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DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers fir Medicare & Madicotd Services '

7500 Securtty Boulevard, Mall Stop 52-26-12 - ‘ :Ms
Baltimore, Maryland. 21244-1850 ﬁ ‘

 APR OB 208

James Parker, Acting Medicaid Director

Nlinois Department of Healthoare and Family Services
Prescott E Bloom Building

201 Sonth Grand Avenue East

Bpringfield 1L, 62763-0002

-RE: Trensmittal Number (TN) 14-0010
Dear Mr. Parker:

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid etate plan submitted
under TN' 14-0010. Bffeotive for services on or after Jasuaxry 1, 2014, this amendment proposes to implement
an evidence-based payment methodology for the reimbursement of pursing sexvices provided in nursing
+ facilifies, using the 48-Ciroup, Resource Utilizations Group IV classification scheme and weights published by
the Crenters for Medicare & Medicaid Services (CMS).

We conducted our review of your submittal according to the statutory requirements at sections 1902(2)(2),
1902(a)(13), 1902(a)X30), and 1903(a) of the Social Secuxity Act and the regulations at 42 CFR. 447 Subpart C.

‘We hexeby inform you that Medicaid State plan amendwment 14-0010 is approved effective Janvary 1, 2014
We are enclosing the HCFA-179 and the amended plan pages.

If you have any questions, please call Fredrick Sebree at (217) 492-4122.
. Sincerely,
Timothy Hill

| Director 6,-'
Bﬂclosxﬁ'es :



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTER FOR MEDICARE & MEDICAID SERVICES

TRANSMITTAL AND NOTICE OF APPROVAL

OF STATE PLAN MATERIAL
FOR: CENTER FOR MEDICARE AND MEDICAID SERVICES

FORM APPROVED
OMB NO. 0938-0193
1. TRANSMITTAL NUMBER | 2. BTATE: -
14-0010 ILLINOIS

3. PROGRAM IDENTIFICATION:
Title XIX of the Soolal Security Act (Medicaid)

TO: REGIONAL AUMINISTRATOR
CENTERS FOR MEDICARE: AND MEDICAID SERVICES
DEPARTMENT OF HEALTH AND HUMAN SERVICES

4, PROPOSED EFFECTIVE DATE:
Jarwary 1, 2014

§. TYPE OF PLAN MATERIAL (Gheck Cne)

-+

I 1 NEWSTATEFLAN [ ] AMENDMENT TO BE CONSIDERED AS NEW PLAN [X]  AMBNDMENT

COMPLETE BLOCKS & THI 10 IF THIS IS AN AMENDMENT (Saparato Transmilial for eauh ameidinent)

6. FEDERAL STATUTE/REGULATION CITATION:
Seotion 1902 of the Soclel Security Act

7. FEDERAL BUDGET IMPACT
a, FEY 2014  $51.4 Nilon
h. FFY 2018 308.5 Milllon

8. PAGE NUMBER OF THE PLAN SECTION OR ATTAGHMENT:
Attachmuent 4,160, Pagexs 17-21 and Pagas T7.80

8, PAGE NUMBER OF THE BUPERSEDED PLAN SECTION
OR ATTACHMENT (I Appliceia):

Attachment 4,16-D, Pages 17-21 and Pages 77-80

10, SUBJEQT OF AMENDMENT:

Nuraing Home Services Relmbursement - 48 Group, RUG-V Classification

14. GOVERNOR'S REVIEW (Chack Orw)
[] GOVERNOR'S QFFIGE REPORTED ND QOMMENT

E } COMMENTS OF GOVERNOQR'S OFFIGE ENOLOSED
NO REPLY RECRIVED WITHIN 48 DAYS OF SUBMITTAL

BIENALLIRE CHF ACHENDY LIS ALY

{X] OTHER, AS GPECIFIED: Not submitte for review by prior approval.

16, RETURN TO:

Department of Healthoare and Family Services

Bureau of Program and Reimbursement Analysis
Alin: Mary Daran

Direntor of Hepithcare and
Family Services

" 201 South Grand Avenue East
Springfield, I 62763-0001

15. DATE suamrrre; EXTNLE

FOR REGIONAL QFFICE USE ONLY

17. DATE RECEIVED:

| 18. DATH APPROVED:

APR_ 08 208,

PLAN APPROVED—ONE GOPY ATTAGHED

18, EFFEGTIVE DATE OF APPROVED MAW“I 20“.

20. SIGNA

REGIONAL OFFICIAL:

LN T P Y

23, REMARKS:

FORM GME-170 (07/02)

Instructions en Back



Attachment 4,18-D
Page 17

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT )
State: lHlinois

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES—
REIMPURSEMENT TO LONG TERM CARE FACILITIES

the rei emet in senn he ethodolo into
ion the o indivi i ents, as ed ; jed by the
i i inimugn Data Set A @
in b federal poverpment. )

This Section establi he method and criteria used 1o determine the

;ggm mmbm gemgm gjgguﬁcaﬂog bagg ugon the assgsxrnenta of

assification s as publis ad States
2 Ihand Hum C‘e te) for ed care an
ical cpi speci ult gro ished

The statewide RUG-1V nursing base per diem rate effective on Januar

201 4. shall be $83.49.

iii._For services orovided on or after January 1. 2014:
A) The D ment shall compute and pa ilitv-specific nursin,
co ent of the jem rate as the arit cl n of the resident-
i i i -g 10]Ied resigdenis on

uarte:r rec.ed ﬂ ther te; The RUG-1V nur; mr
compo i he produgct of the

tatemge RUG-1V nursing base per diem [gtg the facility average cagse
mix index 10 be salculated gua erly, and the aoional wage adiustor.
Transition rat ervices al 14 and

whose iste calc this subsection is iter th nthc. n rsinv
ent rate in : 1. 20 hall be paid th £

nursing component rate i ct tuly 1, 2012;

The difference of the -1V component per diem
calculated for the current et mings the nursing component

rate in effect fuly 1. 2012, multiplied by 0.88,

TN # 14-0010 Approval date: /J\PR () § Q13  Efective dete: 01/01/2014

Supersedes
TN # 09.08



Attachment 4.19-D

Page 18
STATE PLAN UNDER TITLE XIX OF THE SOGIAL SECURITY ACT
State: Uinois , -
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES—
REIMBURSEMENT TO LONG TERM CARE FACIITIES .
TN# 140010 Apptoval date: /APR U8 2010 Effective date: 014112014
Bupersedes .

TN# 0704



Attachroent 4,9-D

Page 19
STATE FLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: Winols
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES—
REIMBURSEMENT TO LONG TERM GARE FAGILITIES

0402

/407

D07

[Reserved]

TN# 140010 _ S et 77 APR U8 20 Eftective date: 010112014

Supersedes
T™N# 0704



Atachment 4,18-D

Pagoe 20
STATE PLAN UNDER TITLE XIX OF THE socm SECURITY ACT
Staie: Winois ‘
METHODS AND STANDARDS FOR mmusmummmm RATES—
BURSEMENT TO LONG TERM GARE FACILITIES
o107
o7
{Reserved] -
TN 120090 oproval ate: 77AER O 8 201 chechve care: TiiniZ0A
Supersedes

TN# 07-04



Aftachment 4.12.0

Page 24
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Siate: Wlinols
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES .
REIMBURSEMENT TO LONG TERM CARE FACILITIES
AR
10400
[Reserved]
T™N# 140010 ' Approval date: //ADR $ 72015 Effective date: QH01/2014
Su

TN# 11-D4



Attachment 4.18-D
: Page 77
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: Hiinoks

METHODS AND STANDARDS FOR ESTABUSHING PAYMENT RATES-
REIMBURSEMENT TO LONG TERM CARE FACILITIES

, E. Reimbursement for Residents with Exceptional Needs in Nursing Facilitles
G114 1049 1. Excoptional-Cove ‘

this-gubseotion; ventiisters-Ventilators are defined & any type of electrical or
prieumatically powered closed mechanival system for residents who are, or who
may become, unable to support their own respiration. It does not include
Continuous Positive Airway Pressure (CPAP) or Bi-level Positive Airway

lators are iver C BiPA/

e £ n i - L
ventilator services.

wh L

i, A minitoum of one RN on dufy en-the-day-shiftfor 8 consecutive hours,
seven days por week, Additionat RN staff may be detsrmined necessary by
the Department, based on the Depariment's review of the ventilator services.

i, A minimum of the required number of LPN licensed nursing staff on duty,
: with an RN on call, If not on duty on the evening and vight shifts, seven days
per week.

TN® 140010 Foraval datg: 17NPR O 8 200 Erecive duss: Gim1ZD14

Supersades
T™# 1104



State: {iiinois

Atizclrnent 4.19-D
Page 78

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY AGT

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES—
B FACILITIES

REINBURSEMENT TO LONG TERM CARE |

Q11410108

iv.

V.

A certified respitatory thevapy technioian or registered respiratory therapist
shall be available xt the facility or on call 24 howrs a day,

iiable . .
shall avalum and dommant the msplmtory sutus oftlw ventilator remdent
on 5o less than 2 weekly basis.

At least one of the full-time ficensed nursing staff members must have
suscessfully vompleted a oourse in the care of veatilator dependent
individuals and the nse of vemilators, condueted and documented by a
cestified respiratory therapy technician or registeced vespiratory thecapist or 2
qualified nurse who has at least one year experience in the care of
ventilator dependent pessons, -
Aﬂmﬁwhgfmvmﬁhbrdamdmtwaldmmhwedwumemedw
Mieemlninginvmmmmmonoprovidingﬂ:atm ln-sewlce
mmmﬂb&muﬁﬁdﬂtmmudlybya pd-rspi RS

qualrﬁedmmmdmmwhohasatiustmynr
in the care of ventiltor dependent persons. In-service training
docnmentation shall include pame and qualifieation-title of the in-service
director, duration of presentation, content of presentation and signature and

position duscﬁphan of afl pamdmts

d. For a nursing facility w be eligible to receive ventilator service payments, the
provider shatl have and nmintain physical plant edaptations to accommodate the
nmuaiyeqmpmcnt. mhns.mememmoye!ecmmmknpmm

THN# 140010

Supersedes
TN# 11-04

Approval date: 77 APR 0 8 2019 Effective date: 01/09/2014



Ataciwnent 4.18-0
Page 79

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: iilinols

METHODS AND STANDARDS FOR EETABIISHING PAYMENT RATES-—
REIMBURSEMENT TO LONG TERM CARE FAGILITIES

8. Traumatic brain injury (TBI)isa nondegenerative, noncongenital insult to the
brudn from an external mechanical foree, possibly leading to permansut or
temporary impairment of cogaitive, phiysioal, and psychosoolal functions, with an
associatad diminished or altered state of consciousness.

b.  Based on the leval of functioning, according to the “Rancho Los Amigos
Cognitive Scale” and the services and interventions implemented, a resident will
fall into one of three tiers of payments. This payment is in llew of any other
reimbursement for nursing facility services.

. Tierl reimbursement includes residents who have ressived intensive
rehabilitation and are prepasing for discharge to the community. The payment
amout is $264,17 per day and cannot exceed six months, This tier includes
residents who have received Intensive rehabilitation and are preparing for
discharge to the community. A resident must score a Leve! VIIL.X on the
Rancho Los Amigos Cognitive Scale, and score the following on the MDS 3.0.
i. E0300=0; no behaviors;
ji. C0500; cognitively intact;
ifi. Section G; alt ADL tasks coded less than 3; and

iv. QD400A=1; active discharge in place or QUS00=1; referral has been made to
local contact agency.

TN# 14-0010 Approvalcaie: {APR 0 9 2015  Effective date: 410172014
Supersedes )

TN 11-D4



Attachment 4.18.D
Page 80
STATE PLAN UNDER TITLE XIX OF THE SOC/AL SECURITY ACT
State: WMinols '
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-—
REIMEURSEMENT TO |.ONG TERM CARE FACILITIES

P4 d. Tier Ji reimbutzement includes residents who have reached a plateau in
' rehabilitation ability, but still require services related to the TBL The payment
amount is $486.49 per day and cannot exceed twelve months. This tier includes
residents who have reached a platean in rehabilitation ability, but still require
servioea related to the TBU A resident must score a Level TV-VII on the Rancho
Los Amigos Cognitive Scale, and score the following on the MDS 3.0.

i, C0500; BIMS is less than 13 or C1000=2 or 3; vognitive skills for decision
making are moderately to severely impaired;

ii. E0300=1 or E1000==1; rasident has behaviors, and BOS00A-C=1; these
behaviors impact resident or E0600A-C~1; impact others;

fii. Section G; 3 or mote ADL resquire extensive agsistance;

iv. Two or mere of the following restoratives: 00500D=1; Bed Mobility,
00500E=1: Transfer, 00500F=1; Walking, 00500G=1; Dressing/Grooming,
00500H=1; Esting or 00500J=1; Communication; and

v, O0400E2-1; Psychological or O0400F2>1; Recreationatl Therapy at least
two o more days a week.

. Tier HI reimbursement includes aoutely diagnosed residents with high _
rehabilitation needs. The payment mmnount is $767.46 per day and cannot exceed
nine months. This tier includes residents with an injury resulting it 2 TBI
diagnosis within the prior six months that are acutely diagnosed with high
rehabilitation needs. A resident must score a Level IV-VII on the Rancho Los
Amigos Cognitive Scale, and score the following on the MDS 3.0.

i, €0500; cognition-MMIS is less than 13 or C1000=2 or 3; cognitive skills for
decision making are moderately to severely impaived;

i, ©Q400; Rehabilitation Therapy (OT, PT or 8T) received at least 500 minutss
per week and at least 1 rohab discipline 5 days a week; and O040082>1;
Psycholngicat Therapy at least 2 days per week.

TN # 140010 " Approval date: 1TAPR 0 @ 2008  Efective date: 010113014

Supemnsstes
TN# O7-04





