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PAYMENT FOR INPATIENT HOSPITAL SERVICES

The New Hampshire Department of Health and Human Services (the Department) shall make payment for
inpatient hospital services, with the exception of governmental psychiatric hospital services, as follows:

1. A diagnosis related group (DRG) method of payment shall be used for all inpatient hospital services,
except that in-state hospital pass through payments for capital costs shall not be paid.

2. The DRG relative weights shall be based on the Centers for Medicare and Medicaid Services (CMS)
weights and grouper software published annually or periodically for Medicare in accordance with the
requirements of 42 CFR 412.60, except that CMS weights shall not be used in the computations in 3 a (3)

& (4) below.

3. Reimbursement shal! be based on rates and amounts established by the Department in accordance with
the following methodology:

a. Normal hospital operating costs shall be recognized and paid on a per discharge basis, and these
payments shall be considered payment in full for such operating costs. Except where specifically
noted otherwise, such payments shall apply to all hospitals—in-state, border, and out-of-state.

(1) Inpatient acute care services shall be paid a pre-determined price (in relation to a DRG with a
relative weight equal to one; see 3.c. for calculation) associated with the DRG assigned by the
Department, to each Medicaid hospital discharge, and this rate shall be uniformly applied, except

as specified in (2), (3), (4), and (5) below.

(2) For in-state hospitals only, inpatient psychiatric care services shall be paid a pre-determined price
associated with the applicable psychiatric DRG as assigned to each Medicaid discharge, but the
price shall differ by the DPU or DRF peer group in which the facility is placed based upon

severity of care.
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(3) For in-state hospitals only, inpatient (physical) rehabilitative Medicaid discharges in Medicare
certified DPU’s or rehabilitation hospitals shall be paid only a flat rate (with no additional
outlier payments) for the rehabilitation DRG’s 945 and 946. The rate represents an average

cost across such facilities.

(4) Neonatal care for Medicaid discharges assigned certain DRG’s (DRG 789 through 794) shall
be paid only a per diem rate (with no additional outlier payments) associated with the specific
DRG. The rate shall be paid at 65% of the full per diem amount. ;

(5) In order to ensure recipient access to maternity-related labor and delivery services, critical
access hospitals in Coos County in New Hampshire will be paid as a separate peer group at an
enhanced rate for those services by applying a percentage multiplier of 300% to the DRG

based payment.

b. Certain costs over and above normal hospital operating costs shall be recognized and paid in
addition to the DRG payments made under 3.2. above. These payments shall be made as pass-
through payments to individual hospitals. Except where specifically noted otherwise, such
payments shall apply to all hospitals—in-state, border, and out-of-state.

(1) For in-state hospitals only, direct medical education costs shall be paid at a rate proportional to
the Medicaid share, as calculated using Medicare principles, of actual hospital-specific costs
and proportional to each hospital's share of the Medicaid annual budgeted amount. Such
payments shall be made semi-annually, except that direct medical education payments shall be
suspended for the period beginning July 1, 2019 and ending June 30, 2021.

(2) Day outliers shall be paid (except as specified in 3.2.(3) and (4)) for all DRG’s for all facilities
on a per diem basis, at 60% of the calculated per diem amount (see 3.d. for calculation), and
outlier payments shall be added to the DRG payments. Payment shall be made for medically
necessary days in excess of the trim point associated with a given DRG. Medicare trim points
shall be used except where New Hampshire specific trim points have been established.
However, day outlier payments shall be suspended beginning with March 1, 2010 discharge
dates, except that this suspension shall not apply to claims for infants who have not attained
the age of one year, and to claims for children who have not attained the age of six years.

(3) The Medicare deductible amount for patients who are Medicare/Medicaid (dually) eligible
shall be recognized and paid.
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(4) For only in-state hospitals with approved graduate medical education programs, indirect

medical education costs (IME) shall be recognized and paid on a per discharge basis using the
Medicare methodology at 42 CFR 412.105to determine the amount of payment. Such payment
shall be added to the DRG payment, except that IME payments shall be suspended for the state

fiscal year 2020-2021 biennium.

(5) There shall be a reserve "catastrophic® fund equal to 3.3 percent of the projected annual

Medicaid inpatient hospital expenditures.

This fund shall be used to provide for payments for inpatient hospital services outside the DRG
system where (a) the DRG payment plus third party liability is below 25% of hospital charges,
(b) the claim is for a DRG weight greater than 4.0, (c) the claim involves an inpatient stay in
excess of 30 days, and (d) the hospital requests additional funding.

Reimbursement for each request shall be limited to 65% of charges reduced by prior payments,
DRG allowed amounts and third party liabilities. Hospitals shall submit claims by December
15 and June 15 in order to be considered for payment for the six-month period ending,
respectively, December 31 and June 30 of each year. The state shall expend half of the
catastrophic fund no later than December 31 of each year and the second haif no later than June
30 of each year. However, catastrophic payments will be suspended for the state fiscal year
2020-2021 biennium. Payment of eligible claims shail be determined by computing the total
dollar amount of all hospitals' requests, determining each requesting hospital's total dollars
requested as a percent of all requests, and applying that percent to the amount of money in the
catastrophic fund in order to calculate payment to that hospitat. No claims or portions of claims
shall be carried over into the subsequent six-month period, nor shall any excess funds be carried

over into the subsequent six-month period.

e weight equal to one (1.0000), to be used for
eonatal services shall be

(1) Beginning October 1, 1999, and each year thereafter, take the current DRG price per point(s)

and inflate each by the same percent as the Medicare market basket estimated increase for
prospective payment hospitals minus any Medicare or state Medicaid defined budget neutrality
factors and other generally applied Medicare adjustments appropriate to Medicaid.

TN No: -
No:  19-0009 0& 0 2013 Effective Date: 07/01/2019

Supersedes

Approval Date ___

TN No:  17-0007




Attachment 4,19-A

State of New Hampshire
Page 4

d. Other relevant calcuiations:

(1) The Department separates inpatient hospital providers into peer groups according to the
intensity of care provided in each. The peer groups are set up for general acute care, critical
access hospitals (CAH), distinct part units for psychiatric care, rehabilitative care and maternity
care in the northern county. The Department sets a base rate (Price per Point) for each peer
group. The Price per Point values for hospital peer groups are accessible at:

http://www.nhmmis.nh.gov (go to “documents and forms™
under the “documentation” tab)

(2) The current Price per Point rates are as follows:

Acute Care = $2,832.85
CAH = $3,147.61
Psych DPU = $3,114.01
Psych DRF = $7,200.00
Rehab =$14,514,98
Maternity = $3,147.61

{3) DRG reimbursement is calculated by multiplying the Price per Point for the appropriate peer
group times the relative weight assigned to the DRG.

(4) The DRG amount determined above is multiplied by the reimbursement percentage assigned to
the provider. The reimbursement percent is 100% except for maternity which is a 300%
multiplier effective 7/1/09 as specified in item 3.a.(5) above.

(5) The per diem price associated with a given DRG shall be calculated by dividing the price for
that DRG by the geometric mean length of stay associated with that DRG.

4. Direct medical education costs shall be allowed as a pass through payment in accordance with Department
guidelines which shall be based on Medicare guidelines established at 42 CFR 412.2, except that direct
medical education pass through payments shali be suspended for the period beginning July 1, 2019 and
ending June 30, 2021.

5. Day outliers shall be reimbursed on a per diem DRG payment uniess payment is suspended in accordance
with 3. b. (2). Cost outliers shall not be recognized nor reimbursed. (also, see 3.b.(2) and 3.d. for day

outliers.)

6. Periodic interim payments as made under the Medicare Program shall not be made by the Medicaid Program.

7. Pricing shall be prospective and payment shall be retrospective,

8. Payment rates shall be based on the relative weights and payment rates in effect at the time of discharge,
taking into account the requirement to pay the lesser of the usual and customary charge or the computed rate,
in accordance with 42 CFR 447.271 and RSA 126-A:3.

9. Providers of hospital services shall make quarterly refunds of Medicaid payments that are in excess of the

Medicaid allowed amounts.
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Citation
42 CFR 447, 434, 438, and 1902(a)4), 1902(a)(6), and 1903

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.

eaith Care nired Conditions

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

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

Other Provider-P ble Condit

@ The State identifies the following Other Provider-Preventable Conditions for non-payment under
Section 4.19 (A)

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

Additional Other Provider-Preventable Conditions identified below (please indicate the
section(s) of the plan and specific service type and provider type to which the provisions will be
applied. For example — 4.19(d) nursing facility services, 4.19(b) physician services) of the plan:

In accordance with 42 CFR 447.26(c), the Department assures that:
(8) 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;
(b) Reductions in provider payment may be limited to the extent that the following apply: (i)
the identified PPC would otherwise result in an increase in payment, and (i) the State can
reasonably isolate for non-payment the portion of the payment directly related to treatment
for, and related to, the PPC; and
(c) Non-payment for PPC’s does not prevent access to services for Medicaid beneficiaries
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Health Care-Acquired Conditions and Other PPC (cont.)

ayment

In order to determine the payment amount for inpatient hospital services under Attachment 4.19-A
of this State Plan, the Department of Health and Human Services (the Department) will utilize the
diagnoses and present on admission (POA) indicator submitted by providers on claims. The
Department utilizes the MS-DRG grouper in its methodology to pay for inpatient hospital
services. As such, the MS-DRG grouper will not consider hospital acquired diagnoses in the
determination of the DRG payment amount.
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Disproportionate Share — Payment Adjustment

The second type of payment adjustment is available to in-state, non-public general hospitals and certain speciaity
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. In the
case of a hospital located in a rural area (as defined in 42 U.S.C. 1395ww), the term “obstetrician”
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 of age, or to hospitals which do not offer non-emergency
obstetric services as of December 21, 1987.

(b) All disproportionate share 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 methodology for this second type of DSH payment adjustment is detailed in 1, 2,
and 3 below. Non-public hospitals participating in Medicaid will receive a DSH payment adjustment in an
amount as specified in paragraphs 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 in an

amount as follows:

(A) if the deemed DSH is a specialty hospital for rehabilitation or psychiatry, or a hospital that
does not participate in the NH Medicaid Care Management program, or a hospital that qualifies
for a Supplemental Access Payment under page Sc or 5d of Attachment 4.19-A, the DSH
payment amount will be $250,000, or a lesser amount if an amount less than $250,000 is required
to comply with the hospital-specific DSH limit under 42 U.S.C. 1396r-4(g);

(B) if the deemed DSH hospital is not a specialty hospital for rehabilitation or psychiatry, or a
recipient of a Supplemental Access Payment under page Sc or 5d of Attachment 4.19-A, but is a
critical access 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 or psychiatry, but is a
hospital without critical access designation that participates in the NH Medicaid Care
Management program, the DSH payment amount shall be in accordance with paragraph #3

below.
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Disproportionate Share — Payment Adjustment

(continued)

2. Critical Access Hospitals: Each Critical Access Hospital (CAH}) that is not a specialty hospital for
rehabilitation or psychiatry, or & recipient of a Supplemental Access Payment under page 5S¢ or 5d of
Attachment 4.19-A, and that participates in the provider network of the NH Medicaid Care Management
program shall receive a DSH payment equal to 75% 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, the Centers for Medicare and Medicaid Services
(CMS), further defining or interpreting such federal statutory requirements; and shall take into account
any Supplemental Access or enhanced Medicaid rate payments received under Attachment 4.19-A. 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 CFR, 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 or psychiatry, 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 hospital’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, except as further adjusted pursuant to paragraph 4
below:

(A) Funding for State Fiscal and State Plan Year 2015 shall be $34,355,739; 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, each such hospital shall be paid a pro
rata share of the difference between (i) the maximum amount of DSH payments permitted for all
qualifying hospitals for fiscal year 2018 and 2019, as specified in paragraph 4(B), and (ii) the
total payments made in fiscal year 2018 and 2019, respectively, to critical access hospitals under
paragraph 2; where each hospital’s share is proportional te its relative share of total
uncompensated care costs incurred by all hospitals qualifying under this paragraph 3.

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

(A) if in Fiscal Year 2016 or 2017, qualifying hospitals’ total aggregate uncompensated care
costs, as reported to the NH Department of Health and Human Services, is less 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 incurred 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 payments to hospitals qualifying under this second type of DSH payment
adjustment shall not exceed $207,184,916 in Fiscal Year 2016, $217,271,699 in Fiscal Year
2017, $223,829,358 in Fiscal Year 2018, and $215,083,692 in Fiscal Year 2019.
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Supplemental Access Payment

The NH Department of Health and Human Services will make a Supplemental Access payment annually
to those hospitals with critical access designation by the Centers for Medicare and Medicaid Services
that also meet the “qualifying criteria” of this section as a Type I or Type II Access Hospital. Such
access payments shall be made in addition to any other non-DSH Medicaid rate payments available to
such qualifying hospitals under the provisions of Attachment 4.19-A of the NH State Plan. Hospitals
receiving a Supplemental Access Payment under this section in any fiscal year shall not be qualified to
receive a Disproportionate Share Hospital (DSH) payment in the same fiscal year unless such hospital
meets the criteria for a Deemed DSH payment under page Sa, paragraph 1.(a) of this Attachment 4.19-A
and said payment would not result in payments in excess of the hospital-specific DSH limit under 42

USC 1396r-4(g).
I. TypeI - Essential Critical Access Hospital
A. Qualifying criteria for the Essential Critical Access Hospital, Type [:

1) The hospital is designated as a critical access hospital (CAH) in accordance with criteria
established by the Centers for Medicare and Medicaid Services;

2) The hospital is the smallest CAH located in Coos County, as measured by net inpatient
service revenue in fiscal year 2012;

3) The hospital has the highest ratio of Medicaid and uninsured charges to total charges in the
state for state fiscal year 2012, as determined by the Department; and

4) The hospital has the highest ratio of uncompensated care costs to total operating costs in
Coos County for state fiscal year 2012, as determined by the Department.

B. The Type I Supplemental Critical Access payment shall be made during the last fiscal quarter
of each state fiscal year and shall reimburse 100% of the qualifying hospital’s estimated
uncompensated care costs incurred in each state fiscal year, as determined by the state using the
best available data at the time of the payment. For State Fiscal Year 2019, the amount of the Type

I payment shall be $4,014,097.
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Supplemental Access Payment

(continued)

I1. Type II - Essential Maternity Access Hospital
A. Qualifying criteria for the Essential Maternity Access Hospital, Type Il

1) The hospital qualifies for the enhanced payments for maternity-related labor and delivery
services payment under paragraph 3.a (5) at page 2 of Attachment 4.19-A in a fiscal year;

and
2) The hospital has critical access designation by the Centers for Medicare and Medicaid

Services.

B. The Type 1l Supplemental Access Payment shall be made once annually during the last fiscal
quarter of each state fiscal year, For State Fiscal Year 2019, the amount of the Type II payment

shall be $6,599,165.

All Type I and Type II Supplemental Access Payments made under this section shall be included in the
determination of total Medicaid payments made to the eligible hospital for purposes of determining the
hospital’s DSH timit, as defined by federal law at 42 USC 1396r-4(g). The State of New Hampshire will
ensure that no hospital participating in the Medicaid program shall receive any DSH payment in excess of
such federal limit.
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‘ Inpatient Hospital Services
Public Process for Determination of Rates
The State has in place a public process which complies with the requirements of Section

1902(a)(13)(A) of the Social Security Act.
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