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‘Rate Payment means per diem rates paid under provisions of 471 NAC 12-011.08. The
payment rate for Levels of Care 101, 102, 103 104 and 105 is the applicable rate in effect for
assisted living services under the Home and Community-Based Waiver Services for Aged
Persons or Adults or Children with Disabilities (see 480 NAC 5). Except the payment for level
of care 105 (bed-hold) for the months of April and May 2012 is the applicable payment rate as
determined under 471 NAC 12-011.08.

Revisit Fees means fees charged to health care facilities by the Secretary of Health and
Human Services to cover the costs incurred under Department of Health and Human
Services, Centers for Medicare and Medicaid Services, Program Management' for conducting
revisit surveys on health care facilities cited for deficiencies during initial certification,
recerfification or substantiated complaint surveys.

Urban means Douglas, Lancaster, Sarpy, and Washington Counties.

Waivered Facility means facilities fer which the State Certification Agency has waived
professional nurse staffing requirements of OBRA 87 are classified as "waivered" if the total
number of waivered days exceeds 80 calendar days at any time during the reporting period.

Weighted Resident Days means a facility's inpatient days, as adjusted for the acuity level of
the residents in that facility.

Other definitions which apply in this section are included in Nebraska Department of Health
and Human Services Division of Public Health's regulations in Title 175, Chapter 12, Skilled
Nursing Facilities, Nursing Facilities, and Intermediate Care Facilities and appropriate federal
regulations governing Title XIX and Title XVl

12-011.03 General Information: Wherever applicable, the principles of reimbursement for provider's
cost and the related policies under which the Medicare extended care facility program functions
(Medicare's Provider Reimbursement Manual (HIM-15) updated by "Provider Reimbursement
Manual Revisions” in effect as of July 1, 2010 are used in determining the cost for Nebraska
nursing facilities with exceptions noted in this section. Chapter 15, Change of Ownership, of HIM-
15 is excluded in its entirety.

That portion of a provider's allowable cost for the treatment of Medicaid patients is payable under
the Nebraska Medical Assistance Program (Medicaid) except as limited in this section. The
aggregate payments by the Department do not exceed amounts which would be paid under Title
XV principles of reimbursement for extended care facilities.

Except for IS nursing facility providers, a provider with 1,000 or fewer Medicaid inpatient days
during a complete fiscal year Report Period (see 471 NAC 12-011.08B) will not file a cost report.
The rate paid will be based on the average base rate components, effective July 1 of the rate
period of all other providers in the same care classification, following the initial desk audits.

12-011.04 Allowable Costs: The following items are allowable costs under Medicaid.

12-011.04A Cost of Meeting Licensure and Certification Standards: Allowable costs for
meeting licensure and certification standards are those costs incurred in order to:

Meet the definition and requirements for a Nursing Facility of Title XIX of the Social
Security Act, Section 1919;
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12-011.08D3 Fixed Cost Component: This component of the prospective rate is
computed by dividing the facllity's allowable interest, depreciation, amortization,
long-term rent/lease payments, personal properly tax, real estate tax, and other
fixed costs by the facility's total inpatient days (see 471 NAC 12-011.06B). Rate
determination for the Fixed Cost Component for an individual facility is computed
using the lower of its own per diem as computed above, or a maximum per diem of
$27.00 excluding personal property and real estate taxes.

12-011.08D4 Nursing Facility Quality Assessment Component: The Nursing Facility
Quality Assessment component shall not be subject to any cost limitation or revenue
offset.

The quality assessment component rate will be determined by calculating the
‘anticipated tax payments’ during the rate year and then dividing the total anticipated
tax payments by ‘total anticipated nursing facility/skilled nursing facility patient days,’
including bed hold days and Medicare patient days.

For the rate year beginning July 1, 2011, the ‘anticipated tax payments’ will be
determined by annualizing total facility patient days, including bed hold days, less
Medicare days from the time period beginning January 1, 2011 and ending June 30,

. 2011. ‘Total anticipated nursing facility/skilled nursing facility patient days’ will be
determined by annualizing total facility patient days, including bed hold days and
Medicare days, from the time period beginning January 1, 2011 and ending June
30, 2011. Nursing Facilities will not be assessed a tax on any patient days prior to
July 1, 2011.

For each subsequent rate year, total facility patient days, including bed hold days,
less Medicare days, for the four most recent calendar quarters available at the time
rates are determined will be used to calculate the ‘anticipated tax payments.’ Total
facility patient days, including bed hold days and Medicare days, for the same four
calendar quarters will be used to calculate the ‘anticipated nursing facility/skilled
nursing facility patient days.’

12-011.08D5 Inflation Factor: For the Rate Period of July 1, 2012 through June 30,
2013, the inflation factor is positive 2.25%.

TN# NE 12-12 APR :
-3 20m L
Supersedes Approved Effective Yo & 012

TN# NE 11-29



ATTACHMENT 4.19-D
Page 18

12-011.08K Special Funding Provisions for Governmental Facilities: City or county-
owned facilities are eligibie to participate in the following transactions to increase
reimbursement. The transaction is subject to the payment limits of 42 CFR 447,272
(payments may not exceed the amount that can reasonable be estimated o be paid
under Medicare payment principles), City or county owned refers to the common
meaning of ownership of the physical siructure(s); the governmental entity may or
may not be directly involved in the daily operation of the facility.

1. City or county-owned facilities with a 40% or more Medicaid mix of
inpatient days are eligible to receive the Federal Financial Participation
share of allowable costs exceeding the applicable maximums for the Direct
Nursing and the Support Services Components. This amount is computed
after desk audit and determination of final rates for a Report Period by
multiplying the current NMAP Federal Financial Participation percentage by
the facility's allowable costs above the respective maximum for the Direct
Nursing and the Support Services Components. Verification of the eligibility
of the expenditures for FFP is accomplished during the audit process.

12-011.08L Special Funding Provisions for IHS Nursing Facility Providers: IHS
nursing facility providers are eligible to receive the Federal Financial Participation
share of allowable costs exceeding the rates paid for the Direct Nursing, Support
Services and Fixed Cost Components for all Medicaid residents.

A. [HS providers may receive quarterly, interim Special Funding payments by filing
quarterly cost reports (FA-66) for periods ending September 30, December 31
and/for March 31. Quarierly, interim Special Funding payments are
retroactively adjusted and settled based on the provider's corresponding
annual cost report for the period ending June 30. Quarterly, interim payments
and the retroaclive settlement amount are calculated in accordance with
Section C below. If the average daily census from a quarterly cost report
meets or exceeds 85% of licensed beds, this shall be the “final” quarterly cost

‘report filed by the provider. Subsequent quarterly, interim Special Funding
payments shall be based on the “final’ quarterly cost report. Quarterly, interim
Special Funding payments may also be revised based on data from the annual
cost reports.

B. Quarterly, interim Special Funding payments shaill be made within 30 days of
receipt of the quarterly cost report or requested supporting documentation.
Quarterly, interim Special Funding payments subsequent to the payment for
the “final” quarterly cost report shall be made on or about 90-day intervals
following the previous payment.
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C. The Special Funding amount is computed after desk audit and
determination of aliowable costs for the report period. The amount is
calculated by adding the following two figures:

1. The allowable Federal Medical Assistance Percentage for IHS-gligible
Medicaid residents multiplied by the difference between the allowable
costs for all IHS-eligible Medicaid residents and the total amount paid
for ali IHS-eligible Medicaid residents, if greater than zero: and

2. The allowable Federal Medical Assistance Percentage for non-IHS-
eligible, Medicaid residents multiplied by the difference between the
allowable costs for all non-IHS-¢ligible Medicaid residents and the
total amount paid for all non-IHS-eligible Medicaid residents, if greater
than zero.

12-011,08M (Reserved)

12-011.09 Depreciation: This subsection replaces Medicare regulations on depreciation in
their entirety, except that provisions concerning sale-leaseback and lease-purchase
agreements (Medicare's Provider Reimbursement Manual (HIM-15), Section 110) are
retained, subject to the following Medicaid depreciation regulations.
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For each reporting period, the total resident days (per the MDS system) at each care
level are multiplied by the corresponding weight (see 471 NAC 12-013.04). The resulting
products are summed to determine the fotal weighted resident days per the MDS
system. This total is then divided by the MDS total resident days per the MDS system.
This total is then divided by the MDS total resident days and multiplied by total resident
days per the facility's Nebraska Medicaid Cost Report to determine the total number of
Weighted Resident Days for the facility, which is the divisor for the Direct Nursing
Component.

12-013.03 Resident Level of Care Weights: The following weighting factors shall be
assigned to each resident level of care, based on the CMS RUG I} 5.20 version:

Level of Casemix Casemix Index Casemix Index
Care Index Value Description Value
163 RAD Rehabilitation/ADL = 17-18 1.68
162 RAC Rehabilitation/ADL = 14-16 1.31
161 RAB Rehabilitation/ADL = 9-13 1.24
160 RAA Rehabilitation/ADL = 4-8 1.07
172 SE3 Extensive Services 3/ADL >6 2.10
171 SE2 Extensive Services 2/ADL >6 1.79
170 SE1 Extensive Services 1/ADL >6 1.64
162 §sC Special Care/ADL = 17-18 1.44
151 SSB Special Care/ADL = 15-16 1.33
150 38Z Special Care/ADL = 4-14 1.28
145 CGC2 Clinically Complex w/Depression/ADL = 17-18 1.42
144 CC1 Clinically Complex/ADL = 17-18 1.25
143 cB2 Clinically Complex w/ Depression/ADL = 12-16 1.15
142 CB1 Clinically Complex/ADL = 12-16 1.07
141 CA2 Clinically Complex w/Depression/ADL = 4-11 1.08
140 CA1 Clinically Complex/ADL = 4-11 0.95
133 B2 Cognitive Impairment with Nursing Rehab/ADL= 6-10 0.88
132 IB1 Cognitive Impairment/ADL = 6-10 0.85
131 1A2 Cognitive Impairment with Nursing Rehab/ADL = 4-5 0.72
130 1A1 Cognitive Impairment/ADL = 4-5 0.67
123 BB2 Behavior Prob w/Nursing Rehab/ADL = 6-10 0.86
122 BB1 Behavior Prob/ADL = 6-10 0.82
121 BA2 Behavior Prob w/Nursing Rehab/ADL = 4-5 0.71
120 BA1 Behavior Prob/ADL = 4-5 0.80
115 PE2 Physical Function w/Nursing Rehab/ADL = 16-18 1.00
114 PE1 Physical Function/ADL = 16-18 0.97
113 PD2 Physical Function w/Nursing Rehab/ADL = 11-15 0.91
112 PDA Physical Function/ADL = 11-15 0.89
111 PC2 Physical Function w/Nursing Rehab/ADL = 8-10 0.83
110 PC1 Physical Function/ADL = 9-10 0.81
Medicaid Waiver Assisted Living Levels of Care
104 PB2 Physical Function w/Nursing Rehat/ADL = 6-8 0.65
103 PB1 Physical Function/ADL = 6-8 0.63
102 PAZ Physical Function w/Nursing Rehab/ADL = 4-5 - 0.62
101 PA1 Physical Function/ADL = 4-5 0.59
Default Rate — Used When No Assessment Is Available
180* STS Short Term Stay 0.59
105 is not a level of care, it is a payment rate for bedhold days on the above levels of care.
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31-008 Payment for ICF/MR Services

31-008.01 Purpose: This section:

1. Satisfies the requirements of the State Plan for Medical Assistance and 42 CFR
447, Subpart C, which provide for payment of ICF/MR services;

2. Adopts rate setting procedures which recognize the required level and quality of
care as prescribed by all governmental entities (including, but not limited to, federal,
state, and local entities);

3. Establishes effective accountability for the disbursement of Medical Assistance
appropriations; and

4. Provides for public notice of changes in the statewide method or level of payment
pursuant to the requirements of Section 1902(a)(13) of the Social Security Act.

31-008.02 General Information: Wherever applicable, the principles of reimbursement for
provider's cost and the related policies under which the Medicare extended care facility
program functions (Medicare's Provider Reimbursement Manual (HIM-15) updated by
"Provider Reimbursement Manual Revisions" in effect as July 1, 2010) are used in
determining the cost for Nebraska ICF/MRs with exceptions noted in this section. Chapter 15,
Change of Ownership, of HIM-15 is excluded in its entirety.

That portion of a provider's allowable cost for the treatment of Medicaid patients is payable
under the Nebraska Medical Assistance Program (Medicaid) except as limited in this section.
The aggregate payments by the Depariment do not exceed amounts which would be paid
under Title XV1II principles of reimbursement for extended care facilities.

31-008.03 Allowable Costs: The following items are allowable costs under Medicaid.

31-008.03A Cost of Meeting Licensure and Certification Standards: Allowable costs for

meeting licensure and certification standards are those costs incurred in order to:

1.
2.

3.

Meet the definition in 42 CFR 440.150;

Comply with the standards prescribed by the Secretary of Health and Human
Services (HHS) in 42 CFR 442;

Comply with requirements established by the Nebraska Department of Health
and Human Services, Division of Public Health, the agency responsible for
establishing and maintaining heaith standards, under 42 CFR 431.610; and
Comply with any other state law licensing requirements necessary for providing
skilled nursing or intermediate care facility, as applicable.

31-008.03B ltems Included in Per Diem Rates: The following items are included in the

per diem rate: .
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31-008.06C4b ICF/MRs with 4-15 beds:

The Non-Personnel Operating Cost Component of the Final Rate is the
allowable non-personnel operating cost per day as computed for the ICF/MR
provider's most recent cost report period.

31-008.06C5 ICF/MR Fixed Cost Component: This component includes the
interest, depreciation, amortization, long-term rentlease payments, personal
property tax, real estate tax, gross revenue tax, and other fixed costs. The fixed cost
component is the allowable fixed cost per day as computed for the facility's most
recent cost report period.

31-008.06C6 ICF/MR Ancillary Cost Component: The anciliary cost component of
the rate is the allowable ancillary cost per day as computed for the facility's most
recent report period.

31-008.06C7 ICF/MR Inflation Facior; For the Rate Period of July 1, 2012 through
June 30, 2013, the inflation factor is -0.63%.

31-008,06C8 ICF/MR Revenue Tax Cost Component:

31-008.08C8a ICF/MRs with 16 or more beds:

Under the ICF/MR Reimbursement Protection Act, the ICF/MR revenue tax
per diem is computed as the prior report period net revenue times the
applicable tax percentages(s) divided by the prior report period facility
resident days. (See 405 NAC 1-003.).The Tax Cost Component shall be
prorated when the revenue tax is based on less than a full fiscal year's data.

31-008.068C8b ICF/MRs with 4-15 beds:

Under the ICF/MR Reimbursement Protection Act, the ICF/MR revenue tax
per diem is computed as the prior report period net revenue times the
applicable tax percentage(s) divided by the prior report period facility
resident days. (See 405 NAC 1-003.). The Tax Cost Component shall be
prorated when the revenue tax is based on less than a full year's data.

31-008.06C9 ICF/MR _Exception Progess: An individual facility may request, on an

exception basis, the Director of the Division of Medicaid and Long-Term Care to
consider specific facility circumstance(s), which warrant an exception to the facility's
rate computed for its Fixed Cost Component. An exception may only be requested if
the facility's total fixed cosis (total costs, not per diem rate), as compared to.the
immediately prior report period, have increased by ten-percent or more, In addition,
the facility's requast must include:

1.

Specific identification of the increased cost(s) that have caused the facility's total
fixed costs to increase by 10 percent or more, with justification for the
reasonablenass and necessily of the increase;

Whether the cost increase(s) are an ongoing or a one-time occurrence in the cost
of operating the faciity; and

If applicable, preventive management action that was implemented to control past
and future cause(s) of identified cost increases(s).
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31-008.06D Rates for State-Operated Intermediate Care Facilities for the Mentally
Retarded (ICF/MR): The Department pays State-operated ICF/MR providers an amount
equivalent to the reasonable and adequate costs incurred during each Reporting Period.
An interim per diem rate is paid during the fiscal year Rate Period, based on financial
and statistical data as submitted by the ICF/MR for the most recent Reporting Period.
The interim rate is settled retroactively to the facility’s actual costs, which determine the
Final Rate. The rate has five components:

1. The Personnel Operating Cost Component;

2. The Non-Personnel Operating Cost Component;
3. The Fixed Cost Component;

4. The Ancillary Cost Component; and

The ICF/MR Revenue Tax Cost Component.

The rate is the sum of the above five components. Rates cannot exceed the amount that
can reasonably be estimated to have been paid under Medicare payment principles.

31-008.06D1 interim Rate: The interim rate is a per diem paid for each inpatient
day. An interim rate is paid during a fiscal year rate period and then retroactively
adjusted when final cost and census data is available. The Interim Rate is a
projection and is intended to approximate the Final Rate as closely as is
possible. Projections are made from known current data and reasonable
assumptions.

31-008.06D2 Final Rate: The Departiment pays each ICF/MR a retroactively
determined per diem raie for the reasonable and adequate costs incurred and
documented for the most recent reporting period.

31-008.06D3 Personnel Operating Cost Component: This component includes
salaries, wages, fringe benefits, the personnel cost portion of purchased
services, and the personnel cost portion of management fees or allocated
expense for resident care services and support services. The resident care
services portion consists of direct care staff, direct care administration, active
ireatment, and medical services. The support services portion consists of
dietary, laundry, and housekeeping, property and plant, and administrative
services. Both the resident care services and the support services portions of
the personnel operating cost component of the Final Rate are the allowable
personnel operating cost per day as computed for the ICF/MR provider's most
recent cost report period. _
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31-008.06D4 Non-Personnel Operating Cost Component: This component
includes ail cosis other than salaries, fringe benefits, the personnel cost portion
of purchased services, and the personnel cost portion of management fees or
allocated expenses for the administrative, dietary, housekeeping, laundry, plant
related, and social service cost centers. The Non-Personnel Operating Cost
Component of the Final Rate is the allowable non-personnel operating cost per
day as computed for the ICF/MR provider's most recent cost report period.

31-008.06D5 Fixed Cost Component: This component inciudes the interest,
depreciation, amortization, long-term rent/lease payments, personal property tax,
real estate tax, and other fixed costs. The Fixed Cost Component of the Final
Rate is the allowable fixed cost per day as computed for the ICF/MR provider's
most recent cost report period.

31-008.06D6_ICF/MKR Revenue Tax Cost Component: Under the ICF/MR
Reimbursement Protection Act, the ICF/MR revenue tax per diem is computed as
the prior report period net revenue times the applicable tax percentage(s) divided
by the prior report period faciiity resident days. (See 405 NAC 1-003.). The Tax
Cost Component shall be prorated when the revenue tax is based on less than a
full fiscal year's data.

31-008.06E Qut-of-State Facilities: The Department pays out-of-state facilities
participating in Medicaid at a rate established by that state’s Medicaid program at the
time of the issuance or reissuance of the provider agreement. The rate will not exceed
the average per diem being paid to Nebraska non-State-operated facilities for services
in a similar care classification. The payment is not subject to any type of adjustment.

31-008.06F-lnitiai Rates for New Froviders:

31-008.06F1 Initiai Rates for New Providers of ICF/NMRs with 16 beds or more:
Providers entering Medicaid as a result of a change of ownership will receive
rates as follows. The rate in effect at the time of the change in ownership will be
paid to the new provider for the remainder of the rate period. For the next rate
period, the cosi reports for ali owners during the report period will be combined.
The combined report will be the complete cost report for that facility and will be
used for rate determinations and iimitation determinations. ‘

Providers entering Medicaid as a result of new construction, a facility re-opening,
or a certification change from Nursing Facility to ICF/MR will receive a
prospective rate equal to the average prospective rate of all Nebraska non-State-
operated facilities of the same care classification. The rate will change at the
beginning of a new rate period. The rate will be based on the care class average
until the provider's first rate period following participation in the program for one
full report period.
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