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DEPARTMENT OF HEALTH & HUMANSERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, MailStop S2-26-12
Baltimore, Maryland 21244-1850
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X'inancial Management Group

Angelique Martin, Acting Medicaid Director
Department of Health Care Finance
441 4th St. N.W., Suite 900 South
Washington, DC 20001

October 4,2018

RE: State Plan Amendment 18-0008

Dear Ms. Martin:

We have reviewed the proposed amendment to Attachment 4.19-D of the District of Columbia
State plan submitted under transmittal number (TN) l8-0008. This amendment modifies the
State's methods and standards for setting intermediate care facility (ICFIID) payment rates.
Specifically, this amendment clarifies the tlree-year rate rebasing process and resets it beginning
October 1,2018.

V/e 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 (the Act) and the regulations
at 42 CFR 447 Subpart C. We are approving District of Columbia State plan amendment l8-0008 with
an effective date of October 1,2018. The approved HCFA-I79 and the amended state plan pages are
enclosed.

If you have any questions, please call Gary Knight on (304) 347-5723.

Sincerely,

Kristin Fan
Director

Enclosures
cc: Alice Vy'eiss, Health Care Policy and Research Administration

bcc: Francis McCullough, ARA, RO3
Teia Miller, Manager, FMB RO3
Sabrina Tillman-Boyd, Manager, POB RO3
Frankeena Wright, DC State Lead
Lisa Carroll, CO NIRT
Official NIRT File
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District of Columbia Attachment 4.19-D, Part II
Page 9A

e. All adjustments described in section IILE shall be limited to fiscal years

when rebasing does not occur.

f. For purposes of section III.E, the following defìnitions shall apply:

"Operational Adjustment" shall refer to an adjustment made to
any cost center based on information reflected in an ICF/IlD's
cost report (i.e., actual reported costs). These reported costs will
be compared to the actual reported aggregate costs for all
ICFs/llD. An operational adjustment provides a mechanism for
DHCF to address under- or over-payments that are identifìed
after comparing the projections used to determine the rate with
the provider's actual costs.

l.

. "Outlier Adjustment" shall refer to an adjustment made after the
ICF/llD submits a cost repoft and the actual reported costs
reflect uncharacteristically low or high costs. In order to qualify
for an outlier adjustment, the unexpected expense must impact
all of the District's ICFs/llD.

Effective January l, 2014, Ihe rate for Non-Emergency Transportation shall be

twelve dollars and sixteen cents ($12.16).

F. Reimbursement rates shall be rebased in accordance with Section IV

G. D¡rect Service cost center reimbursement rates shall be calculated based on staffing ratios,
faciliÍy size, and beneficiaries' acuity levels. All rates shall accommodate the following
staffing patterns:

I . Two (2) Direct Support Personnel (DSP) at three (3) shifts per day for three hundred
sixty-five (365) days per year, at the following staffing ratios:

a. Class I Facilities: One (l) staff member to every two (2) individuals (l:2);
and

b. Class Il Facilities: One (l ) staff member for every three (3) individuals (l:3).

2.
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District of Columbia Attachment 4.19-D, Part II
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The supplemental payment rate shall be the lesser ofthe amount specified in Section V,
divided by the number of licensed Medicaid beds as certified at the beginning of the fiscal
year, or the sum of total industry training costs divided by the total number of licensed

Medicaid beds as certified at the beginning ofthe fiscal year. The total industry training
costs are determined from the training application packages submitted pursuant to Section
rr (A).

O. Supplemenøl payments to individual ICF/llD provider will be the lesser of the following:
The supplemental rate multiplied by the number of licensed Medicaid beds operated by the
provider as certified at the beginning ofthe fiscal year, or the actual training costs incurred
by the provider. Supplemental payments shall not exceed ICF/IlD providers' actual costs

or the calculable payment per licensed Medicaid bed.

P. Supplemental payments made in accordance with this section shall be included in the cost
report submitted annually and shall be recorded as an offset to the costs incurred.

Q, In order to receive supplemental payment reimbursements an ICF/llD provider shall incur
costs and provide DHCF with evidence oftraining requirements as outlined in Sections II
(A) and IV (A-G). Acceptable forms ofevidence shall include a copy ofany invoice(s) for
training costs and cancelled check(s) reflecting the facility's payment of the invoice(s).
Within ninety (90) days of receipt of required documents, DHCF shall notify the ICF/IlD
and process payments.

R. Payments made in accordance with this section are not subject to assessment under the
Stevie Sellows Quality Improvement Fund.

IV. REBASING

Effective October 1, 2018, and every three (3) years thereafter, DHCF will utilize the most
recently audited cost reports to review the reimbursement rates through the rebasing
process and revise, ifnecessary. Any adjusted rates will become effective in the following
fiscal year.

V. COST REPORTING AND RECORD MAINTENANCE

A. Each ICF/llD shall repoft costs annually to DHCF no later than ninety (90) days after the
end ofthe provider's cost reporting period, which shall corespond to the fiscal year used

by the provider for all other financial reporting purposes, unless DHCF has approved an

exception. All cost reports shall cover a twelve (12) month cost reporting period.

B. A cost report that is not completed in accordance with the requirements of this Section shall
be considered an incomplete filing, and DHCF shall notify the ICF/llD within thitty (30)
days ofthe date on which DHCF received the incomplete cost repoft.

C. DHCF shall issue a delinquency notice if the ICF/llD does not submit the cost report as

specifìed in Section VII.A and has not previously received an extension ofthe deadline for
good cause.
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