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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop S2-26-12 
Baltimore, MD 21244-1850 

Financial Management Group 

Nicholas A. Toumpas, Commissioner 
Department of Health and Human Services 
State of New Hampshire 
129 Pleasant Street 
Concord, NH 03301 

RE: New Hampshire SPA 14-010 

Dear Mr. Toumpas: 

CEftTEIS FOR MfDICUf II MED1CA!D SIIMCIS 
CENTER fOR MEDICAID & CHIP SSMCES 

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid state plan 
submitted under transmittal number (TN) 14-010. Effective September 30,2014, this amendment 
revises the disproportionate share hospital (DSH) adjustment methodology and pool amounts for 
eligible hospitals. 

We conducted our review of your submittal according to the statutory requirements at sections 
1902(a)(2), 1902(a)(13), 1902(a)(30}, 1903(a) and 1923 of the Social Security Act and the 
implementing Federal regulations at 42 CFR 447. We are pleased to inform you that Medicaid 
State plan amendment 14-010 is approved effective September 30, 2014. We are enclosing the 
CMS-179 and the amended plan pages. 

If you have any questions, please call Novena James-Hailey at (617) 565-1291. 

Sincerely, 

Timothy Hill eN 
Director v 



DEPARTMENT OF HBALnl AND HUMAN SERVICES 
HEAL 1ll CARE FINANCING ADMINlSTRATION 

TRANSMITI'AL AND NOTICE OP APPROVAL OF 
STATE PLAN MATERIAL 

FOR: HEALTH CARE lliNANCING ADMINISTRATION 

TO: REGIONAL ADMINJSTRATOR 
HEALTH CARE FINANCING AOMJNISTRATION 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 
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State of New Hampshire Attachment 4.19-A 
Page Sa 

The second type of payment. adjustment is to .in~state, non-public general hospitals and special rehabilitation 
hospitals which qualify as follows: 

(a) The hospital must have at least 2 obstetricians with staff privileges at the hospital who have agreed to 
provide obstetric services to individuals entitled to such services under the state Medicaid plan. The tenn 
"obstetriciann includes any physician with staff privileges at the hospital to perform non-emergency 
obstetric. procedures. The above obstetric-related criteria do not apply to hospitals in which the inpatients 
are predominantly individuals under 18 years o.f age, or to hospitals which do not offer non-emergency 
obstetric services as of December 21, 1987. 

(b) AU disproportionate sbare.hospitals must, in addition to the qualifying conditions noted above, have a 
Medicaid utilization rate equaling or exceeding. 1%. The Medicaid utilization rate shall be computed 
using the formulas specified in Section 1923(b)(2) of the Social Security Act. 

The DSH payment adjustment methodplogy for this sec;x>nd type of DSH payment adjustment is detailed in 1, 2, 
and 3 below. Non-public hospitaJs participating in Medicaid will receive a DSH payment adjustment in an 
amount as specified in p~phs 1, 2, or 3 below, subject to any applicable limits in paragraph 4 below; and, 
provided that they meet the qualifying criteria stated in items (a) and (b) above. 

1. "Deemed DSH'' Hospitals: Any•hospital or specialty hospital in NH that meets the criteria under 42 
U.S.C. 1396r-4(b) for ''hospitals deemed disproportionate share" will receive a payment adjustment, 
regardless.of whether the hospital does or does .not participate in the NI:I Medicaid Care Management 
Program, in an amount~ follows: 

(A) if the deemed DSH is a specialty hospital for rehabilitation or a hospital that does not 
participate in the NH Medicaid Care Management program, the DSH payment amoqnt will be a 
pro rata share of $1,000,000, where each such deemed hospital's share is equal to its relative 
share of the total uncompensated care costs incurred by all deemed DSH hospitals which are 
rehabilitation hospitals or hospitals not participating in the NH Medicaid Care Mm1agement 
program; 

(B) if the deemed DSH hospital is not a specialty hospital for rehabilitation, but is a critical 
acc·ess hospital that participates in the NH Medicaid Care Management program, the DSH 
payment amount shall be in accordance with paragraph #2 below; and 

(C) if the deemed DSH hospital is not a specialty hospital for rehabilitation, but is a hospital 
without critical access designation that participates in the NH Medicaid Car~ Management 
program, the DSH payme1 amount shall be in accordance with paragraph #3 below. 

TNNo: 14..010 
Approval DateFEB 15 2.01!' Supersedes · · Effective Date: 09/30/14 

TN No: 14-009lpendingl 



State of New Hampshire Attachment 4.19-A 
Page Sb 

DisR!~Uriion•s~ar~ ~,~~f.Ple~t ~d-i!t,~_tme.~$ 
continue 

2. Ctitical Access Hospitals: Bach Critical Access Hospital (CAH) that is not a specialty hospital for 
rehabilitation and that participates in the provider network of the NH Medicaid Care Management 
program shall receive a DSH payment equal to 75o/o of the hospital's uncompensated care costs, except as 
further adjusted where applicable under the provisions of paragraph 4 below. "Uncompensated care 
costs'' are calculated in accordance with the federal requirements of 42 U.S.C. 1396r-4(g) and any federal 
regulations promulgated by the federal oversight agency t the Centers for Medicare and Medicaid Services 
(CMS), further defining or interpreting such federal statutory requirements. This payment amount is 
reconciled in a subsequent year to account for variances identified between projected. uncompensated care 
costs and actual uncompensated care costs as determined by the independent certified audit performed 
pursuant to 42 ~FR, Part 455, Subpart D. 

3. Other DSH Qualifying., Non-Public Hospitals: _Each DSH qualifying hospital that is not a critical 
access hospital or a specialty hospital for rehabilitation, but which does participate in the provider 
network of the NH Medicaid Care Management program. shall receive a DSH payment adjustment in an 
amount propOrtional to, but not greater than, each such hospita1' s total allowable uncompensated care 
costs. For each hospital that meets the eligibility criteria under this paragraph 3, the funding and payment 
amounts shall be as follows, ~xcept as further adjusted pursuant to paragraph 4 below~ 

(A) Funding for State Fiscal and State Plan Year 2015 shall be $24,200,000; each qualifying 
hospital under paragraph 3 shall receive a pro rata share of this funding in proportion to its total 
allowable uncompensated care costs. 

(B) For State Fiscal and State Plan Years 2016 and 2017, each such hospital shall be paid 50% of 
its uncompensated care costs. · 

(C) For State Fiscal and State Plan Year 2018 and 2019, and thereafter, each such hospital shall 
be paid 55% of its uncompe11sate~ care costs. 

4. Notwithstanding the provisions of paragraphs 1, 2, or 3 above: 

TN No: 14-010 
SupersedeS-·---
TN No: J3-013 

(A) if in any Fiscal Year 2016, 2017, 2018 or 2019, and thereafter, qualifying hospitals' total 
aggregate uncompensated care costs, as reported to the NH Department of Health and Human 
Services, is 1ess than $350 million, the State shall pay such hospitals not less than $175 million in 
DSH payments, shared among such hospitals in proportion to the amount of uncompensated care 
costs ineurred by each such hospital relative to the total; provided that New Hampshire hospitals 
with a critical access designation shall continue to receive reimbursements of no less than 75% of 
each such hospital's uncompensated care costs; and 

:$ 
(B) total statewide DSH paymeJ:tts to hospitals qualifying under this second type ofDSH payment 
adjustment shall not exceed $224 million in Fiscal Years 2016 and 2017, and shall not exceed 
$241.9 million in Fiscal Years 2018 and 2019. 

Approval Date~ 1 5. 2019~ Effective Date: 09/30/14 



· State ofNew Hampshire Attachment 4.19-A 
Page Sb.l 
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Disproportionate Share- Payment Adjustment 
(continued) 

Bach hospital's total uncompensated care.costs are defined consistent with 42 U.S.C. § 1396r-4(g) and any 
federal regulations promulgated or issued by the federal Qversight agency, the Centers for Medicare and 
Medicaid Servjces (eMS), further d~fi.lling or interpreting such federal statutory requirements. Any DSH 
amount.payable under this second t)ipe:ofDSH.payment is paid annually to qualifying hospitals by May 
31 of each State Fiscal Year and reconciled in a subsequent year to account for variances identified 
between projected uncomP.'nsated care coSts and actual uncompensated care costs (UCCs) as determined 
by the independent certified audit performed pursuant to 42 CPR, Part 455, Subpart D. The Department 
will use fund$ ·resulting from such UCC reconciliation and recovery of DSH overpayments to pay 
appropriate DSH payment amounts to hospitals where such UCC. reconciliation results show DSH 
underpayments. 

The Department will test the calculated disproportionate share paymeJtts allocated to each hospital in each 
year to ensure that p~yments . do not.' exceed federal limits established under the Omnibus Budget 
Reconciliation Act of 1993 or Section 1923 of the Social Security Act using protocols established in the 
DSH Auditptocedures.developed by CMS. The source data used to compute this limit is the data from 
the Base Year that was used tO set payments in the DSH State Plan Year (SPY). The Department will 
ensure that the disproportionate share payments will not exceed these limits. 

TN No: 14-010 
Supersedes ~ · 
TN No: New Page 

FEB 2 .. 5 Approval Date: . 2019 Effective Date: 09/30/14 


