
Nebraska Oepartment of Health 
and Human Services 

Division of Medicaid and Long-Tenn Care 

September 12, 20 I I 

National Institutional Reimbursement Team 
CMS,CMSO 
Attention: Mark Cooley 
7500 Security Boulevard, MIS S3-13-15 
Baltimore, MD 21244-1850 

RE: Nebraska TN # 11-07 - Non- Payment of Hospital Acquired Conditions 

Dear Mr. Cooley: 

State of Nebraska 
Dave Heineman, Governor 

Enclosed please find the above referenced amendment to the Nebraska State Plan 
regard ing non-payment of hospital acquired conditions. 

Prior to submitting this State Plan Amendment, the Division of Medicaid Long-Term 
Care notified the federally recognized Native American Tribes within the State of 
Nebraska. 

If you have content questions, please feel free to contact Margaret Booth, 
Margaret.booth@nebraska.gov, 402-471-9380 or for submittal questions, Pat Taft, 402-
471-7787, pauaft@nebraska.gov. 

Sincerely, 

~M~ 
Vivianne M. Chaumont, Director 
Division of Medicaid & Long-Term Care 
Department of Health and Human Services 

cc: James G. Scott 
Gail Brown Stevenson 
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ATTACHMENT 4.19-A 
Page 15 

The hospital will be notified in writing if the request for interim payment is 
denied. 

1O-010.03B12a Final Payment for Long-Stay Patient: When an 
interim payment is made for long-stay patients, the hospital shall 
submit a final billing for payment upon discharge of the patient. The 
date of admission for the final billing must be the date the patient 
was admitted to the hospital as an inpatient. The statement "from" 
and "to" dates must be the date the patient was admitted to the 
hospital through the date the patient was discharged. The total 
charges must be all charges incurred during the hospitalization. 
Payment for the entire hospitalization will be calculated at the same 
rate as all prospective discharge payments. The final payment will 
be reduced by the amount of the interim payment. 

10-010.03B13 Payment for Non-physician Anesthetist (CRNA) Fees: 
Hospitals which meet the Medicare exception for payment of CRNA fees 
as a pass-through by Medicare will be paid for CRNA fees in addition to 
their prospective per discharge payment. The additional payment will 
equal 85% of the hospital's costs for CRNA services. Costs will be 
calculated using the hospital's specific anesthesia cost to charge ratio. 
CRNA fees must be billed using revenue code 964 - Professional Fees 
Anesthetist (CRNA) on the HCFA-1450 (UB-92) claim form. 

10-010.03C Non-Payment for Hospital Acquired Conditions (HAC) 
Medicaid will not make payment for conditions which are a result of avoidable 
inpatient hospital complications and medical errors that are identifiable, 
preventable, and serious in their consequences to patients. This means that 
Medicaid will, at a minimum, identify as an HAC, those secondary diagnosis 
codes that have been identified as Medicare HACs when not present on 
hospital admission. 
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