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DEPARTMENT OF HEALTH AND HUMAN SERVICES

Centers for Medicare& Medicaid Services

MS7500 Security Boulevard, Mail Stop 52-26- 12
Baltimore, MD 21244- 1850 CENTERS FOR MEDICARE&, Ewu'D fARV' CES

CENiHI FOR MEDICAID h CHIP SERVICES

Financial Management Group

NOV 6 6 2014

Ms. Mary E. Dalton
State Medicaid Director

Department of Public Health& Human Services

P.O. Box 4210

Helena, MT 59604

Re: Montana 14- 036

Dear Ms. Dalton:

We have reviewed the proposed amendment to Attachment 4. 19-D of your Medicaid State plan
submitted under transmittal number( TN) 14-036.  Effective for services on or after July 1, 2014,
this amendment ( 1) implements legislative funding for nursing facility reimbursement;  ( 2)

updates references to reflect the current fiscal year; ( 3) updates the current statewide median

price; ( 4) updates the current fiscal year for the direct care wage component of the rate; and, ( 5)

provides for other minor clarifications.

We conducted our review of your submittal according to the statutory requirements at sections
1902( a)( 2),  1902( a)( 13),  1902( a)( 30),  and 1903( a)  of the Social Security Act and the

implementing Federal regulations at 42 CFR 447 Subpart C.  We are pleased to inform you that
Medicaid State plan amendment TN 14- 036 is approved effective July 1, 2014.  The HCFA- 179
and the amended plan pages are attached.

If you have any questions, please contact Christine Storey at( 303) 844- 7044.

Sincerely,

Timothy Hill

IM
Director



DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
HEALTH CARE FINANCING ADMINISTRATION OMB NO. 0938- 0193_

TRANSMITTAL AND NOTICE OF APPROVAL OF 1. TRANSMITTAL NUMBER:  2. STATE

STATE PLAN MATERIAL 14- 036 MONTANA

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE
FOR: HEALTH CARE FINANCING ADMINISTRATION

SOCIAL SECURITY ACT( MEDICAID)

TO: REGIONAL ADMINISTRATOR 4. PROPOSED EFFECTIVE DATE

HEALTH CARE FINANCING ADMINISTRATION July 1, 2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES

S. TYPE OF PLAN MATERIAL( Check One):

NEW STATE PLAN AMENDMENT TO BE CONSIDERED AS NEW PLAN AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT( Separate Transmittal or each amendment

6. FEDERAL STATUTFJREGULATION CITATION:    7. FEDERAL BUDGET IMPACT:
42 CFR 447( 250-272) a. FFY 2014 396,273)

b. FFY 2015 1, 188, 820

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:     9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION

OR ATTACHMENT( IfApplicable):

Attachment 4.19 D Attachment 4.19 D

13 of 56 13 of 56

25 of 56 25 of 56

54 of 56 54 of 56

10. SUBJECT OF AMENDMENT:

Nursing Facility Reimbursement Updates for 2% Provider Rate Changes; Update Administrative Rule References; Update Fiscal
Year End; Update State-Wide Median Price

11. GOVERNOR' S REVIEW( Check One):

GOVERNOR' S OFFICE REPORTED NO COMMENT OTHER, AS SPECIFIED:

COMMENTS OF GOVERNOR' S OFFICE ENCLOSED SINGLE STATE AGENCY

NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL
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Montana Dept. of Public Health and Human Services

Mary E Dalton
State Medicaid Director
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Attn: Mary Eve Kulawlk

14. TITLE: State Medicaid Director
PO Box 4210

Helena MT 59604
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Attachment 4. 19D

Page 13 of 56

Reimbursement for

Skilled Nursing and
Intermediate

Care Services

average case mix index and the statewide average Medicaid case mix index.
i) The Medicaid average case mix index for each facility to be used In

rate setting will be the simple average of each facility's four Medicaid case mix
Indices calculated for the periods of February 1 of the current year and
November 1, August 1 and May 1 of the year immediately preceding the current
year. The statewide average Medicaid case mix index will be the weighted
average of each facility's four quarter average Medicaid case mix index to be
used in rate setting.

c) The statewide price for nursing facility services will be determined
each year through a public process.  Factors that could be considered in the

establishment of this price Include the cost of providing nursing facility services,
Medicaid recipients access to nursing facility services, and the quality of nursing
facility care.

d) The total payment rate available for the period July 1, 2014 through
June 30, 2015 will be the rate as computed in( 2), plus any additional amount
computed in ARM 37.40.311 and 37.40.361.

3) Providers who, as of July 1 of the rate year, have not filed with the
department a cost report covering a period of at least six months participation in
the Medicaid program in a newly constructed facility will have a rate set at the
statewide median price of$ 169.42 as computed on July 1, 2014.  Following a
change in provider as defined in ARM 37.40.325, the per diem rate for the new
provider will be set at the previous provider's rate, as if no change in provider had
occurred.

4) For ICF/MR services provided by nursing facilities

x
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Attachment 4. 19D

Page 25 of 56

Reimbursement for

Skilled Nursing and
Intermediate

Care Services

37. 40. 326 INTERIM PER DIEM RATES FOR NEWLY CONSTRUCTED FACILITIES AND NEW
PROVIDERS  ( 1)  This rule specifies the methodology the department will use to
determine the interim per diem rate for in- state providers,  other than ICF/ MR
providers,  which as of July 1 of the rate year have not filed with the
department a cost report covering a period of at least six months
participation in the medicaid program in a newly constructed facility or
following a change in provider as defined in ARM 37. 40. 325.

a)  Effective July 1,  2001,  and thereafter,  the rate paid to new

providers that acquire or otherwise assume the operations of an existing
nursing facility,  that was participating in the medicaid program prior to the
transaction,  will be paid the price- based reimbursement rate in effect for

the prior owner/ operator of the facility before the transaction as if no
change in provider had occurred.  These rates will be adjusted at the start of
each state fiscal year in accordance with  ( 1) ( b) .

b)  Effective July 1,  2001,  and thereafter,  the rate paid to newly
constructed facilities or to facilities participating in the medicaid program
for the first time will be the statewide average nursing facility rate under
the price- based reimbursement system.  The direct care component of the rate
will not be adjusted for acuity,  until such time as there are three or more

quarters of medicaid CMI information available at the start of a state fiscal
year.  Once the CMI information is available the price- based rate will include
the acuity adjustment as provided for in ARM 37. 40. 307( 2) ( b) .  ( History:  Sec.

53- 6- 113,  MCA;  IMP,  Sec.  53- 6- 101 and 53- 6- 113,  MCA;  NEW,  1991 MAR p. 2050,
Eff.  11/ 1/ 91, AMD,  1992 MAR p.  1617,  Eff.  7/ 31/ 92;  AMD,  1993 MAR p.  1385,

Eff.  7/ 1/ 93; AMD,  1999 MAR p.  1393,  Eff.  6/ 18/ 99;  TRANS,  from SRS,  2000 MAR

p. 4- 89;  AMD,  2000 MAR p. 492,  Eff.  2/ 11/ 00; AMD,  2000 MAR p.  1754,  Eff.

7/ 14/ 00;  AMD,  2001 MAR p.  1108;  Eff.  6/ 22/ 01;  AMD,  2002 MAR p.  1767,  Eff.

6/ 28/ 02.)

Rules 27 through 29 reserved

37. 40. 330 SEPARATELY BILLABLE ITEMS  ( 1)  In addition to the amount

payable under the- provisions of ARM 37. 40. 307( 1)  or  ( 4),  the department will

reimburse nursing facilities located in the state of Montana for the
following separately billable items.  Refer to the department' s nursing
facility fee schedule for specific codes and refer to healthcare common
procedure coding system  ( HCPCS)  coding manuals for complete descriptions of
codes:

a)  ostomy surgical tray;

X
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Attachment 4. 19D

Page 54 of 56

Reimbursement for Skilled Nursing
And Intermediate

Care Services

37.40.361 DIRECT CARE AND ANCILLARY SERVICES WORKERS' WAGE REPORTING/ADDITIONAL PAYMENTS INCLUDING

LUMP SUM PAYMENTS FOR DIRECT CARE AND ANCILLARY SERVICES WORKERS' WAGE AND BENEFIT INCREASES ( 1)
Effective for the period July 1, 2014 and for the six months thereafter, nursing facilities must report to the department actual hourly wage
and benefit rates paid for all direct care and ancillary services workers or the lump sure payment amounts for all direct care and ancillary
services workers that will receive the benefit of the increased funds. The reported data shall be used by the department for the purpose
of comparing types and rates of payment for comparable services and Decking distrltutlon of direct care wage funds to designated
workers.

2) The depafent will pay Medicaid certified nursing cue facilities located In Montena that submit an approved request to
the department a lump stmt payment in addition to the amount paid as provided In ARM 37.40.307 and 37.40.311 to their computed
Medicaid payment rate to be used only for wage and benefit increases or lump sum payments for direct care or ancillary services
workers,in nursing facilities.

a) The department will determine the lump am payments, twice a year commencing July 1, 2014, and again in six months
from that date as a pro note share of the appropriated$ 3,981, 106 funds allocated for increases in direct care and ancilary services
workers' wages and benefits or lump sum payments to direct care and ancillary services workers.

b) To receive the direct care andlor ancillary services workers' lump sum paynaert, a nursing facility shall submit for approval
a request form to the department staling how the direct care and ancillary servkoss workers' lump arm payment will be spent in the
facllNy to cornpiy with all statutory requirements. The facility shall submit all of the information required on a form to be developed by the
department in order to continue to receive stilbsequeM lump arm payment amounts for the entire rate year. The form for wage and
benefit increases will request information htckxing but not limited to:

1) the number by category of each direct care and ancillary services workers that will receive the benefit or the increased
funds if these funds will be distributed in the form of a wage Increase

11) the actual per hour rate of pay before benefits and before the direct dare wage increase has boon Irnpted for each
worker that will receive the benefit of the Increased funds;

ON) the projected per hour rate of pay with benetts after the direct wage Increase has been impalernented;
iv) the number of staff receiving a wage or beneft Increase by category of worker, effective date of implementation of the

Increase in wage and benefit and
v) the number of projected hours to be worked In the budget period.

c) If these funds will be used for the purpose of providing kanp am payments( i.e. bonus, stipend or other payment types) to
direct care and ancillary services workers in nursing care facilities the form will request Information including, but not limed to:

1) the number by category of each direct care and ancillary services worker that will receive the benefit of the increased
funds;

0) the type and actual amount of lump sum payment to be provided for each worker that will receive the benefit of the lump
sum funding;

tli) the breakdown of the lump sum payment by the amount that represents benefits and the direct payment to workers by
category of worker,and

iv) the effective date of Implementation of the imp sum benefit.
d) A facility that does not submit a qualifying request for use of the funds distributed under( 2), that includes all of the

information requested by the department within the time established by the deparbnerd, or a faciity that does not wish to participate in
this additional funding smount shall not be entitled to their share of the funds available for wage and benefit Increases or lump sum
payments for direct care and ancillary services workers.

3) A facility that receives funds under this rule must maintain appropriate records documenting the expenditure of the funds.
This documentation must be maintained and made evadable to auftrized governmental entitles and their agents to the some extent as

other required records and documentation under applicable Medicaid record requirements, Inckidng but not limited to to provisions of
ARM 37.40.345, 37.40.348 and 37.85.414. ( I-11story: 53-2-201, 53.8-113, MCA; IMP, 53-2.201, 53$- 101, 538.111, 53.8-113, MCA;
x,1999 MAR p. 1393, Eff. 611& W;TRANS, from SRS, 2DO0 MAR p. 489; AD,2000 MAR p. 1754, Eft 7114100; AMD, 2001 MAR
p. 110a, Eff. 8/27101; AM,2002 MAR p. 1787, Eff. 8128=; AMD. 2005 MAR p. 1048, Eff. 711/ 05; AMD, 2008 MAR p. 1838, Eff. 7i1106;

Q, 2007 MAR p. 1100, Eft. 8/ 10/ 07; M2,2008 MAR p. 1411, Eft. 8/14109, AMD, 2010 MAR p. 1520, Eft.7/ 1H 0; AMD. 2012 MAR p.
1874, Eft. 8/24112; AM,2013 MAR p. 1103, Eft. 7/1113.)

37.5. 310 ADMINISTRATIVE REVIEW AND FAIR HEARING PROCESS FOR MEDICAL. ASSISTANCE PROVIDERS ( 1) The

following administrative review and fair hearing process applies to all medical assistance providers that are aggrieved by an adverse action of

the department, except medical assistance providers appealing eligibiNty determinations as a real party in interest.

2) A medical assistance provider, other than a medical assistance provider appealing an eligibility determination as a real party

In Interest, aggrieved by an adverse action of the department may request an administrative review. The request must be in writing, must

state in detail the provider$ objections, and must include any substantiating documents and information which the provider wishes the

department to consider in the adminstrative review. The request must be mailed or delivered to the Department of Public Health and

Human Services, 111 N. Senders, P.O. Box 4210, Helena, MT 59604- 4210 and should be addressed or directed to the division of the

department that Issued the contested determination. The request for administrative review must be received by the department within 30

days of mailing of the department's written determination.

a) Within the 30 days a provider may request in writing an extension of up to 15 days for submission of a request for

administrative review. The department may grant further extensions for good cause shown. Requests for further extensions must be in

writing, must be received by the department xlthin the
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