DEPARTMENT OF HEALTH & HUMAN SERVICES C'M‘S'
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop 52-26-12

Baltimore, Maryland 21244-1850 mhmamm

Center for Medicaid, CHIP, and Survey & Certification

Mr. Don Gregory, Director

Bureau of Health Services Financing coan
Department of Health and Hospitals DEC -8 ™
Post Office Box 91030

Baton Rouge, Louisiana 70821-9030

Attention: Sandra Victor
RE: Louisiana 10-39
Dear Mr. Gregory:

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan
submitted under transmittal number (TN) 10-39. Effective for the dates of service on or after
August 1, 2010, per diem rates paid to intermediate care facilities for persons with
developmental disabilities (ICFs/DD) which have downsized from over 100 beds to less than 35
beds prior to December 31, 2010 shall be restored to the rates in effect on January 1, 2009.

We conducted our review of your submittal according to the statutory requirements at sections
1902(a)(2), 1902(a)(13), 1902(aX30), 1903(a), and 1923 of the Social Security Act and the
implementing Federal regulations at 42 CFR 447 Subpart C. As part of the review process the
State was asked to provide information regarding access to care issues and the funding of the
State share of expenditures under Attachment 4.19-D. Based upon your assurances, Medicaid
State plan amendment 10-39 is approved effective August 1, 2010. We are enclosing the HCFA-
179 and the amended plan page.

If you have any questions, please call Sandra Dasheiff, CPA at (214) 767-6490.

Sincerely,

2~—Cindy Mann
Director
Center for Medicaid, CHIP, and Survey & Certification
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-D
MEDICAL ASSISTANCE PROGRAM Page 18

STATE OF LOUISIANA

Reimbursement rates for the 33 or more beds peer group will be limited to 95 percent of the
16-32 bed peer group reimbursement rates,

Per Diem Rate Adiustments
Effective for dates of service on or after February 20, 2009, the reimbursement rate shall be reduced by
3.5 percent of the per diem rate on file as of February 19, 2009,

Effective for dates of service on or after September 1, 2009, the reimbursement rate shall be increased by
1.59 percent of the per diem rate on file as of August 31, 2009.

Effective for the dates of service on or after August 1, 2010, the reimbursement rate shall be reduced by 2
percent of the per diem rates on file as of July 31, 2010.

Effective for the dates of service on or after August 1, 2010, per diem rates for ICFYDD which have
downsized from over 100 beds to less than 35 beds prior to December 31, 2010 shall be restored 1o the
rates in effect on January 1, 2009.

4. Rebasing

Rebasing of rates will occur at Jeast every three years utilizing the most recent audited
and/or desk reviewed cost reports,

5. Requests for Supplemental Services

&  Requests for pervasive plus rate supplement must be reviewed and approved by the DHH
ICAP Review Commiittee, A facility requesting a pervasive plus rate supplement shall bear
the burden of proof in establishing the facts and circumstances necessary to support the
supplement in a format and with supporting documentation specified by the DHH ICAP
Review Committee.

The ICAP Review Committee shall make & determination of the most appropriate staff
required to provide requested supplemental services.

The amount of the pervasive plus supplement shall be calculated using the Louisiana Civil
Service pay grid for the appropriate position as determined by the [CAP Review Committee
and shall be the 25" percentile salary level plus 20 percent for related benefits times the
number of hours approved.

b.  Other Client Specific Adjustments to the Rate

A facility may request a client specific rate supplement for reimbursement of the costs for
enteral nutrition, ostomy, tracheotomy medical supplies or a vagus nerve stimulator, The
provider must submit sufficient medical supportive documentation to the ICAP Review
Commitiee 10 establish medical need for enteral nutrition, ostomy or tracheotomy medical
supplies.

The amount of reimbursement determined by the ICAP Review Committee shall be based on
the average daily cost for the provision of the medical supplies. The provider must submit
annual documentation to support the need for the adjustment to the rate.

Sufficient medical supportive documentation must be submitted to the Prior Authorization
Unit to establish medical necessity. The amount of reimbursement shall be the established fee
on the Medicaid Fee Schedule for medical equipment and supplies,
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