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I. METHOD FOR REIMBURSEMENT TO NURSING FACILITIES 

The Depanment of Health and Hospitals, Office of the Secretary, Bureau of Health Services Financing 
establishes a system of prospective payment for nursing facilities based on recipient care needs that incorporates 
acuity measurements as detennined under the Resource Utilization Group III (RUG·II1) resident classification 
methodology. This system establishes a facility specific price for the Medicaid nursing facility residents served. 
It also provides for enhanced reimbursement for Medicaid residents who require skilled nursing services for an 
infectious disease and technology dependent care. Facilities may furnish any or all of these levels of care to 
residents. Every nursing facility must meet the requirements for panicipation in the Medicaid Program. 

A. COST REPORTS 

I. Nursing facility providers under Title XIX are required to file annual cost reports as follows . 

.----
a. Providers of nursing facility level of care are required to report all reasonable and allow· 

able cost on a regular nursing facility cost repon. EtTective for periods ending on or after 
June 30, 2002, the regular nursing facility cost report will be the skilled nursing facility 
cost repon adopted by the Medicare Program. This cost report is frequently referred to as 
the Health Care Financing Administration (HCFA) 2540. The cost reporting period begin 
date shall be the later of the first day of the facility's fiscal period or the facility's 
certification date. The cost reporting end date shall be the earlier of the last day of the 
facility's fiscal period or the final day of operation as a nursing facility. 

'-' TN# { )t, .. 3 :-1 
Supersedes 
TN# o 6 a-l1 

b. In addition to filing the Medicare cost report, nursing facility providers must also file 
supplemental schedules designated by the Bureau. Facilities shall submit their Medicare 
cost report and their state Medicaid supplemental cost repon in accordance with procedures 
established by the Depanment. 

c. Providers of skilled nursing· infectious disease (SN·ID), skilled nursing·technology 
dependent care (SN·TDC), and skilled nursing neurological rehabilitation treatment 
(SN·NRT) program services must file additional supplemental schedules designated by the 
Bureau documenting the incremental cost of providing SN·ID, SN·TDC, and SN·NRT 
services to Medicaid recipients. 

d . Separate cost reports must be submitted by centrallhome offices when the costs of the 
central/home office are reponed in the facility's cost repon. 

2. Cost reports must be prepared in accordance with the cost reporting instructions adopted by the 
Medicare Program using the definition of allowable and non allowable cost contained in the CMS 
Publication 15· I Provider Reimbursement Manual, with the following exceptions. 

a. Cost reports must be submitted annually. The due date for filing annual cost reports is the 
last day of the fifth month following the facility's fiscal year end. 

SUPERSEDES: TN· a.3 -4- L 
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b. There shall be no automatic extension of the due date for the filing of cost reports. If a 
provider experiences unavoidable difficulties in preparing its cost report by the prescribed 
due date, one 30-day extension may be permitted, upon written request submitted to the 
Medicaid Program prior to the due date. The request must explain in detail why the 
extension is necessary. Extensions beyond 30 days may be approved for situations beyond 
the facility's control. An extension will not be granted when the provider agreement is 
terminated or a change in ownership occurs. 

SUPERSEDES: TN- 0 5' . J-<1 

B. NEW FACILITIES AND CHANGES OF OWNERSHIP OF EXISTING FACILITIES 

---'- ,1. New facilities are those entities whose beds have not previously been certified to participate, or 
otherwise participated, in the Medicaid program. New facilities will be reimbursed using the 
statewide average case mix index to adjust the statewide direct care component of the statewide 
price and the statewide direct care component of the floor. The statewide direct care and care 
related price shall be apportioned between the per diem direct care component and the per diem 
care related component using the statewide average of the facility-specific percentages determined 
in section C.2,c.i.(3). After the second full calendar quarter of operation, the statewide direct care 
and care related price and the statewide direct care and care related floor shall be adjusted by the 
facility's case mix index calculated in accordance with section C.2.c.i.(6)-(7) and section C.3. The 
capital rate paid to a new facility will be based upon the age and square footage of the new facility . 
An interim capital rate shall be paid to a new facility at the statewide average capital rate for all 
facilities until the start of a calendar quarter two months or more after the facility has submitted 
sufficient age and square footage documentation to the Department. Following receipt of the age 
and square footage documentation, the new facility's capital rate will be calculated using the 
facility's actual age and square footage and the statewide occupancy from the most recent base year 
and will be effective at the start of the first calendar quarter two months or more after receipt. New 
facilities will receive the statewide average property tax and property insurance rate until the 
facility has a cost report included in a base year rate setting. New facilities will also receive a 
provider fee that has been determined by the Department. 
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2. A change of ownership exists if the beds of the new owner have previously been certified to 
participate, or otherwise participated, in the Medicaid program under the previous owner's provider 
agreement. Rates paid to facilities that have undergone a change in ownership will be based upon 
the acuity, costs, capital data, and pass-through of the prior owner. Thereafter, the new owner's 
data will be used to determine the facility's rate following the procedures specified in section C.2.c. 

3. Existing facilities with disclaimer status includes any facility that receives a qualified audit opinion 
or disclaimer on the cost report used for rebase under section C.2.a. Facilities with a disclaimed 
cost report status may have adjustments made to their rates based on an evaluation by the Secretary 
of the Department. 

4. Existing facilities with non-filer status includes any facility that fails to file a complete cost report 
in accordance with section A. These facilities will have their case-mix rates adjusted as follows: 
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(3). The statewide administrative and operating price is established at 107.5 
percent of the administrative and operating resident-day-weighted median 
cost. 

111. The capital component of the rate for each facility shall be detennined as follows. 

(I ). 

(2). 

The capital cost component rate shall be based on a fair rental value (FRY) 
reimbursement system. Under a FRY system, a facility is reimbursed on the 
basis of the estimated current value, also referred to as the current 
construction costs, of its capital assets in lieu of direct reimbursement for 
depreciation, amortization, interest, and rent/lease expenses. The FRY 
system shall establish a nursing facility's bed value based on the age of the 
facility and its total square footage. 

Effective January I, 2003, the new value per square foot shall be $97.47 . 
This value per square foot shall be increased by $9.75 for land plus an 
additional $4,000 per licensed bed for equipment. This amount shall be 
trended forward annually to the midpoint of the rate year using the change in 
the unit cost listed in the three-fourths column of the R.S. Means Building 
Construction Data Publication or a comparable publication if this publication 
ceases to be published, adjusted by the weighted average total city cost index 
for New Orleans, Louisiana. The cost inaex for the midpoint of the rate year 
shall be estimated using a two-year moving average of the two most recent 
indices as provided in this Subparagraph. A nursing facility's fair rental 
value per diem is calculated as follows . 

(a). Each nursing facility's actual square footage per bed is multiplied by 
the January I, 2003 new value per square foot, plus $9.75 for land. 
The square footage used shall not be less than 300 square feet or more 
than 450 square feet per licensed bed. To this value add the product 
of total licensed beds times $4,000 for equipment, sum this amount 
and trend it forward using the capital index. This trended value shall 
be depreciated, except for the portion related to land, at 1.25 percent 
per year according to the weighted age of the facility. Bed additions, 
replacements and renovations shall lower the weighted age of the 
facility. The maximum age of a nursing facility shall be 30 years. 
Therefore, nursing facilities shall not be depreciated to an amount less 
than 62.5 percent or [100 percent minus (1.25 percent • 30)] of the 
new bed value. There shall be no recapture of depreciation . 

(b). A nursing facility's annual fair rental value (FRY) is calculated by 
multiplying the facility's current value times a rental factor. The 
rental factor shall be the 20-year Treasury Bond Rate as published in 
the Federal Reserve Bulletin using the average for the calendar year 
preceding the rate year plus a risk factor of 2.5 percent with an 
imposed floor of9.25 percent and a ceiling of 10.75 percent. 

Approval Date ,3 -9 . 07 Effective Date { :l- -;).. 1 - 0 (., 
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(c). The nursing facilitY's annual fair rental value shall be divided by the 
greater of the facility's annualized actual resident days during the cost 
reporting period or 70 percent of the annualized licensed capacity of 
the facility to determine the FRV per diem or capital component of 
the rate. Annualized total patient days will be adjusted to reflect any 
increase or decrease in the number of licensed beds as of the date of 
rebase by applying to the increase or decrease the greater of the 
facility's actual occupancy rate during the base year cost report period 
or 70 percent of the annualized licensed capacity of the facility . 

As of July 1,2011, the nursing facility's annual fair rental value shall 
be divided by the greater of the facility's annualized actual reSident 
days during the cost reporting period or 85 percent of the annualized 
licensed capacity of the facility to determine the FRV per diem or 
capital component of the rate. Annualized total patient days will be 
adjusted to reflect any increase or decrease in the number of licensed 
beds as of the date of rebase by applying to the increase or decrease 
the greater of the facility's actual occupancy rate during the base year 
cost report period or 85 percent of the annualized licensed capacity of 
the facility. 

(d). Ttle initial age of each nursing facility used in the FRV calculation 
sh~lI be determined as of January 1,2003, using each facility's year of 
construction. Thi.s age will be reduced for replacements, renovations 
andlor additions that have occurred since the facility was built 
provided there is sufficient documentation to support the historical 
changes. The age of each facility will be further adjusted each July 1 
to make the facility one year older, up to the maximum age of 30 
years. Beginning January I, 2007 and the first day of every calendar 
quarter thereafter, the age of each facility will be reduced for those 
facilities that have completed and placed into service major 
renovation or bed additions. This age of a facility will be reduced to 
reflect the completion of major renovations andlor additions of new 
beds. If a facility adds new beds, these new beds will be averaged in 
with the age of the original beds and the weighted average age for all 
beds will be used as the facility's age. Changes in licensed beds are 
only recognized, for nite purposes, at July 1 of a rebase year unless 
the change in licensed beds is related to a chimge in square footage. 
The occupancy rate applied to a facility's licensed beds wlll be based 
on the base year occupancy. 

(e). If a facility performed a major rerlovationlimprovement project 
. (dermed as a project with capitalized cost equal to or greater than 
$500 per bed), the cost of the renovation project will be used to 
determine the equivalent number of new beds that project represents. 
The equivalent-number of new beds from a renovation/improvement 
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v. Adjustment to the Rate 

Effective for dates of service on or after July I, 2004, for state fiscal year 2005 and 
state fiscal year 2006, each private nursing facility's per diem case mix adjusted 
rate shall be reduced by $0.85. 

Effective for dates of service on or after July I, 2005, for state fiscal year 2006 
only, each private nursing facility's per diem case mix adjusted rate shall be 
reduced by $2.99. 

Effective for dates of service on or after January I, 2006, the previous reduction of 
$2.99 in each private nursing facility's per diem case mix adjusted rate is restored 
for the remainder of state fiscal year 2006. 

In the event the Department is required to implement reductions in the nursing 
facility program as a result of a budget shortfall, a budget reduction category shall 
be created. This category shall reduce the statewide average Medicaid rate, 
without changing the established parameters, by reducing the reimbursement rate 
paid to each nursing facility using an equal amount per patient day. 

(I) Effective for dates of service on or after January 22, 2010, the case-mix 
adjusted nursing facility rate of each non-State nursing facility shall be 
reduced by $1.95 per day (1.5 percent of the per diem rate on file as of 
January 21, 2010) until such time as the rate is rebased on July 1,2010 . 

• 0 

(2) Effective for dates of service on or after July I, 20 I 0, the per diem rate paid 
to non-state nursing facilities shall be reduced by an amount equal to 10.52 
percent of the non-state owned nursing facilities statewide average daily rate 
in effect on June 30, 2010 until such time as the rate is rebased on July I, 
2010. 

(3) Effective for dates of service on or after July I, 2010, the per diem 
reimbursement for non-state nursing facilities shall be reduced by an amount 
equal to 4.8 percent of the non-state owned nursing facilities statewide 
average daily rate on file as of July I, 2010 (as described in Atlachment 
4.19-0, §I.C.2.v (2)) until such time as the rate is rebased on July 1,2010. 

(4) Effective for dates of service on or after July I, 2011, the per diem 
reimbursement for non-state nursing facilities, excluding the provider fee, 
shall be reduced by $26.98 of the rate on file as of June 30, 20 II (as 
described in Atlachment 4.19-0, §I.C.2.v.(3)) until such time as the rate is 
rebased on July 1,201 I. 
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v. Adjustment to the Rate 

Effective for dates of service on or after July I, 2004, for slate fiscal year 2005 and 
Slale fiscal year 2006, each private nursing facility's per diem case mix adjusted 
rate shall be reduced by $0.85. 

Effective for dates of service on or after July 1, 2005, for state fiscal year 2006 
only, each private nursing facility's per diem case mix adjusted rate shall be 
reduced by $2.99. 

Effective for dates of service on or after January 1, 2006, the previous reduction of 
$2.99 in each private nursing facility's per diem case mix adjusted rate is restored 
for the remainder of state fiscal year 2006. 

In the event the Department is required to implement reductions in the nursing 
facility program as a result of a budget shortfall, a budget reduction category shall 
be created, This category shall reduce the statewide average Medicaid rate, 
without changing the established parameters, by reducing the reimbursement rate 
paid to each nursing facility using an equal amount per patient day. 

(1) Effective for dates of service on or after January 22, 20 I 0, the case-mix 
adjusted nursing facility rate of each non·State nursing facility shall be 
reduced by $1.95 per day (1.5 percent of the per diem rate on file as of 
January 21, 2010) until such time as the rate is rebased on July 1,2010 . .. 

(2) Effective for dates of service on or after July 1, 20 I 0, the per diem rate paid 
to non-state nursing facilities shall be reduced by an amount equal to 10,52 
percent of the non-state owned nursing facilities statewide average daily rate 
in effect 011 June 30, 2010 untit such time as the rate is rebased on July \, 
2010, 

(3) Effective for dates of service on or after July 1, 2010, the per diem 
reimbursement for non·state nursing facilities shall be reduced by an amount 
equal to 4.8 percent of the non-state owned nursing facilities statewide 
average daily rate on file as of July 1, 20 I 0 (as described in Attachment 
4.19-D, §1.c'2.v (2» until such time as the rate is rebased on July 1,2010. 

(4) Effective for dates of service on or after July 1, 2011, the per diem 
reimbursement for non-state nursing facilities, excluding the provider fee, 
shalt be reduced by $26.98 of the rate on file as of June 30, 20 I I (as 
described in Attachment 4.19·0, §!'C.2.v.(3» until such time as the rate is 
rebased on July 1,2011. 
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3. Case Mix Index Calculation. 
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\ 
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a. The Resource Utilization Groups-III (RUG-III) Version 5.12b, 34 group, index 
maximizer model shall be used as the resident classification system to determine all case­
mix indices , using data from the minimum data set (MDS) submitted by each facility. 
Standard Version 5.12b case-mix indices developed by the Centers for Medicare and 
Medicaid Services (CMS) shall be the basis for calculating average case-mix indices to 
be used to adjust the direct care cost component. Resident assessments that cannot be 
classified to a RUG-III group will be excluded from the average case-mix index 
calculation. 

b. Each resident in the facility, with a completed and submitted assessment, shall be 
assigned a RUG-III 34 group on the first day of each calendar quarter. The RUG-lIl 
group is calculated based on the resident's most current assessment, available on the first 
day of each calendar quarter, and shall be translated to the appropriate case-mix index. 
From the individual resident case-mix indices, two average case-mix indices for each 
Medicaid nursing facility shall be determined four times per year based on the first day 
of each calendar quarter. 

c . The facility-wide average case-mix index is the simple average, carried to four decimal 
places, of all resident case-mix indices. The Medicaid average case-mix index is the 
simple average , carried to four decimal places, of all indices for residents where 
Medicaid is known to be the per diem payer source on the first day of the calendar 
quarter. 

d . Verification of Minimum Data Set (MDS) Assessment 

1. The department or its contractor shall provide each nursing facility with a point­
in-time preliminary case mix index (CMI) report by approximately the fifteenth 
day of the second month following the beginning of a calendar quarter. This 
preliminary report will serve as notice of the MDS assessments transmitted. 

t------~ 11. After allowing the facilities a reasonable amount of time (approximately two 
weeks) to correct and transmit any missing MDS assessments or tracking records 
or apply the CMS correction policy where applicable, the department or its 
contractor shall provide each nursing facility with a fmal CMI report utilizing 
MDS assessments 

If the department or its contractor determines that a nursing facility has 
delinquent MDS (minimum data sets) resident assessments, for purposes of 
determining both average CMls, such assessments shall be assigned the case mix 
index associated with the RUG-III group "BCI-Delinquent" . A delinquent MDS 
shall be assigned a CMI value equal to the lowest CMI in the RUG-III 
classification system. 

IV. The department or its contractor shall periodically review the MDS supporting 
documentation maintained by nursing facilities for all residents, regardless of 
payer type. Such reviews shall be conducted as frequently as deemed necessary 
by the department. 

~=====-======================================== 
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4. Enhanced Reimbursement 

TN# 0 5 - ,3 I 
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Payment for SN/ID and SNITDC services shall be made using a prospective 
reimbursement methodology. This methodology utilizes the SN rate inflated to the 
applicable rate year plus an average allowable cost per day. The average allowable cost 
per day is determined by dividing total allowable IDITDC costs by total IDITDC days. 
Costs are categorized into four rate components (Direct Nursing Costs, Other Direct Care 
Services, Plant and Maintenance Costs, and Allocated Costs). The Direct Nursing Costs 
are inflated using the DPI-Medical Care-Consumer Index for All Urban Consumers-South 
Region. Other Direct Care Services, Plan and Maintenance Costs, and Allocated Costs are 
inflated using the CPI-Allltems-Consumer Index for All Urban Consumers-South Region. 
The adjustment factor for each rate component is computed by dividing the value of the 
corresponding index for December of the year preceding the rate year by the value of the 
index one year earlier. An additional $23.49 pass-through payment for durable medical 
equipment (DME) will be made for SN/ID and SNITDC Medicaid days. 

a. SN/ID (Skilled Nursing/Infectious Diseases) 

Reimbursement for SN/ID services shall be limited to the same rates paid for care of 
SN recipients plus a prospective statewide enhancement to ensure reasonable access 
to appropriate services. The enhanced amount shall be based on average allowable 
incremental costs of all acceptable cost reports (submitted on the Department's cost 
report form and completed according to the Department's instructions) for the year 
on which rates are based and in accordance with guidelines for allowable incremental 
costs and inflated forward to reflect current costs. In addition, the following 
requirements must be met: 

(1) 

(2) 

(3) 

The facility must have a valid Title XIX provider agreement for provision of 
nursing facility services; 

The facility must be licensed to provide nursing services; and 

The facility must have entered into a separate contractual agreement with the 
Bureau to provide SN/ID services in accordance with standards for the care of 
individuals with infectious diseases and meet all staffing and service 
requirements applicable to this recipient population. 
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Allowable incremental costs for SN/ID include the following: 

(1) Direct Nursing Costs are based on the demonstrated salary and 
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related benefits cost of nursing personnel directly related to 
providing SN l ID services. Nursing services personnel include 
headlcharge nurse, registered nurses (RNs), licensed practical 
nurses (LPNs), nurse assistants, and orderlies. These costs exlude 
administrative nursing costs not directly related to patient care. 

(a) A minimum of 4.0 nursing hours per patient day for 
infectious disease residents is required. Costs for direct 
patient care in excess of 9.6 hours per patient day are not 
allowable on the SN/ID supplemental cost report. 

(b) The marginal portion of the demonstrated salary and related 
benefits cost of nursing service personnel directly related to 
providing SN l ID services in excess of nursing requirements 
for routine skilled nursing services will be allowed as SN/ID 
cost. 

(2) Other Direct Care Services are based on demonstrated appropriate 
services including the following: 

Supersedes 

(a) Respiratory therapy, social services or any other specialized 
services that are directly attributable to SN lID status and not 
covered in the SN rate. 

(b) Specialized nursing supplies related to SN lID status must be 
supported by detailed justification that substantiates the cost 
of any specialized nursing supplies . 

(c) Specialized dietary needs related to SN l ID status must be 
supported by detailed justification that substantiates the cost 
of any specialized dietary needs. 

(3) Plant and Maintenance costs are based on demonstrated dependency 
on SN/ID special equipment. Costs associated with demonstrated 
enhanced infection control measures are included. Capitalize1,...c 
purchases are not included . SlJPSlSEDES: NONE. MEW Prv--
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(4) Allocated costs are based on the ration of direct nursing hours 
required for SN l ID services that are not covered in the regular 
skilled rate (1.4 hours per resident day) related to total facility 
direct nursing hours . The following costs are allocated: 
administrative and general, nursing administration (Director of 
Nursing), housekeeping, medical supplies, and dietary . 

(5) Incentive Factor is equal to 5 % of the average incremental costs 
added to the enhanced rate in order to assure reasonable access to 
SN l ID services. 

Facilities shall submit cost reports at the end of each 12 month period. 
Providers shall be required to segregate SN l ID costs from other long term 
care costs and to submit a supplemental cost report which shall be subject 
to audit. No duplication of costs shall be allowed and allowable costs shall 
be in accordance with Medicare cost principles. 

The Department will review Medicaid costs and payments annually to 
» insure the reimbursement rates remain reasonably related to costs by 

1-_____ ..... comparing total Medicaid allowable costs from the latest available audited 

TN# qq-;q 
Supersedes 

andlor desk reviewed cost reports to total Medicaid payments for that year. 

Rates will be rebased in subsequent years by determining average costs 
(total allowable ID costs divided by total ID days) using the latest available 
audited andlor desk reviewed specialized services cost reports . Costs will 
be inflated as described above and a five percent (5 %) incentive factor 
added . The rate will be finalized by adding the skilled reimbursement rate 
effective Jor the same rate period. Base rate adjlistments will result in a 
new base rate component which will be used to calculate the rate for 
subsequent years. A base rate adjustment may be made when the event, or 
events, causing the adjustment is not one that would be reflected in 
inflationary indices. 

Application of an inflationary adjustment to reimbursement rates for non­
fIXed costs in non-rebasing years shall apply only in years when the 
legislature allocates funds for this purpose. The adjustment shall be limited 
to the amount appropriated by the State Legislature. 
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b. SN/TDC (Skilled Nursing/Technology Dependent Care) 
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Reimbursement for SN /TDC services shall be limited to the same rates paid 
for care of SN recipients plus a prospective statewide enhancement to 
ensure reasonable access to appropriate services. The enhanced amount 
shall be based on average allowable incremental costs of all acceptable cost 
reports (submitted on the Department's cost report form and completed 
according to the Department's instructions) for the year on which rates are 
based and in accordance with guidelines for allowable incremental costs and 
inflated forward to reflect current costs. In addition, the following 
requirements must be met: 

(1) The facility must have a valid Title XIX provider agreement for 
provision of nursing facility services; 

(2) The facility must be licensed to provide nursing services; and 

(3) The facility must have entered into a separate contractual agreement 
with the Bureau to provide SN/TDC services in accordance with 
standards for the care of technology dependent recipients and meet 
all applicable staffing and service requirements applicable to this 
recipient population. 

Allowable incremental costs for TN/TDC include the following: 

(1) Direct Nursing Costs are based on the demonstrated salary and 
related benefits cost of nursing service personnel directly related to 
providing SN/TDC services. Nursing service personnel include 
head/charge nurse , registered nurses (RNs) , licensed practical 
nurses (LPNs), nurse assistants and orderlies. These costs exclude 
administrative nursing costs not directly related to patient care . 

(a) A minimum of 4.5 nursing hours per patient day for 
technology dependent care residents is required. Costs for 
direct patient care in excess of 9.6 hours per patient day are 
not allowed. 

(b) The marginal portion of the demonstrated salary and related 
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benefits cost of nursing service personnel directly related to 
providing SN/TDC services in excess of nursing requirements for 
routine skilled nursing services will be allowed as SN ITDC costs. 

(2) Other Direct Care Services are based on demonstrated appropriate 
services including the following : 

(fl 

;;! 
'-1 
m 

(a) 

(b) 

Respiratory therapy, social services or any other specialized 
services that are directly attributable to SN/TDC status and 
not covered in the SN rate . 

Specialized nursing supplies related to SN/TDC status must 
be supported by detailed justification that substantiates the 
cost of any specialized nursing supplies. 

(c) Specialized dietary needs related to SN ITDC status must be 
supported by detailed justification that substantiates the cost 
of any specialized dietary needs. 

~ (3) Plant and Maintenance costs are based on demonstrated dependency 
'-_____ ..... on SN/TDC special equipment. Capitalized purchases are not 

Supersedes 

included . 

(4) Allocated Costs are based on the ration of direct nursing hours 
required for SN ITDC services that are not covered in the regular 
skilled rate (1.9 hours per resident day) related to total facility 
direct nursing hours. The following costs are allocated: 
administrative and general , nursing administration (Director of 
Nursing), housekeeping, medical supplies , and dietary . 

(5) Incentive Factor , is equal to 5 % of the average allowable 
incremental costs added to the enhanced rate, in order to assure 
reasonable access to TN /TDC services . 

Facilities shall submit cost reports at the end of each 12 month period. 
Providers shall be required to segregate SN/TDC costs from other long 
term care costs and to submit a supplemental cost report which shall be 
subject to audit. No duplication of costs shall be allowed and allowable 
costs shall be in accordance with Medicare cost principles. 
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The Department will review Medicaid costs and payments annually to 
insure that the reimbursement rates remain reasonably related to costs by 
comparing total Medicaid allowable costs from the latest available audited 
and/or desk reviewed cost reports to total Medicaid payments for that year. 

Rates will be rebased in subsequent years by determining average costs 
(total allowable TDC costs divided by total TDC days) using the latest 
available audited and/or desk reviewed specialized services cost reports. 
Costs will be inflated as described above and a five percent (S %) incentive 
factor added. The rate will be fmalized by adding the skilled 
reimbursement rate effective for the same rate period . Base rate adjustments 
will result in a new base rate component which will be used to calculate the 
rate for subsequent years. A base rate adjustment may be made when the 
event, or events, causing the adjustment is not one that would be reflected 
in inflationary indices. 

Application of an inflationary adjustment to reimbursement rates for non­
fixed costs in non-rebasing years shall apply only in years when the 
legislature allocates funds for this purpose. The adjustment shall be limited 
to the amount appropriated by the State Legislature. 
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5. Neurological Rehabilitation Treatment (NRT) Program 

The NRT Program services were developed to provide services and care to residents who have 
sustained severe neurological injury or who have conditions which have caused significant 
impainnent in their ability to independently carry out activities of daily living which occurred 
within six months prior to admission. 

The NRT Program has two levels of care services . The Rehabilitation level service is for an 
injury or condition of recent onset and the Complex Care level service is for an injury or 
condition requiring transitional or long term care in a specialized setting capable of addressing 
cognitive, medical technological and family needs . 

The health conditions of these patients in both levels of care must be determined to be too 
medically complex or demanding for a typical skilled nursing setting, but these conditions no 
longer warrant in-patient hospital care. The facility shall provide care to patients as outlined in 
the medical criteria established by the Department for both levels of care. NRT Program services 
should be rendered thn'ughout the recovery process not to exceed ninety days , with a maximum 
of three thirty-day extensions. The NRT Level of Care certification cannot exceed a total of six 
months for either or a combination of both. Admissions and continued stay are determined by the 
Health Standards Section. 

Reimbursement for NRT Program services is through prospective flat rates that were developed 
on budgeted cost data. The rates established are all inclusive and are not in addition to the NF 
rates. The Department will audit cost reports annually. The rates will be rebased when there is 
a minimum 5 % difference in the actual rate and the audited rate. 

,------Rehabilitation level services are designed to reduce the patient's rehabilitation and medical needs 
hile restoring the person to an optimal level of physical , cognitive and behavioral function 

vithin the content of the person, family and community. Rehabilitation level services base rate 
I--__ --"s $489.11. 

I I' 

~
I :omplex Care level services are designed to provide care for patients who have a variety of 

I~ ~ ~ I nedicallsurgical concerns requiring a high skill level of nursing, medical and/or rehabilitation 
." \" I Interventions to maintain medicallfunctional stability. Complex Care level services base rate is 

~ ~~~\ 1 ~359.90. 
"" I~ '- ';\' 
1-':; ~~Kl I !The NRT Program shall u~i1ize ~e Consumer Price Inde~ for All Urban ,Consumers - Southern 

I ')1 ' I Region, All Items Econotnlc Adjustment Factors, as pubhshed by the Untted States Department 
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I through June 30) by the value of the All Items index one year earlier (December of the second 
preceding year) . 

This factor , All Items , will be applied to the total base which includes fixed cost. Interim 
adjustments to rates shall conform to Attachment 4.I9-D, Page 9., Interim Adjustment to Rates 
for regular nursing facilities . Rebasing shall conform to Attachment 4.I9-D, Page 7. 

Annual fmancial and compliance audits are required from the NRT Program provider as well as 
the submittal of additional cost reporting documents as requested by the Department. 

Providers are required to segregate NRT Program costs from all other long term care costs in a 
separate annual cost report and submit a separate annual cost report for each level of care 
(rehabilitation and complex care services) . Medicare cost principles found in the Provider 
Reimbursement Manual (HIM-IS) shall be used to determine allowable costs . The facility must 
adhere to the following: 

1) The facility must have a valid Title XIX provider agreement for provision of nursing facility 
services; 

2) The facility must be licensed to provide nursing services and shall admit and maintain 
residents requiring any nursing facility level of care designation; 

3) The facility must have entered into a contractual agreement with the Bureau to provide NRT 
Program services in accordance with standards for the care of persons with neurological 
rehabilitation treatment needs and meet all staffmg and service requirements applicable to this 
client population; and 

4) The facility must be accredited by the Joint Commission of accreditation of Healthcare 
Organizations (JCAHO) and by the Commission on Accreditation of Rehabilitation Facilities 
(CARF). 
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6. Reimbursemcnt li) r Fire Sprinkler Systems and Two-Hour Rated Wall Installations - These costs 
are to be ca ieul ' lI ed separa tely from the case mi x calcu lation "nd are added to the per diem 
reimbursement . 

a. All nursing facilities are required to be protected th roughout by a fire sprinkler system by 
January I , 2008. Where means of egress passes through bu ilding areas out side of a nurs ing 
fac ility, those areas shall be separated from the nursing fac ility by a two-hour rated walloI' 
shall be protected by a fire sprinkl er system. 

b. Nursing Facility Procedure and Documentation Requirement s: 

I. A complet ed fire sprink ler system plan or two-hour ra ted wa ll plan, or both, must be 
submitted to the Department li)r review and approval by December 31,2006. 

II. Upon approval of the plans and alier installation is completed, nursing facilities mu st 
submit auditable depreciation sc hedul es and invoices to support the insta ll ation cost o f 
all fire sprinkler systems and two-hour rated wall s. The documentation must be 
subm itted to the Depal1ment or its designee. All supporting documentation. including 
deprec iati on schcdul es and invoices, must indicate if the cost was previous ly included in 
a fair rental value re-age request. 

c. Medicaid participating nursi ng faci liti es that install or extend fire sprinkler systems o r two­
hou r rated walls, or both, a li er August I , 2001, and in accordance with this sect ion, may 
receive Medicaid rcimbursemcnt l'or the cost of installation over a li ve year period beginning 
the la ter of Jul y 1,2007 or Ihe datc of insta lla ti on. 

I. The annual total re imbursabl e cost is eq ual to a nursing facility' s total installati on cost o f 
all qualified lire sprinkler systems and two-hour rated wa ll s divided by five . 

II . The per di em cost is ca lcul ated as the annual total re imbursable cost divided by total 
nursing facility resident days as determi ned by the nursi ng facility's most recently 
audi ted or desk reviewed Med ica id cost repo l1 as of April 30, 2007. If a cost rep0l1 is 
not avai lable, cUlTent nursing facility resident day census records may be used at the 
Department's approva l. 

III. The per diem cost is reduced by any fair rental va lue per diem increase previously 
recogni zed as a result ofthc costs being reimbursed under this section. Thi s adjusted per 
diem cost shall be paid to each qualifying nursing facility as an additi ona l component "I' 
their Medicaid daily ra te 1'01' li ve years. 
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7. Reimbursement for Nursing Facility Evacuation and Temporary Sheltering Expenses 

Nursing facilities required to participate in an evacuation, as directed by the appropriate 
parish or state official, or which act as a host shelter site may be entitled to additional 
reimbursement of specific evacuation and temporary sheltering expenses incurred in 
addition to expenses included in their case-mix per diem rate. 

a. Eligibility for Reimbursement 

I. Nursing facilities must first apply for evacuation or sheltering 
reimbursement from all other sources and request that the Department apply 
for the Federal Emergency Management Agency assistance on their behalf. 

II. Nursing facilities must submit expense and reimbursement documentation 
related to the evacuation or temporary sheltering of Medicaid nursing 
facility residents to the Department. 

b. Eligible Expenses (Reimbursed in addition to the customary per diem rate) 

Expenses eligible for reimbursement must occur as a direct result of an evacuation 
and be reasonable, necessary, and proper. All eligible expenses must be in 
addition to nonnal daily operating expenses already included in the nursing r--------; facility's case-mix per diem rate. Eligible expenses are subject to audit at the 

. 
« j ID. epartment's discretion. Eligible expenses may include the following: 

Evacuation expenses - includes expenses from the date of evacuation to the 

I ~ ~ 
II date of arrival at a temporary shelter or another nursing facility. The 

~ 
I following expenses will be reimbursed to the evacuating nursing facility in 

t-: addition to their customary per diem rate. 

I ,\ I ~! (I) Resident transportation and lodging expense during travel. 

( ;:j~. ' 611 (2) Additional nursing staff transportation, lodging, wage, and contract 
I ~rj I labor expense when accompanying residents . 

/. e 6.- u. (3) Any other additional allowable expenses as defined in the CMS 
w ~ ~ tb ~ Publication 15-1 that are directly related to the evacuation, and that 
.... w W W if would normally be allowed under the Louisiana nursing facility case-
~~~~u CIl 0 0 0 r mix rate. 

II. Host nurs ing facility temporary sheltering expenses - Host nursing facilities 
are delined as Medicaid-certilied nursing facilities that admit residents 
discharged Irom evacuated nursing facilities. Evacuating nursing facilities 
will not receive any payment fo r residents that have been admitted to a host 
nursing facility. The lollowing expenses will be paid to the host nursing 
facility in addition to their customary per diem rate for a period not to 
exceed six months. 
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Additional direct care expenses. when a direct care expense increase of 10% 
or more is documented. Direct care expenses are defined under the 
Louisiana case-mix rule and the increase must be based on a comparison to 
the average of the previous two pay periods or other period comparisons 
detennined by the Department. 

c. Payment of Eligible Expenses (In addition to the customary per diem rate) 

I. For payment purposes, total eligible Medicaid expenses will be the sum of 
non resident-specific eligible expenses multiplied by the facility' s Medicaid 
occupancy percentage plus Medicaid-resident specitic expenses. All 
expenses will he reduced for Mcdicaid' s share of all reimbursement from 
other sources including FEMA or its successor. If Medicaid occupancy is 
not easily verified using the evacuation resident li sting, the Medicaid 
occupancy from the most recently filed cost report will be used. 

II. Payments shall be made as quarterly lump-sum payments until all eligible 
expenses have been submitted and paid. Eligible expense documentation 
must be suhmitted to the Department by the end of each calendar quarter. 

III. All eligible expenses documented and allowed under this section will be 
removed from allowable expense when the nursing facility's Medicaid cost 
repol1 is tiled. These expenses will not be included in the allowable cost 
used to set case-mix reimbursemcnt rates in future years. 

(I) Equipment purchases that are reimbursed on a rental rate may have 
their remaining basis included as allowable cost on future cost rep0l1s 
provided that the equipment is in the nursing facility and is being used. 
If the remaining basis requires capitalization under CMS Publication 
15-1 guidelines, then depreciation will be recognized. 

IV. All payments will remain under the UPL cap. 

d. Evacuated nursing facilities may also be entitled to reimbursement in accordance 
with the Medieaid leave day provisions contained in Attachment 4.19-C, section 
II.C. 
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8. Fair Rental Value, Property Tax. and Property Insurance Incentive Payments to Buyers of 
Nursing Facilities after CloSlll'e 

On or aner July 20, 2007, a Louisiana Medicaid participating nursing facility (buyer(s» 
that purchases and closes an existing Louisiana Medicaid participating nursing facility 
(seller) will be eligible to receive fair rental value, property tax, and property insurance 
incentive payments for five years after the legal transfer of ownership and closure of the 
seller's nursing facility. 

a. Qualifying Buyer(s) - In order for the buying facility to qualify for the incentive 
payments in section C.8.b., the following conditions must be met: 

i. The buyer(s) must close the purchased nursing facility (seller) within 90 days 
after the legal transfer of ownership from seller to buytr(s). 

ii. After closing the facility, all buyers must pennanently surrender their interest 
in the seller's bed license and the Facility Need Review bed approvals to the 
state. . 

iii. The buyer(s) must be Medicaid-certified nursing facility operator(s) at the 
time of purchase and continue their Medicaid participation throughout the 
entire five year payment period. 

A change in ownership of a buyer facility will not he considered a break in 
Medicaid participation, provided that the new owner of the nursing facility 
continues to participate in the Medicaid Program as a certified nursing facility. 

iv. The huyer(s) must provide the following information in writing to the 
Department within 30 days after the legal transfer of ownership: 

(I) a list of all buyers; 

(2) a list of all sellers; 

(3) the date of the legal transfer of ownership; 

(4) each buyer' s percentage share of the purchased facility; and 

(5) each buyer's current nursing facility resident listing and total occupancy 
calculations as of the date of the legal transfer of ownership. 

v. The huyer(s) must provide the following information in writin!! 10 the 
Department within 110 days after the legal transfer of ownership: 

(I) a list .of the nursing facility residents that transferred from the seller 
facility and were residents of the buyer facility as of 90 days after the 
legal transfer of ownership date. The nursing facility resident list must 
include the payer source for each resident. 

(2) the date that the seller' s facility was officially closed and no longer 
operating as a nursing facility . 
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b. Incentive Calculation - The total annual Medicaid incentive payment for each 
transaction will be based on the following table and the subparagraphs that follow: 

BtUt CaDl/aJ Amounl 

TN# 07-(2-
Supersedfj e 
TN# , evJ 'f 

Percentage Total Annual Medl~ld Incentive 
Cumulative Occupancy ofBlSe Pal'l"ent Per CIo •• d Facility) 
Inerea •• for all Buyers Capital 115 Beds 145 

Involved In the Amount to Under through B.ds& 
Purchne be Paid 115 Beds 144 Bed. Up 

13032J6 S41M73 S597.59/ 

l.clS "'an 5.00% 61% S203 155 S284391 $400 386 

5.00"10 through 9.99% 18% $236.508 $331089 $466121 

10.00% !hrou,"J4.99% 89% S269.862 $377.781 S531856 

15.00"10 and u~ 100% $303,216 S424,473 S597.591 

i. Increased Occupancy 

The cumulative increase in IOtal nursing facility occupancy for all buyers 
involved in the transaction will be calculated based on the total occupancy 
reported for all buyers at the purchase date under section C.8.a.iv.(5) and the 
increase in total residents from the seller reported under section C.8.a.v.( I). 

ii. Beds Surrendered 

Beds surrendered will be based on the licensed beds surrendered for the 
closed facility. 

iii. Annual Medicaid Incentive Payment Calculation 

The payment amount that corresponds to the cumulative occupancy increase 
for all buyers and the number of beds surrendered will be mUltiplied by each 
buyer's percentage share in the transaction as reported in section C.8.a.iv.(4). 
The rest!lt will be each buyer's total annual Medicaid incentive payment for 
five years. 

iv. Base Capital Amount 

July 1 of each year the base capital amount will be trended forward annually 
to the midpoint of the rate year using the change in the per diem unit cost 
listed in the three-fowths column of the R.S. Means Building Construction 
Data Publication, adjusted by the weighted average total city cost index for 
New Orleans, Louisiana. The cost index for the midpoint of the rate year 
shall be estimated using a two-year moving average of the two most recent 
indices as provided in this Subparagraph. Adjustments to the base capital 
amount will only be applied to purchase and closure transactions occurring 
after the adjustment date. 
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TN# 01-{2-
Supersedes 
TN# 

(cGlo -c3-e.L ~ 5) 
c. Re-base of Buyers' Fair Rental Value, Property Tax, and Property Insurance Per 

Diems 

All buyers will have their fair rental value, property tax, and property insurance per 
diems re-based using the number of residents reported by each buyer under section 
C.S.a.v.(!). The re-base will be retroactive to the date of closure of the purchased 
facility. The calculation will be as follows: 

(1) The number of total resident days used in the calculation of each buyer's 
current fair rental value per diem under section C.2.c.iii.(2) will be 
increased by the number of residents the buyer reported under section 
C.8.a.v.(l) multiplied by the total number of current rate year days. 

(2) The number of total res ident days used in the calculation a r each buyer's 
current pass through property tax and insurance per diem under section 
C.2.c.iv. will be increased by the number of residents the buyer reported 
under section C.B_a.v.C!) multiplied by the number of calendar days 
included in the buyer's most recent base-year cost report. 

(3) The resident day adjustment to each buyer's fair rental value, property 
tax, and property insurance per diem will continue until the buyer's hase­
year cost report, as defined under section C.2.a., includes a full twelve 
months of resident day data following the closure of the acquired facility 
(seller). If a buyer's base year cost report overlaps the closure date of 
the acquired facility, a proportional adjustment to that buyer's resident 
days will be made for use in the fair rental value, property tax, and 
property insurance per diem calculations. 

d. Payments 

1. The fair relltal value, property tax, and property insurance incentive payment 
will be paid to the buyer(s) as part of their Medicaid per diem for current 
services billed over five years (twenty quarters) effective the beginning of the 
calendar quarter following the closure of the seller's facility and the surrender 
of the seller's licensed beds to the Department. The per diem will be 
calculated as the buyer's annual Medicaid incentive payment under section 
C.g.b.iii divided by annual Medicaid days. Annual Medicaid days will be 
equal to Medicaid residents transferred from the seller facility, as detennined 
under section C.S.a.v.(l), multiplied by total current rate year days plus the 
.buyer's annualiz:cd Medicaid days from the most recent base year cost report. 

ii. The revised fair rental value per diem and revised property tax and insurance 
per diem for the buyer(s) will be effective the first day of the month following 
the closure of the acquired facility (seller). 

Ill. The incentive payments when combined with all other Medicaid nursing 
facility payments shall not exceed the Medicare upper payment limit. 

Approval D.te DEC 1 9 2007 Effective Date . JUL 2 1 2007 
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9. Addilional Paymenls and Square Foolage Adjuslmenls for Privale Room Conversion 

Effeclive for dales of service on or after September I. 2007. Medicaid participating 
nursing facililies that convert a semi-private room to a Medicaid-occupied private room 
are eligible 10 receive an addilional SS per diem payment facilities that participate will 
have their fair rental value per diem revised based on lhe change in licensed beds. 

11-IN 01-\ IS 

a. Qualifying facililies - In order for a nursing facility'S beds to qualify for an 
additional SS per diem payment. a revised fair rental value (fRV). a revised 
property tax pass-through. and a revised property insurance pass-through. all of the 
following conditions mUSI be mel. 

i. The nursing facility must convert one or more semi-private rooms to privale 
rooms on or after September I, 2007. 

ii. The convened private room(s) must be occupied by a Medicaid resident(s) 10 

receive lbe SS per diem payment 

iii. The nursing facilily musl surrender Iheir bed licenses equal 10 Ihe number of 
converted privale rooms. 

IV. The nursing facilily must submil the following informalion 10 the Dcpartmenl 
within 30 days of the private room conversion: 

(I) Ihe number of rooms converted from semi-private to private: 

(2) the revised bed license; 

(3) a resident listing by payer type for the converted private rooms; and 

(4) the date of the conversions. 

b. The additional $S per diem payment determination will be as follows: 

I . An additional S5 will be added to the nursing facility's case-mix rate for each 
Medicaid resident day in a converted private room. 

ii. The payment will begin the first day of the following calendar quarter. after 
lhe facility meets all oflh. qualifying crileria in C.9.a. 

III. A change in ownership. major renovation. or replacement facility will nol 
impacl the $S additional per diem payment provided Ihat all other provisions 
of this section have been mel. 

c. The revised fair rental value per diem will be calculated as follows: 

I. After a qualifying conversion of semi-private rooms to private rooms. Ihe 
nursing facility's square foolage will be divided by Ihe remainin!! licensed 
nursing facilily beds to calculale a revised square footage per bed. 

ii . After a qualifying private room conversion. the allowable square foolage per 
bed used in C.2.c.iii.(2) will be delermined as follows: 

Approval Date _N_O_V_-_'_2_DD7 EfTecli.e Dale _____ .... SEP - 1 t:~~; 
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10. Transition of a State-Owned or Operated Nursing Facility to a Private Nursing Facility 
through a Change of Ownership 

A state owned or operated nursing facility that changes ownership (CHOW) in order to transition 
to a private nursing facility will be exempt from the case-mix direct care and care-related 
spending floor for a period of 12 months following the effective date of the CHOW under the 
following conditions. The state-owned or operated facility is located in the DHH administrative 
region I; and the change of ownership is the result of a leasing arrangement. 

a. Cost Reports - The previous owner of the nursing facility must file a closing cost report 
within 60 days of the CHOW for the time period that spans from the beginning of the 
facility's cost report period to the date of the CHOW. The closing and initial cost reports 
must be filed in accordance with cost report provisions in section I.A. , including the filing 
of all Medicaid supplemental schedules. 

b. Capital Data Survey - A capital data survey must be filed with the Department within 60 
days of the effective date of the CHOW. The initial cost report period following the 
CHOW will be determined based on the elected fiscal year end of the new facility. The 
capital data survey must include the nursing facility's date of construction, current square 
footage, and all renovations made since the facility's opening. 

c. Rate Determination - During the transition period (12 months following the effective date 
of the change of ownership), the Medicaid reimbursement rate for the transitioned nursing 
facility shall be reimbursed as follows: 

i. The per diem rate shall be the per diem rate on file as of March 19, 2010 for the state­
owned or operated facility. 

ii. The transitioned nursing facility will be transferred to the case-mix reimbursement 
system at the end of the 12 month transition period. 

III . The Medicaid reimbursement rate and direct care/care-related floor shall be 
calculated in accordance with the rate determination provisions of section I.C.2 

(I) The direct care/care-related floor will be effective on the date of transition to the 
case mix reimbursement system. 

(2) For purposes of this initial floor calculation, direct care and care-related 
spending will be determined by apportioning cost report period costs based on 
calendar days. 

FEB - 2 2011 
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iv. Under the case mix reimbursement methodology, the facility will file cost reports in 
accordance with the cost report provisions in section LA., including all Medicaid 
supplemental schedules. If the nursing facility's cost report period overlaps the date 
of transition to the case mix reimbursement methodology, the case mix direct care 
and care-related floor will only be applied to the portion of the cost report period that 
occurs after the date of transition to case mix. 

v. Until the nursing facility has an audited or desk reviewed cost report that is available 
for use in a case mix rebase in accordance with the rate determination provisions of 
section LC.2.a., the case mix reimbursement rate components will be based on the 
following criteria except as noted in section vi. below. 

(I) The facility's acuity as determined from its specific case mix index report for 
the quarter prior to the effective date of the rate. 

(2) The direct care and care-related statewide median prices in effect for that 
period. The statewide direct care and care related price shall be apportioned 
between the per diem direct care component and the per diem care related 
component using the nursing facility's most recent non-disclaimed audited or 
desk reviewed cost report. The facility-specific percentages will be determined 
using the methodology described in LC.2.c.i .(3). 

(3) The administrative and operating statewide median prices in effect for that 
period. 

(4) The capital data for the fair rental value rate component will be calculated from 
the facility-submitted capital data survey and the occupancy percentage from 
the most recent non-disclaimed audited or desk reviewed cost report as of the 
effective date of the rate. 

(5) The facility ' s property insurance cost will be calculated from the most recent 
non-disclaimed audited or desk reviewed cost report as of the rate effective date. 

(6) The property tax cost will be collected in the form of an interim property tax 
report specified by the Department. The interim property tax report must be 
filed within 30 days after the beginning of the nursing facility's cost reporting 
period. Failure to provide the interim property tax report within the specified 
time frame will result in a zero dollar reimbursement rate for the property tax 
rate component. The facility must continue to file an interim property tax report 
until the facility is able to produce a non-disclaimed audited or desk reviewed 
cost report that contains property tax cost. 

(7) Provider fee and budget adjustments in effect for all other case mix facilities 
will be applicable. 

vi. A disclaimed cost report that would otherwise be used in a rebase will result in a rate 
calculated in accordance with the New facilities and change of ownership provisions 
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of section LB. and the provisions contained in above sections iii . and iv. will no 
longer be applicable. 

vii. If additional data is needed, the Department may (1:quest that the facility submit 
Medicaid supplemental cost report schedules for those cost report period year ends 
for which the facility has not previously submitted Medicaid supplemental schedules. 

d. Subsequent CHOW - Ifthere is a subsequent CHOW which results in the nursing facility 
reverting to a state-owned or operated facility, then the reimbursement methodology for a 
state-owned or operated nursing facility will be reinstated following the effective date of 
the CHOW and all other provisions of this section will no longer be applicable. 

TN# IO - 7~ 
Supersedes 
TN# N<:~ eo.l)~ 
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D. REIMBURSEMENT TO PUBLIC NURSING FACILITIES 

Effective August I, 2005, the prospective reimbursement rate will include the cost of 
durable medical equipment and supplies required to comply with the plan of care tor 
Medicaid recipients residi ng in nursing facilities. The payment rate for each of these 
facilities will be the nursing facility' s allowable cost from the most recent tiled 
Medicaid cost rep0I1 trended torw~rd to the midpoint of the rate year. 

State-owned or operated nursing facilities will bt: paid a prospective per diem 
reimbursement ratt:. The per diem payment rate tor each of these facilities will be 
calculated using the nursi ng facilit y's allowable cost from the most recently tiled 
Medicaid cost report trended forward from the midpoint of the cost report year to the 
midpoint of the rate year usi ng the index factor as defined in section C.1.m. 
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E. Enhancement Pool Funded by Transfer From Parish Owned Nursing Facilities 
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1. Enhancement Pool Creation 

2. 

3. 

4. 

An enhancement pool is created to increase reimbursement to parish owned 
facilities in proportion to their share of Medicaid days provided during the 
reporting period used to set rates. The pool is created subject to availability 
of funds and subject to the payment limits of 42 CFR 447.272 (payments 
may not exceed the amount that can reasonably be estimated to be paid 
under Medicare payment principles). 

Calculation of Nursing Facility Payment Differential 

The nursing facility payment differential for any year shall be the difference 
between the upper limit of aggregate payments to nursing facilities as 
defined in 42 CFR §447.272 and the aggregate Medicaid per diem 
reimbursement paid to nursing facilities for the year, determined for all 
nursing facilities participating in the state's Medicaid Program, or for a 
subset of these facilities that embraces parish-owned nursing facilities for 
which a separate upper payment limit calculation is required by 42 CFR 
§447 . 272 as in effect in that year. 

Calculation of Enhancement Pool Amount 

Total payments from the pool in any year shall not exceed a percentage of 
the nursing facility payment differential that will be determined by the 
Department for each payment year. 

Enh,ancement Pool Distribution 

The entire enhancement pool amount shall be distributed on a quarerly basis 
to qualifying parish-owned nursing facilities based on their pro-rata share 
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of the total annual Medicaid days of care of all qualifying parish-owned 
nursing facilities . Determination of annual Medicaid occupancy level and 
Medicaid days of care shall be based on the most recently filed cost reports 
on file with the Department. 

5. Definition of Qualifying Facilities 

a. Qualifying facilities are parish-owned nursing facilities that: 

(i) have an annual Medicaid occupancy level at or above sixty 
percent (60 % ); 

(ii) provide 12,000 or more Medicaid days of care annually; and 

(iii) have entered into (or be part of a parish government that has 
entered into) a transfer agreement with the Department 
providing for an intergovenmental transfer of funds. 

Determination of Upper Limit 

For purposes of the Enhancement Pool payments covered by this section 
E., the upper limit of aggregate payments to nursing facilities pursuant to 
42 CFR §447.272 shall be determined using the RUGS III classification 
system utilized in determining nursing home reimbursement in the 
Medicare program. MDS data will be utilized to determine the 
classification of Medicaid-eligible residents of nursing homes participating 
in the State 's Medicaid program. Payment rates for each classification will 
be those published by HCFA for Medicare, as adjusted by the HCFA 
published wage indexes. The Medicare payment rates will be further 
adjusted to reflect add-ons enacted by statute, and additional adjustments 
will be made to achieve comparability of Medicare and Medicaid rates 
(including adjustments to offset disparities in the various components of the 
Medicare and Medicaid rates). 
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7. Special Condition to Assure Use of Funds for Health Care Purposes 
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This section E. shall remain in effect until one of the following events 
occurs : 

a. The effective date of a HCFA approval of an amendment to the plan 
withdrawing this section E; 

b. The effective date of a HCFA approval of an amendment effectively 
superseding this section; 

c. The State, without HCFA approval, dissolves, in whole or in 
substantial part, the Medicaid Trust Fund for the Elderly established 
by Act 143 of the First Extraordinary Session, 2000, of the state 
legislature, or enacts a law or takes any other action which allows 
the principal of or the income from the Medicaid Trust Fund for the 
Elderly to be used for purposes other than for which they can be 
used under the terms of Act 143 as in place on January 1, 2001, 
other than for expansion of Medicaid eligibility. The State agrees 
to notify HCFA if either of these events occurs. The State will also 
certify on each Quarterly Expenditure Report, Form HCFA-64, that 
it submits to HCFA that neither of the above events has occurred. 

ADDITIONAL REQUIREMENT: In the event any of the 
conditions specified in paragraph c. of this sub-section 7 occurs , or 
if the State fails to make the certification referred to in paragraph c. 
after reasonable (30 days) notice of its failure to do so, the State 
agrees to return an amount equal to the entire corpus of the 
Medicaid Trust Fund for the Elderly (at the time just preceding the 
event) to HCFA in the same manner, and subject to the same terms 
and conditions, including but not limited to the provisions of 42 
CFR §430.48 , as if that amount had been disallowed by HCFA 
pursuant to §1903(d) of the Social Security Act. Should the State 

Approval Date """'.L....L..JL--""':...L..._ Effective Date 

TN#SUPERSEDES: NONE - NEW PAGE 

--r-"~OOC-f'!JJ-M1---Z-.->--UJL 

.J/t zj 0 I J l'J<'j 



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
MEDICAL ASSISTANCE PROGRAM 

ATTACHMENT 4.l9-D 
Page 9.1. 

STATE OF LOUISIANA 

-.~ ---------------------------------------------------------
fail to reflect the return of such amount on its first Expenditure Report, 
HCFA Form HCFA-64, submitted following the events described in 
paragraph c, the State agrees that HCFA shall disallow that amount, 
pursuant to §1903(d) and subject to 42 CFR 430.48, on the grant award that 
is based on the Expenditure Report where the return of such funds should 
have been reflected. 

8. Enhancement pool payments to qualifying facilities shall sunset on June 30, 
2005. All payments made under this state plan amendment while in effect 
are valid. The state may submit a state plan amendment after June 30, 2005 
that re-implements the above enhancement pool payment methodology or a 
different methodology . 
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