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III. METHOD FOR REIMBURSEMENT TO INTERMEDIATE CARE FACILITIES FOR THE 
MENTALLY RETARDED 

A. INTRODUCTION 

Intermediate Care Facilities for the Mentally Retarded (ICF/MR) are defined as intermediate 
care facilities whose primary purpose is to provide health or rehabilitative services for 
mentally retarded individuals or persons with related conditions and which meet the 
standards in Subpart D or Part 483 of the Code of Federal Regulations. 

B. PROVIDER GROUPING 

Providers are divided into two major groups, Public and Private. 

I. Public ICF/MR Facilities 

a. State-owned or operated facilities. 
b. A quasi-public facility is an ICF/MR facility that: 

1. is an organization that is a component unit of a goverrunental reporting entity, 
and 

11. receives funding in excess of $25,000 directly from the owner governing body 
for operation of the facility. 

-
2. Private ICF/MR Facilities -•· ... 

Included under this classification are pr.i.vate proprietary and nonprofit facilities who··are 
grouped based upon peer group. 

Peer group classifications are as follo1s:-:-J:::-tl ;:;,:~~-fl .. ·:;:·~·" ~r ·~~~1 
STA 1 f: --~--·--· · · __ t. --~-·- -· ! 

a. 1-8 beds; , 11 - .1~- OS ~ l 
b. 9-15beds· i}?\TE REC Q ••.. LI- -·-· - ·----; ·--- ~ 1\ j 

' . . , F' ')'/'r ? . . I.S - O '- ~ !- ~ ~ 
c. 16-32 beds; DATEA·\ ' l ;-~ ---·-----·W.·-· ~ ~ 

d. 33 or more beds. ~;~~=;~{,~~~" ~t ... j 
C. REIMBURSEMENT TO PUBLIC ICF/MR PROVIDERS 

I. Effective February 9, 2003, Medicaid payments to state-owned and operated lCFs/MR 
shall be based on the basic Medicare formula for determining the routine service cost 
limits, as follows: 

a. Calculate each state owned and operated ICF/MR's per diem routine costs in a base 
year; 

b. Inflate each faci lity's routine cost per diem to the rate year using the skill ed nursing 
facility (SNF) market basket index of inflation; 

c. Inflate each faci lity' s routine cost per diem detetmined in b. by 12%; 
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d. Each state-owned and operated facility's capital and ancillary costs will be paid on a "pass-through" basis.

The sum ofthe calculations for routine sewice costs and the capital and ancillary costs "pass-through"
shall be the per diem rate for each state-owned and operated ICF/IID. The base year cost repofts to be

used for the initial calculations shall be the cost repoús for the fiscal year ended June 30,2002.

Effective for the dates on or after O ctober | ,2012, a transitional Medicaid reimbursement rate of $302.08
per day pet individual shall be established for a public ICF/llD facility over 50 beds that is transitioning to

a private provider, as long as the provider meets tlie following criteria:

a. shall have a fully executed agreement with the Office for Citizens vvith Developmental Disabilities
(OCDD) for the private operation ofthe facility;

b. shall have a high concentration of medically fragile individuals being served, as detennined by LDH.
Fol tlìe purposes ofthese provisions, a mcdically fragile individual shall refer to an individual who

has a medically complex condition characterized by rnultiple, significant medical problems that
require extended care;

c. incurs or will incur higher existing costs not cunently captured in the private ICF/IlD rate

methodology; and

d, shall agree to downsizing and implement a pre-approved OCDD plan.

Effective for the dates on or after October l, 201 3, the transitional Medicaid reimbursement rate shall only
be for.the period oftransition, which is defined as the term ofth€ agreement or a period of four years,

whichever is shofier. The transitional Medicaid reimbursement rate is all inclusive and incorporates the

following cost components:

a. direct care staffing;
b. medical/nursing staff, up to 23 hours per day;
c. medical supplies;
d. transpoÉationcosts;
e. administrative and operating costs; and

f. the provider fee.

If the community home meets the above criteria and the individuals served tequire that the community

home has a licensed nurse at the facility 24 hours per day, seven days per week, the communi¡/ home may

apply for a supplement to the tlansitional rate. The supplement to the rate shall not exceed $25.33 per day

per individual. The total transitional Medicaid reimbursement rate, includingthe supplement, shall not

exceed $327.41 per day per individual.

Effective for dates of service on or after October l, 2014, the transitional Medicaid rei¡rbursement rate

shall be increased by $ I .85 of the rate in effect on September 30, 20 14.

State: Louisiana
Date Rece¡ved: October 23,2017
Date Approved: |)ËC 18 2017
Date Effective: October 1,2017
Transmittal Number: 17-0027

TN ¡r-oozu Approval Date ljtt: I :ì ZnlT Effective Date 10-01-2017



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

STATE OF LOUISIANA

ATTACHMENT 4.I9-D
Page I la

2

Effective October 1,2017, the Depaltment may extend the period of transition for ARC of Acadiana
(Bossier) for an additional year, if deemed necessary.

Effective October 11,2018, the Department may extend the period of transition for ARC of Acadiana
(Bossier) for two additional years, if deemed necessary.

The transitional rate and supplement shall not be subject to the following
a. inflationary factors or adjustrnents;
b. rebasing;
c. budgetary reductions; or'

d. other rate adjustments.

Any ICF/IlD home to which individr¡als transition to satisfo downsizing reqrriremenfs, shall not exceed

6-8 beds.

No payment under this section is dependent on any agreement or arrangement for providers or related
entities to donate money or services to a governmental entity.

Quasi-public facilities are reimbursed a facility specific prospective rate based on budgeted costs.
Providers submit a projected budget for the state fiscal year (SFY) beginning July l. Rates are

determined as follows:

a. Determine each ICF/llD's per diem for the base year beginning July l.
b. Calculate the inflation factor using an average CPI index applied to each facility's per diem for the

base year to determine the inflated per diem.
c. Calculate the median per diem for the facilities' base year.

d. Calculate the facility's routine cost per diem for the SFY beginning July l, by using the lowest of
the budgeted, inflated, or median per diem rates plus any additional allowances.

e. Calculate the final approved per diem rate for each facility by adding routine costs plus any "pass
through" amounts for ancillary services, provider fees, and grant expenses.

f. Providers may request a final rate adjustment subject to submission of supportive documentation
and approval by the LDH late committee.

REIMBURSEMDNT TO PRIVATE ICF/IID PROVIDERS
Private providers are reimbursed a per diem rate for each resident. Rates are calculated based on

information repoúed on the cost report.

l. Definitions
a. Acuity Factor-an adjustment factor which will modifo the direct care portion ofthe Inventory
for Client and Agency Planning (ICAP) rate based on the ICAP level for each resident.

D
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b. Administrative and Operating Costs-include: in-house and contractual salaries; 
benefits; taxes for administration and plant operation maintenance staff; utilities; 
accounting; insurances; maintenance staff; maintenance supplies; laundry and linen; 
housekeeping; and other administrative type expenditures. 

c. Capital Costs- include: depreciation; interest expense on capital assets; leasing 
expenses; property taxes; and other expenses related to capital assets. 

d. Care Related Costs-include in-house and contractual salaries, benefits, taxes, and 
supplies that help support direct care but do not directly involve caring for the patient and 
ensuring their well being (e.g., dietary and educational). Care related costs would also 
include personal items, such as clothing, personal hygiene items (soap, toothpaste, etc), 
hair grooming, etc. 

e. Direct Care Costs-consist of all costs related to the direct care interaction with the 
patient. Direct care costs include: 

• in-house and contractual salaries; 

• benefits; and 

• taxes for all positions directly related to patient care, including: medical ; nursing; 
therapeutic and training; ancillary in-house services; and recreational. 

f. !CAP-Inventory for Client and Agency Planning. A standardized instrument for 
assessing adaptive and maladaptive behavior and includes an overall service score. This 
ICAP service score combines adaptive and maladaptive behavior scores to indicate the 
overall level of care, supervision or training required. 

g. !CAP Service Level-ranges from 1 to 9 and indicates the service need intensity. The 
lower the score the greater is the client need. 

h . !CAP Service Score-indicates the level of service intensity required by an individual, 
considering both adaptive and maladaptive behavior. 

g 5 -S)-
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Note: The relationship between the service level and service score for ICAP support levels is 
as follows: 

I. 

J. 

k. 

1. 

m. 

n. 

0 . 

TN# 05 - .:33 
Supersedes 
TN# ~q - 4-5 

I Pervasive + 

I 1-19 Pervasive 

2 20-29 
Extensive 

3 30-39 

4 40-49 

5 50-59 Limited 

6 60-69 

7 70-79 

8 80-89 Intermittent 

9 90+ 

Index Factor-this factor will be based on the Skilled Nursing Home without Capital 
Market Basket Index published by Data Resources Incorporated or a comparable index if 
this index ceases to be published. 

Level of Care(LOC) - service needs of the client based upon his/her comprehensive 
functional status. 

Pass through Cost Component- includes the provider fee. 

Peer Group--the administrative and operating per diem rate and the capital per diem rate 

are tiered based on peer group size. Peer gr~.l!P~~!..e .. ~~.f.?..U2..W.~ : .. ___ ~ -~-...... •\l'N' .. -.~-·. 

I )._o '' I I I. 

11. 

lll . 

IV. 

1 - 8 beds; 

9- 15 beds; 

16- 32 beds; 

33 or more beds. 

STP-:rE- ·----··-~ft.! -;]. l(?..n._<l. .. _ . ~ ; 
! D,llTE l{f.:C'L .... U .. --: __ ;)-_~ :, 05, - i ~ 
i. 0 "'1 :::- ,y·.-1.)·., ,. 3 - I 5 - D"' : /J. ~ l r'l '-- t •' ---~ -. -- -· --.. ~ --~ ~ r • ~ I DArr· t:H= .... . -~Q :·. { -::_.9_-5 __ ~ ( 
~ H(~f~f~ 17:., -~- --- P.Jf.-:- 3 .. ~ ---- . ~ f 
• - ... . . ..... , ... , .,.,, ·• ... o'o "? •'•' ''' 00,, -· .. o o . ..-w•l ' '•· •' T -, 

Rate Year- a one-year period corresponding to the state fi scal year from July I through 
June 30. 

Rebasing-recalculation of the per diem rate components using the .latest available 
audited or desk reviewed cost reports. 

Support Levels--describe the levels of support needed by individuals with mental 
retardation and other developmental disabilities. The five descriptive levels of service 
intensity using the ICAP assessment are summarized below. 

Approval Date 3 - I 5 ·- 0 ~ Effective Date / D ·- I - () 5 
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES – OTHER TYPES OF CARE OR SERVICE 
LISTED IN SECTION 1905(a) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM UNDER THE PLAN ARE 
DESCRIBED AS FOLLOWS: 

TN 22-0011 Approval Date  Effective Date July 1, 2022 
Supersedes 
TN 18-0011 

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. 

For providers receiving pervasive plus supplements, the facility wide direct care floor is 
established at 94 percent of the per diem direct care payment and at 100 percent of any rate 
supplements or add-on payments received by the provider, including the pervasive plus 
supplement, the complex care add-on payment 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 a client-specific rate adjustment.  In no case, however, shall a 
facility receiving a pervasive plus supplement and/or client-specific rate adjustment, have total 
facility payments reduced to less than a safe harbor percentage of 104 percent of the total facility 
cost as a result of imposition of the direct care floor, except in connection with an administrative 
penalty as noted below for repeat non-compliance with direct care floor requirements. 

For providers receiving complex care add-on payment, but not receiving pervasive plus 
supplements or other client-specific adjustments to the rate, the facility wide direct care floor is 
established at 85 percent of the per diem direct care payment and at 100 percent of the complex 
care add-on payment.  The direct care floor will be applied to the cost-reporting year in which 
the facility receives a complex care add-on payment.  In no case shall a facility receiving a 
complex care add-on payment, have total facility payments reduced to less than a safe harbor 
percentage of 104 percent of the total facility cost as a result of imposition of the direct care 
floor, except in connection with an administrative penalty as noted below for repeat non-
compliance with direct care floor requirements. 

For facilities to 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 
Department, 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. 

Effective for dates of service on or after July 1, 2022, if a provider receiving complex care or 
pervasive plus add-on payments has facility payments reduced as a result of imposition of the 
direct care floor, the Department may, at its discretion, levy a non-refundable administrative 
penalty separate from any other reduction in facility payments. The administrative penalty is not 
subject to any facility specific safe harbor percentage and is calculated solely on the final 
reduced payment amount for the cost report period in question. 

July 26, 2022
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES – OTHER TYPES OF CARE OR SERVICE 
LISTED IN SECTION 1905(a) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM UNDER THE PLAN ARE 
DESCRIBED AS FOLLOWS: 

TN 22-0011 Approval Date  Effective Date July 1, 2022 
Supersedes 
TN 18-0011 

The Department may impose sanctions for noncompliance with Medicaid laws, regulations, 
rules, and policies.  Facilities that have payments reduced as a result of the imposition of the 
direct care floor with consecutive subsequent years of reduced payments, shall incur the 
following safe harbor and administrative penalties: 

Consecutive Cost Report 
Period with Reduced 

Payments 

Administrative 
Penalty Levied on 
Reduced Payments 

Safe Harbor 
Percentages 

1st Year 0% 104% 
2nd Year 0% 102% 
3rd Year 5% 100% 

4th Year and Onwards 10% 100% 

At its discretion, the Department may terminate provider participation in the complex care or 
pervasive plus add-on payment programs, as a result of imposition of the direct care floor. 

Upon completion of desk reviews or audits, facilities will be notified by the Department 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 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 budget neutrality, at implementation, the direct care component is multiplied by
105 percent of the previously stated calculation. For rate periods between rebasing, the
rates will be trended forward using the Skilled Nursing Facility without Capital Market
Basket Index, published by IHS Global Insight, Inc. (IGI), formerly Data Resources Inc.
(DRI), for December 2018, divided by the index for December 2017.

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.

July 26, 2022
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Detennination of Rate Components 

a. The direct care per diem rate shall be a set percentage over the median adjusted for 
the acuity of the resident based on the ICAP, tier based on peer group. The direct 
care per diem rate shall be detem1ined as follows: 

\ 
I \ 

1 

~I ~ 
(.) 
~ 

Median Cost. The direct care per diem median cost for each ICF/MR is determined 
by dividing the facility ' s total direct care costs reported on the cost report by the 
facility's total days during the cost reporting period. Direct care costs for providers 
in each peer group are arrayed from low to high and the median (50'h percentile) cost 
is detennined for each group. 

Median Adjustment. The direct care component shall be adjusted to I 05 percent of 
the direct care per diem median cost in order to achieve reasonable access to care. 

Inflationary Factor. These costs shall be trended forward from the midpoint of the 
cost report period to the midpoint of the rate year using the index factor. 

Acuity Factor. Each of the ICAP levels will have a corresponding acuity facto r. 
The median cost by peer group, after adjustments, shall be further adjusted by the 
acuity factor (or multiplier) as follows: 

ICAP Support Level Acuity Factor (Multiplier) 

Pervasive 1.35 

Extensive 1.17 

Limited 1.00 

lntennittent .90 

Direct Care Worker Wage Enhancement. For dates of service on or after February 
9, 2007, the direct care reimbursement to ICF-MR providers shall include a direct 
care service worker wage enhancement incentive in the amount of $2 per hour. The 
wage enhancement will be added on to the current !CAP rate methodology as 
follows: 

1. Per diem rates for recipients residing in I - 8 bed facilities will be 
increased by $16.00; 

ii. Per diem rates for recipients residing in 9 - 16 bed facilities will be 
increased by $14.93; and 

iii. Per diem rates for recipients residing in 16+ bed facilities will be 
increased by $8.00. 

TN II ----:'0=-....:.1 --'- 0"""5=---­
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b. The care related per diem rate shall be a statewide price at a set percentage over the 
median and shall be detennined as follows: 

Median Cost. The care related per diem median cost for each ICF/MR is determined 
by dividing the facility's total care related costs reported on the cost report by the 
facility's actual total resident days during the cost reporting period. Care related 
costs for all providers are arrayed from low to high and the median (501

h percentile) 
cost is determined. 

Median Adjustment. The care related component shall be adjusted to I 05 percent of 
the care related per diem median cost in order to achieve reasonable access to care. 

Inflationary Factor. These costs shall be trended forward from the midpoint of the 
cost report period to the midpoint of the rate year using the index factor. 
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c. The administrative and operating per diem rate shall be a statewide price at a set 
percentage over the median, tier based on peer group. The administrative and operating 
component shall be determined as follows: 

Median Cost. The administrative and operating per diem median cost fo,r each ICF/MR 
is determined by dividing the facility's total administrative and operating costs reported 
on the cost report by the facility's actual total resident days during the cost reporting 
period. Administrative and operating costs for all providers are arrayed from low to high 
and the median (501

h percentile) cost is determined. 

Median Adjustment. The administrative and operating component shall be adjusted to 
1 03 percent of the administrative and operating per diem median cost in order to achieve 
reasonable access to care. 

Inflationary Factor. These costs shall be trended forward from the midpoint of the cost 
report period to the midpoint of the rate year using the index factor. 

d. The capital per diem rate shall be a statewide price at a set percentage over the median, 
tier based on peer group. The capital per diem rate shall be determined as follows: 

Median Cost. The capital per diem median cost for each ICF/MR is determined by 
dividing the facility's total capital costs reported on the cost report by the facility's actual 
total resident days during the cost reporting period. Capital costs for providers of each 
peer group are arrayed from low to high and the median (501

h percentile) cost is 
determined for each peer group. 

Median Adjustment. The capital cost component shall be adjusted to 1 03 percent of the 
capital per diem median cost in order to achieve reasonable access to care. 

Inflationary Factor. Capital costs shall not be trended forward. 

e. The provider fee shall be calculated by the Department in accordance with state and 
federal rules. 

Peer Groups 

The rates for the 1-8 bed peer group shalU:>e set on costs in accordance with provisions in D.3 . 
above. The reimbursement rates for peer groups of larger facilities will also be~- set in 
accordance with the provisions in D.3. above; however the rates will be limited as follows: 

Reimbursement rates for the 9 - 15 bed peer group wi ll be limited to 95 percent of the 1-8 bed 
peer group reimbursement rates. 

Reimbursement rates for the I 6 - 32 bed peer group will be limited to 95 percent of the 9- 15 
bed peer group reimbursement rates. 

TN# C)S -- 33 Approval Date 3 - I S ·-- 6&,; Effective Date I D ~ 1 - 0 5 
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PAYMENT FOR MEDICAL AND REMEDIAL CARE AND SERVICES 

TN 22-0019 Approval Date _________________ Effective Date July 1, 2022 

Supersedes 

TN 20-0014 

` 
Reimbursement rates for the 33 or more beds peer group will be limited to 95 percent of the 16-32 

bed peer group reimbursement rates. 

Per Diem Rate Adjustments 

Effective for dates of service on or after February 20, 2009, the reimbursement rate shall be reduced by 

3.5 percent of the per diem rate on file as of February 19, 2009. 

Effective for dates of service on or after September 1, 2009, the reimbursement rate shall be increased by 

1.59 percent of the per diem rate on file as of August 31, 2009. 

Effective for the dates of service on or after August 1, 2010, the reimbursement rate shall be reduced by 2 

percent of the per diem rates on file as of July 31, 2010. 

Effective for the dates of service on or after August 1, 2010, per diem rates for ICFs/IID which have 

downsized from over 100 beds to less than 35 beds prior to December 31, 2010 shall be restored to the 

rates in effect on January 1, 2009.  

Effective for dates of service on or after July 1, 2012, the per diem rates for non-state intermediate care 

facilities for persons with developmental disabilities (ICFs/IID) shall be reduced by 1.5 percent of the per 

diem rates on file as of June 30, 2012. 

Effective for dates of service on or after July 1, 2020, private ICFs/IID that downsized from over 100 beds 

to less than 35 beds prior to December 31, 2010 without the benefit of a cooperative endeavor agreement 

(CEA) with LDH or transitional rate and who incurred excessive capital costs, shall have their per diem 

rates (excluding provider fees) increased by a percent equal to the percent difference of per diem rates 

(excluding provider fees) they were paid as of June 30, 2019, as follows: 

Peer Groups Intermittent Limited Extensive Pervasive 

1-8 beds 6.2 percent 6.2 percent 6.2 percent 6.1 percent 

9-15 beds 3.2 percent 6.2 percent 6.2 percent 6.1 percent 

16-32 beds N/A N/A N/A N/A 

33+ beds N/A N/A N/A N/A 

The applicable differential shall be applied anytime there is a change to the per diem rates (for example, 

during rebase, rate reductions, inflationary changes, or special legislative appropriations). This differential 

shall not extend beyond December 31, 2024. 

Adjustments to the Medicaid daily rate will be made when changes occur that are recognized in updated 

cost report data; these changes include but are not limited to a change in minimum wage, Federal 

Insurance Contribution Act changes, or a utility rate change. These rates will be effective until such time 

that the database used to calculate rates, fully reflects the change. 

4. Rebasing

Rebasing of rates will occur at least every three years utilizing the most recent audited and/or desk

reviewed cost reports.

October 25, 2022
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5. Requests for Supplemental Services

a. Requests for pervasive plus rate supplement must be reviewed and approved by the LDH

ICAP Review Committee.  A facility requesting a pervasive plus rate supplement shall bear

the burden of proof in establishing the facts and circumstances necessary to support the

supplement in a format and with supporting documentation specified by the LDH ICAP

Review Committee.

The ICAP Review Committee shall make a determination of the most appropriate staff

required to provide requested supplemental services.

The amount of the pervasive plus supplement shall be calculated using the Louisiana Civil

Service pay grid for the appropriate position as determined by the ICAP Review Committee

and shall be the 25th percentile salary level plus 20 percent for related benefits times the

number of hours approved.

b. Other Client Specific Adjustments to the Rate

A facility may request a client specific rate supplement for reimbursement of the costs for

enteral nutrition, ostomy, tracheotomy medical supplies or a vagus nerve stimulator.  The

provider must submit sufficient medical supportive documentation to the ICAP Review

Committee to establish medical need for enteral nutrition, ostomy or tracheotomy medical

supplies.

The amount of reimbursement determined by the ICAP Review Committee shall be based on

the average daily cost for the provision of the medical supplies.  The provider must submit

annual documentation to support the need for the adjustment to the rate.

Sufficient medical supportive documentation must be submitted to the Prior Authorization

Unit to establish medical necessity.  The amount of reimbursement shall be the established fee

on the Medicaid Fee Schedule for medical equipment and supplies.

6. ICAP Requirements

An ICAP must be completed for each recipient of ICF/IID services upon admission and while

residing  in an ICF/IID in accordance with departmental regulations.

Providers must keep a copy of the recipient’s current ICAP protocol and computer scored

summary sheets in the recipient’s file.  If a recipient has changed ICAP service level,

providers must also keep a copy of the recipient’s ICAP protocol and computer scored

summary sheets supporting the prior level

ICAPs must reflect the resident’s current level of care.

Providers must submit a new ICAP to Regional Health Standards office when the resident’s

condition reflects a change in the ICAP level that indicates a change in reimbursement.

7. ICAP Monitoring

ICAP scores and assessments will be subject to review by LDH and its contracted agents. The

reviews of ICAP submissions include, but are not limited to reviews when statistically

significant changes occur with ICAP submission(s).

October 25, 2022
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desk reviews of a sample of !CAP submissions; and 

on-site field review of I CAPs. 

ICAP Review Committee 

The ICAP Review Committee shall represent DHH should a provider request an infonnal 
reconsideration regarding the department's detennination. The committee shall make 
final determination on any ICAP level of care changes prior to the appeals process. 
When an ICAP score is detennined to be inaccurate, the department shall notify the 
provider and request documentation to support the level of care. If the additional 
information does not support the level of care, an ICAP rate adjustment will be made to 
the appropriate ICAP level effective the first day of the month following the 
determination. 

8. Audits. 

All providers who elect to participate in the Medicaid Program shall be subject to financial and 
compliance audits by state and federal regulators or their designees. Audit selection for the 
Department shall be at the discretion ofDHH. 

In addition to the exclusions and adjustments made during desk reviews and on-site audits, 
DHH may exclude or adjust certain expenses in the cost report data base in order to base rates 
on the reasonable and necessary costs that an economical and efficient provider must incur. 

The facility shall retain such records or files as required by DHH and shall have them available 
for inspection for five years from the date of service or until all audit exceptions are resolved, 
whichever period is longer. 

9. Exclusions from the database. 

Providers with disclaimed audits and providers with cost reports for other than a 12-month 
period will be excluded from the database used to calculate the rates. 

Providers who do not submit ICAP scores will be paid at the intermittent level until receipt of 
I CAP scores. 
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TN 22-0029 Approval Date ___________        Effective Date August 3, 2022 
Supersedes 
TN 19-0031 

10. Private Facilities Dedicated Program Funding Pool Payments
Effective for providers licensed and operating Medicaid certified as of 
September 1, 2019; a one-time lump sum payment will be made to 
intermediate care facilities for individuals with intellectual disabilities 
(ICFs/IID). 

Methodology 
A. Payment will be based on each provider’s specific pro-rated share of an

additional dedicated program funding pool not to exceed $4,665,635.
B. The pro-rated share for each provider will be determined utilizing the

provider’s percentage of total annualized program Medicaid days.
Annualized program Medicaid days will be calculated utilizing the most
recently desk reviewed or audited cost reports as of July 1, 2019.

C. The additional dedicated program funding pool lump sum payments shall
not exceed the Medicare upper payment limit in the aggregate for the
provider class.

D. The one-time payment will be made for the fiscal year ending June 30, 2020.

A one-time lump sum payment will be made to ICF/IID providers licensed and 
operating as of August 3, 2022. 

Methodology 
A. Payment will be based on each provider’s specific pro-rated share of an

additional dedicated program funding pool totaling $27,974,178.
B. The pro-rated share for each provider will be determined utilizing the

provider’s percentage of program Medicaid days for dates of service in a
three consecutive month period selected by the Department occurring
between January 1, 2022 and December 31, 2022.

C. If the additional dedicated program funding pool lump sum payments
exceed the Medicare upper payment limit in the aggregate for the provider
class, the Department shall recoup the overage using the same means of
distribution stated above.

D. The one-time payment will be made on or before June 30, 2023.
E. All facilities receiving payment shall be open and operating as an ICF/IID

at the time the payment is made.

11. RESERVED

September 20, 2022



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-D 
MEDICAL ASSISTANCE PROGRAM Page 21 

STATE OF LOUISIANA 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES – OTHER TYPES OF CARE OR SERVICE 
LISTED IN SECTION 1905(a) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM UNDER THE PLAN ARE 
DESCRIBED AS FOLLOWS: 

TN 22-0016 Approval Date Effective Date: September 20, 2022 
Supersedes 
TN: 18-0011 

12. Complex Care Reimbursements

A. Private (non-state) owned intermediate care facilities for individuals with intellectual disabilities
(ICFs-IID) may receive an add-on payment to the per diem rate for providing complex care to
Medicaid beneficiaries when medically necessary. The add-on payment shall be a flat fee daily
amount and consists of payment for one of the following components alone or in combination:

1. equipment add-on;
2. direct service worker (DSW) add-on; and
3. skilled nursing add-on.

B. To qualify, beneficiaries must meet medical necessity criteria established by the Medicaid
program. Supporting medical documentation must also be submitted as specified by the Medicaid
program. The duration of approval of the add-on payment(s) is at the sole discretion of the
Medicaid program and shall not exceed one year.

Medical necessity of the add-on payment(s) shall be reviewed and re-determined by the Medicaid
program no less than annually from the date of initial approval of each add-on payment. This
review shall be performed in the same manner and using the same medical necessity criteria as the
initial review.

C. Each add-on payment requires documentation that the enhanced supports are already being
provided to the beneficiary, as specified by the Medicaid program.

D. One of the following admission requirements must be met in order to qualify for the add-on
payment:

1. The beneficiary has been admitted to the facility for more than 30 days with supporting
documentation of medical necessity; or

2. The beneficiary is transitioning from another similar agency with supporting documentation of
medical necessity.

E. The following additional requirements apply:

1. Beneficiaries receiving enhanced rates must be included in annual surveys to ensure
continuation of supports and review of individual outcomes.

2. Fiscal analysis and reporting is required annually.

October 4, 2022
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES – OTHER TYPES OF CARE OR SERVICE 
LISTED IN SECTION 1905(a) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM UNDER THE PLAN ARE 
DESCRIBED AS FOLLOWS: 

TN 22-0016 Approval Date Effective Date: September 20, 2022 
Supersedes 
TN: 18-0011 

F. The Medicaid program requires compliance with all applicable laws, rules, and regulations as a
condition of an ICF/IID qualifying for any complex care add-on payment(s), and may evaluate
such compliance in its initial and annual qualifying reviews.

October 4, 2022
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PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES 
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES – OTHER TYPES OF CARE OR 
SERVICE LISTED IN SECTION 1905(a) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM UNDER 
THE PLAN ARE DESCRIBED AS FOLLOWS:  

TN   21-0001 Effective Date   02-02-2021 Approval Date  _ 
Supersedes 
TN    18-0011 (reserved page) 

Temporary Reimbursement for Private Facilities 

A. Effective February 2, 2021, the Department shall establish temporary Medicaid
reimbursement rates of $352.08 per day per individual for a 15-bed private ICF/IID
community home and $327.08 for an 8-bed private ICF/IID community home that meet
the following criteria.  The community home:

1. shall have a fully executed cooperative endeavor agreement (CEA) with the
Office for Citizens with Developmental Disabilities (OCDD) for the private
operation of the facility and shall be subject to the direct care floor as outlined in
the executed CEA;

2. shall have a high concentration of people who have intellectual/developmental
disabilities with significant behavioral health needs, high risk behavior, i.e.
criminal-like, resulting in previous interface with the judicial system, use of
restraint, and elopement.  These shall be people for whom no other private
ICF/IID provider is able to support as confirmed by OCDD;

3. incurs or will incur higher existing costs not currently captured in the private
ICF/IID rate methodology; and

4. shall have no more than 15-beds in one facility and 8-beds in the second facility.

B. The temporary Medicaid reimbursement rate shall only be for the period of four years.

C. The temporary Medicaid reimbursement rate is all-inclusive and incorporates the
following cost components:

1. direct care staffing;
2. medical/nursing staff;
3. medical supplies;
4. transportation;
5. administrative; and
6. the provider fee.

6/1/21
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PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES 
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES – OTHER TYPES OF CARE OR 
SERVICE LISTED IN SECTION 1905(a) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM UNDER 
THE PLAN ARE DESCRIBED AS FOLLOWS: 

TN   21-0001 Effective Date   02-02-2021 Approval Date  _ 
Supersedes 
TN    18-0011 (reserved page) 

Temporary Reimbursement for Private Facilities (continued) 

D. The temporary rate and supplement shall not be subject to the following:

1. inflationary factors or adjustments;
2. rebasing;
3. budgetary reductions; or
4. other rate adjustments.

6/1/21
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PAYMF1NTS IIÔR MEDICAI., AND REMËDIAL CAÌ.E AND SERVICES

A.

B

C.

METHODS FOR PA\¡À,{ENT FOR RESERVING BËDS DI'IRTNG A RECIPIENI'S ABSENCE FROM AN
INPATIENT þ'ACILITY

Intermediate Care f,'acilifies for ludividuals with Intellectual Dlsabilitics
Evacu¡tion and Temporary Sheltering Costs

Payment of Eligible Expenses for Medicare and/or Medicaid Licensed Facilities

For paynent purposes, total eligible Medicaid expenses will be the sum of nonresidentspecific
eligible expenses multiptíed by the fàcility's Medicaid occupancy percentage plus Medicaid
resident-specific expenses.
1 . If Medìcaid occupancy is not easily verifìed using the evacuation resident listing, the

Medicaìd occupancy from the most recently filed cost repon will be used.

Payrnonts shall be mads as quarterly lump-sum pa)¡rnents until ail eligible expenses have been
submitted ard paid. Eiigible expense docünentatíon must be submitted to the Department by the
end of each calender quarte¡.

All eligible expenses documented and allowed will be removed from allowable expenses rvhen the
ICF/IID's Medicaid cost repofi is filed. These expenses will not be included in the allowable cost
uscd to set ICF/IID reimbursement 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 costs reports provided that the equipment is in the
ICF/IID and bcing used. Ifthe rernaining basis tequires capitalizalion then deprecation will
be recognized.

Payrnents shall remain under fhe upper pâyment limit cap for ICFs/IID.

ICFs/IID may also be entitled to reimbursement in accordance with the Medicaid leave day
provisions contâined in Attachment 4.19-C, Page 1, Paragraph I.A & B.
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