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Associate Commissioner for Medicaid & CHIP

Health and Human Secvices Commission
Post Office Box 13247

Austin, Texas 78711

RE: TN 10-56

Dear Mr. Miliwee:

OCT 1 2 2010

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan
submitted under transmittal number (TN) 10-56. This amendment revises the reimbursement
methodology for nursing facilities to delete the requirement that payment rates for pediatric care
nursing facilities equal the rates in effect on August 31, 2009, plus 2.79 percent.

We conducted our review of your submittal according to the statutory requirements at s.ections
1902(a)(2), 1902(a)(13), 1902(a)(30), 1903(a), and 1923 of the Social Security Act and the
implementing Federal regulations at 42 CFR 447 Subpart C. As part of the review process the
State was asked to provide information regarding funding of the State share of expenditures
under Attachment 4.19-D. Based upon your assurances we are peased to inform you that
Medicaid State plan amendment 10-56 is approved effective September 1, 2010. We are
enclosing the HCFA-179 and the amended plan page.

If you have any questions, please call Sandra Dasheiff, CPA at (214) 767-6490.

Sincerely,

Eindy Mann
Director

Center for Medicaid, CHIP, and Survey & Certification
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State of Texas
Attachment 4.1S-D

NF

Page 4d

Reimbursement Methodology for Nursing Facilfties (continued)

3) Payment rate detertnination. Payment rates will be detertnined in the foibwing
manner:

a) Payment rates for this class of service wlll be determined annually, coinciderrt
with the state's fiscal year on a facility-specific basis for the pediatric care
facility. The total albwable costs from the most recent cost repoR deemed
acceptabie are adjusted for inflation from the cost report period to the rate
period. The adjusted cost is divided by the greater of total patient days of
service reported on the cost repoR or the days of service at 85 percent of
cortracted capacity of the pediaVic care facllRy. The resulting cost per day is
multiplied by a factor of 1.03 to detertnine the finai facility-specific rate. If no
acceptable cost report is available, the provfder will be required to submit a
cost report coverfng the time period specifled by HHSC. A nursing facility that
contains a pediatric care facility distinct unit must aomplete two cost reports:
one cost report for the pediatric care facility distinct unit and one oost report
for the remainder of the facility,

b) The facility-speccpayment rate will be paid for all Medicaid residents of a
qualitying pediatric care facility regardless of the RUG-Iil level of the resident.

c) Pediatric care facilitles wili not be eligible ta receive the ventilator-dependent
or the children-with-tracheostomies supplemeMal reimbursements.

d) Pediatric care facilities are not eligible to participate in the Enhanced Direct
Care Staff Rate.
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