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

7500 Security Boulevard, Mail Stop S2-26-12 .
Bal‘[imore, MD 21244-1850 CENTERS FOR MEDICARE & MEDICATD SERVICES

CENTER FOR MERICAID & CHIP SERVICES

Financial Management Group

MAR 15 2018

Ms. Marie Matthews

State Medicaid Director

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

Helena, MT 59604

Re: Montana 18-0016
Dear Ms. Matthews:

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan
submitted under transmittal number (TN) 18-0016. Effective for services on or after January 1,
2018, this amendment updates the reimbursement methodology by providing for a 2.99 percent
reduction for 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. We are pleased to inform you that Medicaid State
plan amendment TN 18-0016 is approved effective January 1, 2018. The HCFA-179 and the
amended plan pages are attached.

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

Sincerely,

Kristin Fan
Director
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Attachment 4.19 D
Reimbursement for Skilled Nursing and Intermediate Care Services ;

(b) The direct resident care component of each facility’s rate is 20% of the overall
statewide price for nursing facility services. It is adjusted for the acuity of the Medicaid
residents served in each facility. The acuity adjustment increases or decreases the
direct resident care component in proportion to the relationship between each facility's
Medicaid average case mix index and the statewide average Medicaid case mix index.

(i) The Medicaid average case mix index for each facility to be used inrate
setling will be 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 immediately preceding the current year. The stai:»;amd@ average
Medicaid case mix index will be the weighted average of each facility's four quarter
average Medicaid case mix index to be used in rate settmg

(¢) The statewide price for nursing facxhty services will be determined each year
ihrc;ugh 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
o nursing facility services, and the quality of nursing facrf;ty care.

‘ (d) The total payment rate available for the period July 1, 201? through June 30,
2018 will be the rate as computed in (2), plus any additional amount computed in Rate
Adjustment for County Funded Rural Nursing Facilities and in Direct Care & Ancillary
Services Workers’ Wage Reporting.

(3) Providers who, as of July 1 of the rate year, have not filed with the
‘d@pari:ment a cost report covering a period of at least six months participation in the
Medicaid program in & newly constructed facility will have a rate set at the statewide
median price of $181.57 as compu‘ted on January 1, 2018. Following a change in
provider as defined in Change in Provider Defined, the per diem rate for the new
provider will be set at the previous provider's rate, as if no change in provider had
oceurred. ‘

(4) For ICFID services provided by nursing facilities located within the state of

‘Montana, the Montana Medicaid program will pay a provider as provided in
Reimbursement for Intermediate Care Fadilities for Individuals with Intellectual
Disabilities. ) ‘ ‘
(5) In addition to the per diem rate provided under (2) or the reimbursement
allowed to an ICF/IID provider under (4), the Montana Medicaid program will pay
‘providers located within the state of Montana for separately billable items, in’
accordance with Separately Billable ltems.

(6) For nursing facility services, including ICF/ID services, provided by nursing
facilities located outside the state of Montana, the Montana Medicaid program will pay a
provider only as provided in Reimbursement to Out-of-State Facilities.

(7) The Montana Medicaid program will not pay any provider for items billable to
residents under the provisions of ltems Billable to Residents. ,

(8) Reimbursement for Medicare co-insurance days will be as follows:

(a) for dually eligible Medicaid and Medicare individuals, reimbursement is limited
to the per diem rate, as determined under (1) or Reimbursement for Intermediate Care
Facilities for Individuals with Intellectual Disabilities, or the Medicare co-insurance rate,
whichever is lower, minus the Medicaid recipient’'s patient contribution; and
(b) for individual whose Medicare buy-in premium is being paid under the qualified
Medicare beneficiary (QMB) program under the Eligibility Requirements for Qualified

TN # 18-0016 Approved MAR 15 201 . Effective 1/1/18
Supersedes TN # 17-0013
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Attachment 4.19 D
Reimbursement for Skilled Nursing and Intermediate Care Services

(4) Effective January 1, 2018, the rate for each facility will be determined using
the operating component defmed in (4) (a) and the direct resident care component
defined in (4) (b):

(a) The operating component is the same per diem for each nursing facil ity Itis
set at 80% of the statewide price for nursing facility services. »

{b) The direct resident care component of each facility’s rate is 20% of the overall
statewide price for nursing facility services. It is adjusted for the acuity of the Medicaid
residents served in each facility. The: acuity adjustment increases or decreases the
direct resident care component in proportion to the relationship between each facility’s
Medicaid average case mix index and the statewide average Medicaid case mix index.

RATE ADJUSTMENT FOR COUNTY FUNDED RURAL NURSING FACILITIES

(1) For each state fiscal year, the department will provide a mechanism fora one-
time, lump sum payment to nonstate government owned or operated facilities for
Medicaid services according to the methodology specified in this rule. These payments
will be for the purpose of maintaining access and viability for a class of “at risk” county
affiliated facilities who are predominately rural and are the only nursing facility in their
community or county or who provide a significant share of nursing facility services in
their community or county.

(2) A nursing facility is e tgibie to participate in this | lump sum payment distribution
if it is a nonstate government owned or operated facil ity that has provided Medicaid
services in the current state fiscal year.

(a) The department will calculate the amount of lump sum distribution that will be-
allowed for each county affiliated provider so that the total per day amount does riot
exceed the computed Medicare upper payment limit for these providers. Distribution of
these lump sum payments will be based on the Medicaid utilization at each participating
facility for the period July 1 of the previous year through June 30 of the current year.

(b) In order to qualify for this lump sum adjustment, each county on behalf of its
nonstate government owned or operated facility must enter into a written agreement to
transfer local county funds to be used as matching funds by the department. This
transfer option is voluntary, but those counties that agree to participate must abide by
the terms of the written agreement.

(3) On or after July 1 of each year, the department will pmvsde for a one time,
lump sum distribution of funding to nursing facilities not participating in the funding for
“at risk” facilities for the provision of Medicaid services.

(4) The department will calculate the maximum amount of the lump sum
payments that will be allowed for each participating nonstate government owned or
- operated facility, as well as the additional payments for other nursing facilities not
participating in the funding for “at risk” facilities for the provision of Medicaid services in
accordance with state and federal laws, as well as applicable Medicare upper payment
limit thresholds. This payment will be computed as a per day add-on based upon the
funding available. Distribution will be in the form of lump sum payments and will be
based on the Medicaid utilization at each participating facility for the period July 1 of the
preceding year through June 30 of the current year.

TN # 18-0016 Approved  MAR 15 2018 Effective 1/1/18
Supersedes TN # 17-0013



