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DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop 52-26-12
Baltimore, Maryland 2124J'-1850
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CENTEN FOR MEDICITD & CHIP STNVICES

Financial Management Group

MAR I0 2017

Calder Lynch, Director
Division of Medicaid & Long Term Care

Nebraska Department of Health & Human Service
301 Centennial Mall South
Lincoln, NE 68509

RE: Nebraska State Plan Amendment TN: 16-012

Dear Mr. Lynch:

V/e have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan

submitted under transmittal number (TN) 16-012. This amendment increases payment rates by

2.25% for nursing facility (NF) and intermediate care facility for individuals with intellectual
disabilities (ICF-IID) services.

W'e conducted our review of your submittal according to the statutory requirements at sections

l9}2(a)(2),1902(a)(13), 1902(aX30), 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 16-012 is approved effective July 1, 2016. V/e are enclosing the CMS-179 and the

amended plan pages.

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

Sincerely,

ItY''-/
Kristin Fan
Director

Enclosures
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ATTACHMENT 4,19-D
Page 5

12"011.048 FFv¡Írents to l\l"rrrÞing F9çilily ï:lpvider¡+ËPARATE-frarr Pê[ pieq Ra:te$l ltems for

iueisan¿arenotconsidefedpartofthefacility's
Medicaìd per diem are listed below

To be covered, the cliãnt's condition muqt meet the criteria for coverage for the ¡tem outlined in

ihe appropriate Medica¡d provider chaptêr'
1. N'on-sianOard wheeliha¡rs, including power-operated vehicles, and wheelchair seating

systems, induainj cértain pressure leàucing_wheelchair cushions, needed for the client's

pärmanent ând full time use (see 471 NAC 7-000);

Z.A¡rttu¡dìzedbedunitsandlowairlossbedunits(see471NAC7-000);and
3. Negative Pressure Wound Therapy, See 471 NAC 7-000)'

Reimbursement to Nursing Facility providers separate from per diem rates is based on a Medicaid fee

,"iéJrf", Èxcipf as otheÃryise noteO ¡n the plan, state-devêloped fee schedule rates are ihe same for

ñth éil.rrñ.tal and private providers of nursìng facility services. The agency's fee schedule rate was

"ài"ð 
ãf jufy 

1 , 2016, and is etfective for servicei provid-ed on or after that date. All rates are published

on the agency's website at
http://dh h:q, nÞ,öovimedíÇäidlPqP

12-011,05 Unallowable costs: The following costs are specifically unallowable:

L Provisions for income tax;
2. Fees Paid board of directors;
3. Non-working offícers' salaries;
4. promotion exponses, except ior promoiion and adveriising as_allowed in HIM-15' Yellow

page display ãdvertiåing is not ailowable; one Yellow Page ínformational listing per local

area telephone direcfory is allowable;
5. Travel and entertainmeñt, other than for professional meetings and direcl operations of

facility, This may include costs of motor homes, boats, and other recreationãl vehicles,

¡Àctud¡ng operation and mainienance expenses; real property used as vacation facilities;

etc.;
6, Donat¡ons;
7, Expenses of non-nursing home facilities and-operations included in oxpenses;

8. lnsurance and/or annuity premiums on the life of the officer or owner;

9. Bâd debts, charity, and courtesy allowances;
10. Costs and portioiié of costs whiôh are determined by the Dopârtment not to be reasonably

related to ti¡e efficient production of service because of either the nature or amount of the

particuler exPenditure;
11. bervices provia.O by the clients' physiciens, therapists or dentists, drugs,.laboratory

services, radiology iervices, or seryices provided by similâr indêpendent licensed

providers, excepíäervices provided by state operated facilities. These exclusions are paid

separatelY;
12, Return on equity;

r N F. !3Ë_!9:Wté
Supersedes

TN #. NE 1_5:Q81€

ApprovatD"te !44B,gq !gl7 ffr".t¡u" eág JUL 0 [ 201-6



ATTACHMENT 4.19-O
Page 15

12-ql LogÐ3Íxed_egsteqE This component ot the prospect¡ve râte is computed by dividjns the

@n'amortization,long-termrent/leasepayments'peft¡on.alpf-opertytax'
r'ããi ãsiate tax, and other fixed costs Þy the faqility's totai inpat¡ent days (see 471 NAC 12-011 068) Rate

determination ior the Fìxed Cost Compónent for añ individual facil¡ty is computed using the lower of its own

per diem às computed above, or a maiimum per diem of $27.00 exclud¡ng personal property and real estãtê

taxes.

i2-O1l.OgD4 Nursirio Facilitv Quâlitv Assessment Comþonent: The Nurslng Facility Quality Assessment

cornponent s¡att not be subject to any cost limitation or revenue offset.

For purposes of this sectjon, facilities oxempt from the Quålity Assurance Assessment are:

1. Statè-oper¡âtedveteranshomes;
2. Nufsing facilities and skilled nursing faoilities with twenty-six Òr fewer licensed beds; and

3. Continuing care retirement communities

The quality assessment component rate will be determined by calculating the'ânticipeted tax payments'

¿;r¡rg-ihã rate year and thén div¡d¡ng the total antlcþated. tãx payments by 'total antlcipated nursing

faciliù/skilled nursing facit¡ty patient days,' ¡nclud¡ng bed hold days and Medicare patlent days

For each råte year, total faciliiy patient deys, including bed hold days,.less lvledicare days, for the four most

ie""niõåfãnadr quarters avaìlåble at the tíme rates aie determined will be used to calculale the 'anticipated

iãi óãvmãntã.; ioiat facittty patient days, inolud¡ng bed hold days and l\tledicâre days., for the same four

äf"Ãäär. qJ"rt"" *¡ be uséd'to catcutaie the 'anticþated nurslng fåcility/skilled nursing facility patient days '

¡,1p,¡l.o¡oljds¡ss,ntoritlsJbslucs|!çg!é,!9qleÛ,to 9Þer?t9 a'rìU+ino fru,n edraaid;

ffioGrtrtlcãtìondatettrroughthéfollowingJunê30'theqUality
assessment rate compõnent-¡s computed as the Qual¡ty Assurance Assessment Amount Due from the

fiovioàrs tirst Ouatity Ässurance Asséssment Form covering a fulì calendar quarter, divided by Totãl Resident
'Days 

in Licensed Bâds from the same Quality Assurance Assessment Form.

Existinq orovìders ohanqìnq from exempt tc ñon-exempt. statul:
month the provider is subject to the Quality

Assuranêe Assegsmentihroug-h the following june 30, the quality assessment rate component ¡s computed

aJìnJOua¡ty Ássurance Assässment Amount Due from the provider's first Ouality Assuranoe Assessment

fàrm cover¡nô a tult câlendar quarter, divided by Total Resident Days in Licensed Beds from the same Quality

Assurancê Assesgment Forfì.

Existinq provid6rs chañoing from non'exemþt to elemþt stalus:

@òtttret¡istfullmonththeproViderisexemptfromtheouality
Assurancê Asaessmðnt, thã quality assessmènt rate component will be $0.00 (zero dollars).

12:01 1 .Q8DQ l¡flatiq¡ Factof: For the Rate Pefiod of July 1, 2016 through June 30, 2017, the inllation factof

¡s posltive .47%.

't?-011.08D6 Durable Medical Eouioment IDME-) R,ate Agd-on; Etfective August 1, 2013, nursìng facifities arê

@càlequipment.ToaccountlortheseincreasedcostsÓn
prospeotive rates only: ..
i, 

- 
Toi¡1" ¡'"t" p"rìoâ August 1 , 2013 through Juße 30, 2014, prospective rates will be ¡ncreased, by $.90/day:

2, Fot the rate period Juiy t, ZOt+ tnrough. June 30, 2015, prospective râtes will be ¡ncreased by $.90/day

Supersedes

TN #. NE 1FOO,I6

ApprÒvat oat" liilAR 3 0 2017 Etrective Date JUL-0 !. l0f6



ATTACHMENT 4.19-D
Pege 18

12-O11,OEK Speqial Fundlno Próvl$ions for leq: city and county-

owned;^dîpefated nrrsing facilìties are eligible to rece¡Ve the Federal Financial
participâfion share of allowable costs exceeding the rates pâid for the D¡rect Nurs¡ng,

Support Services and Fixed Cost Components for all Medicaid residents.

The reimbursement is subject to the payment lim¡ts of 42 CFR 447 '272.

A. City or county-owned facilit¡es with a 40vo or morê Medicaid mix of inpatient days

are eligible tó receive the Federal Financial PaÉicipation share of allowable costs

exceeðing the applicable maximums for the Dirêct Nursing, Support Services, and

Fíxed Cõst Components. This amount is computed after desk audit and

determination of final rates for a Reporl Period by multiplying the current NMAP

Federal Financial PaÉ¡cipation percentage by the facility's allowable costs above

the respectlve maximum lor the Direct Nursing, Support Servioes, and the Fixed

Cost Cbmponents. Verification of the eligibility of the expenditures for FFP is
accomplished during the audit process

1?IO11.ÕSL 
gp€eial fu lHS nursing-

@ieòeivetheFederaIFinancialParticipationshareof
a¡owäble costs exceeding the fates paid for the Direct Nursing, Support Services and

FÍxed Cost Components for all Medicaid residents

A. ' IHS providers may receÍve quarterly, ¡nter¡m Speciâl Funding payments by filing
quarierly cost reports (FA'66) for periods ending September 30, December 31

and/or March 31. Quartêrly, interim Special Funding payments are retroactively

adlusted and seftled based on fhe provider's corresponding annual cost report for
thé period endlng June 30, Quârterly, interim payments and the retroactive

settlåment amount are calculáted in accordancè with Section C below, lf the
average daiìy census from a quårterly cost report meets or exceeds 85o/o of licensed

beds, ihís shall þe the 'ìfinal" quaÉerly cost report filed by the provider' Subsequent
quarterly, interim Special Funding payments shall be based on the'final" quarterly

iost reiort. Quarieay, interim Spêcial Funding payments may also be revised

based on data from ihe annual cost reports.

B. Quarterly, interim Special Funding payments shall be made within 30 days of receipt

of the quarterly cost report or requested supportiiìg documentation Quarterly,
interim Speciai Funding pâymênts subsequent to the payment for the "final"
quårterly cost report shall be made on or about 90-day iniervals following the
previous payment.

TN# NE 16.0012
Supersedes
rN#:NEl2:12

Rpproved -MALt-0-?lll7 
Enective;l!L Ù L !!16



ATTACHMENT 4,19-D
Page 55

3. Transportatlon: The facility is responsible for ensuring that all clients rece¡ve appropriate

rneA¡cat care¡ne faoility must providê transportation to client services that are reimbursed

by Medicaid (i.e., physic¡an, dental, etc.). The reasonable cost of maintaining and

oþerating a vehicle foi palient transportation is an allowable cost and is reimbursable

under the long term care re¡mbursement plan

31-008.03C Ancillarv Sqrvices; Ancillary services are those services which are ê¡ther prov¡ded by

or purchased by an lCf¡tOO and ere not properly class¡fied as "routine services." The ICF/IDD must

contrâct for anc¡llary services not readily available in the ICF/IDD

lf ancillary services are provided by a licensed provider, e.9., physician, dentist, etc,, the provider

must submit a separate claim for each client served.

Occupational therapy, physicãl therãpy, speech pathology, áudiology, psychological, and resident

transportai¡on services are considered routine operating costs for ICF/lDDs.

Department-required lndependent QMRP assessments are considered ancillary services.

31-008.03D Pavment to ICF/IDD Provider SEPABATE lrcn-Pel*pþrn-Beles; ltems for which

paynrent may be made to lCfnpO Facility providers and ar6 not considered part of the facility's

iVleA¡ca¡O peidiem are l¡sted below. To be covered, the client's condition must meet the criteria for

coverage for the item outlined in 471 NAC 7-000.
1. Non-standard wheelchairs and components;
2. Air flu¡dized bed uníts and low â¡r loss bed units; and
3. Negative Pressure Wound Therapy.

Reimbursement to lcF/lDD providero separate from per diem rates ¡s based on a Medicaid fee

schedule. Except as otherwise noted in the plan, state-developed fee schedule rates are the same

for bolh governmental and private providers of ICF/IDD services. The agency's fee schedule rate

was set ãs of July 1 , 2016, and is effective for services provided on or after ihat date, All rates are

published on the agèncy's w€bsite at
fìttþìlclhherne. tit¡ongr tf€g_êcbeoluic€åpx.

31-008.03E Pavmants to pther Providers: ltems for which payment may be authorized 1o non-

|õFIDD pr.oøers anO arc not considered pârt of the fac¡lity'Ê Medicaid pçr diem are lìsted below.

To be covered, the client's condition must meet the criteria for coverage for the item as outl¡ned in

the appropfiate Medicaid provider chapter. The provider of the service may be required to request
pr¡or authorization of payment for the service,

1. Legend drugs, OTC drugs*, ànd compounded prescript¡ons, including intravenous

solutions and dilutants (see 471 NAC 16-000). *Note: Bulk supply OTC drugs may be

provided by the facility in accordance wlth physician orders and then become an

allowable cost on the facility's cost report;

2. Personal appliances and devices, if .recommended in writing by a physician, such as eyè

glasses, hearing aids, etc.;

3, Orthoses (e,g. lower and upper limb, foot and spinal) as defined in 471 NAC 7-000;

4. Prostheses (e.g. þreast, eye, lower and upper limb) as defìned in 471 NAC 7-000;

rN #.NE"Jêggtz
Supersedes

TN#. NE15.0016

npp,ou"o tvlAR-[9-4017 Effect¡ve JUL 01. 2016



ATTACHMENT 4,19-D
Pâge 67

31-008.06C4þ |çElllQ "þcds
The Ñonffii-õperafiilt Cost Qomponent of the Final Rate is the allowable non'personnel
operating cost per day as computed for the lcFlllD-prov¡der's most fecent cost report per¡od,

31-OOB,06C5 ICF/llD Fixed Cost CómÞonent: This component includes the interest, deprecietion,

"mortzâttonJong-term 
renvlease påyments, personal property tax, real estate tax, gl'oss revenue tax, and

other fixed costs,-The fixed cost comþonent is the allowable fÌxed cost per day as computed for the facility's

most recent cost report Per¡od.

31-008.06Õ6 ICF/llD Ancillarv post ComÞonent: The ancillary cost component of the rate is the allowable

ancillaryìòst per day as computêd for the facility's most recent report period.

31:qqg.06c7 lÇF The lnflation Factor ìs determined from spending pfojections

compuied using:
1 . Audited cost and census data following the initial desk audits;

2. Budget directlves from the Nebraska Legislature; and

3. Effective for the rate per¡od beginning July 1, 2015 and for subsequent rale periods, proceeds from

the ICF/DD Reimbursement Protection Fund as specified in Nebraska Revised Statute 68-180a(aXe)

For the Rate Per¡od of July 1, 2016 through June 30, 2017, the inflation factol,is posltive 18.42%.

31 -008,06Ç,-8.lgflllÐ-BCyenue Tâx Cost Comþonent:

31-008.06C84 ICF/IlDs with 16 or more bêds:
Under the ICF/DD Reimbursement Protection Act, the ICF/llD revenue tax per diem is computed as

the pr¡or rêport period net revenue times the applicable tax percentages(s) div¡ded by the prior.report

periäO facitity reiident days. (Sèè 405 NAC 1-003.).The Tax Cost Component shall be prorated when

the revenue tax is basÊd on less thãn a full físcal year's data.

3 1.008-00e8þlçE1l-lDerry!!h-+1!þe!!s:,
UñGr ti'e ìCF/DD Rêimbursement Protection Act, the ICF/llD revenue tax per diem is computed as

the prior report pêriod net revenue t¡mes the applicable tax percentage(s) divided by the prior.report
periòd facitiìy relident days. (See 405 NAC 1-003.), The Tax Cost Component shall be prorated when

the revenue fax is based on less than a full year's data.

31-OoE.06Cg ìCF/llD Exceotion Proc€ss: An individual facility mây reques!, on an exception basis, the

Dlrector ofthê Dlvisio¡ õiMeOicaiO anO long-Term Care to consider specific fac¡lity circumstance(s), which

warrant an exception to the facillty's râte computed for its Fixed.Cost Component. An exception mây only

be requested if the fâcllity's total flied costs (total costs, not per diem rate), as compared to the immediately
prior rbport period, have increased by ten percent or móre, ln addition, the facility's request must include:

ì . Spècificidentif¡cation of the increased cost(s) that have caused the fac¡lity's total fixed costs to ¡ncrease

by 1O percenl or more, with justiflcation for the reasonableness and necessity ofthe increase;

2. Whelher the cost increase(s) are an ongo¡ng or a one-time oocurrence in the cost of operating the

fâcility; and
3. lf applicâble, prevent¡ve management action thât was implemented to control past and future cause(s)

of identified cost Ìncreases(s).

TN #. NE 16-0012,

Supersedes

TN #. NEI!.OqLQ

npprou"o MA! l Q l[17 Effect¡ve Jllli ]1016




