PPS rate shall l>e 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: 

03-002 

a. Facility-specific claims and charge data shall be prepared in accordance 
with Section 11.D. 
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b. A facility-specific per diem base rate for psychiatric services shall be 
calculated in accordance with Section IDA. 

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 m. D. 

H. ADJUSTMENT TO BASE YEAR COSTS FOR INFLATION 

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

I. 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 11.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 11.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 Intlation 
Factor for the prior year was reduced persuant to Section ID.G.6., 

03-002 
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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 recognil.ed 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 detennination, the Department shall 
exclude sums paid pursuant to Section 111.D. I. 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 detennination, 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. 

JV. SPECIAL PAYMENT PROVISIONS 

A. TREA 1MENT 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 

TN No. 00-001 
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its classification times the following New provider adjustment factor: 

a. First Operating Year 150%; 

b. Second Operating Year 1400/o; 

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 ID.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 ID.D.3.). Those factors shall 
be basCd on projected costs and receipts and calculated as defined in the Plan. 

4. A New Provider may seek rate reconsideration under Section V .C. l .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 

TN No. 01-002 
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shall be based on its Base Year cost report like all other Providers. 

B. PAYMENT FOR IRANSFERS 

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

2. 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. 

3. 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. 

4. 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. 

5. If a Classification I or IV facility transfers an inpatient to a Classification II or 
Ill facility, the Classification I or IV facility shall receive its All-Inclusive Rate, 
and the Classification II or Ill facility shall receive the full per diem and 
ancillary reimbursement rates defined in Section 111.E. 

6. If a Classification II or m facility transfers an inpatient to another acute 
inpatient facility: 

TN No. 94-006 
Superaedaa 
TN No. 93-009 

a. In the nonpsychiatric ~s, 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 Ill facility shall receive the full per diem 
rate for routine care and the full ancillary 
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discharge rate for the appropriate service category, as calculated in 
accordance with Section IIl.E. 

b. 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. 

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

d. 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 III.E or F.2, respectively. · 

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

7. 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. 

8. For the purposes of detennining 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. 

2. 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 detennined that the facility should have provided all required se..Vices 
during the original inpatient stay. This section shall not apply in cases where a 
patient leaves the hospital against medical advice. 

D. PAYMENT FOR NONPSVCHIAIRIC CASES WfDCH EXCEED THE OUILIER 
THRESHOLD 

1. 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: 

TN No. 94-006 
Super11ed•• 
TN No. 93-009 

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 Ill facilities: 

( 1) 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 C?lassification per 
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diem rate for the service category multiplied by the number of 
da~s covered by the bill plus the full appropriate ancillary rate as 
calculated in Section 111.E. 

(2) 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 document~ 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 800At 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. 

2. 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. 

E. PAYMENT FOR SERVICES RENDERED IO PADENrS WITH OTiffiR 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. 

F. LIMITATIONS ON ACUIE CARE FACILITY PAYMENT 

TN No. 94-006 
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1. 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 providen 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 intennediary ifthe 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 clo~ly as possible. 

2. 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 
Medi~d rate applicable to services provided in comparable Hawaii (acilities. 

3. The Department or its utiliution review agent may deny full or partial payment 
if it is detennined 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. 

V. CHANGES TO PBOSPICJ'M PAYMENT RATES 

A._ ADWSIMENTS 1P BASE YEAR COST DUE IO AUDIT OR APPEAL OF AUDIT 
ADWSIMENI 

1. Changes subsequent to the initial detennination of Base Year rates due to an 
audit of contracted services data reported on the provider's survey, 

TN No. 94-006 
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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. 

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 RA TE RECONSIDERATION 

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

TN Ro. 01-002 
Supersedes 
TN No. 00-001 

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 facilify 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. 

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

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

TN No. 94-006 
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a. One or more of the facility's per diem mes is affected by the ceiling in 
its classification for that type of service; 

b. 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 
perfonn the comparison shall be obtained from the Base Year Medicaid 
cost reports; 

c. The facility's average per diem costs for both general inpatient routine 
service and special care, excluding Capita.I Related Costs and medical 
education costs, are no greater than 1200At of the weighted averqe for all 
other facilities in the same classification. The data to perfonn the 
comparison shall be obtained from the Base Year Medi~id cost reports; 

d. The Provider must anal:Yze its Base Year costs and vary its Special Care 
Percentage to detennine its Break.even Point. This analysis 
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shall be perfonned for ea~h PPS rate that was affected by a component 
ceiling; 

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

1Jie 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 1500/o 
of the average for all other facilities in its classification during the Qase 
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 f~going 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 increas~ 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 ~ the Breakeven Point, the Provider shall receive no 
increase in its PPS rates. 

3. 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: 

TN No. 94-006 
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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-niix measures, accompanied by 
a showing of cost implications. 

4. A request for reconsideration shall be submitted within 60 days after the 
pros~ve rate is provided to the facility by the Department or at other times 
throughout the year if the Department detennines 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 

S. 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 detennined by the 
Deparbnent. -lfthe·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 ~hall 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 

TN No. 00-001 
Supersedes 
TN No. 94-006 

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 th~ documentation and notify the facility of its detennination as 
described in subsection 4 above. 

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

10. 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 
identities costs in a manner that conforms to generally accepted accounting 
principles. 

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

a. 
b. 
c. 
d. 
e. 
f. 

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. 

3. Claims payment for services will be suspended I 00 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 affect~ due to extraordinary circumstances beyond the control of the 
provider, as provided in Medicare guidelines. 

4. F.ach provider shall keep financial and statistical records of the cost reporting 
year for at least 

TN No. 00-001 
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six years after submitting the cost report to the Department and shall also niake 
such records available upon request to authorized State or federal 
representatives. 

B. 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. 

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

3. Each Provider shall bave 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). 

VIL W AJTLISTED 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 ofihe 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: 

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

2. 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). 

3. In no case will any relief granted under rate reconsideration be used to adjust the 
waitlisted rates. 

TN No. 00-001 
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B. Waitlisted rates shall be annually adjusted by the same inflation factors as the long tenn 
care PPS rates. 

C. In all cases, the payment rate under this Plan for Waitlisted long tenn 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-tenn care 
facilities. 

TN No. 94-006 
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vm. DISPROPORTIONATE SHARE PAYMENTS 

A. DEFINITIONS 

In this Section VIII. the following definitiona apply: 

1. "DSH'' meam disproportionate share hospital. 

2. "DSH provider" means a hospital that meets the following testa: 

L Either--

(i) Has at least two obstetrici1111 with lltafT privileges at the 
facility who have a.peed to provide obstetric services to 
individual.a who are eligible for aaistance 1Dlder the 
Medicaid program; or 

(ii) Did not offer non-emergency obstetric services u of 
December 21. 1987; 

b. Has a Medicaid utili7.ltion 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)(l). 

3. "Medicaid utilization rate" ineam, for a hospital, a &action (axpieued as a 
percentage), the numerator of which is the bolpital's number of inpatient 
days attributable to patients who (for such days) were elip"ble for medical 
assistance under a State plan approved under this title in a period or under 
the Med-QUEST 11 lS waiver (repntless of whether such patients receive 
medical •istance on a fee-for-service basis or through a mampd care 
entity), and the denominator of which is the total mnnber oftbe hospital's 
inpatient days in that period. For this purpose, the tmm 'inpatient day' 
includes each iupatient 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. 

"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 OBRA'93 hospital specific DSH limits 
(42 use 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 DSH State plan rate year ending September 30, 2012, DSH providers 
(which do not include Governmental DSH providers) shall receive payments from a pool 
of funds in the amount of one million, seven hundred and fifty thousand dollars 
($1,750,000.00) (total computable). 

a. The distribution of funds from the pool shall be the basis of each qualifying 
hospital's proportionate share of uncompensated cost (as defined in paragraph 
A-4 above), as reported on the most recent available hospital cost reports. 

b. In no event shall the total payments to a DSH provider for DSH State plan rate 
year ending September 30, 2012 exceed the uncompensated care costs of the 
provider for DSH State plan rate year ending September 30, 2012. If the 
provider has uncompensated care costs attributable to DSH State plan rate year 
ending September 30, 2012 that are less than the amount of the payments that 
would be made to that provider pursuant to subparagraph (a) above (or to the 
payments redistribution described in this sentence), the payments to that 
provider shall be reduced to the amount of its uncompensated care costs 
attributable to DSH State plan rate year ending September 30, 2012 and the 
difference shall be distributed to the remaining DSH providers in accordance 
with subparagraph (a) above. 

c. Any overpayment to a DSH hospital, based on the results of the DSH audit and 
reporting requirements per 42 CFR 447.299 and 42 CFR 455 Subpart Dor 
otherwise, including the determination of a hospital's uncompensated care cost 
limit and its DSH qualification using actual period data, will be recouped from 
the hospital and redistributed to other DSH hospitals in accordance with 
paragraph (a) above. 

2. With respect to DSH State plan rate year ending September 30, 2012, Governmental DSH 
providers will receive DSH payments based on each qualifying governmental DSH 
hospital's uncompensated care cost (as defined in paragraph A-4 above) attributable 
to DSH State plan rate year ending September 30, 2012. 

a. The federal share of the DSH payments to government hospitals under this 
paragraph 2., when combined with the federal share of the DSH payment made to 
DSH hospitals under paragraph 1., shall not exceed ten million 
($10, 000, 000. 00). 

b. No payment shall be made to any governmental hospital in excess of its total 
inpatient and outpatient hospital uncompensated care costs. 
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c. In the event that the aggregate uncompensated care costs of the governmental 
DSH hospitals exceed the maximum allotment available for the governmental DSH 
hospitals~ each governmental DSH hospital's uncompensated costs shall be 
reduced pro rata so that the aggregate of uncompensated costs is equal to the 
maximum allotment available for the governmental DSH hospitals. Any 
overpayment to a governmental hospital, based on the results of the DSH audit 
and reporting requirements per 42 CFR 447.299 and 42 CFR 455 Subpart Dor 
otherwise, including the determination of a hospital's uncompensated care cost 
limit and its DSH qualification using actual period data, will be recouped from 
the hospital and redistributed to other governmental DSH hospitals based on the 
proportion of each remaining hospital's uncompensated care cost to the 
aggregate of the remaining hospitals' uncompensated care costs. 

3. With respect to DSH state plan rate year ending September 30, 2013 and after: 

4 . 

TN No. 

a. DSH providers (which do not include governmental DSH providers) shall receive 
payments from a pool of funds which equal to the total computable amount of 
Hawaii's annual DSH allotment for each respective fiscal year, per Section 
1923(f) of the Social Security Act, reduced by the twenty-five dollars ($25.00) 
total computable amount for governmental DSH providers specified in paragraph 
3.b below. 

1. The distribution of funds from the pool shall be on the basis of each 
qualifying hospital's proportionate share of uncompensated costs (as 
defined in paragraph A-4 above), as reported on the most recent available 
hospital cost reports. 

2. In no event shall the total payments to a DSH provider for any DSH state 
plan rate year exceed the uncompensated care costs of the provider for the 
same DSH state plan rate year. If the provider has uncompensated care 
costs attributable to DSH state plan rate year that are less than the 
amount of the payments that would be made to that provider pursuant to 
subparagraph (1) 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 DSH state plan rate year, and 
the difference shall be distributed to the remaining DSH providers in 
accordance with subparagraph (1) above. 

3. Any overpayment to a DSH hospital, based on the results of the DSH audit 
and reporting requirements per 42 CFR 447.299 and 42 CFR 455 Subpart Dor 
otherwise, including the determination of a hospital's uncompensated care 
cost limit and its DSH qualification using actual period data, will be 
recouped from the hospital and redistributed to other DSH hospitals in 
accordance with subparagraph (1) above. 

b. Governmental DSH providers shall receive payments from a pool of funds in the 
total computable amount of twenty-five dollars ($25.00). 

1. The distribution of funds from the pool shall be on the basis of each 
qualifying hospital's uncompensated care cost (as defined in paragraph A-4 
above). 

2. The federal share of the DSH payments to governmental hospitals under this 
paragraph b., when combined with the federal share of the DSH payment made 
to DSH hospitals under paragraph 3.a., shall not exceed the federal share 
of Hawaii's annual DSH allotment for each respective fiscal year, per 
Section 1923(f) of the Social Security Act. 

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

13-006 
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C. PAYMENT METHOD 

Payments will be made in up to four installments for each DSH state plan rate year. 

DSH payments for governmental DSH providers will be reconciled in accordance with the 
methodology set forth in the Protocol referred to tn Section E. 

D. SOURCE OF DATA 

The calculations to be made in determining the payment amounts in accordance with section 
B.l. above shall be based on cost reports for each hospital's most current fiscal year 
concluded by June 30, 2011 for DSH state plan rate year ending September 30, 2012. For 
all subsequent state plan rate years, the payment amount calculations in section B.3.a 
shall also follow the same timing (e.g., cost reports for each hospital's most current 
fiscal year concluded by June 30, 2012 for DSH state plan rate year ending September 30, 
2013). The calculations to be made in determining the payment amounts in accordance with 
sections B.2. and B.3.b. above shall be based on sources as specified in the cost protocol 
in section E below. 

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. 
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ATrACHMENT 4.19-A 

To detennine govermnmtally opaated hotpitals' (hospital) allowable UCC, the followins steps must be 
taken to msurc Federal financial partic:ipalion (FFP): 

Apual •••• 

.Each hospital's annual DSH payments will be based on its filed Medicare cost rcpons for the spending 
)'C8I' to which the payments apply or, if not 8Ylilable. for the most recert year for which a raport is 
available. If a prior year cost report is used for the inta'im payment purposes, the annual payment will 
be detamined aa descnl>ed below but usina the data fiom that prior period, and such interim peymmt 
will then be fint reconciled to the annuill payment computed from the spending cost niporting period, • 
described below, once tllll speadins year Medicare c:ost report ii filed by the hospitll. 

The annual payment ii bued on the runlatiaa of inpatient ml outpatient PR>IJllD costs using the COit 
center per diam and COit~ ratiol daived &om its flied Medicare cost report for the ICIYice 
period. Days. charges. and payments for Medicaid FPS services oriainatinl &om the provider' a 
auditable m:ords will be nxx>nciled to MMIS paid claims nxx>tds. Medicaid DUll1llpd care and 
uninsured days. charges. and payments will originate from the provider'• audi1able records. 

For each inpatient hospital routine cost center, a per diem is calc:Wated by dividing total costs of the cost 
c:cntc:r (ftom ws B, part I. column 2S) by total days of the COit cmter (from w1 S-3, Plrt I. column 6). 
For each anclllaay hospital COit center, 1 cost to charge l'llio is calculated by dividing the tobll cost of the 
cost cader (fi'om w1 B. Part I. column 25) by the total chmges of the coat cemer (from ws c. Part L 
column 8). 'Ibe Adult and Pediatric (A&P) routine per diem. in accordaace with CMS-2552 worbheet 
D-1, should be computed by including observation bed days in the total A&P patiad day count and 
excluding swing bed nuning facility costs and non~ necea11cy private I001D dift"erc:ntial cost 
from the A&P costs. 

For inpatient UCC coat computation. each routine hospital cost cmter's per diem is multiplied by the 
cost center's number of eligible UCC days, and each ancillary hospital coat center's cost-to-charge ratio 
is multiplied by the cost center's UCC-eli&ible inpatient cblrgel. Elip'ble UCC days and cbaqel pertain. 
only to the UCC populatiom and acrvices and exclude any non-holpital aervicel such as 
pbysici&m/practitioner profeuiooal services. The sum of each cost cc:nter's inpatient holpita1 UCC cost 
is the hospital's inpalic:nt UCC cost prior to the application of payment/revenue offsets. 

For outpatient UCC coat computation, e:Kll IDCillmy hospital cost center's cost-to-chalF ratio ls 
multiplied by the cost center's UCC-eliai"ble outpatied charges. Eli11"ble UCC charges pa1lin only to 
the UCC populations and services u defined in the STCs and exclude any non-hospital scniccs such as 
physician/practitioner professional services. The sum of each cost center'• outpalient hospital UCC cost 
is the hospital's outpatient UCC cost prior to the application of payment/revenue offsets. 

The cost computed above will be oftiet by all applicable payments received for the Medicaid and 
uninswed services included in the UCC COIDpllWtion and then reconciled to the interim qua11cdy UCC 
payments made. 

Payments that are made~ of the claims processing l)'ltem for hospital services of which the 
cost are included in the program costs described~ including payments from managed care entities. 
for serving QEx enrollees, will be included in the total program payments under this annual initial 

TN No. 
Supenedm 
TNNo. 

• 16. 
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ATrACHMENT 4.19-A 

IX. PUBUC PROCF.SS 

The State bas in place a public procca which complies with the requirements of Section 
1902(a)(IJ)(A) ofthc Social Security Act. 

TN No. 07-00S 
Supersedes Approval Date: FEB - 6 ZOOllrectlve Date: 06/14107 -------TN No. 98-00S 
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ATTACHMENT 4.19-B 

TN No. 17-0002
Supersedes Approval Date: Effective Date: 01/01/17 
TN No. 15-003

1 

State:  Hawaii 

NONINSTITUTIONAL ITEMS AND SERVICES: 

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. HAWAII MEDICAID FEE SCHEDULE:

The Hawaii Medicaid Fee Schedule was updated on January 1, 2013 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, except 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;

(1) Payment shall be sixty per cent of the 2006 Medicare Fee Schedule
for physician services.  The rate was set and effective on or after
January 1, 2013.

(2) The methodology for the calculation of enhanced payments for
certain primary care physician services delivered to Medicaid
recipients is described in Supplement 2 to Attachment 4.19-B.  The
reimbursement rates are published and located at http://www.med-
quest.us.

(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;

(f) Occupational therapy;

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

June 22, 2017
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(h) 

ATIACHMENT 4.1&8 

Smotfn& ceaadon services; 

• SJDOkina ceuation coumefuag services aba1l be billed accordiq to tbe 
appropriD Hcaltbcarc Common Procedures Coding Sya1Dm (HCPCS) code 
of tine to 1en minUlea or pater than len minutea. 

(i) Telebealth services: 

TN No. 1o.oo3 

·~ TN No. 09-006 

• Spoke lit@ or OriejvtiH aitc I Pmyidm; 

The apob site (originating site) fa only eligible to receive a &ciHty fee not to 
exceed the publiahm Medicare payment fbr t.elanedicine Bm'ices for spoke 
sites. If the spoke or originating lite ia an FQHCIRHC. then the 
FQHCIRBC ia eligible to RICCive pl'OlpCICtive payment syem (PPS) visit 
rate. 

No payments will be llllde to Medicaid pro'Yiclcra to &cilita~ teleheallb. 

Providen me rcqubed to identify uyncbroaoua. store and fDrwanl 
technology. with HIP AA compliance coding. 

• Hub .. OT Diatant •ite I Providcn: 

Provident, pbysiciam, paychologilts. nune midwivu, pediatric or &mily 
nune pnctitioncra, adwaced pnctice regilta'ed DUl'leS in bcbaviora1 bca1th 
and liccmed clinic:al social worbnl in behavioral bcaltb. at the hub sillD w 
dilltlD.t site will be reimbursed according to the payment methodology of the 
appnipriate service providod u deacn"bed in other partB of this Attachment. 

lfdle hub OT distant site ia an FQHC/RHC, then the FQHC/RHC ia eliajble 
to receive PPS visit rate. 

• Tnnamiui011 fees and items such aa teclmkal support. Unc cbages. 
depreciation on equipment, etc. are not reimbmuble services under 
tdebealth. 

Apprawl D•: NOV 1 6 2010er.ct1w om: 07A>1/09 

I. I 
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ATTACHMENT 4.19.B 

MEDICAID PAYMENTS FOR OTHER NONINSTITIJTIONAL ITEMS 
AND SERVICES ARE DETERMINED AS FOLLOWS: 

{a) The reimbursement rates for U1e following services are based on a rate that is published 
on the agency's website at www.med-quest.us: 

Durable Medical Equipment (including eyeglass frames 
and hearing aids), prosthetic devices and appliances except. 
that lntraocular Jens, 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 sei:vices on or after that dale. AU rates are 
published on the agency's website al v.ww.medquest.us. 

'The dental rates for the island of Oahu were set as of 
07/01 /08 and are effective for services on or after that date. AU 
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 after July I, 2006. 

Home pharmacy services; 

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

Medical supplies; , 

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

Home HeaJth Agency Services 

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

(b) Payment for laboratory servi~ and X-ray services shall be at the current Medic.are 
fee schedule for parti.::.ipating providers. 

TN No. 09-004 ·---------- F(f' 1 0 20'C ---
Supersedes Approval Date: Effective Date: 07/01109 
TN No. ~ 
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.. APR-07-2004 10: 10 CENTERS FCR l'ED I CARE 415 ?44 2933 P.05/13 

ATr.t\CBMENT 4.1!>-B 
. .. 

Rn.12112103 

( 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 iD 
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. 

(o) 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. 

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

(g) Payments for nurse midwife services shall ba limited to scventy-
five per. cent of the Medicaid reimbursement rate for obstetricians and 
gynecologists. 

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

(i) Payments for clinic services (other than physician-based clinics) 
shall be limited to rates established by the department. The typea of 
clinics include government sponsored non-profit, arid hospital-based 
clinics. 

(j) Payments for teaching physicians,shall be 1imited to rates 
established by the department. Payments arc made to the teaching 
hospital, not to the physician, and per visit payment of $24. 

TN No. 02-007 
Sapenecles Approval Date: APR 2 2C04Effeetlve Date: 10/01/02 
TN No. 82..S 
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IUY. 12/12/03 

CENTERS F~ l"EDICME 415 ?44 2933 P.06/13 

ATl'ACBMENT 4.lg..B 

(k) Payment for medical supplies ehall be the lowest of billed charges, 
the rate established by the dopartmmt, or the Medicaro fee schedule for 
providers who participate in Medicare. 

(1) Payments for home pharmacy servicea shall be the lower of billed 
charges, the rate established by the dep•ent or the Medicare fee 
schedule for provide.rs who participate in Medie&R. 

(m) Payments for sleep sc:rvices shall be the lower of billed charges, the 
rate established by the department or the Medioans fee schedule for 
provideni who participate in Medicare. 

(n) Payments for targeted case management scrvices: 

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

The State has a system in place to accumulate claim cost& 
for the services. Rates are reassessed amiually based on 
historical information provided by the Dcpaltment of Health 
and verified by the Department'ofHuman Services. Historical 
data will be used to set the base each year and any new add-o~s 
will be calculated into the new rate. 

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

B. Payments shall not be made for services for which 
anothor pa)W" is liable. nor for services for which no 
payment liability has incurred. 

TN No. _ .... 02_..0_0_1_ 
Approval Date: APR · 2 1004· Eftecdve Date: Supersedes 10/01/02 

TN No. 01--011 
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.. .. 

Riv. 12/12/03 

( 

TN No. 02-007 
Sapenedes 
TN No. 01-011 

415 744 2933 P.07/13 

A1TACllMENT 4.19-B 

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; 

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

(iv) Nature, procedure code, units of service; md 

(v) Place of scrvicc. 

2. Payments for Medicaid recipients, who are medically-
fragil~ are based on negotiated rates. The negotiated rates are 
based on cost data submitted by each provider agency which 
take into consjderation allowable Medicaid cost, expcmctiturc:s 
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, ~d area availability. 

Negotiated rates will be re-calculated by the Department of 
Hmnan Services each year using the last full )al' 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. Pa)'Dlent shall be made for only one mapient cvm 
though more than one recipient may have been serviced. 
during the unit of service. 

Approval Date; APR ~ WC'/: ElfeetiVe Date: ---- 10/01/02 
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.. . Rn. IZ/12/03 
415 744 2933 P.08/13 

ATfACllMENT 4-19-B 

C. kaquests for payments shall be submitted on a form 
specified by the Depm1mcnt and shall include: 

(i) Dito of Service; 

(ii) Recipient's name and identification number, 

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

(iv) Nature, procedure codo, units of service; and; 

(v) Place of service. 

3. Payments shall be limited to agcmeies that are authoriuid 
Medicaid providel'.s for the following case managmnent 
services; 

Case Maoagemcnt- Inpatient hospital for ventilator 
dependent/trsheostomized child prior to initial 
discharge to home/community - requires authorization. 

B. · Case Managcmcmt for ventilator 
depcndmt/trachcostomized child living in the 
home/community- requires authorization. 

C. Caso Managemmit for non-ventilator dcpcndont/non 
Uacheosto.mizcd child with sipificant medical needs -
requires authorization. 

D. Maiutenance Case Management for children with 
signifieant medical needs whose caregivers arc abJe to 
access &elVicos and supplies with little assi&WlCe from 
case managers - requires authori%ation. 

E. Additional case management hours to addiess changing 
medical needs - requites authorization and a report. 

(o) Effective July J, 2001, the Department will adopt the following 
statewide, fee-for-sen-ice rcimbumment rates for each community 
mental service: 

TN No. 02-007 
Supersedes 

AP n i. ?"O!r 
App.-oYal Date; ''"' · .Effeettve Date: 10/01/02 

TN No. 01--009 

- S.1 -
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~-0'7-2004 10:'10 CENTERS F~ l'EDICARE 
•' 

Rn. 12112/03 

SERVICE 

Crisis management: 
1. Telcphono contact Agency 

2. Telephone contact Agcmcy 
followed by face to 
face 

TN No. 02--007 

415 744 2933 P.09/13 

ATTACllMDT 4.19-B 

REIMBURSEMENT 
METHODOLOGY 

Per contact Rate negotiated by the 
Department Human Services 
(DHS). Final rate will be 
determined based OD the 
following facton: 
• Cost to provide tho service 
• Comparison to comparable 

.vices by companble 
Medicaid provider types 

• Relative value to other 
scni~ within the 
established fee schodule 

• Rato will not oxcced the 
Medicaro fee schedule for 
providara who 
participate in Medicare. 

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

Per contact Rate negotiated by the 
Department Human Services 
(DHS). Final rate will be 
determined baaed on the 
following factors: 
• Cost to provide the service 
• Comparison to comparable 

services by comparable 
Medicaid provider typos 

• Relative value to other 
services within the 
established fee schedule 

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

Sapersecles Approval Date; APR : 2004 Eff'ectm Date: . 10/01/02 
TN Na. 01-009 

- 5.2-
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Rev.12/12/03 

2. Tolcphone contact 
followed by filCe to 
face (continued} 

Crisis residential Agem:y 

Biopsychosocial rehab Agency 

Daily 

Billed in 
IS minute 
increments. 

415 744 2933 P.10/13 

ATl'ACJIMENT 4.19-B 

• Rate will be RCValuatcd at 
a mlnimum of once r;very 
two years tor its cost b•is 
and allowability 

Rate negotiatccl by the 
Departmont Human Services 
(DHS). Final rate will be 
determined baaed on the 
following factors; 
• Cost to provide the service 
• Comparison to comparable 

servicCls by comparable 
Medicaid provider types 

• Relative value to other 
services within the 
established fee schedule 

• Rate will not oxceed 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 buis 
and allowability 

Rate negotiated by the 
Department HUDl81l Services 
(OHS). Final rate will be 
detcrminecl baaed OD the 
following factora: 
• Cost to provide the service 
• Comparison to companble 

services by comparable 
Medicaid provider types 

• Relative value to other 
services within the 
established foe schedule 

TN No. 02..007 
Supersedes 

APR ~ · 
Approval Date: .... ~fl'eetive Date: ----- 10/01/02 

TN No. 01-010 

- S.3 -
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Rev.12112103 

BiopS)'Chosocial rehab 
(continued) 

Intensive family 
intervention 

Therapeutic supports 

TN No. _....-02...,-00......._7_ 
Supeneda 
TN No. 01-010 

Agency 

Agency 

Billed in 
IS minute 
incrrmmts. 

' 

Daily 

415 744 2933 P.11/13 

A'IT4CBMINT 4.19-B 

• Rato will not exceed the 
Medicare fee achcdnle for 
providors wbo participate 
in Medicare. 

• Rate will be n:cvaluated at 
a nri:oimum of once evr:cy 
two years tor its cost basis 
and allowability. 

Rate negotiated by the 
Department Human Services 
(DHS). Final rate will be 
determined based on the 
following facton: 
• Cost to provide the service 
• Compllrison to comparable 

services by comparable 
Medicaid provider types 

• Relative value to othe:r 
services within the 
established fee &Gkedulc 

• Rate will not exceed the 
Medicare fee schedule for 
providels participatiq in 
Medicare 

• Rate will be rc:evaluatcd at 
a minimu= of once fNrsty 

two years for its coat b~s 
and allowability 

Rate negotiated by the 
Department HW'OID Scmc:;es 
(DHS). Final rato will be 
detem>ined based on the 
follow.ing factors: 
• Cost to pn>Vide the aorvice 
• Comparison to comparable 

services by comparable 
Medicaid provider fypeS 

• Relative value tO o.
serviccs within the 

APR ~ ir.nt.. 
Approval Date: ... " · EffectiVe Date: J0/01102 
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1'berapeutic support.I 
(continued) 

. Intensive outpatient 
hospital services 

ACT 

TN No. 02-007 
Sapenedea 
TN No. 01..010 

Agency Daily 

Billodin 
lSminuic 
increments. 

415 744 2933 p. 12/13 . 

ATtACllMENT 4.1'-B 

established fee sohedule 
• Rate will not c:x.ceed the 

Medicare fee schedule for 
pIOviders participating in 
Medicare 

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

Rate nogotiated by the 
Departman.t Human Scnicas 
(DHS). Final rate will be 
determined based on the 
following factors: 
• Cost to provide the service 
• Compariaon to comparable 

services by comparable 
Medicaid provider types 

• Relative value to other 
scrviecs within the 
established fee schedule 

• Rate will not exceed the 
Medicare fee sebedule for 
providers participating in 
Medicare . 

• Rate will be n:e,valuatccl at 
a minimum of once every 
two years for its cost basis 
and allowabili 

Rato negotiated by tlie 
Departmant Human Services 
(DHS). Phial rate will be 
determined based OD the 
following factor&: 
• Cost to provide the service 
• Comparison to comparable 

services by comparable 
Medicaid provider types 

• Relative value to other 
services within the 
established fDe schedule 

Approval Date: APA 2 'JC04 Efl'ecdve Date: 10/01/02 
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Rev. 12/12/03 ATfACHMENT 4.19-B 

ACT (continued) • Rate will not exceed the 
Medicare fee schedule for 
providers participatiJig 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) llllder 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 bas separate rates 
for group therapy and individual therapy. 

(q) 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. __ o_2_-00_7_ 
APR I 2 Approval Date: 2f'.;()4 Effective Date: Supersedes 10/01/02 

TN No. 01-010 
5.6 



ATTACHEMNT 4 .19-B 

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 straight forward medical decision 
making. 

(r) The upper limits on payments for all non-institutional items 
and services shall be established by the department in 
accordance with section 346-59, HRS, and other applicable 
state statutes. 

3. PAYMENT FOR MEDICATIONS AND DISPENSING FEES 

a. Payment for medications: 

TN No. 
Supersedes 

1. Payment for ingredient cost of prescription drugs: 

A. For single source drugs, shall not exceed the lower of: 
i. The provider's invoice price; 

ii. The provider's usual and customary charge to 
the general public; or 

iii. The estimated acquisition cost (EAC). 

B. For multipl_e source drugs, shall not exceed the lower of: 

11-008 

i. The provider's invoice price; 
ii. The provider's usual and customary charge to 

the general public; 
iii. The EAC; 
iv. The Federal Upper Limit (FUL) price; or 
v. The State Maximum Allowable Cost (SMAC) 

Approval Date: 04/13/2012 Effective Date: 10/01/2012 
TN No. 02-007 

6 



c. 

ATTACHEMNT 4.19-B 

Over-the-counter medications may be covered and, if 
covered, the payment shall be. according to the methodology 
described in a.1. 

D. The FUL price does not apply if a physician: 

TN No. 11-008 
Supersedes 
TN No. 02-007 

i. Certifies in his or her own handwriting or by an 
electronic method compliant with national standard 
approved by CMS, that a specific l'lrand is medically 
necessary for a particular recipient. A check-off 
box on a form is not acceptable but a notation of 
•brand medically necessary• or •do not substitute• is 
allowable. 

ii. Obtains medical authorization for medical necessity 
from the state medical assistance program for 
specific brands of medication designated by the 
program. 

iii. In such cases, the payment shall be according to the 
methodology described in a.1. 

Approval Date: 04/13/2012 Effective Date: 10/01/2012 

7 



( E. 

ATTACHEMNT 4.19-B 

The EAC, for the purpose of this section, is defined as the 
Wholesale Average Cost (WAC) . 

F. The SMAC will be based on drug prices obtained from a 
nationally recognized comprehensive data file maintained by 
a vendor under contract with the Department agent. A 
generic drug may be considered SMAC for the pricing if 
there are two or more therapeutically equivalent, multi
source, non-innovator drugs with a cost difference. The 
SMAC will be based on drug status (including non-rebatable, 
rebatable, therapeutic equivalency rating, etc.), 
marketplace availability i~ Hawaii and cost. The drug 
status will be taken into account to ensure that the SMAC 
pricing is not influenced by the process listed for drugs. 

G. 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. 

2. Payment of dispensing fees for prescription drugs dispensed by a licensed 
pharmacy: 

A. $5.00 per prescription. 
B. 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. 

3. to 10. INTENTIONALLY BLANK 

TN No. 11-008 
Supersedes Approval Date: 04/13/2012 Effective ·Date: 10/01/2012 
TN No. 02-007 

8 
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ATfACHMENT 4.19-B 

11. In compliance with section 1927(bX2) 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 dming the q~. 

b. Payments for transportation services are limited as follows: 

TN No. 01-011 -----Supersedes 
TN No. 99-003 

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; 

2. 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 amo\lllt 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. 

3. 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: 

(a) Leave and return same day ................... $20 

I 2001 Approval DatePEC 2 0 2001 Effective Date: OCT -----
-8.1-



( 

TN No. 99-003 

S•pened• 
TN.No. 87-12 

ATIACH~E~T -'.19-B 

(b) Requirin1 overnight stay ...................... $40 

4. Payments for emergency air ambulance services shall be 
based upo~ prearranged contracted rates between the air 
carrier and the Oepanment. not to exceed the rates charged 
the genera! public or the amounts paid by Medicare, 
whichever is lowest. The emergency trip shall be 
authoril.ed by the attendiq physician usina the fonn 
desiputted by the Oepanment; 

S. Payments for emqency around ambulance services shall 
be based upon preamnaed contracted rates between the 
provider and the Depanment. not to exceed rates ·charged 
the 1eneral public or the amounts paid by Medicare, 
whichever is lowest. Additional amounts shall be paid for 
life-saviq measures administered in the ~bulanct such as 
oxy1en. The cblqe sball not exceed the provider's 
customll)' cblrse to the pnera1 public, the rate set by the 
Deplltment, or Medicare's reimbursement level for the· 
SllDe .-vice. Recipients tequirina ambulance service shall' 
have tbe emeraency trip authoriad by ihe attendina -
physiciln usina tbe form desip•ed by the Department or 
by tbe medical consultant of tbe Department; 

(6) ~ayments for medical taxi services shall be by purchase 
order issued by tbe branch office and only for trips to or 
tiom a pbysicilra' s oftice, clinic, hospital, or airport (for 
covered medical tramportldon) and tbe patient's home. 

Fmtblr limitldons on reimbursement for such services 
include: 

(a) 

(b) 

(c) 

No detours or side trips shall be permitted; 

The amount of payment sba1l be made on the basis 
of metered rates chlrpd the public; or 

Payments shall not include compensation for the 
driver's Waitina time at the clinic, hospital, 
physicilD's oftice, or a location of other providers 
of medical services. 

-- ·. "\ NOV 10 
Appro..a 0.ta: ----· ltrecdve Dal8: 
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7. 

A TT ACHME~T -4.19-8 

Lodging and meals for Medicaid patients or attendants 
authorized by the attending physician. in an emeraency 
situation, or the Department's medici.l conswta.nt shall be 
paid through purchase orders to the providers issued by the 
branch unit. 

8. Payments for non-emergency transportation (e.a .• 
Handicabs, but no taxis), are limited to rates established ~Y 
the Oepartment 

c. Reimbunement for hospice services shall be based on the rates
establisbed under Medicare, adjusted to disreprd cost offsets 
attributable to Medicare Coinsurance amounts. The rates, which 
went into effect on October l, 1990, will continue through 
December 31, 1990 

.( 

TN No. 99-003 
ApproYal Date: tfOY' 1 0 Eft'ecth'• Data: S•pene4• 

TN No. 87-12 
-1.3-
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d. 

e. 

TN No. 
Supersedes 
TN No. 

ATTACHMENT 4.19-B 

Services provided by a certified substance abuse counselor are 
reimbursed at fifty per cent of the Medicaid reimbursement rate for 
a psychologist as specified in Attachment 4.19-B, page 1, item 
1 (d). 

Services provided by a certified peer specialist shall be reimbursed at 
$15.19 per 15 minute unit intervals. 

13-004c 
Approval Date: 12/16/2013 Effective Date: 10/05/2013 

NEW 
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: 6- 2-97 ; 1:2sPM : Med-QUEST Division~ 914157442933:1 2 

ATTACHMENT 4.19-B 

&. MAXIMUM MEDICAID PAYMENT RATES FOR PEDIATRIC PRACTITIONER PEDIATF IC 
SERVICES (EFFECTIVE 01/01'97) 

MAXIMUM PAY ~EN'l 
PROC2DURI! PROCEDURE DESCRIPTION 

CODE 

GINPRAC PED 

EVALUATION AND MANAGEMENT: 

OFFICE OR OTHER OUTPATIENT SERVICES 

NewPatlent9: 

•-99201 Physicians typically spend 1 o minutes 25.20 6;81· 

•99202 . Physicians typically spend 20 minute& 40.50 M),5(] 

•99203 Phyliciane typically epend 30 minutes eo.10• I J0.70j 

•99204 Physicians typically epend 46 minutes 55.00 79.80 

•99205. Phyaiciane typlcaljy spend 60 minutes 81.15 a1.ac 

Eatabllahed Patlenta: 

• 99211 Typlcally 5 minutea ara spent supervising or 11.04 I 1.4C 
·performing th818 services 

*99212 Phyaioians typically ~nd 10 minutes 16.63 18.00 . 

*99213 ~typically spend 15 mlnutea 23.04 !3.73 

• 99214 Physicians typically spend 25 mlnutea 42.00 40.S<l 

999216 Phyelclana typically spend 40 mlnut• . 47.!0 58.52 

OFFICE OR OTHER OUTPATIENT 
CONSULTA110NS 

New or Emlall8hed Patients: 

99241 Physicians typically ll*'d 15 minutM 51.9~ 11.921 

88242 Phyliolanl typically 1pend 30 minutes 71.21* •-1.21· 

99243 Phyliolanl typically epertd 40 minutee 12.as· 112.831 

99244 Physicians typically ..-id eo mlnutee 111.sa• 117.3~. 
r 

-
TN No. 17-001 Ap Date JUN 1 Z 1997 APR • 1 1911 
SuperMd• proval Effective 0... 
TN No. 16-003 

·9· 
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SENT sv:MQO ; 6- 2-97 : 1:2sPM ; Med-QUEST Division~ 

ATTACHMENT 4.19-B 

PEDIArRIC PAAcnTIONEA SERVICl!S 
(Continued) 

MAXIMUM PAl MEN~ 
PROCEDURE PROCEDURE DESCRIPTION 

CODE 
GENPRAC PED 

. 
99245 Physioiana typically epend 80 minut• 134.40* 134.4(• 

CONRRMA TORY CONSULTATIONS 

New or Eatlbllahecl Patlenta: 

99271 Usually the preaentlng problem(•) are self limited 41.14• I •1.14, 
or minor 

99272 Usually the preening problem(•) ara of low 75.47* ''S.41 
severity 

99273 Usually the presenting problem(•) ara of moderate 69.20 59.20 
aeverily 

99274 Ueually the presenting problerna(a) are of 98.92* 1 e.92• 
moderate to high eeverity . 

99275 Usually the pre11ntlng problem(•) are of moderate 129.97* 129.97. 
. to high severity 

HOME SERVICES 

New Pltlent: 

99341 Us~lly the presenting problem(•) &19 of low 50.77* .'O.Tr 
. eevertty 

99342 Usually the p,..ntlng problem(•) ant of moderate ·se.so 28.SO 
severity 

99343 UsuaJly '1• p1'81811t1ng prob'-11(1) 819 of high 79.&r' ~ 19.97' 
8IMlrily 

lalUllehed Patient: 

98351 U.llllly th• pdlnl le stable, racovertng or 39.29* : 18.281 

Improving 

TNNo. IZ.Q01 JUN 1 2 1991 APB -1 1Hl 
Superwlea Approval Dld8 . Etreotiw Dai. 
TNNo. M:00S 
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SENT ev:MQO : 6- 2-97 : i:JOPM : Med-QUEST Division~ 914157442933:1 4 
! 

I ATTACHMENT 4. 1•B 

PEDIATRIC PRACTITIONER SERVICES 
(Continued) 

MAXIMUMPAl MEN'" 
PROCEDURE PROCEDURE DESCRIPTION 

C9DE 
. 

GE.NPRAC PED 

99352 Usually the patient is 18Sponding Inadequately to 31.49 97.27 
· therapy or hu developed a minor complication 

89353 Usually the patient ia unstable or haa developed a 48.18 47.8! 
eisr'tlficant compUcatlon or a aigntncant new 
problem 

PROLONGED SERVICES 

Prolangecl Phyalclan Servloee with Direct 
(Fw-to-Fw) Patient Contact 

99354 Prolonged Phyalcian Service In the office .or other By Report ~ Rep •rt 
outpatient~ requiring direct patient contact 
beyond the uauaJ aannce, first hour 

99358 . Each addllfonal 30 ·mlnutee By Report ~ Rep1 tit 

Prolong9CI Phy81clan 8ervlce without Direct 
(Face-to-Face) Patient Contact: 

89358 Prolonged evaluation and management service lnellglble In &llglb. 
bafore anc:Uor after direct patient care; firat hour 

99359 Each additional 30 minutes lneHglble In !tllglb 19 

PREVENTIVE MEDICINE SERVICES 

New Pltlenta: 

•99391 Initial p.......,. medicine evaluation and 27.00 :ie.oo 
management of a h8alhy Individual requiring a 
aompl'8henllve hilltDry, ·• comprehenalve 
eamlna1lon, Iha ldentlllcatlon of risk factora, and 
1t'9 ordemg ot IPP"'Pflal8 laboratory/diagnoetic 
procedures; new patient; Infant (age under 1 year) 

• 99382 Early childhood (age 1-4 yaars) 48.37 : 1.50 

-TN No. IZ:OQ1 Afr I odUN 1 2 1981 APR -1 1911 
.luperaedes Etfectiw D• ppnMI 
TN No. lf:OOI 

• 11 • 
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SENT BY'MQD ; 5- 2-97 : 1:30PM : Med-QUEST Oi~ision~ - 91', 57'42933 ;1 s . 
ATTACHMENT 4.1a.B 

I 

. PEDIATRIC PRACTITIONER SEAVICl!S I . 
(Continued) 

MAXIMUM Pl YME1 fT 
PROCEDURE PROC!DURE DESCRIPTION 

CODE 
GINPRAC PE) 

•99383 Late childhood (age 5-11 yam) 33.00 33.t 0 

•913&4 Adoleecent (age 12-17 years) 38.00 35.iB 

latmbllahld Patient: 

•99391 Periodic preventive m_edicN reevaluation and 24.00 25.~ 0 
management of indivld&MI includlng a 
comprehenalve hietory, compnmenalve 
examination, oounMIJno'antloipatory guidanc&lrtek 

~ 
factor reduction intetventlona, and the o~rtng of 
appropriate laboratory/di.gnoatlc procedurae, 
881ablilhed patient; infant (age under 1 year) 

•99392 Early childhood (age 1-4 ~) 28.25 28.!) 

•99393 Late childhood (age s-11 v .... ) 30.00 31.!) 

•99394 Adolescent (age 12-17 ~) 12-24 hr con1Jnuous 31.20 37.e > 
recording, infant 

COUNSEUNG AND/OR RISK FACTOR 

. . REDUCTION INTERVENT70N 

N• or l!•bllahed Patient: 

PrewntlYI lledlolna, lndlvldual CounMllng: 

99401 Counaelq ancUor rtak factor reduction lnellglble I rMJlig~ "• lnterwntion(•) provided to a healthy individual; 
apprmc1ma1e1y 1s mut111 

89402 Apprmdmately so mutas I I 

99403 Apprac1mate1y 46 amutee • I 

99404 AppraclrnatBly IO nWlutee • • 

( -TNNo. 17§1 JUN 1 2 1997 APR - I 1991 I ·Superm•del Approval Diiie Err.otlve Date 
TNNo. MQCI 
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PROCEDURE 
CODI! 

99411 

98412 

98420 

99429 

99432 

90700 

. 

U £ \I , ur I IClH U"'I UJ 

PEDIATRIC PRACTITIONER SERVICES 
(eoncn.d) 

PROCEDURE DESCRIPTIOll 

Pl•N1ltive He•d•- Group C ........... : 
_ Counseftng and/or risk factor reduction 
imervention(•J provided to healthy Individuals in 
it group 89ttlnv: approximately 30 minutes 

Approximately 80 minutes 

Odler Pl•"91dive Medici• San.ime: 

Admlnietrltion and lnterpret8tion ~ health risk •••sment instrument(e.g., health hazard 
appraleal) 

Unlisted preventive medicine service 

NEWBORN CARE 

Normal newbom cm"e Jn mer than hoapital or 
birthing room setting, including phytical 
examination Of baby end conferences(s) with 
parent(•) 

MEDICINE 

lml'IUtlzdon 111Jealionl: 

Immunization, actlvei diphtheria, ~ 

ATTACHMENT 4. 19-8 

~PAVUENT 

GEN PRAC PED 

lnetlglble Ineligible 

• .. 

• .. 

8Y Repon By Report . 

27.00 38.00 

PhVlldlM are paid $2. for 
toxoids, and acellul• pertUllia vaccine(DTPI adrniniatrdon • AWP (Blue 

BookJ current price lea 

• 907()1 DiphtheM end~ toxokls 1nd pertueeis 10.5,.. For VFC 
vaocine CDTP> ( v f((j l'll_j 11.f (fa I \14-) 

90702 Dlptnheria. aid tetanus toxoids (OT) vaccines. no 

90703 Tatan .. toxoid reimbursement is made 

TN No. 17..QM SEP 
........... Approval~ DI 191 Eff • ~-01• .. ,,. ....... 
TNNo. 97411 

• 12a. 



SENT BY:MQD ; 6- 2-97 ; 1:a1PM ; Med~QUEST Division~ 
: 
I 

' 

ATTACHMENT 4.19-8 
I 

PEDIATRIC PRACTITION!R SERVICES 
(Continued) 

MAXIMUM PA' 'MENr 
PROCEDURE PROCEDURE DESCRIPTION 

CODE 

OINPRAC PED 

90704 Mumps virua viccJne, live for vaccinea, but •$2.1 IO 

90705 M-les YIN8 vaccine, llve Admlniatrativ9 "" ,.. ... 8 

90708 Rubella virue vaccine, live allow9d. 

•to707 Meulel, mumps and rubella YINS vaccine, live • • 

90708 ·Mea1181-and rubella virus vacd'le, live • a 

90709 Rubella and mumpe virus vaccine, live • I 

90710 M-lee, mumpe, rubella, and varlcella vaccine • I 

90711 Diphtheria, tetanue, and pertueell (DTP) and • • 
Injectable pollomyelJtia vaccine 

•90112 Pollovlrus ~ •• live, oral (any type •) . • • 

90713 Pollomyelltis vaccine • • 

90714 Typhoid vaccine • I 

90718 Valtcella (chicken pox) vaccine I I 

90717 Vallow hMlr vaccine • I 

90711 Diphthertataxoid a • 
90720 Diphtheria, tetanus, and pet1U8lla (DTP) and • • 

Hemophilul '1fluena B (HIS) vaccine 

90721 D~ tetanus toxolde, and acelular pel'Ulll • • 
vaccine (DTaP) and Hemophilua Influenza B (HIB) 
vaccine 

80724 ,,,.._ vlrua vaccine I I I 

90725 Chal9ravaoalne I • 

. 

-TN No. 97;001- Approwl ~UN . 1 2 1997 APR -1 1111 
> ........ Effectlw Dtdll 
TNNo. .oaa I -12b. 
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PROCEDURE 
CODE 

9()728 

90727 

90728 

90730 

90732 

90733 

.• 90737 

90741 

90742 

• 90744 

• 90745 

90749 

TNNo. l'HQI .......... 
TN No. 17-001 

.,, . .,, . _. ----·- ·-

PEDIATRIC PRACTITIONER SERVICES 
(Condrutd) 

PROCEDURE DESCRIPTION 

Rmbi81~ne 

Plague vaccine 

BCG vecclne · 

HepMhis A vaccine 

PnaJmoooccal vaccine. palyvalatt 

Meningococcal polyseccharide vaccine (any 
group(•))· 

Hmnophilul influenza B 

Immunization, ~; immune eerum globulin, 
. human (ISG) pertueeis, rabieS, 

Specific hyperimmune serum globulin (e.g. 
~tie B, mea.les, pem.mia. rllbie8, RHO tDt. 
tetanus. vacci"le, varicell•zoster) 

Immunization, active, hitpllti~ B vaooine; 
neWbOm to 1 1 years 

11 •. 19 years 

Unliated lnvnunization procedure 

' 

ATTACHMENT 4.19-8 

MAXIMUM PAYMENT 

GENPRAC PED 

• • 
• .. 
• • 

• .. 
• • 

.. • 

• • 
.. .. 

-

.. • 

• • 

• • 

• • 

. 

Approval 0.. SEP D 8 1111 EffKtlve Data JU(' 0 t 1111 
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A1TACHMENT 4.19-8 

PEDIATRICPFIACTITIONERBEAVICES 
(Continued) 

Ineligible • Servicee .. Included In other E a M ..vlcee, In globlt 
care, complete EPSDT periodic ecreena are relmbureed It $95.00 IObeJ 
1'8). targeted cue m1n11gement i• relmbul'88d Id 18.75 per 15 mi Ulla, 
complete perlnatal le relmbul'MCI Id ll00.00 for vaginal and •1,400.00 c. 
89Ction dellverl•. 

TN No. 97-001 JUN 1 2 1997 
Superudee Approval Dat9 ___ _ APR • 1 1997 

rN No. IHIOI 
Effectlw 1>9te ___ _ 

·12d-



: 6- 2-97 ; 1!32PI ; Med-QUEST Oi~isian~ 914157442933:110 

ATTACHMENT 4.11-8 

c 
7. MAX1'4UM MEDICAID PAYMENT RATES FOR OBSTE I RICAL SERVICIS 

MAXIMUM PA' MEN~ 
PROCEDURE PROCEDURE DESCRIPTION 

CODE 

GENPRAC c Mi' N 

MA TERN/TY CARE AND DEUVERY 

lnclalon: 

59000 AmniocentelM. any method 81..00 81.0C 

59012 Cordocentesil (Intrauterine), any mithod 218.&r ~ 18.et. 

59015 Chorionic villus 11mpDng, any method 11e.oe· 1 18.0f" 

59020 Fetal contraction 81,.. teet 72.44· ~.44' 

59025 Fetal non-91•- 1881 ... •'3.24' 

590SO Fetal ecalp blood eampllng 83.37 56.81! 

59050 Fetal monitoring during labor by conaultlng 84.28· M.28' 
physician with written ntpOrt (separate procedu111): 
eupervieion and interpretation 

Exclalon: 

59051 Interpretation only 62.37 ;e.sa 
58100 Hyaterotomy, abdominal (e.g. for hydatidifonn 375,00• ~ 75.0Cl. 

mole, abortion) 

59120 Surgical hatment of ectopic pragnm'.'Cy. tubal or !583,92• 5 !13.92• 
ovalian, 19qUirlng ~ngectomy and/or 
oophorectorny, abdominal or vaginal approach 

59121 Tubal or ovarian, without aalplngeotomy and/or 457.os• 4 57.os· 
oophcnctomy 

50;30 Abdorrinll pNgnanoy 484.92* 4 ~.92 

59135 lntlfltlllal. uteltne pragnancy ,.quiring total !87.1e· . s 17.18 
h~ 

59136 lnterltllal, utartne pregnancy wfth partial r88ecllon 555.&a· 61 i&.58 
of uterus 

( TNNo. 17..aG1 
JUN 1 2 1997 APR - 1 1981 

Superucl• Approvm Date Effective Date 
TN No.!! ooa 
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·SENT BY!MQO : 6- 2-97 i:33PM ; Med-QUEST Division~ 914157442933:111 

ATTACHM ENT• . , t-8 

c OBSTETRICAL PRACTITIONER SERVICES 
(Continued) 

MAXIMUM PA fME~ IT 
PROCEDURE PROCEDURE DESCRIPTION 

CODE 

OENPRAC I JB-Qi " 59140 Cervical, with evacuation 343.04• : 43.0 ~· 
59150 Laparoacopic treatment of ectopic pregnancy; 404.44 ~.4 ~ 

without ..apingtNrtomy and/or oophorectomy 

59161 With. alpingectomy and/or oophorectomy 688.46 !88.4 ;• 

59180 Curett8g1, poltplrtum (eeparate procedure) 209.97• ~09.9 ,. 
lntroduodon: 

59200 Insertion of cervical dUator 49.15 j ~s.1e • 
R ...... : 

59300 Epi1iotomy or vaginal repair, by other than 117.43• 117.4; •• 
attending phv-ician 

69320 Cerclage or cervix, during pregnancy; vaginal 168.24• 1 58.2• • 
59326 Abdominal 248.03• 218.0: •• 
59350 Hyaterorrhaphy of ruptUred uterue 318. 14• 318. 14 ,• 

V...,,.. Dellwry, Antapartum, • Poetpllrtum 
care: 

68400 Routine ol>M9tric care including entepartum care, 830.20 ! 88.80 
vaginal delivery (with or without epiliotomy, 
and/or forcepaJ and poatpertum en 

• 69409 VagtMJ delivery only (with or without 1pllfotomy 416.80 : 79.2) 
and/or forcepa)~ 

• 59410 lncluca1g ponpartum oare 472.80 4 72.8,) 

• 69412 External cephlllc vanfon, with or without By Report a, Rep1 •rt 
tocalv•• 

• 89414 Dellvery of placenta (Hparate procedure) 102.79* 1 >2.·1s • 

TNNo. 12-M3 ~Pft - 1 \991 I 

Su ....... Approv81 o..,JUN 1 z 1991 Effective D-. 
TN No. l&M3 
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· SENT BY: MQO ; 6- 2-97 i:33PM ; Med-QUEST Division~ 914157442933:112 
I 

ATTACHM ENT~ ~, a. B 

OBSTETRICAL PRACTITIONER SERVICES 
(Condnued) 

MAXIMUM PA rME• T 
PROCEDURE PROCEDURE DESCRIPTION 

CODE 

GEN PRAC j tl.Q' rN 

• 69425 Antep-1um care only; 4-6 visits 124.74 13.~ 6 

• 58428 7 or more vl11ta 249.48 !27.! 2 

• 69430 Postpartum cse only (separate proceduraa) 48.71 64.01) 

Ceearean Dehery: 

• 69610 Routine ob8tetrlc care Including 1ntep1rtum c.,., 1042.80 1042.1 to 
cesar•n delivery, and post partum care 

• 59514 Ce•rean delivery only; 876.85 1175.E 5 

• 69615 Including pottpertum care 87!.85 I 75.e 5 

• 59626 Subtotal or total hyaterectomy eftw cesarean 380.10• ~ B0.1~ •• 
delivery 

Abortion: 

59812· Treatment of incomplete abortion, •nY trimeater, 1se.se• 1 99.91 • 
completed surgically 

59820 Treat111ent of milHCl lbortlon, completed 270.00 : 43.0) 
aurglcally; firat trlrMSter 

69821 Second trimester 243,00• 2'3.0 • 
59830 Treatment of septic abortion, compl9ted eurgically By Report B• 'Rep ~ 

59840 Induced llbor1ion, by dllmtlon and curettage 280.81. 2 K>.81 • 
69841 Induced 1bor1lon, by dUatlon and ev1euation 295.47• 2 i&.44 • 
69850 Induced abortion, by one or more lntr•1mnlotlc 349.BS• 3 "9.8! • 

ln)ectlone 

68811 With dl~n end cur.uage and/or wultion 3ee.e1 • 3 18.81 • 
598.2 With h~otomy (faBed lntr....,,,,iatJc injection) 481.77• ~ •1.77 • 

·1 

( TN Na. 97.QQ1 JUN J 2 1991 APR - 1 1991 s..,.,..... AppravalO.. . Effective Dldll 
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· SENT BY: MQO ; 6- 2-97 1!34PM : Med-QUEST Division~. 914157442933:113 
I 

ATTACHM ENT l.1 ••• 
\ 

OBSTETRICAL PRACTITIONER SERVICES 
(Continued) 

MAXIMUM p; - .T ....... 
PROCEDURE PROCEDURE DESCRIPTION 

CODE . 
GEN PRAC 01..0' fN 

59866 Induced abo·rt1on, by one or more vaginal 372.22 372.; 12 
auppoeitorl• (e.g. pro8tllglendln) with or without 
cervical dilation (e.g., lamin9'i1); 

69858 With dilation and cwettage and/or evacuation 681.62 561. 12 

59867 With hysterotomy (felled medioal evaluation) 883.80 1583.~ 18 

Other Proolduree: 

69870 Uterine wecuation and curettage for hydltidlform By Report E V Res Ol1 
mole 

69899 Unlishld proceduN, matemitv care and delivery By Report E ~ ReF 0'1 
documentation: complete 

( TN No. IZ~Q2 JUN 1 2 1991 AP~ - f 19~' 
Ju ...... ApproVlll Dtda Effective o.te 
TN No. 98-003 -17h. 
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· SENT BY: MQD : &- 2-97 : 1:34PM ; Med-QUEST Division~ 914157442933:114 

-

I. 

II. 

A1TACHMENT 4.19-B 

ADEQUACVOFACCESSBASEDONPAACTITIONER 
PARTICIPATION DURING 1994 

OBSTETRICAL STANDARD: 

County No.of No. of % 
Provtderl Partlclpanta Partlclpantl 

·Hawaii 15 10 66.7"' 

Kauai 8 3 50.0% 

Maul• 12 4 33.3% 

Honolulu 167 40 24.0% 

TOTAL 200 17 21.CW. 
• •Also lncludea Lanai and Molokai 

PEDIATRIC STANDARD: 

No.of No. of % 
County Providers Participants Participenta 

Hawaii 18 13 72.2% 

Kauai 9 3 33.3% 

Maul* 17 11 64.7% 

Honolulu 215 70 32.8% 

TOTAL Ill ., 37.5" 

Source: MMIS 

• Hawaii QUEST w lmpllmel 1ted August 1, 1994. The etatlsllcl above ii · on f• '9· or
eervice acct• from JMuary 1, 1988 through December 31, 1998, Which covera the otal E ftgl )le 
Medloaid popullllon. Eff ... August 1, 1994, only ABO II covered through fee-for -· .. :.. ,... 

•There ara appRJldmately 1200 children atatewide In the 1--for-eervlce medical p .... 1 ,_-;;, 

TN No. 97-001 JllN l 2 1997 APR - 1 1911 
luperMdea 
TN No. l&-003 
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8. 

Oahu 
Hawaii 
Maul 

ATTACHMENT 4.19-B 

HMO RATES FOR OBSTETRICAL AND PEOIATRIC 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 costs 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 Batu as of Ql/01197: 

·(+) Capitation rate for Kapiolani Health Hawaii is effective 09/01/97 

AlohaCare HMSA Kaiser Kaplolanl Queen's Straub 
Health Hawaii 

Hawaii(+) Care 
$151.67 $142.00 $146.71 $149.71 $146.92 $143.00 
$135.88 $139.00 $135.88 $139.00 $138.12 
$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 

Capitation Rates as of OV01/96: 

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 

Maul $152.21 $152.21 

Mol()kal $148.57 $148.57 

Kauai $158.19 $158.19 $158.19 

Lanai $163.78 $163.78 

TN No. !7:ilQj 
Supersedes __ _ 

SEP 0 9 1991 
Approval Date: ___ _ Effective Date:JUL 0 I 1991 
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c 
Capitation Rates as of 08/01/95: 

AlohaCare HMSA 

Oahu $174.00 $176.26 

Hawaii $175.00 $166.78 

Maul $1'52.21 

Molokai $148.57 

Kauai $169.50 $166.78 

Lanai 

Capitation Rates 11 of 08/01/94; 

Oahu 
Hawaii 
Maul 
Molo~I 
Kauai 
Lanai 

·AlohaCare 

$163.22 
$161.25 
$144.08 
$126.84 
$154.29 

HMSA 

$168.35 
$156.66 

$162.20 

" --· . -

ATIACBMENT 4.19-B 

Kaiser Queen's Straub 
Hawaii Care 

s1n.11 $167.06 $177.50 
$166.78 $159.32 

$166.78 
$166.78 
$158.19 

$163.78 $164.15 

Kaiser Queen's Straub 
Hawaii Care 

$151.40 $155.74 $153.16 
$156.66 $144.78 

$166.13 
$155.44 
$144.04 

$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 c0vered services that are not otherwise 
coverec;i under the Hawaii State Plan, are based on the Medicare reasonable 
charge. 

TN No. !Z:JUY 
Supenedcs __ _ 
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A1T ACHMENT 4.19·8 

10. FEDERALLY QUALIFIED BEAL TB CENTERS (FQHCs) AND RURAL 
HEALTS CLINIC (RHCs) PAYMENT SYSTEMS: 

I 0.0 Introduction 

This section describes the payment methodology for services performed on or after 
Jan\lBl'Y 1, 2001 by federally qualified health centers (FQHCs), including FQHC look-a
likes BS designated by the Public Health Service and Rural Health Clinics (RHCs) and BS 

required by the Medicare, Medicaid and SCHIP Benefits Improvement and Protection 
Act (''BIPA'') of 2000. The payment methodology is BS follows: 

(a) Effective January 1, 2001, federally qualified ~th center ("FQHC") and rural 
health clinic (''RHCj 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 of2000 ("BIPA'"). 

(b) In the 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 Paym~t System 
• 

(a) The baseline PPS rate for FQHCs and RHCs that have filed at least two annual 
cost reports BS 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 eomistent. 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.IRHCs for each year will be divided by the total 
nwnber of visits in that year to dctemiine 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 BS 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. 

TN No. 08-007 
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(c) 

(d) 

(e) 

(f) 

(g) 

(b) 

A1TACHMENT 4.19-B 

Each year's costs 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 j 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 1 ()()01(, 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 RHCs 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 FQHCIRHC PPS rates will be effective for services rendered from January 1 
through December 31 of eacll year. 

Starting January 1, 2002, PPS rates will be adjusted annually using the Medicare 
Economic Index ("MEI"), as defined in Section 1842(iX3) of the Social Security 
Act applicable to primary care services as defined in Section 1842(iX4) of the 
Social Security Act, for that calendar year as published in the Federal Register. 

To be eligible for PPS reimbunement, 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 

TN No. ~ JUN 2 5 2010 
Supersedes Approval Date: Effective Date: 05/14/08 
TN No. 01-003 

14.l 



( 

( 

ATTACHMENT 4.19-B 

10.2 Sypplementa} Mappged Care Payments 

(a) FQHCs and RHCs that provide services under a contract with a Medicaid 
managed care orpnbation ("MCOj 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 md 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 diftCrence between the 
amount received from estimated supplemental quarterly payments and from 
MCOs (excluding payment for non-PPS services, managed care risk pool 
accruals, distributions or losses and pay-for-performance bonuses or other forms 
of incentive payments such as quality improvement recosmtion grants and 
awards) and the payment that each FQHC or RHC would have 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 o.f the end of each calendar year, FQHCs and RHCs will file 
annual settlement repQrts, 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 (ex~uding payment for non
Pl'S services, managed care risk pool accruals, distributions or losses and pay·for
performance bonuses or other forms of incentive payments sudl as quality 
improvement recognition grants and awards) shall be colllplnd 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 subniitted 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 baiance due to or from the FQHC or RHC. 

10.3 A4,iustments for Cbanm in Scope of Service 

(a) 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. 

(b) An FQHC or RHC reqtlesting 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. 

TN No. ~ 
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( c) 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. 

(d) 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 Bild 
the projected adjusted rate to eUminate the reporting of cost increases nof 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 mte is calculated based on 
the submission of cost reports for the first full fiscal year which include the 
change in scope of service. 

(e) The Department will review the calculated rate of the firSt f.Ull 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 f.Ull 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 fint. 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. 

(t) The PPS rate will be adjusted following review of the cost reports and supporting 
documentation by the Department or its designated agent. 

(g) 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. 

(b) 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. 

(i) Change in scope includes any of the following only if these changes result in a 
change in type intensity, duration or amount of service, or any combination 
therein: 

TN No. 
Supersedes 
TN No. 

i. Addition of new services not incorporated in the baseline rate or deletion 
of services incorporated in the baseline rate; 
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ii. Changes necessary to maintain compliance with amended state or federal 
requimnents or; 

iii. 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 lllV/AIDS, or other chronic diseases, or homeless, 
elderly, migrant or other special populations; 

vii. Changes resulting frQm a change in the provider mix of a FQHC, RJIC or 
an affiliated site; 

viii. Changes iin the scope of a project approved by the HRSA, where the 
change affects a covered service, as descn'bed below; 

ix. Changes in operating costs due to capital expenditures associated with a 
modific8'lon of the scope of any of the services, described below, 
including new or expanded service facilities, regulatory compliance 
m~, or change in technology or medical practices at the FQHC or 
RHC. 

0) In addition .to ~ criteria 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 ~es equals or exceeds 3 per cent for the affected FQHC or RHC 
site. For FQHCf and RHCs that filed consolidated cost reports for multiple sites 
to establish baseline PPS rates, the net chanae 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 Adiustmems 

(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 
pa)'ment adjustments. If an FQHC's or RHCs 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 ex1raordinary circumstances warranting other payment 
adjustments. Documentation shall include:. 
i. 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 

sipmcant ($200,000or1% 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 far the purpose of 
determining a QUEST and QExA managed care supplemental payment 
amount 

( c) 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 
Y'*5, then it shall submit information to update the documentation provided in 
the prior request for each affected year. 

(d) 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 nccessmy verification and documentation. 

(e) Amounts granted for other payment adjustments requests will be paid as part of 
the on-going payment and not as revised PPS rates. 

10.S Cost Reportina, Record Kem>iiig and Audit Reguirements 

(a) 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. 

(b) Annual cost reports will be required only under the following circumstances: 

TN No. 
Supersedes 
TN No. 

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 tiScaI 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 iequest other payment adjustments shall submit 
cost reports for the fiscal years for which the other payment adjustments 
were authorized. · 
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In either of the circumstances described above, the following 
documentation must be subD)itted 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. 

(c) Each FQHC or RHC that submits an annual cost report shall keep financial and 
•istical records of the cost reporting consistent with 4S CFR '74.S3(b) after 
submitting the cost report to the Department and shall make such records 
available to authorized state or federal representatives upon request. 

(d) The Department or its fiscal agent may conduct periodic on-site or desk audits of 
cast reports! including financial and statistical records of a sample of FQHCs or 
RH Cs. 

(e) FQHCs and RHCs must submit other information (statistics, cost and financial 
data) as deemed necessary by the Department. 

10.6 ReM1ing 

Baseline PPS rates will not be subject to rebasing after their initial computation 
unless authori7.ed by Congress. 

10.7 Eli&ible Services 

(•) To be eligible for PPS reimbursement services must be: 
1. Within the legal authority of an FQHC or RHC to deliver, BS defined in 

Section 1905 of the Social Security Act BS 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, 

physitjan'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 RH C's site. For full-benefit dual eligibles only, services may 
be provided at the patient's place of residence, which maybe 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 4.19-8, 
page 3 and; 
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. 

(b) 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. 

10.8 Non-FOHC Senices 

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 de~gnated fiscal agent will reimburse the FQHC on behalf of 
the practitioner at the rate specified for that practitioner under the State Plan in 
Attachment 4.198 for the professional services provided to the Medicaid 
beneficiary. 

10.9 Appeal 

An FQHC or RHC may appeal a decision made by the Department and shall be 
afforded an opportunity for administrative bearing 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 6S8A. 
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11. REIMBURSEMENT MBTHODOLOGOES FOR NON-PLAN 
SERVICES FOR BPSDT ELIGIBLE INDIVIDUALS 

a. Reimbursement of services for organ transplant 
patients, whether BPSDT 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 transpl~ts 
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. 

03-005 
QEG ~ 9 ?Qm 

------Supersedes Approval Date: Effective Date: ------ 07/01/03 
TN No. 91-11 

15 



0 

ATTACHMENT 4.19-B 

Citation: 42 CFR 434, 438 and 447; and Social Security Act 1902(a} (4), 1902(a} (6), 
and 1903 

Payment Adjustment for Provider Preventable Conditions. 

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

Other Provider-Preventable Conditions. 

The State identifies the following Other Provider-Preventable Conditions for non
payment under section 4.19-B. 

1:8:1 Wrong surgical or other invasive procedure performed on a patient; surgical or 
other invasive procedure performed on the wrong body part; surgical or other 
invasive procedure performed on the wrong patient. 

[] Additional Other Provider-Preventable Conditions identified below of the plan: 

Adjustment of outpatient/non-institutional reimbursement to account for non~payment of 
OPPCs. 

In accordance with 42 CFR 447.26(c}, no reduction in payment for a Provider 
Preventable Condition (PPC} will be imposed on a provider when the condition defined 
as a PPC for a particular patient existed prior to the initiation of treatment for 
that patient by that provider. Reductions in provider payment are limited to the 
extent that the State can reasonably isolate for non-payment, the portion of the 
payment directly related to treatment for, and related to, the PPC that would 
otherwise result in an increase in payment. 

The Med- QUEST Division will utilize medical review to identify potential OPPCs on 
claims. For claims with identified OPPCs that were not previously existing, 
reimbursement associated with the OPPC will be recovered. 

Lastly, in accordance with 42 CFR 447.26(c} (5), non-payment for OPPCs shall not 
prevent access to medically necessary covered services for Medicaid recipients. 

TN No. 
Supersedes 
TN No. 

12-006 
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Revision: HCFA-PM-91- 4 
AUGUST1991 

(BPD) Supplement 1 to ATTACHMENT 4.19-B 
Page 1 
OMB No. a 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territorya -BA ...... WuA_l~l~~~~~~~~~~~~~
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES -

OTHER TYPES OF CARI 

Payment of Medicare P'rt A and Part B Deductible/Coinsuranc1 

Except for a nominal recipient copayment (as specified in Attachment 
4.18 of this State plan), if applicable, the Medicaid agency uses the 
follqwing 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 Medicar• payment rates 
unless a special rate or method ls set out on Page 3 in item ~ of 
this attachment (see J. below). 

2. Payment• are up to the full amount of the Medicare rate for the 
groups and payments Hated below, .and designated with the letters 
"MR." 

3. 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". 

4. 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). 

TN Np. 91-25 . 
Supersedes 
TN No. 

Approval Date 12/31/91 Effec.tive Date 10/01/91 

HCFA ID: 7982! 



Revision: HCFA-PM-91-4 
August 1991 

(BPD) SUPPLEMENT 1 to ATTACHMENT 4.19-B 
Page2 
OMB No.: 0938 · 

STATE PLAN UNDER TITLE XIX OF TIIE SOCIAL SECURITY ACT 

State: HAWAII 

METIIODS AND STANDARDS FOR ESTABLISHING PAYMENT RA TES -
OTHER TYPES OF CARE 

Payment of Medicare Part A and Part B Deductible I Coinsurance 

QMBs: 

Other 
Medicaid 

• Recipients 

Dual 
Eligibles 
(QMB Plus) 

TN No. 03-005 
Supersedes 
TN No. 91-25 

Part A NR Deductibles NR Coinsurance 

PartB. NR Deductibles NR Coinsurailce 

I Part A NR NR Coinsurance 

PartB NR NR Coinsurance 

Part A NR Deductibles NR Coinsurance 

PartB NR Deductibles NR Coinsurance 

Approval Date: JUN - 9 ~ffective Date: SEP - 1 2003 
BCFA ID: 798SE 
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Revision: HCFA·PM-95-4 (BPD) 
August 1991 

SUPPLEMENT 1 TO ATTACHMENT 4.19-8 
Pege3 
OMB No.: 0938 

STATE PLAN UNDERTITLEXIXOFTHESOCIALSECURITY ACT 

StatafTenflory: -----.&.lH,6twW.iw_,>fJ..._f ____ _ 

METHODS AND STANDARD FOR ESTABLISHING PAYMENT RATES
OTHER TYPE OF CARE 

Payment of Medicare Part A and Part B Deductible/Coinsurance 

For au Inpatient and outpatient hospital aervlces payments are lmltad ID State plan rates and 
payment methodologies. 

For an other 8*rvices, payments are up to the full amount of the Medicare rate. 

For FQHC aeMcea that are covered Ll"lder Medicare and Medicaid, payments wil be paid first by 
Medicare and the difference by Medicaid, up tD the States payment limit. 

Relmburaement for outpatient servlcal provided outside the FQHC or RHC facility site shaU be Umited 
to Qualified Medicare Beneftclaly Plus (QMB Plus) and Full Baieflt Dual Eligibles (FBDEs) up ID the 
State Plan limit 

TN No.: gl:QQZ 
Supersedes 
TNNo.:~ 

Approval Date: ----- Effective Date: 05{1<41D8 
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TN No. 17-0002     
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PHYSICIAN SERVICES 
 
The state will reimburse for services provided by certain primary care physicians as if 
the requirements of 42 C.F.R. 447.400, 447.405 and 447.410 were still in effect.  
 
 The rates reflect all Medicare sites of service adjustments. 
 The rates do not reflect site of service adjustments, but reimburse at the 

Medicare rate applicable to the office setting. 
 The rates reflect all Medicare geographic/locality adjustments. 
 The rates are statewide and reflect the mean value over all counties for each of 

the specified evaluation and management and vaccine billing codes. 
 
The following formula was used to determine the mean rate over all counties for 
each code:  __________________________________________ 

 
 
Method of Payment 
 
 The state has adjusted its fee schedule to make payment at the higher rate for 

each E&M and vaccine administration code. 
 The state reimburses a supplemental amount equal to the difference between the 

Medicaid rate in effect on the date of service as published in the agency’s fee 
schedule described in Attachment 4.19-B, page 1, under Physician Services of the 
Medicaid State Plan and the minimum payment required at 42 C.F.R. 447.405.   
 
Supplemental payment is made:   monthly   quarterly  

 
 
Primary Care Services Affected by this Payment Methodology 
 
 This payment applies to all Evaluation and Management (E&M) billing codes 99201 

through 99499. 
 The State did not make payment as of July 1, 2009 for the following codes and 

will not make payment for those codes under this SPA (specify codes). 
 

Description Code 
Hospital Inpatient 

Subsequent Observation Care, 15 minutes 99224 
Subsequent Observation Care, 25 minutes 99225 
Subsequent Observation Care, 35 minutes 99226 

Consultations* Eliminated by Medicaid on June 1, 2010 
Office/Outpatient New or Established patients, 15 minutes  99241 
Office/Outpatient New or Established patients, 30 minutes  99242 
Office/Outpatient New or Established patients, 40 minutes  99243 
Office/Outpatient New or Established patients, 60 minutes  99244 
Office/Outpatient New or Established patients, 80 minutes  99245 

Inpatient New or Established patients, 20 minutes  99251 
Inpatient New or Established patients, 40 minutes 99252 
Inpatient New or Established patients, 55 minutes 99253 
Inpatient New or Established patients, 80 minutes 99254 
Inpatient New or Established patients, 110 minutes 99255 

Standby Services 
Stand-by service requiring prolonged attendance, each 30 minutes 99360 
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Description Coda 
Interdisciplinary Conferences 
Medical team conference with interdisciplinary team (IDT) of health care 

professionals, face to face with patient or family, 30 minutes or more, 99366 
particination bv non-physician qualified health professional 

Medical team conference with inte~disciplinary team (IDT) of health care 
professionals, patient or family not present, 30 minutes or more, 99367 

participation bv non-Phvsician aualified health professional 
Participation by non-physician qualified health professional 99368 

Care Plan oversights Patient under care of Home Health Agency (BBA), Hospice, or 
Nursing Facility (HF) 

Sucervision of a patient under care of BRA; 1-5-29 min 
Sut>ervision of a oatient under care of hospice; 15-29 min 

Suoerviaion of a patient under care of NF; 15-29 min 
Suriervision of a patient under care of NP; 30 min or more 

Counseling Servicess Riak Factor and Behavior Change ., . 
Preventative medicine counseling and/or risk factor reduction 

intervention(&) provided to an individual: aDDroximately 15 min 
Preventative medicine counseling and/or risk factor reduction 

intervention(&) provided to an individual: accroximataly 30 min 
Preventative medicine counaelinq and/or risk factor reduction 

intervention(&) provided to an individual: aocroximately 45 min 
Preventative medicine counseling and/or risk factor reduction 

intervention(&) provided to an individual: accroximately 60 min 
Alcohol and/or substance (other than tobacco) abuse structured screening 

(e.g., AUDIT,DASTl and brief intervention; 15 to 30 min 
Alcohol and/or substance (other than tobacco) abuse structured screening 

(e.g., AUDIT,DAST) and brief intervention; greater than 30 min 
Preventative medicine counseling and/or risk factor reduction 

intervention(&) provided to individuals in a group setting; 
accroximatelv 30 min 

Preventative medicine counseling and/or risk factor reduction 
intervention(s) provided to individuals in a group setting; 

accroximately 60 min 
Administration and integration of health risk assessment instrument 

(e.q., health hazard aocraisal) 
Telephone calls for Patient Management 
Telephone evaluation and management servicesi 5 to 10 minutes of medical 

discussion 
Telephone evaluation and management services; 11 to 20 minutes of 

medical discussion 
Telephone evaluation and management services; 2lto 30 minutes of medical 

discussion 
Online Patient Management Services 

Online evaluation and manaqement services performed with an already 
established patient not originating from a previous E&M within the 

previous 7 days 
Life/Disability Insurance Bligibility Visit& 

Basic Life/Disability examination 

TM ~o. 
Supersedes 
TM No. 

Work Related/Medical Disability examination by a physician 
Work Related/Medical Disability examination by a non-physician 

13-003 
Approv~l Dates •JUN 1 a 2013 Effective Date: 

NEW 
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99374 
99377 
99379 
99380 

99401 

99402 

99403 

99404 

99408 

99409 

99411 

99412 

99420 

99441 

99442 

99443 

99444 

99450 
99455 
99456 

01/01/13 
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Critical Care Transport Age 24 months or younger 
Supervision by a control physician of interfacility transport care; first 

30 minutes 99485 

Supervision by a control physician of interfacility transport care; each 
additional 30 minutes 99486 

Coordination of Complex Services for Chronic Care 
Complex chronic care coordination services, first hour of clinical staff 

time, directed by the physician or other qualified health care 
professional with no face-to-face visit, per calendar month 

99487 

Complex chronic care coordination services, first hour of clinical staff 
time, directed by the physician or other qualified health care 

professional with one face-to-face visit, per calendar month 
99488 

Complex chronic care coordination services, each additional 30 minutes of 
clinical staff time, directed by the physician or other qualified health 

care professional per calendar month 
99489 

Management of Transitional Care Services 
Transitional care management services with the patient or caregiver within 

two (2) business days of discharge.  Medical decision making of at least 
moderate complexity during face-to-face visit within 14 calendar days of 

discharge 

99495 

Transitional care management services with the patient or caregiver within 
two (2) business days of discharge.  Medical decision making of at least 
moderate complexity during face-to-face visit within 7 calendar days of 

discharge 

99496 

 
 The state will make payment under this SPA for the following codes which have 

been added to the fee schedule since July 1, 2009 (specify code and date added). 
________________________________________________________________________________ 
________________________________________________________________________________ 

 
 
Physician Services – Vaccine Administration 
 
The state reimburses vaccine administration services furnished by primary care 
physicians meeting the requirements of 42 C.F.R. 447.400 at the state regional maximum 
administration fee set by the Vaccines for Children (VFC) program.   
 
 
Effective Date of Payment 
 
E & M Services 
 
This reimbursement methodology applies to services delivered on and after January 1, 
2017.  All rates are published at www-med-quest.us.   
 
 
Vaccine Administration 
 
This reimbursement methodology applies to services delivered on and after January 1, 
2017.  All rates are published at www-med-quest.us.   
 



SUPPLEMENT 2 OF ATTACHMENT 4.19-B 

D Alternative methodoloqy to calculate the vaccine administration rate in 
effect 7/1/09: 

Note: This section contains a description of t~e state's methodology and specifies 
the affected billing codes. 

Effective Date of P&'f!l!Dt 

B & M Services 

This reimbursement methodology applies to services delivered on and after January 
1, 2013, ending on 12/31/14 but not prior to December 31, 2014. All rates are 
published at www-med-quest. us. ., 

Effective January 1, 2015, the reimbursement methodology will return to that in 
effect on December 31, 2012. 

Vaccine Administration 

This reimbursement methodology applies to services delivered on and after January 
1, 2013, ending on 12/31/14 but not prior to December 31, 2014. All rates are 
published at www-med-quest.us. 

Effective January 1, 2015, the reimbursement methodology will return to that in 
effect on December 31, 2012. 

TN No. 
Supersedes 
TN No. 
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( · Attachment 4. 19-C 

HAWAII 

PAYMENT FOR RESERVING BEDS IN LONG-TERM CARE FACILITIES 

Payments for reserving beds in skilled nursing and intermediate care facilities 

may be allowed ff: 

' l. The recipient's plan of care provides for absences other than for 

hospitalization, and is approved by the recipient's attending 

physician; 

2. 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; 

3. A total number of bed-holding days per patient per calendar year 

does not exceed twelve days; and 

. 4. A record is maintained fn 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. 

... i·. 
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I..· DBl'IRITIORS 

STATB 01' HAWAII 

llBTllODS UD STAm>AllDS roJl BSTULISllillG 
PAYJQDIT llATBS POil LORG-TBRll CAllJI PACILITIBS 

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. 

c. •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. "Adjusted PPS Rate• means the Basic PPS Rate and any adjustments 
to that rate that are applicable to a particular Provider. A 

TH Ro. 03-002 
supersedes Approval Date: JUN - 9 2004 Effective Date: 07/01/03 
TH Ro. 97-002 
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formula to determine the Adjusted PPS Rate is defined in Section 
V.III.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. •Audit 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 o·f 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, a~ 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. 

o. •capital Incentive Adjustment• means an increase to a Provider's 
Basic PPS Rates that is calculated as follows: 

TH Ho. 

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 3St of the difference 

03-002 
Supersedes Approval Date: JUN - 9 2004 Effective Date: 07/01/03 
TH Ho. 97-002 
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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 quart~le of its peer 
group, then the incentive payment shall be 25t 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. 

P. •critical access hospital (CAH)• means a hospital designated and 
certified as such under the Medicare rural Hospital Flexibility 
Program. 

Q. •nay-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. 

R. •Department• means the Department of Human Services of the State 
of Hawaii, which is the single state agency ·responsible for 
administering the Medicaid program. 

s . nnistinct 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. 

T. •FY 9B Rebasing• means the Rebasing that used the cost reports for 
fiscal years that ended during the state fiscal year ending June 
3o, 1995. The Basic PPS Rates that resulted from the FY 98 
Rebasing are effective July 1, 1997. 

u. •G&A• means general and administrative. 

v. •G&A Incentive Adjustment• means an increase to a Provider's Basic 
PPS Rates that is calculated as follows: 

TH Ro. 

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 35t 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. 

03-002 
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2. 

3. 

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 25t 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. 

Notwithstanding the foregoing, the G&A Incentive Adjustment 
shal.l 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 ~ 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 recanputed as follows: 

1. A cost differential in the average base year G&A cost per 
day, inflated to the PPS rate year, is computed between: 

a. F/S NFs with •so beds or less• and 
b. F/S NFs with •more than 50 beds but less than 12s•. 

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. 11 GET Adjustment• means the adjustment to the Basic PPS Rate of a 
proprietary Provider to reimburse it for gro~s excise taxe~ paid 
to the state of Hawaii. The GET Adjustment shall be 1.04167; 
provided, however, that if the g~oss excise tax rate is increased 
or decreased; then the GET Adjustment shall be revised 
accordingly. 

TR Ho. 03-002 
JUN - 9 2004 Bffective Date: Supersedes Approval Dates 07/01/03 
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Y. •Grandfathered 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. •Grandfathered 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 Old Beds; third, the 
Department shall increase that second amount by one-half of the 
Inflation Adjustment for FY 98; ai;id finally, if the difference 
between the second amount and the first amount is a positive 
nwnber, that number shall be multiplied by the ratio of the 
Provider's Old Beds to its total beds. The product shall be the 
per diem increase to the Provider's Basic PPS Rates. 

AA. "Grandfathered PPS Rate• means the Total PPS Rate that a Provider 
was receiving prior to the FY 98 Rebasing. 

BB. •IcF• means intermediate care facility. 

cc. •rcF/MR• means intermediate care facility for the mentally 
retarded. The term also refers to a level of certification of a 
Provider by Medicaid. 

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. "lnsuf-ficient 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. 

TH No. 03-002 JUN g 2004 
Supersedes Approval Date: - Effective Dates ------- 07/01/03 
TH Ho. 97-002 
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FF. "Level A Rate" means the PPS Rate for care delivered by a Provider to an Acuity 
Level A Resident in a Nursing Facility. 

GG. "Level B Rate" means the PPS Rate for care delivered by a Provider to an Acuity 
Level B Resident in an ICF/MR. 

HH. "Level C Rate" means the PPS Rate for care delivered by a Provider to an Acuity 
Level c Resident in a Nursing Facility. 

II. "Level D Rate" means the PPS rate for care delivered by a Provider to an Acuity 
Level D Resident in a Nursing Facility. 

JJ. "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. 

KK. "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. 

LL. "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. 

MM. "New Provider" means a Provider that began operations after the implementation 
of the Hawaii Medicaid program's initial prospective payment system. 

NN. "NF Sustainability Fee" means the fee imposed on a resident day basis pursuant 
to, Session Laws of Hawaii 2012 for non-governmental providers of nursing 
facilities. 

00. "Nursing Facility" or "NF" means a Provider that is certified as a nursing 
facility under Medicaid. 

PP. "OBRA 87" means the Omnibus Budget Reconciliation Act of 1987, P.L. 100-203, and 
its interpretive guidelines and implementing regulations. 

'l'N No. 

Supersedes 
'1'N No. 

12-002 

05-010 

Approval Date: 02/25/2013 Effective Date: 07/01/2012 

6 



ATIACHMENT 4.19-D 

QQ. "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. "Old Beds" means the beds of a Provider that were placed in 
serviae 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. 11Rebasing 11 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. 

zz. "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} mean~ 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: 

TN No. 
Supersedes 
TN No. 
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increasing the facility-specific Level A direct 
nursing component by dividing that component by the 
Acuity Ratio; or 

2. decreasing the facil.ity-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 Pla~. 

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 ICP/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. •nRR 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 
require4 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 curr~nt reimbursement rates to pharmacy 
p~oviders to per diem amounts. 

II. GBHBRAL PROVJ:SXONS 

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 

·TN-No:-

Pursuant to the requirements of the Balanced Budget Act of 
1997, the objective of this Plan is to establish rates for 
long-term care facilities in conformity with applicable 
State and Federal laws, and regulations a~d include 
Medicaid provisions for the Rural Hospital Flexibility 
Program. 

- os~o10 ----- JUN ] J ZOO& Effective Date: Supersedes 
TN No. 
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TH Ho. 

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 ls 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 Cr and at the Level D Rate for 
Resi4ents 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. 

s. 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, manag~ent, 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 

03-002 

(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 

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

e. 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 200t 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 2oot 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. 

D. 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) . 

III. SB:RVICBS DICLUDBD IB TBB BASIC PPS Jt.ATB 

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. 

TH Ro. 03-002 
supersedes Approval Datei JUN - 9 2004 Bffective Dates 07/01/03 
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1 • Room and board; 

2 • ~dmini~tra~ion. o~ meqicatioJ1 ·anQ .. treatment ·and all .. nursiug· 
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 ~eet the r~cipient•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 skills and ~nowledge 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; 

s. Health education services, such as gait training and 
training in the administration of medications, provided by 
skilled technical or professional personnel to teach the • 
recipient self-care; 

6. Provision of therapeutic diet and dietary supplement as 
ordered by the attending physician; 

7, Lawidry services, including items of recipient's washable 
personal clothing; 

e. Basic nursing and treatment supplies, such as soap, skin 
lotion, alcohol, powder, applicators,· tongue depressors, 
cotton balls, gauze, adhesive tape, Band-Aids, incontinmit 
pads, V-pads, thermometers, blood pressure apparatus, 
plastic or rubber sheets, enema equipment, and douche 
equipment; 

9. Non-customized durable medical equipment and suppliea that 
are used by individual recipienta, but which are reusable. 
Examples include itema such aa ice bags, hot water bottles, 
urinal•, bed.pans, commodes, canes, Crt.ltchea, walkers, 
wheelchairs, and side-rail and traction·equipment; 

TN No. 97-002 
supersedes 
TN No. 95-012 
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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. Th~ 

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 Provide.rs: 

TN No. 
Supersedes 
TN No. 

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 ~alculate the Basic PPS 
Rates; 

5. Dental; (Except for ICF/MR facilities) 

- 05-0lO 
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6. Optical; 

7. Audiology; 

. ··a: Podia .;i:y; · 

9. Physical therapy, excluding Maintenance Therapy; 

10. Occupational therapy, excluding Maintenance Therapy; 

11. Speech, hearing and respiratory therapies; and 

12. 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. 

13. Charges for ancillary services are not included in 
calculating the Basic PPS Rates and shall be paid as 
follows: 

TN No. 97-002 
Supez:sedes 
TN No. 95-012 

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 Re•ident for any type of ancillary service 
that is included in calculating its Ancillaries 

Approval Date Pl 7 .rffg' Effective Date 7/01/97 
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. · 

f) 

g) 

h) 

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 ancillary service that is · 
included in ·ce.lculating:·the ·Ancillaries· i>a}rment . 

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 
tnat 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 t~t 
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 acco~ting for ancillary 
services. 

C. The personal funds of Medicaid recipients may not be charg~d any 
costs for routine personal hygiene items and services provided by 
the Provider. 

XV. CLASSIFICATION 01' LONG-TERM CAJlB PllO"(rDBRS INTO PBD GROO'PS 

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 Acui~y Level A Patients in 
freestanding Hursing Facilities; 

TN No. 97-002 
Supersedes 
TN No. 95-012 
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B. 

.c. 

D. 

E. 

The costs of delivering care to Acuity Level c Patients in 
freestanding Nursing Facilities; 

The.c~sts. of.deliverini care to Acuity.Level A P•tient• ~~ 
hospital-based.Nursing Facilities; · · 

The costs of delivering care to Acuity Level c Patients in 
hospital-based Nursing Facilities; 

The costs of delivering care to Acuity Level B Patients in 
ICF/MRs. 

V. BASIC PPS RATE CALCULATION METHODOLOGY 

Unless otherwise noted, the Basic PPS Rates shall be calculated using 
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 Providers 
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..JL., 
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 sl}a.11 be 
solicited from ~he Provider. 

a. calculation of Component .Per Diem Costa by Reference to Each 
Provider'• Base Year Cost ~eport 

1. cost data sh.all be abstracted from the Base Year Cost Report 
and categori:ed into the following three components: 

TN No. 97-002 
Supersedes 
TN No. 95-012 
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Direct nursing costs shall include all allowable costs 
involved in the direct care of the patient. Examples 
of· such costs include the following: 

' . '•' ' ( i) • salaries "for nurses I ai·df!·; • r•gis te~ea nurses t • 
and licensed practical nurses not involved in 
administration; 

(2) the portion of employee fringe benefits that are 
prbperly allocated to those salaries; 

(3) 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 shall be 
limited to an amount equivalent to the cost if 
performed by nursing staff or a physical therapy 
aide; and 

(4) 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) rent; 

(2) interest; 

(3) depreciation; 

(4) equipment or lease· rental; 

(5) property .taxes; and 

(6) insurance relating to capital assets. 

~I 2.c-/ff" Approval Date Effective Date 7/01/97 
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·c) G&A costs shall include all additional allowable costs 
incurred in providin~ care to long-term care patients. 
Examples ?f such costs shall include the following~ 

(1) dietary; 

(2) housekeeping; 

(3) laundry and linen; 

(4) operation of plant; 

{SJ 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.l shall be adjusted as 
follows: 

TN No. 97-002 
Supersedes 
TN No. 95-012 

a) Costs allocated to line items on the Base Year Cost 
Report other than those components listed in Section 
V.B.l, 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) Coats of services specifically excluded from the Basic 
PPS Rate under Part III.B shall be deleted from the 
costs identified in Section V.B.l·for the puxpose of 

a/2~~~ Approval Date f . . Effective Date 7/01/97 
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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 exclud~d ~er:ri~es ~d subtracti,.ng ... 
t~ese costs frdm"the appropriate component. It 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. 

c) 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. 

d) 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. 

el Where an ex'isting 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. 

f) Gross excise taxes paid on receipts, !.IF taxes, and any 
return on equity received J:>y a for-profit Provider 
shall be deleted from the costs us.S to calculate the 
Basic PPS Rate and shall be reimbursed separately. 

Approval Date 
7(7s-(98' Effective Date 7/01/97 
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g) 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. 

h) 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. 

i) 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. 

j) To recognize annual inflationary cost increases, these 
standardized component costs shall be inflated as 
described in Section VII.A. 

k) 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. 

1) Costs that are not otherwise specifically addressed in 
this Plan shall be included in base year eosts if they 
comply with HCFA Publication No. 15 standards. 

Supersede• Approval Date: JUN - 9 2004 Effective Date: 07/01/03 
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Legal expenses for the prosecution of claims in 
federal or state court against the State of Hawaii or 
~~~ Depart~~ . ~.ncu~~. a~~er ~~ptember 30, use; ... 
s·aall not 'be inc:l'ud~d as allowabie costs in 
determining the PPS per diem rates. 

3. A Provider-specific per diem component cost shall be 
calculated by dividing the costs associated with each 
component identified in Section V.B.l, as adjusted in 
Section V.B.2, by the number of long-term care Provider 
census days for each acuity level reported on the co~t 
report and segregated in accordance with the classifi~ations 
in Pa::-t IV. 

4. For Providers with both Acuity Levels A and c Residents in 
the Base Year, per diem component rates shall be established 
as follows: 

TN No. 97-002 
Supersedes 
TN No. 95-012 

a) 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 . 

b) 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. 

c) Costs tor the general and administrative component 
shall be allocated equally on a per diem basis between 
Acuity Levels A and c, or at the P~ovider's option, 
allocated by the Provider using the same case-mix 
index developed for nursing costs. 

d) capital costs· shall be allocated equally between 
Acuity Levels A and c on a per diem basis. 

e) In no c:aae shall a Provider'• Acuity Level A per diem 
coats exceed its Acuity Level C per diem costs. 

Approval Date 7(z ~t4'R Effective Date 7/01/97 

20 



(rev. 9/04/97) 
·. 

ATTACHMENT 4 .19D 

s. 

. . · 

.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 of,care _ s~i1. J:?e ~omputed as ~ollows: 

• • • • • • • • • • <# 

a) The q&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 Basie" 
PPS Rates. 

e) The calculation of the Basic PPS Rate for ~ acuity 
level in which the Provider has Insufficient 
Experience shal1 also consider the adjustments that 
have been incorporated in to the Basic PPS Rate for 
which sufficient experience exists. 

c. 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: 

'L'N No. 97-002 
Supersedes 
TN No. 95-012 

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 
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component by Provider. Any per diem component cost 
that is greater than two standard deviations above or 
below th~ statewide mean of the component cost shail 
~e ~clud~ in ~~CU;l~ting_ t;~e c~~~t ;-at~ . 
ceilings·: . . . 

b) For each cl~ssification identified in Part IV, sum the 
Providers and totals calculated in Section a above to 
determine the total cost per component for each 
classification. 

c) 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 ~o 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 deviat-ions 
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. 

d) 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 

(J) Direct Nursing--1.15 

3 , Generally, each per diem cost component of a Provider's 
Basic PPS Rates shall be the les.se:r 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 VI:II. 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 N\irsing 
Component, then all three of the component ceilings that 
apply to the Acuity Level for which the rate is being 
calculated shall be applied. 

5. 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 Component~; 

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: 

03-002 

a) Sections V and/or VI, increased by the GET and ROB 
Adjustments and Capital and G&A Incentives, if 
applicable; or 

b) The Grandfathered PPS Rate, which excludes OBRA 1987 
payments, but includes rate reconsideration. 

c) 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. 

d) 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: 

Supersedes Approval Date: JUN - 9 2004 Bffective Dates 07/01/03 
TN No. 98-004 
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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 
~eceived by all other providers. 

(2) The GBT 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. SPBCIAL PB.OVISIOBS APFBCTIBG TBB CALCULATIOR OF BASIC PPS RATBS FOR 11BW 
PB.OVIDBB.S, PB.OVIDBRS TBAT ADD - BBDS, ARD ACUJ:TY LBVBL D CUB ARD 
CLAJlJ:lPJ:CATIOB 01' Tl?.BATllBllT 01' GB.ARDl'ATBBRBD CAPJ:TAL COllPOllDT 

TH Ro. 

A. Treatment of New Providers Without Historical Costs 

l. The following two types of Providers shall have their Basic 
PPS Rates calculated, i~ whole or in part, under this 
Section "VI.A: 

a) a Provider that began operating after the Base Year, 
and therefore has no Base Year Co~t Report; or 

b) 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. 

2. 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. 

3. The qualifying Provider shall receive as its Basic PPS Rates 
the lesser of: 

03-002 

.a) 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 

b) 125t of the ·Sum of the statewide weighted averages 
(including the Inflation Adjustment) for its peer 
group in each Acuity Level. 

Supersedes Approval Date: JUN - 9 2004 Effective Date 1 07/01/03 
TH Ro. 97-002 
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4. ~ommencing on January l, 1996, the qualifying provider shall 
receive as its Basic PPS Rates the lesser of: 

~). .· its. re&!JOnabl:e pJ;'ojected •llowable costs. under 
Medicare re·asonable cost principies 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; 

(l) 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 reyiew of the provider's financial 
situation. 

s. ID 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 ham no Ba•• Year Cost Report reflecting 
a full 12 months of operation with the new beds, shall have 

TN No. 97-002 
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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 
nwnber of new beds; 

s . The Basic PPS Rates calculated on the historical costs o.f 
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 

TH Ho. 

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 

03-002 
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TH Ho. 

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: 

03-002 

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. 

Supersedes Approval Dates JUN - 9 2004 Effective Dates 07/01/03 
TH Ho. 97-002 
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(2) If the New Provider's projected aggregate costs 
in all three PPS rate components ~ceeded 125t 
of the sum of ~~~ ~t;atew~de weighted averages, 
the~ 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. 

(3) After applying the Capital Component Reduction 
Factor. the New Provider's initial projected 
capital per diem amount shall be increased by 
the Inflation Fae.tor 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 Departme~t shall follow the same general procedure 
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 in~lude the following steps: 

(1) id~ntifying 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 meet• the defined 
eligibility test• is entitled to have its direct nur•ing and 
general administrative components adjusted as defined below: 

TN No. 97-002 
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a) In order to be eligible for the Grandfathered Direct 
Nursing and G&A Compone~ts, a Provider must meet the 
following re~irernents: . : . .·. . . . . . 

(1) The Provider must have both Old 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; a.~d 

(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 Old 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 
~nflation Adjustment. 

b) 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 Inflation 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 

1. 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. 

2. Payment for Acuity Level D services will be baaed on the 
facility'• its reasonable projected allowable costs under 
Medicare reasonable cost principles of reimbursement (as 
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bl ·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 4th 
quarter of FFY 2013, FFY 2014 and the l8t, 2nd, and 3rd quarters of FFY 
2015 except for Acuity Level B facilities. For Acuity Level B 
facilities, the Inflation Adjustment shall be applied to rates for the 
4th quarter of FFY 2014 and 1st, 2nd, and 3rd quarters of FFY 2015. 

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 rCF/IIDs) 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 addition, 
aggregate payments to each group of State-operated Providers (i.e., 
Nursing Facilities or ICF/IIDs) 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 Medicaid rate applicable to services 
provided by comparable Hawaii Providers. 

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 (e) (7) (G) of OBRA 87. 

4. Notwithstanding any other provisions of this Plan, should federal 
participation for CAH providers be disallowed, the Department may 
recoup any such payments made to these CAH facilities. 

C . Adjustments to Base Year Cost 

TN No. 

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. 

13-005 
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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 R~sing 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 conunitment 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. 

VIIl. ADJUSTllBR'l'S TO TBB BASIC PPS JlATBS 

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 AdjustmentA shall receive the same increase to reflect 
inflation as all other base year costs. 

TH Ro. 03-002 
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All proprietary Providers shall receive the GET Adjustment. 
The GET Adjustment shall be paid by increasing the Basic 
PPS Rates plus all appHcable adjustments by 1. 04167. 

Nursin~ 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. 

Beginning with PPS rate year July 1, 1995 to June 30, 1996, 
qualifying NFs shall receive the "G & A Small Facility 
Adjustment". 

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 all-0wance 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 tor 
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. 

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. 

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 ~er diem rate calculated tinder the provisions of 
Section VI.A. The Basic PPS Rate for a Provider with 
New Beds shall be the ~er 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 [lf ap~licable] 
+ 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. 

05-010 
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Citation: 42 CFR 434, 438 and 447; and Social Security Act 1902(a) (4), 1902(a) (6), 
and 1903 

Payment Adjustment for Provider Preventable Conditions. 

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

Other Provider-Preventable Conditions. 

The State identifies the following Other Provider-Preventable Conditions for non
payment under section 4.19-D. 

l:8J Wrong surgical or other invasive procedure performed on a patient; surgical or 
other invasive procedure performed on the wrong body part; surgical or other 
invasive procedure performed on the wrong patient. 

[] Additional Other Provider-Preventable Conditions identified below of the plan: 

Adjustment of nursing facility reimbursement to account for non-payment of OPPCs. 

In accordance with 42 CFR 447.26(c), no reduction in payment for a Provider 
Preventable Condition (PPC) will be imposed on a provider when the condition defined 
as a PPC for a particular patient existed prior to the initiation of treatment for 
that patient by that provider. Reductions in provider payment are limited to the 
extent that the State can reasonably isolate for non-payment, the portion of the 
payment directly related to treatment for, and related to, the PPC that would 
otherwise result in an increase in payment. 

The Med-QUEST Division will utilize medical review to identify potential OPPCs on 
claims. For claims with identified OPPCs that were not previously existing, 
reimbursement associated with the OPPC will be recovered. For per diem payments, the 
number of covered days shall be reduced by the number of days associated solely due to 
any OPPC not previously existing. 

Lastly, in accordance with 42 CFR 447.26(c) (5), non-payment for OPPCs shall not 
prevent access to medically necessary covered services for Medicaid recipients. 

TN No. 
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A. Providers shall have the right to request a rate reconsideration 
for the following ponditions: 

1. A cha.ilge 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. 

2. Providers who receive no rate increase or a reduced rate due 
to i,mplementation of the acuity based reimbursement system 
will not be able to file for a rate reconsideration under 
this section for adjustments or damages. 

3. - 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. 

4. 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. 

03-002 
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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 
~rovider•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.1 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. 

B. 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-l736 of the Hawaii 

TN Ro. 03-002 JUN - 9 2004 
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Administrative Rules. A copy of the Hawaii Administrative Rules 
is appended to this Plan as Exhibit 17-1736. 

Except a• noted.below, rate increase• granted-pursuant to the rate 
reconsideration process s&all not exceed an amount equal to the 
sum of the compo~ent ceilings for a particular Provider's 
classification 11\i.nus 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 exc·eed 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 ~n 
Section I.V. 

F. Rate reconsideration granted under this Section shall be effective 
for the remainder of the PPS rate year. If the Pr~vider believes 
its experience justifies continuation of the reconsidered rate in 
subsequent fiscal years, then it shall submit information to 
update the documentation specifie~ 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 dete%111ination 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'• discretion. In exerci•ing that discretion, the 
Department may consider that a Provider's Adjuated PPS. Rate 
includes a Grandfathered component or Incentive Adjustment. 

TN No.·97-002 
Supersedes 
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z. COST R.BPOJlT R.BQUJ:RBllBB'l'S 

A. All Providers shall maintain an accounting system that identifies 
costs in conformance with generally accepted accounting 
principles. · 

B. 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. 

c. 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 be 
at the discretion of the Department. 

D. Cla~ms payment for services will be suspended 100 percent until an 
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, as 
provided in Medicare guidelines. 

TH No. 03-002 
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E. 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. 

XI. ACUITY BASBD REIMBtJRSBMENT SYSTEM 

A. Beginning with the effective date of these rules, the Department will 
implement a transition from PPS to an acuity based reimbursement system. The 
phased approach was implemented on July l, 2008. 

B. The rate methodology uses a price-based system with the following parameters: 

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 to a case mix adjustment. 

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 gross excise taxes paid to the State of Hawaii (Hawaii general excise 
tax) is treated as a pass-through. 

5. The Medicaid share of the NF Sustainability Fee 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 4th quarter of FFY 2013, FFY 2014and the 1st, 2nd and 
3rd quarters of FFY 2015 except for Acuity Level B facilities. For Acuity 
Level B facilities, the Inflation Adjustment shall be applied to rates for the 
4th quarter of FFY 2014 and 1st, 2nd, and 3rd quarters of FFY 2015. 

C. Effective for rate periods starting September 1, 2003 and July 1, 2004, the 
annual cost increases shall be determined as follows: 

1. Calculate the blended Acuity A and Acuity C rates for all eligible NF 
facilities using the inflation adjustment. 

TN No. 13-005 
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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). 

TR Ro. 03-002 
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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-
July 1, 2006-June 30, 2007-
July 1, 2007-June 30, 2008-

75 percent 
50 percent 
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-
July 1, 2006-June 30, 2007-
July 1, 2007-June 30, 2008-

75 percent 
50 percent 
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 (rion-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 ~educed 
pro rata in order that overall payments to that class not 
exceed the upper payment limit. 

08-005-B 
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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 qifference 
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 
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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. 

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 III, 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 avail~ble as-filed 
cost reporting period is multiplied by the 
number of Medicaid FFS NF routine days for the 

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 applicahle 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 shduld also be adjusted 
to account for the expected Medicaid NF FFS 
payments. The allowable Medicaid NF routine 
costs are further off set by all other ~evenues 
received by the facility for the Medicaid NF 
routine services, including patient copayrnents 
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 

TN No. 08-005-B 

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 int~rim 
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 

Supersedes Approval Date: MAR - 5 2009 Effective Date: 03/22/2008 
TN No. 

40.3 



( 
I 

0 

3) 

TN No: 08-005-B 

ATTACHMENT 4.19-D 

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 hqspital-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 dierns 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 
expenditure period. For the final reconciliation, 
such Medicaid FFS NF or SNF days must be tied to 
State MMIS paid claims reports, with no further ~laim 
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 c9st report for 
the expenditure period. 

Supersede• Approval Data: MAR - 5 2009 
Effective Date: 03/22/2008 -------TN No. 

40.4 



( 

A'l''l'ACBMBNT 4 .19-D 

(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 2009 
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XII. AUDIT UQUIRBllDTS 

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 class-ification. 

B. 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. 

c. 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 PllOCBSS 

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

TH Ro. 03-002 
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Acuity Baaed Long Term Care Reimbursement Rates 

A new price based reimbursement system with three 
components (direct care, adminis~rative and capital) 
will detennine 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. 
Th~s 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 
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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. 

Parameter• of ·the Hew Rate Setting Methodology 

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 
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Constant for all future rates 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 l, 2002 and ending June 30, 2003. 
Therefore, thos.e prices will need to be updated for each subsequent rate period before 
they can be used in the rate setting process for those periods. They will be updated by 
the full inflation factor for each period, as determined by the inflation adjustment 
provided that no inflation adjustment shall be applied in determining rates for the 4th 
quarter of FFY 2013, FFY 2014 and the l 8 t, 2nd and 3rd quarters of FFY 2015 except for 
Acuity Level B facilities. For Acuity Level B facilities, the Inflation Adjustment 
shall be applied to rates for the 4th quarter of FFY 2014 and l 8 t, 2nd, and 3rd quarters of 
FFY 2015. 

TN No. 13-005 
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State of Hawaii 

For all services covered by the Hawaii Medical Assistance Program: 

.:c. 
I 

. .. · ·"t 
\ . 

' · . I 

"Claim" means a bill for seJ:Vices rendereq by a provider. 
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ATTACHMENT 4.22-A 
Pagel 

STATE PLAN UNDER TITLE XIX FOR THE SOCIAL SECURITY ACT 

StateiTerritory: ______ ,...HA__.W ........... AII __________ _ 

Requireme~ts for Third Party Liability -
Identifying Liable Resources 

I) 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 - NIA (see 42 .CFR 433.138 (d)(S)). Diagnosis and 
trauma code edits are conducted simultaneously as claims are processed. 

2) 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 i~ third party data base so the agency may process 
claims under the third party liability payment procedures specified in Section 
433.139(b) through (t). 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 (t). 

3 )_ See item I above. 

4) 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) Intematiopal 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 (t). 

Diagnosis codes that yield the highest third party collections are identified yearly 
and given highest priority for follow-up. 

TN No. 95-010 
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When a recipient who is receiving medical assistance is involved in an accident and
medidal treatment is nece~sary, the recipient is required to notify the Caseworker within 
ten (JO) days. The OHS Forms 1125 (Assignment of Payment) and l 125A (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 ftom 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 expe~ses 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 ftom the Quest Health Plan or Medicaid Program (MMIS) and 
pursues recovery. 

STATE PLAN UNDER TITLE XIX FOR THE SOCIAL SECURilY ACT 

TN No. 96-01 I 
Supersedes 
TN No. 95-010 

MAR 0 6 1~91 
Approval Date: ----- Effective Date: _M_V_2_5_ 19

_
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1902(8)(25)(1) 

SUPPLEMENT TO ATTACHMENT 4.22-A 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State: ____ H.._.a...,w=a...,ii.__ __ _ 

STATE LAWS REQUIRING THIRD PARTIES TO PROVIDE 
COVERAGE ELIGIBILITY AND CLAIMS DATA 

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)(1) of the Social Security Act. 

TN No. 11-003 
Supersedes Approval Date: 08/23111 Effective Date: 07/01/11 
TN No. New 
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State/Territory: Hawaii 

Requirements for Third Party Liability • 
Payment of Claims 

(d)(l) Claims for services covered the State Plan that is provided to an individual on 
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 ftom the date of 
service~ 

(b) Provider must certify in writing that the TPL was billed and more than 
30 days have. elapsed; and 

(c) Copfirmation is made with the TPL on a sample basis to monitor that the 
provider filed a claim and payment has yet to be made. 

(2) 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 ftom the liable third party prior to Medicaid payments. Claims 
must be filed within a year ftom 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. 

(3) 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 eff'ecive. 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. 

0 •an1 t1)1 'l S 199~ 
Approval Date: MAR C '· ., Effective Date: ----

TN No. 96-011 
Supersedes 
TN No. 95-010 
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ATTACHMENT 4.22-B 
Pagel 

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 financi~lly 
responsible relative or representative of the individual) an amount 
wqhich 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 cQyered under the pl~ 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: 

(I) By written notification in Medicaid Newsletter; and 

(2) By pursuing enforcement when refusal to f\.amish services are 
reported by individuals to the State Agency . 

TN No. _ ..... 95._-0 ..... t ..... O_ . _ JUN 2 6 t~3 OCT O 1 1q~c; 
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.(HSQB) Attachment. 4.30 
Page 1 

State/Tertitorya STATE OF HAWAII· 

Citation 

1902(y)(1), 
1902(y) (2) (A), 
and Section 
1902(y)(l) 
of the Act 
(P.L. 101-508, 
Section 4755(a)(2)) 

1902(y)(l)(A) 
of the Act 

1902(y)(l)(B) 
of the Act 

1902(y) (2) (A) 
of the Act 

TN No.~ 
Supereeae.
TN No. 

Sanction• for P•ychiatric Hospital• 

(a) The state aeeuree that the requirement• of 
aection 1902(y)(l), aection 1902(y)(2)(A), and 
•ection 1902(y)(l) of the Act are met concerning 
aanctiona for peychiatri~ ho•pital• that do not 
meet the requirement• of participation when the 
hoapital'• defic1enciea lnnediately jeopardize 
the health and eafety of it• patient• or do bot 
immediately jeopardize the health and aafety of 
it• patienta. 

(b) The state terminate• the hoapital'a 
participation under the State plan when the 
state determines that the ho•pital doea not 
meet the requirement• for a paychiatric 
hospital and further finda that the hospital'• 
deficiencie• immediately jeopardize ·the health 
and safety of ita patiente. 

(c) When the state determines that the hoapital doea 
not meet the requirement• for a paychiatric 
hospital and further find• that the hospital'• 
deficienciea do not lnnediately jeopardize the 
health and aafety of its patienta, the State 
mays 

{d) 

1. terminate the hoapital'a participation 
under th• State plan1 or 

2. provide that no payment will be made 
under the state plan with reapect to 
any individual admitted to auch 
hospital after the effective date of 
the findin91 or 

J. terminate the hoapital'a participation 
under the State plan and provide that 
no payment will be made under the 
State plan with respect to any 
individual admitted to •uch hospital 
after the effective date of the 
finding. 

When the paychiatric hospital described in (c) 
above ha• not complied with the requirement• for 
a psychiatric hoapital within 3 months after the 
date the hoapital i• found to be out of 
compliance with euch requirement•, the State 
ahall provide that no payment will be made under 
the State plan with respect to any individual 
admitted to auch hoapital after the end of auch 
3-month period. 

Approval Date 1O/]3/92 
' r 

Effective Date 711/92 
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Sanctions for MCOs and PCCMs 

(a). The State will monitor for violations that involve the 
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 StateofHawaii's contracted EQRO and Med- . 
QUEST Staff will perfonn 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 end evaluate compliance with 
Medicaid rules and regulations. 

The evaluations will be based on the following: on-site 
meetings with the contracted organintion, review ef 
appeals end grievances, provider complaints, recipient 
encounter data. and provider network submission, 
review of recipient end provider surveys, quality 
improvement projects,. financial audits, State BBA 
Quality Strategies, etc. . 

Contracts include a description of the State's plan to 
monitor perfonnance end if the contracted organi7.8.tion 
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 penalti~ 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 bas rep~tedly 
failed to meet substantive requirements in section 1903 
(m) or section 1932 of the Act. 

MAR z 2C04fliective Date·. AUG 1 ~ ...... Approval Date: - E -----
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TN No. -----

State: HAW Ail 

A TIACHMBNT 4.30 
Pagel 

(b) The State uses the definition below of the threshold that 
would be met before an MCO is considered to have 
repeatedly committtd violatiom of section 1903(m) 
and thus subject to lliiposition of temporary 
management 

Optional Imoosition 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: 

, . 
• 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; 

• There is substantial risk to recipient's liealth; 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 remmn in place until 
improvements are made to remedy violations or until 
there is an orderly tennination or reorgani7Bfion of the 
organi7Jltion. 

Reouired Imoosition 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. 

MAR z zco4· 
Approval Date: Effective Date: AUG 1 3 2003 
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(c) 
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ATIA"CHMENT 4.30 
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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. 

MAR Z 2004 
Approval Date: Effective Date: ----- AUG 1 .... .. 1 . .. 
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ITATI PLAll UllDIR TITLI nx or !HK SOCIAL SlcuaITr ACT 

State/TeETitoey: HAWAII 

llB'l'HOD FOR ISSUAIJCE OF DDICAID a.ICIBILITY CUDS 
TO HOMELESS Ill'DIVIOUALS 

1. Arrangement may be made to have the individual report 
to the dis·i:rict 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 maile~ to a facility for homeless 
individuals where the person may call for his mail. 

Tll •o. 87-')(' f 
I Supersedes · 

Tll •o. _g----
lUL 2 3 1987 

Appr-oval oat.- Effective Date Ov~1/~ 
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ATTACHMENT 11.34 -A 

SUMMARY OF HAWAll STATE LA WREGABDING 
AN INDIYTDUAL 'S RIGIU TO MAKE MEDICAL TR&f TMENC DECISIONS, 

(Hawaii Revised Statutes, Section l27D) ~ 
(As amended by Act 321, effective July 1, 1991J 

November 1, 1991 

1. Hawaii has adopted a strong publiq policy in favor of th• 

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 surqical means or procedures calculated 

to prolong their lives provided, continued, withheld or withdrawn. 

The artificial prolonqation 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, wh~le providinq nothing 

medically necessary or beneficial to the person.• 

2. A competent adult mu make their own heal th car1 

decisions. Hawaii law permits_ a competent adult (age 18 or over) 

to make a written declaration in advance (often called a livinq 

TN No. 91-22 · 
Supercedes 

Tn No. , --==--

Approval Date 2/05/92 Effectiv~ Date 12/01/91. 
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( Summary of Hawaii Law Regarding 
.Medical Treaumw Decisions/Living Wills 

'TTACHMENT 4.34-A 

Exl:cutive Office on Aging/Depanment 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 co.a. In other words, the 

person baa a right to choose: the person can request all available 

treatment in order to stay alive as long as possible, or the parson 

can refuse soma or all treatment -- even if the treatment mi9bt 

keep the person alive or prolong their life. 

3. Boy i1 the advance directive/liyinq will executet? The 

person's written instructions must be signed by them or by someone 

else in the person• 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 si9nature•s 

of the person and the two witnesses must be notarized (all at the 

same time). 

4. Th• p1r19n 1 1 'instructions do not baye to be in vri tinq, bu' 

it is atrongly pnterret. Although written advance directives are 

preferable, th:ey are not required. Hawaii law also recognizes a· 

"Y•rlz•l 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 

· .. : . ... 
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ATTACHMENT 4.34-A 

(( Summary of Hawaii L(l,w 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 leas doubt and potentia~ confusion 

with written directives. It is sound policy to encouraqe written 

advance directives instead of verbal o~es it the person has any 

interest in making their health care wishes known in advance. 

s. Tbe person•• ae4ical record. The livinq 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 filinq purposes). The 

Hawaii law does not require that an original be in each of the 

patient's various medical files. 

6. Dat the phy1iqig baa to do. An attending physician who is 

aware and in possession of the patient's advance directive shall 

iJDJDediately 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 clos~ly as possible the terms 

of the patient's directive, or b) if the physician is not willinq 

to comply with the patient's advance directive, the physician must 

arrange for transfer of the patient to another physician's care 

3 



ATTACHMENT 4.311-A 

( Summary of Hawaii Law Regarding 
Medical Treatment Decisions/Living Wills 

Executive Office on Aging/Department of Human Se1Vices 
November 1, 1991 

without unreasonable delay. 

7. Rayocation. 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 wr;itten 

and verbal), including: . 

* the declarant•s causinq it to be torn, defaced, 
or otherwise destroyed, or 

* by executinq 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 attendinq physician. 

8. Euthanasia. Nothinq in the Hawaii law is intended to 

condone, authorize, or approve mercy killinqs or euthanasia. 

9. ltfeqt upop life ip1uranq1/suici4f. compliance with the 

terms of a person's advance directive does not constitute suicide 

nor modify the terms of an existlnq policy of life insurance. 

10. If there is no valid advance directiya. Hawaii lav 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 staty. Hawaii law recoqnizes livinq wills executed 

... '· 4 
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ATTACHMENT 4.34-A 

Summary of Hawaii Ltiw Regarding 
Medical Treatment Decisions/Living W"dls 

Executive Office on Aging/Depanment of Human Services 
November 1, 1991 

in other states if t~e out-of-state document substantially complies 

with Hawaii law. 

12. purabl• rover-of-Attorney for Health cart. This is a 

document where the person appoints someone else (usual~y called a 

proxy, attorney-in-tact, or substitute· decision-maker) to make 

some, many, or all medical treatment decisions for them, often 

inc~uding the right to make decisions to withhold or withdraw lite-

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 legally enforceable. (HQll: 

accordingly, until Hawaii law is more clear on this issue, the 

individual health care provider will set their own policies on 

whether or not to honor a Durable Power-of-Attorney for Health 

care, 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 Bxecuj:e4 Before July 1. 1991. If the 

person's living will is an "old• one (siqned before the new Hawaii 

law went into effect on July 1, 1991), the old living will may 

seriously restrict the person's wishes and rights. (BQta: 

therefore, it is qood policy for any person with an "old• living 

5 



TACHMENT 4.3q-A 

(. Summary of Hawaii Law Regarding 
'Medical Treatment Decisions/Living Will.r 

Execudve Office ·on Aging/Department of Human Services 
November 1, 1991 

will to carefully review it. Then the· person can take advantaqa of 

the new law-~ if they want to -- by executinq a new livinq will.) 

14. Without reliable evidence of the patient's .intentions or· 

wishes, such as where there is no living will,. no verbal 

statements, the p~tient is a minor, and where the pati~nt is a now

incompetent person whose wishes were not made known while they were 

competent, a. quardianship proceedinq in court may be necessary'!. 

15. Thia 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. 

6 
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§17-1737-40 Remedies for nursing facilities that 
do not meet the re~irements for participation. (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 
widespread actual harm that does not constitute 
immediate jeopardy to the health and safe"ty of its 
residents: 

TN No. 11-002 
Superaed• 
TN No.U-001 

(l) 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 o~ 
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: 
(i) 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 

Approval Date:.,9hr/9f EffectlV• Daw: ...Jlu./;'-"-'-N..,_f __ 
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relinquished control to the temporary 
manager; 

(C) If the facility refuses to relinquish 
control · to the temporary manager, the 
faciiity shall be terminated; 

(D) A temporary manager has the authority to. 
hire, terminate, or reassign staff, 
obligate facility funds, Qlter 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 is capable of 
remaining in substantial compliance, or 
decides to discontinue the remedy and 
reassumes management control before it 
has achieved s\l.bstantial 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, 
in~luding the ~umber 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 con~ideration 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, 

Approv•I D•te:.,, :3 ft v fr 9 
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substantiated complaints, or situations 
which indicate that the facility did not 
act to prevent a situation of 
noncompliance from occurring; 
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; 
Factors to be considered. in d:ete.rmining 
the amount of the civil money penalty 
are: 
(i) 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 i .n 
addition to the civil money 
penalty; . 

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; 
The funds shall be used for: . 
(i) Payment for the cost of relocating 

residents to other facilities; 
(ii) State c.osts related to the 

maint.enance or operation of a 
facility pending correction of 
deficiencies or closure; 

(iii) 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 

Approv•I Date: . .J ft rf 97 Effective Date: .__.1 .... l ......... J6 .... 9 .... r_'°'_ 
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medical records sealed, secured, 
and stored; the cost of picking up 
and transferring or deli ve·ring 
resident medica_tions o·r drugs; ., the 
cost of using ambulance service; 
and etc.; 

(F) Th~ 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 

(G) A notice of imposition of civil money 
penalty shall be sent to the facility 
and shall include the following 
information: 
(i) 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; 

Approval Date: ..J ft x / f 'j Effective Date: tU /:;r; 
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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 finding of ·immediate jeopardy will not 

require the State to close a facility 
and transfer residents. rt -may result 
in the immediate termination of provider 
agreement and the subsequent transfer of 
residents; 

(B) During an emergency··which re+ates 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 
noncomp1iance. 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) Deny payment for all new admissions 

within the third month from the last day 
of the third consecutive survey. 

(B) 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; 

(C) 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; 

(D) 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; 

(E) 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; 

(F) 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. 
(i) 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 

Approval Date: .. ~/, Jq tf 
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(ii) If payment is denieQ 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 befor·e a~d 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: 
(i) 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 
to 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: 
(i} Poor facility history, -i.e., a 

pattern of poor quality of care, 
many complaints, etc.; 

(ii) State agency concern that the 
situation in the facility has the 
potential to worsen; 

Approval Date: Jh~-ff f Effec:Uv• Date: _,_ft_A_r...,f __ 
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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 unabl~ or 
unwilling to take corrective action 
for cited substandard quality of 
care; 

(C) Monitoring may occur anytime in a 
facility, i.e., twe~ty-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 
satisfact~on 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 chapt~r 
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. §§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 
TN No.~ 
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- ... • SPECW.IZfO SERVICES FOR SMI 

For individuals with SMI. it is the continuous and aggmsive implementation of an 
individualized plan of care that: 

ls 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 tteaunent of individuals experiencing 
an acute episode of severe mencal illness, which necessitates twenty-four (24) hour 
supervision by trained mental health personnel in an institution; and 

ls directed toward diagnosing and reducing the individual's psychotic symptoms thar 
necessitated institutionalization. improving his/her level of independent functioning and 
achieving a functioning level tbar permits reduction in the intensity of mental health 
services below the level of specialized services at the earliest possible time. 

Sffil:IALJ7EQ SEBYICES FOR MENTAL RETARDATION 

For individuals wich MR/DD it is a continuous treatment program which includes aggressive, 
c:o.nsistent implementation of a propam of specialized services and 1eneric: aaining, treatment. 
and health related services tbal is directed toward: · 

The acquisition of the behaviors necessary for the individual to function with u much 
self-determinabon and independence u possible; 

The prevention or deceleration of regression or loss of current optimal functional scatus; 
and 

Does noc include services to mainrain generally independent individuals who are able to 
function wich little supervision or in the absence of a continuous spetlalized services 
propam. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Stateff erritory: HAWAII 

CATEGORICAL DETERMINATION 

P ASRR Level II Preadmission Screening by Categorical Determination 

The following categories developed by the State mental health or mental retardation 
authorities may be made applicable to individuals identified by Level I as possibly having 
serious mental illness I mental retardation when existing data about the individual appear to 
be current and accurate and are sufficient to allow the reviewer readily to detennine that the 
individual fits into the category. The data available includes physical, mental, and functional 
assessments as required by 42 CFR 483.132(c). An adequate inspection of records for a 
categorical detennination takes the place of the NF or the Specialized Services individualized 
Level II evaluation. The State mental health or mental retardation authority produces 
categorical evaluation and detennination reports as required by 42 CFR 483 .128 and .130, 
prior to admission. When existing data is not adequate, or any judgment is required about the 
presence of serious mental illness I mental retardation, the individual is referred for 
individualized Level II evaluation. Individuals are either discharged from the NF or 
evaluated by Level II Resident Review within the specified time limits (if any). (Check each 
that applies, and supply definitions and time limits as required.). 

( 1) Categorical Determination that NF placement is appropriate. Specialized 
Services evaluation and determination by the SMHIMRA is individualized 

[R] (a) Convalescent care from an acute physical illness which required 
hospitalization and does not meet all the criteria for an exempt hospital 
discharge, (which, as specified in 42 CFR 483.106(b)(2) is not subject to 
preadmission screening). (Define, with time limit.) Not to exceed 120 
days. 

[R] (b) Terminal illness, as defined for hospice purposes in 42 CFR 418.3. 

CR] (c) Severe physical illness such as coma, ventilator dependence, functioning 
At a brain stem level, or diagnosis such as chronic obstructive pulmonary 
disease, Parkinson's disease, Huntington's disease, amyotrophic lateral 
sclerosis, and congestive heart failure which result in a level of 
impairment so severe that the individual could not be expected to benefit 
from specialized services. 

D (d) Other category(s) defined by the State. (Define, with time limit if 
applicable.) 

TN No. 08-006 ----- Approval Date~UL 1 It 2008 Effective Date: 04/01/2008 Supersedes 
TN No. 95-003 
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(2) Categorical Determination that NF placement is appropriate. Option to also 
categorically determine by the SMH/MRA that Specialized Services (SS) are not 
needed. No categorical determinations are made that Specialized Services are 
needed. 

[Kl (a) Provisional admission pending further assessment in case of delirium 
where an accurate diagnosis cannot be made until the delirium clears. 

Time limit: __ s_e_v_eit __ days 

CR] May also categorically determine that SS are not needed 

[Kl (b) Provisional admission pending further assessment in emergency 
situations requiring protective services. ' 

Time limit: __ s.;...;ev __ en~- days (not to exceed 7) 

CR] May also categorically determine that SS are not needed 

[K) ( c) Very brief and finite stays to provide respite to in-home caregivers to 
whom the individual with MI or MR is expected to return following the 
briefNF stay. 

Time limit: __ Thi_·rty ......... _ days 

CR] May, also categorically determine that SS are not needed 

(3) Categorical determination that Specialized Services are not needed. No 
categorical determinations are made that Specialized Services are needed. 
Determination by the SMH/MRA that NF placement is appropriate is individualized. 

D (a) Dementia and MR. The State mental retardation authority (not Level I 
screeners) may make categorical determinations that individuals with 
dementia, which exists in combination with mental retardation or a 
related condition, do not need specialized services. 

TN No. 08-006 
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ATTACHMENT 4.42-A 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State!I'enitory: 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 
requirement$ in July 2007. The State will identify entities which have received or paid 
SS 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 3111 and each subsequent year thereafter, the State will identify those providers 
having been reimbmsed $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 ofreqWred 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. 1bis 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. 

TN No. 07-004 
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