Title 50, Part VII

§32915. Complex Care Reimbursements

A. Effective for dates of service on or after October 1,
2014, non-state 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 recipients who require such services. The add-
on rate adjustment shall be a flat fee amount and may consist
of payment for any one of the following components:

1. equipment only;

nursing and equipment; or

2. direct service worker (DSW);
3. nursing only;

4. equipment and DSW;

5. DSW and nursing;

6.

7.

DSW, nursing, and equipment.

B. Non-state owned ICFs/IID may qualify for an add-on
rate for recipients meeting documented major medical or
behavioral complex care criteria. This must be documented
on the complex support need screening tool provided by the
department. All medical documentation indicated by the
screening tool form and any additional documentation
requested by the department must be provided to qualify for
the add-on payment.

C. The complex support need screening tool shall be
completed and submitted to the department annually from
the date of initial approval of each add-on payment. This
annual submittal shall be accompanied by all medical
documentation indicated by the screening tool form and any
additional documentation requested by the department.

D. In order to meet the complex care criteria, the
presence of a significant medical or behavioral health need
must exist and be documented. This must include:

1. endorsement of at least one qualifying condition
with supporting documentation; and

2. endorsement of symptom severity in the

appropriate category based on qualifying condition(s) with
supporting documentation.
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a. Qualifying conditions for complex care must
include at least one of the following as documented on the
complex support need screening tool:

i.  significant physical and nutritional needs
requiring full assistance with nutrition, mobility, and
activities of daily living;

ii.  complex medical needs/medically fragile; or
iii.  complex behavioral/mental health needs.

E. Enhanced Supports. Enhanced supports must be
provided and verified with supporting documentation to
qualify for the add-on payment. This includes:

1. endorsement and supporting documentation
indicating the need for additional direct service worker
resources;

2. endorsement and supporting documentation
indicating the need for additional nursing resources; or

3. endorsement and supporting documentation
indicating the need for enhanced equipment resources
(beyond basic equipment such as wheelchairs and grab bars).

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

1. the recipient has been admitted to the facility for
more than 30 days with supporting documentation of
necessity and provision of enhanced supports; or

2. the recipient is transitioning from another similar
agency with supporting documentation of necessity and
provision of enhanced supports.

G.  Qualification for a complex care add-on payment may
be reviewed and re-determined by the department 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 standard as the initial qualifying review
under this section.

H. The department may require compliance with all
applicable laws, rules, and regulations as a condition of an
ICF/IID’s qualification for the complex care add-on rate and
may evaluate such compliance in its initial and annual
qualifying reviews.

I.  All of the following criteria will apply for continued

evaluation and payment for complex care.

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

2. Fiscal analysis and reporting will be required
annually.

3. The provider will be required to report on the
following outcomes:

a. hospital admissions and diagnosis/reasons for
admission;

b. emergency room visits and diagnosis/reasons for
admission;
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c. major injuries;
d. falls; and
e. behavioral incidents.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR
42:276 (February 2016), amended LR 44:1447 (August 2018).
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§32969. Transitional Rates for Public Facilities

A. Effective October 1, 2012, the department shall
establish a transitional Medicaid reimbursement rate of
$302.08 per day per individual for a public ICF/ID facility
over 50 beds that is transitioning to a private provider, as
long as the provider meets the following criteria:

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;

2. shall have a high concentration of medically fragile
individuals being served, as determined by the department;

a. for purposes of these provisions, a medically
fragile individual shall refer to an individual who has a
medically complex condition characterized by multiple,
significant medical problems that require extended care;

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

4. shall agree to downsizing and implement a pre-
approved OCDD plan:

a. any ICF/ID home that is a cooperative endeavor
agreement (CEA) to which individuals transition to satisfy
downsizing requirements, shall not exceed 6-8 beds.

B. The transitional Medicaid reimbursement rate shall
only be for the period of transition, which is defined as the
term of the CEA or a period of four years, whichever is
shorter.

1. The department may extend the period of transition
for an additional year, if deemed necessary, for an active
CEA facility that is:

a. alarge facility of 100 beds or more;
b. serves a medically fragile population; and
c. provides continuous (24-hour) nursing coverage.

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

1. direct care staffing;
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medical/nursing staff, up to 23 hours per day;
medical supplies;
transportation;

administrative; and

A

the provider fee.

D. If the community home meets the criteria in §32969.C
and the individuals served require that the community home
has a licensed nurse at the facility 24 hours per day, seven
days per week, the community home may apply for a
supplement to the transitional rate. The supplement to the
rate shall not exceed $25.33 per day per individual.

E. The total transitional Medicaid reimbursement rate,
including the supplement, shall not exceed $327.41 per day
per individual.

F. The transitional rate and supplement shall not be
subject to the following:

1. inflationary factors or adjustments;
2. rebasing;

3. Dbudgetary reductions; or

4. other rate adjustments.

G. Effective for dates of service on or after October 1,
2014, the transitional Medicaid reimbursement rate shall be
increased by $1.85 of the rate in effect on September 30,
2014.

AUTHORITY NOTE: Promulgated in accordance with R.S.
36:254 and Title XIX of the Social Security Act.

HISTORICAL NOTE: Promulgated by the Department of
Health and Hospitals, Bureau of Health Services Financing, LR
39:326 (February 2013), amended LR 40:2588 (December 2014),
amended by the Department of Health, Bureau of Health Services
Financing, LR 44:60 (January 2018), LR 44:772 (April 2018).
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