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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop 52-26-12
Baltimore, Maryland 21244-1850

CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

Coérgriy]]\%iﬁgl?Deputy Director

Division of Medicaid and Long-Term Care
Nebraska Department of Health & Human Services
301 Centennial Mall South

Lincoln, NE 68509

RE: Nebraska State Plan Amendment TN: 14-05
Dear Ms. Miller:

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan
submitted under transmittal number (TN) 14-05. This amendment modifies the Plan to remove
references to an obsolete contracting process for setting relmbursement rates for specialized nursing
facility services.

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. This is to inform you that Medicaid State plan
amendment 14-05 is approved effective April 1, 2014. We are enclosing the HCFA-179 and the
amended plan pages.

If you have any questions, please call Tim Weidler at (816) 426-6429.

Cindy Mann
Director

Enclosures
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
OMB NO. 0938-0193

HEALTH CARE FINANCING ADMINISTRATION
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STATE PLAN MATERIAL 14-05 Nebraska
FOR: HEALTH CARE FINANCING ADMINISTRATION 3. PROGRAM IDENTIFICATION: TITLE XIX OF THE
SOCIAL SECURITY ACT (MEDICAID)
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HEALTH CARE FINANCING ADMINISTRATION April 1,2014
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10. SUBJECT OF AMENDMENT:
Reimbursement of Specialized Nursing Facility Rehabilitation Services

11. GOVERNOR'’S REVIEW (Check One):
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13. TYPED NAME' Division of Medicaid & Long-Term Care

Couriney Miller )

Nebraska Department of Health & Human Services
14. TITLE: .
. o . 301 Centennial Mall South

Deputy Director, Division of Medicaid and Long-Term Care Lincoln. NE 68509
15. DATE SUBMITTED:; ?

June 17,2014

FOR REGIONAL OFFICE USE ONLY

17. DATE RECEIVED: 18. DATE APPROVED: SEP 12 2014

June 17,2014

[ONAL OFFICIAL:

19. EFFECTIVE DATE OF APPROVED MATR% 1 2014 120.8

- ——

21, TYPED NAME: 22 TI T
p/"“"b /Z’Q“'Iﬂsafu e u \ Dlnw{'m Po)'tcgl} ]_\NM\(I{-\I) M(&‘(”C.S

23. REMARKS: -

TVANRAL YTIATIA 17N 70" OAN



No

10.
1.

ATTACHMENT 4.19-D
Page 40

Be able to provide the necessary professional services that the special needs
clients require (for example, respiratory therapy 24 hours a day, 7 days a week);
Have the physical plant adaptations necessary to meet the client's special needs (for
example, emergency electrical back-up systems);

Establish admission criteria and discharge plans specific to each special needs

population being served;

Have a separate and distinct unit for the special needs program;

Establish written special program criteria with policy and procedures to meet the

needs of an identified special needs group as defined in 471 NAC 12-014.01;

Have written policies specific to the special needs unit regarding:

Emergency resuscitation; :

Fire and natural disaster procedures; .

Emergency electrical back-up systems;

Equipment failure (e.g.: ventilator malfunction);

Routine and emergency laboratory and/or radiology services; and
Emergency transportation.

aintain the following documentation for special needs clients:

A comprehensive multidisciplinary and individualized assessment of the client's
needs before admission. The client's needs dictate which disciplines are
involved with the assessment process. The assessment must include written
identification of the client's needs that qualify the client for the special program
as defined in 471 NAC 12-014.01. The initial assessment and the team's review
and decisions for care must be retained in the client's permanent record. (see
471 NAC 12-014.03A),

b. A copy of the admission MDS (Minimum Data Set), admission assessment and,
PASRR Level | identification screen and the Level Il determination if applicable.
These are to be maintained as part of the client's permanent record;

c. A minimum of daily documentation or assessment and/or intervention by a

Registered Nurse or other professional staff as dictated by the client's needs

(e.g., Respiratory Therapy, Occupational or Physical therapy),;

A record of physician's visits; and

e. Arecord of interdisciplinary team meetings to evaluate the client's response and
success toward achieving the identified program goals and the team's
revisions/additions/deletions to the established program plan (see 471 NAC
12-014.03D);

Maintain financial records in accordance with 471 NAC 12-011 and 12-012; and

Provide support services necessary to meet the care needs of each individual

client and these must be provided under existing contracts or by facility staff as

required by Medicare/Medicaid (42 CFR 483. Subpart B) for nursing facility
certification (for example, respiratory, speech, physical or occupational therapies,
psychiatric or social services).
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ATTACHMENT 4.19-D
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12-014,03B1 In-State Facility Placement; Within 15 days of the date of admission
to the nursing facility or the date Medicaid eligibility is determined, facility staff shall
(see 471 NAC 12-007)-

1. Complete an admission Form MC-9-NFas required by 471 NAC
12-006.02C (the facility is responsible for verifying the client's Medicaid
eligibility before completion of the MC-9-NF);

2. Attach a copy of Form DM-5 or physician's history and physical;

3. Attach a copy of PASRR Level | identification screen and Level Il
determination if applicable; and

4, Submit all information to the Central office.

Facility staff must make a comprehensive assessment of the resident's needs
within 14 days of admission using the Minimum Data Set (MDS), and transmit it
electronically to CMS in-accordance with 42 CFR 483.20.

The Department review team shall determine final approval for the level of care
and return the forms to the local office and the facility. Approval of payment may
be time limited.

12-014.03B2 Out-of-State Facility Placement: Within 15 days of the date of
admission to the nursing facility or the date Medicaid eligibility is determined,
facility staff shall (see 471 NAC 12-007)

1. Complete an admission Form MC-9-NF as required by 471 NAC 12-
006.01C (the facility is responsible for verifying the client's Medicaid
eligibility prior to completion of the MC-9-NF);

Attach a copy of Form DM-5 or physician's history and physical;

Attach a copy of Form PASRR Level | identification screen and Level Il
determination (where applicable);

Attach a copy of their state-approved MDS; and

Submit all information to the Central Office.
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The Department review team shall determine final approval for the level of care
and return the forms to the local office and the facility. Approval of payment may
be time-limited.

12-014.04 Utilization Review: The Department will review records and programs established for
authorized Medicaid client stays in a Special Needs program on a quarterly basis. These reviews
can be conducted on-site or by submitting requested documentation to the Department. Upon
completion of a review, Department staff may determine that a client no longer meets the criteria
as established in 471 NAC 12-014.01. The Department will notify the facility in writing of this
finding. Examples of conditions for termination of special needs payment include but are not

limited to:

TN #. NE 14-05
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Services not commonly included in the per diem (unless specifically
provided via the facility's provider agreement addendum,) include, but are
not limited to:

Speech therapy;
Occupational therapy;
Physical therapy;,
Pharmacy;
Audiological services;
Laboratory services;
X-ray services;
Physician services, and
Dental services; .
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These services are reimbursed under the Department's established
guidelines. Costs of services and items which are covered under Medicare
Part B for Medicare-eligible clients must be identified as an unallowable
cost.

3. If the facility has no prior cost experience in providing special needs services, the
facility must submit a budget for the provision of the intended service. The
Department must concur that the budgeted cost per day meets a reasonable
expectation of the cost of providing said service, taking into account the cost per day
of similar facilities providing similar services. Budgets will be used until the facility
has at least six months of actual cost experience.

4. An incentive factor calculated at eight per cent of allowable costs is added to the
allowable costs of proprietary facilities. An incentive factor calculated at four percent
of allowable costs is added to the allowable costs of other than propriety facilities;

5. After a rate is agreed upon, the provider must sign a provider agreement addendum.
The addendum originated by the Department, must include:

a. The rate and its applicable dates;

b. A description of the criteria for care;,

c. A full description of the services to be provided under the
established per diem as well as any services that are not provided
under the per diem and are billed separately;

TN #. NE 14-05
NE 14-05 \
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6. Reimbursement must reflect the facility’s actual reasonable cost of
providing services to special needs clients and must be updated annually
using an appropriate inflation adjustment.

12-014.05B __OQut-of-State Facilities: The Department pays out-of-state facilities
participating in NMAP at a rate established by that state’s'Medicaid program at the time
of the establishment of the Nebraska Medicaid provider agreement. The payment is not
subject to any type of adjustment.

12-014.05C __Payment for Bedhold: The Medicaid payment rate for hospital and
therapeutic leave days will be negotiated between the service provider and the
Department based on the costs of operating a special needs unit (e.g. required medical
equipment, staffing levels). The rate will be no lower than the Level 105 rate, as defined
in 471 NAC 12-011.08F, and will not exceed the per diem inpatient unit rate.

12-014.06: The requirements of 471 NAC 12 apply to services provided under 471 NAC 12-014
unless otherwise specified in 471 NAC 12-014.

TN # NE 14-05 ‘ e
Supersedes Approval Date SEP 12 2018 Effective Date APR 01 2014
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