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

7500 Security Boulevard, Mail Stop 52-26-12 : e = -
Baltimore, Maryland 21 244 1850 CENTERS for MEDICARE & MEDICAID SERVICES ff

Center for Medicaid and CHIP-Services (CMCS)

WOV 2:3 201

Ms. Mary E. Dalton

State Medicaid Director

Départment of Public Health & Human.Services
P.O. Box 4210

Helena, MT 59604

Re: Montana 12-028
Dear Ms. Dalton:

We have reviewed the proposed amendment to Attachimént 4. 19-D of your Medicaid State plan
submitted under transmittal number : (TN) 12-:028. Effective for. services on or after September 1,
2012, this amendment (I) implements legislative funding for nursing facility reimbursement; (2)
updates references to reflect the cumrent-fiscal year; (3) updatés:the current statewide median price;
4) mcorporates the funding. level- 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 toinform you that Medicaid State plan
amendment TN 12-028"is+approved effective September'1, 2012. The HCFA-179 and the amended
plan-pages are attached.

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

[Neap b

Cindy Mann
Director, CMCS

Sincerely,
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Attachment 4.19D
Page 13 of 56
Relmbursement for
8killed Nursing and
Intermediate

Care Services

average case mix index and the statewide average Medicaid case mix index.

(i) The Medicaid: ‘gverage case’ mix.index for.eachfadility to be used in
rate setting will bé 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. |mmedtately preceding the current
year. The statemde dverage Medicaid case mix index will be:the weighted
average of each facility's four quarier.average Medicaid.case mix.index fo be

used in rate setting.

(¢) 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 fac:llty services, and the quallty of nursing
facility care.

(d) The total:paymentrate available for the period:September 1, 2012
through June 30, 2013 will be the rate as. computed in (2), plus-any addmonal
amount computéd in ARM 37.40. 311:and:37.40.361.

(3) Providers who, as cf July1 ofthe rate year, have-not filed with the
department a cost: report covering:a penod of at-least six’ months participation in
the Medicaid program in a-newly. constructed fac:hty shali' have.a rate set at the
statewide median price of:$162:80 as' computed on September 1, 2012.
Followmg a change:-in, prowder as defined’ih ARM 37.40:325, the per diem rate
for the new provider-shall be set at the previous provider's rate; as if no change in
provider had occurred,

(4) For ICE/MR:services provided by nursing facllmes

NOV 2.3 2012 |
TN # 12-028 Approved : Effective 9/1/12
Supersedes TN # 11-028 ’ :
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Page 15 of 56
Reimbursement for
Skilled Nursing and
Intermediate

Care Services

department's fiscal:agent will pay a provider'on amonthly‘basis the amount
determined under these rules upon receipt of an appropriate billing which reports
the number 6f patient days of nursing facility services:provided to authorized
Medicaid recipients: during the billing period.

(a) Authorized Medicaid rempients are those residents determined eligible
for Medicaid and authorized for nursing facility services:as a result of the
screening process descnbed in;ARM 37.40:101,37.40.105, 37.40.108,

37 40.110, 37.40.120, and 37:40.201, et seq.

(12} Payments provided-under this rule are subject to all limitations and
cost settiement provisions specified in applicablefaws, regulations, rules and
policnes All payments .or rights to payments under thss tule are subject to
recovery or nonpayment, as:specifically prowdecl in‘these rules. (History: 53-2-
201, 53-6-113, MCA|IMP, 53-6-101,.53-6-111,: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.
685, Eff. 4/30/93; AMD 1993 MAR p. 1385, Eff. 7/1/93; AMD, 1995 MAR p.
1227, Eff. 7/1/95; TRANS from.SRS, 2000 MAR p. 489,  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; AMD 2003 MAR p. 1294,
Eff. 7/1/03; AMD, 2005:MAR p. 1046, Eff. 7/1/05: AMD, 1D, 2006"MAR p. 1638, Eff.
7/1/086; AMD 12007 MARp:1100, Eff: 8/10/07 ;- AMD, 2008 MAR p: 1320, Eff.
7/1/08; AMD, 2009 MAR p. 14711, Eff. 8/14/09;'AMD, 2010 MAR p. 1520, Eff.
7/1/40; AMD, 2011 MAR p. 1375, Eff. 7f29!11) '

37.40.308 RATE:EFFECTIVE DATES (1) ‘A.provider's per diem rate effective
for the rate period.July 1, 2001 through June 30, 2002 and in subsequent rate
years, shall be determined in-accordance with ARM'37.40.307.

{2) Except as specmcaliy provided in these rules, per diem rates and
interim rates are set no more, than once-a.year, effective July 1, and remain in
effect at least. through June 30 of the followmg year.

(a) Nothing in.this; :subchapter.shall bé. construed to'require that the
department apply any inflation.adjustment, recalculate-the. Medicaid case mix
index or the. statewide price, or otherwise adjust’ or récalculate perdiem rates or
interim rates on July 1 of a rate year, unless the department adopts further rules
or rule amendments providing specifi cally for a.rate methodoiogy for the rate
year.

(3) .A.provider’s rate established July 1 of the rate year shall remain in
effect throughout the-rate year.and throughout- subsequent rate years, regardless
of any other provision in:this

TN # 12-028 Approved NOV 2 3201 Effective 9/1/12
Supersedes TN # 10-029
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Reimbursement for
S8killed Nursing and
Intermediate

Care Services

(3} For purposes. of this rula:

(a} “Provider” means the business entlty having the right tc contrcl
and manage the business of the nur51ng facility.

(b} “Related party’ -means:

(i) a person, 1nclud1ngfa fatural person and a cérporation, who is an
owner, partner 'or stockholder in the current provzder and who has a direct or
indirect interest of. 5% or more Ox. a power, whether -of fot legally
enforceable tc directly or indirectly influence or direct the actions or
policies of the entity;

(ti) ,A spouse, afgeéstor, descendant, sibling, uncle, aunt, niece, or
nephew of a person described in (3) (b {i) or = spouse.of an ancestor,
deéscerdant, sibling, uncle, .aunt, niece or nephew of a person described in
{3) (by Cci) ; or

{iii} a sole proprietorship, partnership corporation or other entity 1in
which a person, described. in (3) (b} (1) or {%1) has a direct or indirect
interest of 5% or more of a power, whetaer or not légally enforceable to
directly or lndlrectly influence or direct the actions -or policies of the
entity.

(¢} “Unrelated party” means a persen or entity that is not a related
party.

(4) In determining whether a change in provider has occurred within the
meaning of this rule, the ﬁ:dvisigns of federal medicare law, régulation or
policy or related 'case law regarding changes in ownership under the medicare
program are not applicable.,

(5) As required in ARM 37.40. 306, a provider must provide the
department with 30 days advinde writtenh notice of a change in provider and
must file a close out cost report, .and new providers 'must enroll in-the
medicaid program in accerdance with applicable réguiréments -

{(6) Any change in promlder, corporate or other business ownership
structure -or operatlon of, the :facility that results in .a change in a change
in the National Provider ;Identifier (NPI) will require a provider to seek a
new medicaid provider enrollmént. If the 'NPI iE transferred with the
facility, then only a prov1der file update .is requ1red to change the federal
tax ldentlflcatlon numker, and ownershlp informatign. A writften request must
be made to .the department if the NPI is transferred w;th the facility.
{History: Sec. 53-2-201 and 53-6-113, MCA; IMP, Sec. 53-2-201, 53-6-101, 53-
6-111 and 53-6-113, MCA;.NEW, 1591 MAR o 2050, Eff: 11/1/91" AND, 18594 MAR
pP- 1881, Eff., 7/8/%4; AND, 1995 MAR P. 1227, Eff. 7/1/95; AND 1997 MAR p.
76, Eff. 1/17/97; AND, 1998 MAR p. 17439, EBff, 6/26/98, "TRANS, from SRS, 2000
MAR p. 489; 2000 MAR p. 492, Bff. 2/11/00; AMD 2001 MAR p. 1108, Eff.
6/22/01; AMD, 2011 MAR p. 1375, Eff. 7/29/11.)

NOV 2 § 2012
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facilities, including intermediate care facilities for the mentally retarded, whether
or not located in the state of Mentana

(10) Providers may contract with any qualified person or agency, including
home health agen01es, to prov1de nu231nq facility serv1ces However, except as
specifically allowed in ‘these Iules, the department, will not reimburse the provider
for such contracted services in addition to-the amounts payable under ARM 37.40.307.
(History: 53-2- 201, ,53-6-113, MCA, IMP, 53-2- 201 53-6~ 101, 53-6-111, 53-6-113, MCA;
NEW, 1991 MAR p. 2050, Eff. 11/1/91 AMP, 1932 \MAR p. 1617, Bff. 7/31/92; AMD, 1994
MAR P 1881, Bff. 7/8/84; AMD, 1996 MAR p- 1698, Eff. '6/21/96;. AMD, 199%8 MAR p. 1749,
Eff. 6/26/98; AMD, 1959 MAR p. 1393, E;f 6/18/99 JTRANS, from SRS, 2000 MAR p. 489;
AMD, 2000 MAR p. 492, Eff. 2/1;/00 aMD, 2001 MAR p. 1108, ‘Eff. 6/22/01; AMD, 2003 MAR
p. 1294, Eff. 7/1/03; QMQ 2004 .MAR p. 1479; Eff. 7/2/04' AMD, 2005 MAR p. 1046, Eff.
7/1/05; AMD, 2007 MAR p. 1100, Eff.-S/lO/O?. AMD, 2011 MAR,p. 1375, Eff. 7/29/11.)

Extended Rehabilitation Unit (ERU) or Traumatic Brain Injured Program (TBI)
v
Program Criteria

.

Program developed to meet needs, of individuals who are not 'eligible for acute
rehabilitation services but who are still ‘unable to return-to independent or home
living. The program must provide individualized réhabilitation sustaining therapies
and recreational opportunities.

A}l individuals appropriate for this program must be' at. Level II {Ranchc Scale) or
above and be alert to stimuli. The Rancho Scale is a cognitive functioning scale
develcped by the head injury treatment ‘téam at the Rancho Los Amigos Hospital and
applies specifically to head injured people following .injury.

Individuals referred. and admitted to this unit shall demonstrate an ability to
recognize, either on their own’or with prompting when ‘their ‘behavior is inappropriate.
People who demonstrate aggressive behaviors that are potentially dangercus to
themselves or others are not appropriate for placement into this. pregram. Those who
are elopement risks or requlre locked units may not be appropriate. If these
behaviors develop after admission lﬂtD the

NOY 2.3 2012
TN # 12-028 Approved Effective 9/1/12
Supersedes TN§ 07-010
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37.40.35] DIRECT CARE AND ANCILLARY SERVICES WORKERS WAGE REPORTING/ADDITIONAL PAYMENTS INCLUDING
LUMP SUM PAYM D ; B Y LEA RVl Wi RS- W ND B A {n

N QR DIRE CARE AND ANGILL E IRKERS - WAGE At BENE NCH 2
Effective for the period Septembar 1,'2012 and for. the six months theseafter, nursing facliiies must report (o the department actual
hourly wage and Genefit rates paid for il direct care and ancillary servicas workers or ihe lmp sum payment amounts for al direct care
and ancillary serwcas workers that wiil TéCeive the benefit of the increased funds. The reported data shall be used by the department for
the purpose of comparing types and fates of payimant fo” comparablé services Bnd tracking distibition of direct care wage funds 1o
designated workers. )

{2) The department will pay Medicaid cartified nursing care facllities located in Montana that submil an approved reguest to
the department a fump sum payment in addtion to the emount paid as prowided in ARM 37'40.307 and 37 40 311 to thair computed
Medicaid payment rata ta be used only for wage and benefit Increases or lump sum payments for direct care or ancillaty services

workers m nursing faciiities-

{a) Tha department will determine the lump sum payments, twice a year commancing September 1, 2012, and agan in six
manths from that daté 85 & pro fata sham of tha appropriated 53,981,108 funds akocated lor,increases in direct care and ancillary
services workers' wages and benefits or lump sum payments to diracl care and ancillary services workers.

{b) To receiva the diréct chre and/or ancillary services workers' imp'sum payment.’a nursing faciry shall submit for approval
8 request form to the départment stating how the direct care and anci lary, services workers' iump sum paymert will be spent in the
facility to comply with all slatutory requirsments_ The facility, shall sutmit all of the infofmatiori fequired on & form to be developed by the,
department in Drder 1o continua to fecews supseguent imp slim payment Bmaunts for the énfiré rate year. ' The form for wage and
benefit increases will requast Inforfiation incltidirg but nat limited fo: " ’

{i) the number by category of each direct care and ‘ancillary services workers that will recaive the benefil of the increasad
funds if these funds Will be distributed in the form of & wage increase

(i} the actial pef hatr rate of pay before benefits and bafora the dirsct cara wage Increass has been impiementad for each
worker that will receive the banefit of the increased funds; .

{iii) the projected per hour rate of pay Wwith'benafits after the diract wage incréase has been imptemented;

(v} the number of Staff recelving'a Waje or bensfit increasa by category of workér, efféctive date of implementation of the
incragse in wage and beneftand: 7 - )

{v) the number of projected hours 1o be worked in the budget period.

{c) If these funds will be used for the purpose of providing ump &' payments (i.e. banus, stipend or other payment types) to
direct cars and anclllary servides workers in nursing care facilitiea the form will request information includmag, but net limited to:

(i) the number by category of aach direct care and encilary services workar that will réceive the benefit of the increased
funds,

(il} the type and actual amount of lump sum payment to be pravided for each worker that will recelva the benefit of the jurnp
sum funding; :

(in) the breakdown of the tump sum payment by the amount that represents benefits and the direct payment to workers by
category of worker; and - ‘ o .

{iv) the affactive date of implementation of the lump sum banefit.

{d) A facility that does not submit & qualifying réquest for ise of the funds distibuted under {2}, that mcludes all of the
information requeated by the dapartmeant, within tha tire'éslablishad by the department; or a facility that doas not wish to participate In
this additioral funding ameunt shall not be entitied o their share of the funds available for wage and benefit Inéreases or lump sum
payménts for direct care ang anclliary services workecs,

(3}, A facility that recaives funds under this rule must maintain appropriate records documenting tha expendiiure of the funds.
This decumentation must be maintained and mada available to sutherized governmental entitles and their agents 1o the same extent as
other required records and documentation under applicable Medicaid record raguirements, including but not limited to the provisions of
ARM 37 40.345, 37 40 346 and 37.85.414, {Hisiory: 1 53:2-201, 53-6:113; MCA; IMP."63-2-201, 63-8-101,'53-6-111, 53-8-113, MCA,
NEW, 1999 MAR p. 1393, EF. 6/16/98; TRANS, from SRS, 2000 MAR'p/488; AME), 2000 MAR p.-1754, Eff. 7/14/00; AMD, 2001 MAR
p. 1108, Eff. 6/22/01; AMD. 2002 MAR p. 1767, £, 6/28/02, AMD, 20605 MAR p.-1046, Eff. 711/05; AMD, 2006 MAR p. 1638, ER. 7/1/06;
AMD, 2007 MAR p. 1100, Eff, 8/40/07; AMD, 2008 MAR p. 1411, EXf. 8/14/06; .AMD, 2010 MAR p. 1520, Ef.7/1/10.)

17.5.310 ADMINISTRATIVE REVIEW AND FAIR HEARING PROCESS'FOR MEDICAL ASSISTANCE PROVIDERS (i} The
following adminlstrative review and fair hearng process appiles to all medical asslstance providers that are aggrieved by an adverse action of
the depariment, .except medical assistance providers appealing eftglbility determinations &s & rea) party In Interest,

{2) A medical asglstence provider, otfer than a medical assistance provider appealing an eligiblity datermination aa & real parly
in Interest, a_ggﬁeved by an sdverse action of the department may request an administrative review. The requast must be In writing, mus!
stale In‘detall the provider'a cbjections, and must Incliude any, substantiating documems and information which the provider wishes the
depariment to consider in the adminislrative review. The request muat be maied or delivered to the Depariment of Public Health and
Human Services, 111 N. Senders, P.O. Box 4210, Helen, MT 59604-4210.and should be addrezsed or directed to the division of the
dapartment that isslued the contested delain\%natién. The request for sdministrative review must be receivéd by the departmont within 30
days of malling of the department’s written,determination. i

{a) Within the 30 daye @ provider may request In writing an extension of up 10 15 days'for submission of & requast Tor
administrativé review. Tha daparimént may grant further extenalons for good cause shown. Requests for further extensions must ba in
writing, must be recaived by the departmen wilin' the

NOV 2 3 2012
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