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Mrs. Jen Steele, Director
Bureau of Health Services Financing
Department of Health
Post Office Box 91030
Baton Rouge, Louisiana 70821-9030

September 18,2018

RE: T,or¡ isiana I 8-0009

Dear Mrs. Steele:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan
submitted under transmittal number (TN) l8-0009. Louisiana Department of Health submitted
this State plan amendment to amend the provisions goveming DSH payments for a major
medical center in order to establish qualification criteria, and a DSH payment methodology for
large private hospitals located in the southwestem area ofthe State (LDH Region 4), which
provides specialized intensive care bum units.

'We 
conducted our review ofyour submittal according to the statutory requirements at sections

1902(a)(2), 1902(a)(13), 1902(a)(30),1903(a), and 1923 ofthe Social Security Act and the
implementing Federal regulations at 42 CFR 447 Subpart C. As part ofthe review process the
State was asked to provide information regarding funding of the State share of expenditures
under Attachment 4.19 - A.

Based upon your assurances, Medicaid State plan amendment 18-0009 is approved effective
June 30,2018. We are enclosing the CMS-179 and the new plan pages.

If you have any questions, please call Tamara Sampson at (214) 767 -6431 .

Sincerely,

d',^L'-?'-'
Kristin Fan
Director

Enclosures
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM

STATE OF LOUISIANA
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METHODS AND STANDARDS FOR ESTABLISHINC PAYMENT RATES - IN-PATIENT HOSPITAL CARE

Major Medical Centers with Specialized Burn Care Units Located in the Southwestern
Area of the State

A. Qualifying Criteria

Effective for dates ofservice on or after June 30,2018, hospitals qualifying for payments as

major medical centers located in the southwestem area of the state shall meet the following
criteria:

1. be a private, non-rural hospital lncaterl in T,ouisiana l)epartment of Health administrative
region 4;

2. have at least i75 inpatient beds as repofied on the Medicare/Medicaid cost report,
Worksheet S-3, column 2, lines l - 18, for the state fiscal year ending June 30, 2017 . For
qualification purposes, inpatient beds shall exclude nursery and Medicare-designated
distinct part psychiatric unit beds;

3. have a bum intensive care unit that is reported on the Medicare/Medicaid cost report,
Worksheet S-3, line 10, columns 1-8, for the state fiscal year ending June 30,2017;

4. does not qualify as a Louisiana low-income academic hospital; and
5. does not qualify as a pafty to a low income and needy care collaboration agreement with

the Louisiana Department of Health,

The only hospital that meets the above criteria is Our Lady ofLourdes Regional Medical
Center.

B. Payment Methodology

Effective for dates ofservice on or after June 30, 2018, Our Lady ofLourdes Regional
Medical Center shall be paid a DSH adjustment payment up to their hospital-specific
allowable uncompensated care costs.

1 . Costs, patient specific data and documentation that qualifying criteria is met shall be
submitted in a format specified by the Department.

2. Reported uncompensated care costs shall be reviewed by the Department to ensure
compliance with the reasonable costs definition in the Medicare Provider Reimbursement
Manual, Paú l, Chapter 21, Section2102.1. Allowable uncompensated care costs must
be calculated using the Medicare/Medicaid cost report methodology.
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - IN-PATIENT HOSPITALCARE

3. Aggregate DSH payments for hospitals that receive payment from this category, and any
other DSH category, shall not exceed the hospital's specific DSH limit. If payments

calculated under this methodology would cause a hospital's aggregate DSH payment to
exceed the limit, the payment from this category shall be capped at the hospital's specific
DSH limit.

4. A pro rata decrease, necessitated by conditions specified in.B. 1, above, for hospitals
described in this section, will be calculated based on the ratio determined by dividing the
hospital's uncompensated costs by the uncompensated costs for all of the qualifying
hospitals described in this section, then multiplying by the amount of disproportionate
share payments calculated in excess ofthe federal DSH allotment.

a. If additional payments or recoupments are required based on the results of the mandated
DSH audit repofi, they shall be made within one year after the final report for the state fiscal
year is submitted to the Centers for Medicare and Medicaid Services (CMS).

b. Payments shall be limited to the aggregate amount recouped from the qualifying hospitals
described in this section, based on the reported DSH auditresults.
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