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DEPARTMENT OF HEALTH AND HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop 52-26-12
Baltimore, MD 21244- I 850

rvrs
ctNt¡¡as t()R MtDl(Áßt & Mtol(AlD sttrylcts

cÉñrEn ton Mfo¡carD & cHrP stRvl€Es

Financial Management Group

Nov 21 2017

Mari Cantwell
Chief Deputy Director, Health Care Programs
Califomia Department of Health Care Services
P.O. Box 997413, MS 0000
Sacramento, CA 95899-7 413

RE: California State Plan Amendment 17-028

Dear Ms. Cantwell:

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid state plan

submitted under transmittal number (TN) 17-028. This amendment, effective August 1,2017,
provides a one-year supplemental payment for intermediate care facilities for individuals with
intellectual disabilities (ICF/IIDs).

We conducted our review of your submittal according to the statutory requirements at sections

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

TN 17-028 is approved effective August 1,2017. We are enclosing the HCFA-179 and the

amended plan pages

If you have any questions, please call Mark Wong at (415) 744-3561.

Sincerely,

Kristin Fan
Director

Enclosures
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TRANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL

FOIì: HEALTH CARE FINANCING ADMINISTRATION

TO: REGIONAL ADMINISTRATOR
I IEALTH CARE FINANCING ADMINISTRATION
DEPARTMENT OF HEALTII AND HUMAN SERVICES

5. TYPU OF PLAN MATERIAL, (Check One)

3. PROGRAM IDENTIFICATION: TITLE XIX OF TIJE
SOCIAL SECURITY ACT (MEDICAID)

4. PROPOSED EFFECTIVE DATE
August I ,2017
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N NEw STATE PLAN n nH¿ENnvENT'ro BE coNstDERED AS NEw eLAN

I. TRANSMITTAL NUMBER
t7-028

6. F EDtTRAI- STATUTE/REGULATION CITAI'lON
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7. FEDERAL BUDGET IMPACT:
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COMPI-ETE BLOCKS 6 THRU IO IF THIS IS AN AMENDMENT

8. PAGI] NIJMBER OF THE PLAN SECTION OR ATTACI'IMENT 9. PAGE NUMBER OF TIJE SUPERSEDED PLAN SECTION
OR ATTACHMENT (lf Applicuble):

Attachnrent 4. l9-D, Page 35
N/A

IO. SUBJEC'f OF AMENDMENT:
The Department of Health Care Services (DHCS) is amending the State Amendment Plan (SPA) Attachment 4.19-D, to authorize a time-
limited supplemental payment program for lntermediate Care Facilities for the Developmentally Disabled, including Habilitative and Nursing
facilities. California voters approved Prop. 56, which allocates a portion of the tobacco tax revenue for specifÌed DHCS health care
expenditures during the 2017-18 state tiscal year. lhis program will provide a supplemental payment calculated based on the difference
between the current methodology and the unfrozen 2017-18 rate, as long as the total Medi-Cal reimbursement does not exceed any applicable
federal upper payment limit. This supplemental payment would be in addition to the rate they receive under the current reimbursement
methodoloqv
I l. GOVERNOR'S REVIEW (Check One)

GOVERNOR'S OFFICE REPORTED NO COMMENT
COMMEN'|S OF GOVERNOR'S OFFICE ENCLOSED
NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

X oruen, AS SPECTFTED:

The Govemor's Office does not
wish to review the State Plan Amendment.
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Attachment 4.1 9-D
Page 35

One-Year Supplemental Payment Program for Intermediate Care Facilities For The
Developrnentally Disabled, Including Habilitative And Nursing Facilities

A. Scope and Authority

This program provides supplemental payments to Intermed iate Care Facilities for the Developmentally
Disabled (ICF/DD), Intennediate Cale Facilities for the Developmentally Disabled-Habilitative
(lCF/DD-H), and lntermediate Care Facilities for the Developrnentally Disabled-Nursing (lCF/DD-
N). The supplemental payments will be provided for dates of service beginning August 1, 2017
thlough July 3 I, 201 8. State-owned ICF/DD facilities are exempt from the supp¡ement payment.

B. Supplemental Paynent Methodology

The supplemental payment program for ICF/DD, ICF/DD-H, and ICF/DD-N facilities will consist of
the following:

Supplemental payments calculated based on the difference between the current rate methodology

as described in Attachment 4.19-D, Section IV, paragraph M, which is frozen at the 2008-09 65rh

percentile increased 6y 3.1%, and the unfrozen 2017- I 8 65tr' percentile rate. The unfrozen 2017-

I 8 65tr' percentile rate is the rate that would have been calculated in Attachment 4.19-D, Section

IV, without the application of paragraphs K through M.

2. The total fee-for-service supplernental payment amount for each facility will be calculated based

on the supplemental payrnent peer gloup per diem diffelential, as described in B 1., multiplied

by the facility's total Medi-Cal fee-for-service days claimed for dates of service betwe€n August

l, 2017 through July 31, 2018. Facilities in peer goups in which the unfrozen20lT-18 65tt'

percentile rate is lower than the current reimbursement rate will not receive the supplemental

payment.

3. The supplemental payments will be paid concurently with the reimbursement rates the facilities

receive undel the current reimbursement methodology, as described in State Plan Amendment

4. l9-D. Thus, the total reimbursement amount that an eligible facility will receive for services

rendered between August 1,2017 through July 31,2018, is the sum of the facility's
reimbursement rate under the current reimbursement methodology and the supplemental

payment.

4. The total Medi-Cal reimbursement shall not exceed any applicable federal upper payment limit.
If the supplemental payments for eligible ICF/DD; ICF/DD-H; and ICF/DD-N facilit¡es, as

computed above, result in total Medi-Cal pâyments tliat exceed the federal upper payment limit
for the time period beginning August I , 201 7 through July 3 1 , 201 I, each provider's total

supplernental payment must be reduced pro-rata so that total payments would be equal to the

amount available ìn the federal upper payrnent limit.
TN 17-028
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