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

7500 Security Boulevard, Mail Stop 52-26-12
Baltimore, Maryland 21244-1850

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

Financial Management Group
November 7, 2019

Matthew A. Van Patton, DHA, Director

Division of Medicaid and Long Term Care
Nebraska Department of Health and Human Services
301 Centennial Mall South

Lincoln, NE 68509

RE: Nebraska SPA 19-0008
Dear Mr. Van Patton:

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan
submitted under transmittal number (TN) 19-0008. This amendment rebases Nursing Facility and
Intermediate Care Facility for Individuals with Intellectual Disabilities payment rates. Provider
reported base costs are adjusted so that State fiscal 2020 NF and ICF-IID payment rates will result
in aggregate expenditures remaining within legislative appropriation increases.

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 19-0008 is approved effective July 1, 2019. We are enclosing the CMS-179 and
the amended plan pages.

If you have any questions, please call Tim Weidler at (816) 426-6429.

Sincerely,

Kristin Fan
Director
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ATTACHMENT 4.19-D
Page 15

12-011.08D3 Fixed Cost Component. This component of the prospective rate is computed by dividing the
facility's allowable interest, depreciation, amortization, long-term rent/lease payments, personal property
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 Quafity Assessment Component: The Nursing Facility Quality Assessment
component shall not be subject to any cost limitation or revenue offset.

For purposes of this section, facilities exempt from the Quality Assurance Assessment are:
1. State-operated veterans homes;

2. Nursing facilities and skilled nursing facilities with twenty-six or fewer licensed beds; and
3. Continuing care retirerment communities,

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 each 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, forthe same four
calendar quarters will be used to calculate the ‘anticipated nursing facility/skilled nurging facility patient

days.’

New providers entering the Medicaid program to operate a nursing facility net previously enrolled in
Medicaid:

For the Rate Period beginning on the Medicaid certification date through the following June 30, the quality
assessment rate component is computed as the Quality Assurance Assessment Amount Due from the
provider's first Quality Assurance Assessment Form covering a full calendar quarter, divided by Total
Resident Days in Licensed Beds from the same Quality Assurance Assessment Form,

Existing providers changing. from exempt to non-exempt status:

For the Rate Period beginning on the first day of the first full month the provider is subject to the Quality
Assurance Assessment through the following June 30, the quality assessment rate component is computed
as the Quality Assurance Assessment Amount Due from the provider's first Quality Assurance Assessment
Form covering a full calendar quarter, divided by Total Resident Days in Licensed Beds from the same
Quality Assurance Assessment Form,

Existing providers changing from non-exempt to- exempt status:
For Rate Pericds beginning with the first day of the first full month the provider is exempt from the Quality
Assurance Assessment, the quality assessment rate component will be $0.00 (zero doliars).

12-011.08D5 Inflation Factor: For the Rate Period of July 1, 2019 through June 30, 2020, the inflation factor
is nagative 4.98%.

12-011.08D6 Durable Medical Equipment (DME) Rate Add-on: Effective August 1, 2013, nursing facilities
are responsible for costs of certain durable medical equipment. To account for these increased costs on

prospective rates only:
1. For the rate period August 1, 2013 through June 30, 2014, prospective rates will be increased by

$.90/day.
2. Forthe rate period July 1, 2014 through June 30, 2015, prospective rates will be increased by $.90/day.

TN#. NE 18-0008 - .
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ATTACHMENT 4.19-D
Page 67

31-008.06C4b ICF/IDs 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/IID- provider's most recent cost report period.

31-008.06C5 ICFNID Fixed Cost Component: This component inciudes the interest, depreciation,
amortization, long-term rent/lease 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/IID Ancillary Cost Component: The ancillary cost component of the rate is the ailowable
ancillary cost per day as computed for the facility's most recent report period.

31-008.06C7 IGFAID Inflation Factor: The Inflation Factor is determined from spending projections computed

using:

1. Pg\udited cost and census data following the initial desk audits;

2. Budget directives from the Nebraska Legislature; and

3. Effective for the rate period beginning July 1, 2015 and for subsequent rate periods, proceeds from the
ICF/DD Reimbursement Protection Fund as specified in Nebraska Revised Statute 68-1804(4)(e).

For the Rate Period of July 1, 2019 through June 30, 2020, the inflation factor is positive 21.24%.

31-008.06C8 ICF/IID Revenue Tax Cost Component;

31-008.06C8a ICF/I|Ds with 16 or more beds:

Under the ICF/DD Reimbursement Protection Act, the ICFAID 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.

31-008.06C8b ICF/lIDs with 4-15 beds:

Under the ICF/DD Reimbursement Protection Act, the ICF/ID 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/NID_Exception Process: 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 costs (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 request must incluge:

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 reasonableness and necessity of the increase;

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

and
3. |f applicable, preventive management action that was implemented to control past and future cause(s)

of identified cost increases(s).
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