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Dear Mr. Brooks: 

RE: Louisiana Title XIX State Plan 
Transmittal No. 14-10 

I have reviewed and approved the enclosed Louisiana Title XIX State Plan material. 
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LOUISIANA TITLE XIX STATE PLAN 
TRANSMITTAL#: 14-10 
TITLE: ICF-10 Pro-vi:-d:-e-r =Fee~l=-n-cre-ase 
EFFECTIVE DATE: April1, 2014 

1st SFY 

2nd SFY 

3rd SFY 

Total Increase in Cost FFY 2014 
SFY 2014 $523,937 for 

SFY 2015 $2,158,620 for 
$2,158,620 I 

3 months 

12 months 
12 X 3 

FFP(FFY 2014 )= 

Total Increase in Cost FFY 2015 
SFY 2015 $2,158,620 for 12 months 

SFY 

$2,158,620 I 12 X 9 

2016 $2,223,379 for 
$2,223,379 I 

12 months 
12 X 3 

FFP (FFY 2015 )= 

• 

.... 
FISCAL IMPACT: 
Increase 

Aprii1 , 2014 - June2014 $523,937 

July 2014- June 2015 
July 2014- September 2014 = $539,655 

$1,063,592 

$1,063,592 X 62.11% = $660,597 

July 2014 - June 2015 
October 2014- June 2015 = $1 ,618,965 

July 2015- June 2016 
July 2015 - September 2015 $555,845 

$2.174.810 

$2,174,810 X 62.05% = $1,349,470 



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

ATTACHMENT 4.19-D 
Page 15 

STATE OF LOUISIANA 

Direct Care Floor 

A facility wide direct care floor may be enforced upon deficiencies related to direct care staffing 
requirements noted during the Health Standards Section (HSS) annual review or during a 
complaint investigation in accordance with LAC 50:1.5501 et seq. 

For providers receiving pervasive plus supplements and other client specific adjustments to the 
rate in accordance with Section 5b., the facility wide direct care floor is established at 94 percent 
of the per diem direct care payment, the pervasive plus supplement, and other client specific 
adjustments to the rate. The direct care floor will be applied to the cost reporting year in which the 
facility receives a pervasive plus supplement and/or client specific rate adjustment. In no case 
shall a facility receiving a pervasive plus supplement and/or client specific rate adjustment have 
total facility payments reduced to less than 104 percent of the total facility cost as a result of 
imposition of the direct care floor. 

For facilities for which the direct care floor applies, if the direct care cost the facility incurred on a 
per diem basis is less than the appropriate facility direct care floor, the facility shall remit to the 
Bureau the difference between these two amounts times the number of facility Medicaid days paid 
during the cost reporting period. This remittance shall be payable to the Bureau upon submission 
of the cost report. 

Upon completion of desk reviews or audits, facilities will be notified by the Bureau of any changes 
in amounts due based on audit or desk review adjustments. 

3. Rate Determination 

Resident specific per diem rates are calculated based on information reported on the cost report. 
The rates are based on cost components appropriate for an economic and efficient ICFIID 
providing quality service. The resident per diem rates represent the best judgment of the State to 
provide reasonable and adequate reimbursement required to cover the costs of economic and 
efficient ICFs/ID. 

The cost data used in setting base rates will be from the latest available audited or desk reviewed 
cost reports. The initial rates will be adjusted to maintain budget neutrality upon transition to the 
ICAP reimbursement methodology. To adjust to budget neutrality, at implementation, the Direct 
Care component is multiplied by 105% of the previously stated calculation. For rate periods 
between rebasing, the rates will be trended forward using the index factor. 

For dates of service on or after October 1, 2005 a resident's per diem will be the sum of: 
a. direct care per diem rate; 
b. care related per diem rate; 
c. administrative and operating per diem rate; 
d. capital rate; and 
e. provider fee. 

Effective for dates of service on or after April 1, 2014, the add-on amount to each ICF/ID's per 
diem rate for the provider fee shall be increased to $16.15 per day. 
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