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State of Mississippi

POLICY REGARDING PAYMENT FOR RESERVING BEDS DURING À RECIPIENT'S
ABSENCE F'ROM A LONG-TERM CARE FACILITY

Reserved Bed Davs Payments

The Division of Medicaid will reimburse a long-term care facility for bed days held for Title XIX
beneficiaries under the following conditions and limitations.

A. Hosp,{al!_9ave

Facilities will be reimbursed a maximum of fifteen (15) days for each hospital stay for
residents requiring acute hospital care. Residents must receive continuous acute care during
acute hospital leave. Should a resident be moved from an acute care hospital bed to a bed in
the hospital that is ce¡tified for a less than acute care service, the Medicaid program may not
be billed for any period of time in which services other than acute care services are received
by the resiclent. The period of leave will begin the calendar day llre resident wa.s admitted to
an inpatient hospital for continuous acute care. A new leave of absence for hospitalization
does not begin until the resident returns to the facility for a period oftwenty-four (24) hours
or longer.

The facility must reserve the hospitalized resident's bed in anticipation of his/her retum. The

bed may not be filled with another resident during the covered period of hospital leave.

Facilities which submit hospital bed hold may not refuse to readmit a resident from the

hospital when the resident has not been hospitalized for more than fifteen (15) consecutive
days and still requires nursing facility seryices.

Each facility must establish and follow a written bed-hold and resident return policy which
conforms to requirements ofthe Medicaid State Plan and other state and federal regulations.
Hospital leave days may not be billed if the facility refuses to readmit the resident under their
resident return policy. Repayment will be required of a facility which bills Medicaid for
frfteen (15) consecutive days of hospital leave, discharges the resident, and subsequently

refuses to readmit the resident under their resident return policy when a bed is available.

Leave days must be billed in accordance with the applicable Mississippi Division of
Medicaid Provider Billing Handbook and Administrative Code.

B. Home/Therap¡urlic Lggvg

The Division of Medicaid will reimburse long-term care facilities for home/therapeutic leave

days with limits per resident, per state fiscal year (Ju1y 1 - June 30), as determined by the

Mississippi State Legislature. Nursing Facility residents are allowed forty-two (42) days
per state fiscal year in addition to Christmas Day, the day before Christmas, the day after

Christmas, Thanksgiving Day, the day before Thanksgiving and the day after Thanksgiving.
Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF/IID) residents

are allowed sixty-three (63) days per state fiscal year in addition to

TNNo. l8-0005
Supersedes
TNNo. 89-8

Date Received:
Date Approved : 101 1 I D018
Date Effective: 07 /0112018



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

Attachment 4.'19-C
P^ge 2

State of Mississippi

POLICY REGARDING PAYMENT FOR RESERVING BEDS DURING A RECIPIENT'S
ABSENCE FROM A LONG-TERM CARE FACILITY

Christmas Day, the day before Christmas, the day after Christmas, Thanksgiving Day, the
day before Thanksgiving and the day after Thanksgiving. Psychiatric Residential Treatment
Facility (PRTF) residents are allowed eighteen (18) days per state fiscal year. Leave days
must be determined, authorized and billed in accordance with the applicable Mississippi
Division of Medicaid Provider Billing Handbook and Administrative Code. Therapeutic
leave days must be included in the resident's plan of care in accordance with 42 C.F.R $
447.40.

C. Bed Hold Davs Payment

A facility will be paid its per diem rate for the allowed bed hold days. For purposes of
calculating the case mix average ofthe facility, residents on allowable leave will be classified
at the lower ofthe case mix weight as computed for the resident on leave using the assessment
being utilized for payment at the point in time the resident stafis the leave, or a case mix
score of 1.000.
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L. Failure to File a Cost Report

M. Change of Ownership

Providers that do not file a required cost report within six (6) months

of the close of the reporting period will be subject to sanctions as

described in Sanctions, Chapter 1 Section 7-C.

For purposes of this planf a change of ownership of a facilíty
includes, but ís not limited to, inter vivos gifts, purchases. transfers.
lease arrarrgernents, cash transactions or other comparabfe arrangements
whenever the per.son or entity acquires a majority interest of the
facility operations, The change of ownership must be an armrs length
transaction consummated in the open market betv.reen non-related parties
in a normaf buyer - sefler relationship.

'Costs attribìutabfe to the negotiation or settfement of the sale or
purchase of any capital asset whether by acquisition or merger for
which any payment has previously been made sha.tI not be considered
reasonable in the provision of health care services and/ therefore,
shall not bìe included in allowable costs. These costs include, but are
not Ilmited to, legal feesf accounting and âdministrative costs, travef
costs, and the costs of feasibillty studies.
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F Credit Balances

I-'l Appea. s and SancLions

A credit bafance, or negative baÌance, on a provider's account is an amount which

is due to the Division of Medicaid. The credit ba.Lance is treated as an

overpayment by the Division of Medicaid and is subject to the rules described
above for overpayments.

A. Appeal Procedures - Desk and Field Reviews

Long-term care providers who disagree with an adjusLmenL to their aflowable

costs made as a result of d desk review or arì audiL firäy lequesL a r'ëcolìs ide¡at ion

in !.¡riting and must include the reason for the reconsideration and any supporting

documentation, and nust be made within thirty (30) calendar days after rece.ipt

of the notification of the adjustment, If the provider disagrees with the

reconsideration decision, the provider may file a request for an

administraLive hearing to the Division of Medicaid, The hearing request

must be in writing. must include the reason for the appeaf and any supporting

docunentation, and must be made within thirty (30) calendar days after receipt

of the notification of the finaf reconsideration letter. The Divlsion of Medicaid

shaLl respond wíthin thirty (30) calendar days after Lhe receipt of the

reconsíderation request or administrative hearing request' If the provider does

not request a re cons.iderat ion, the Divísion of Medicaid wiÌl consider the

provider's nonresponse as acceptance of the adjustments made. Therefore, no

admlnistrative hearlng request will be considered.

Not.ices and responses shall be defivered by certified rnaif , return receipt

requested, overnight delivery by a private carrier, or by hand de.Iivery,

and shaLl be deemed to have been received (a) if by certified maif or overnight

mail, on the day Lhe defivery receipt is signed, or (b) if by hand delivery,

on the date delivered.

TN NO 18-0005
SUPERSE DES
TN NO 15-004

DATE RECEIVED
DATE APPROVED 1O / II/2A18
DATE E FFECT ] VE-O 7 / O 1 / 2 I B



ATTACHMENT 4.L9-D
roqs J /

Long-term care providers who disagree with an adjustment to the Minimum
Data Set (MDS) that changes the classification of the resident to a

different MDS RUG rv qroup than the MDS RUG rv group originalry determined
by the facility may request a reconsideration in writing and must include
the reason for the reconsideration, and must be made within thirty (30)
calendar days after the date of the notification of the finar case mix
review findings report. This request must contain the specific
classification adjustment (s) in dispute and the reason(s) the provider
believes his/her documentatíon complies vrith the Mississippi Supportive
Documentation Requirements. tf the provider disagrees with the
reconsideration decision. the provider may file a request for an

administrative hearing to the Division of Medicaid. These adjustments
may have been made by either a desk review or an on-site visit. The

hearing request must be in writing, must contain the reason for the
appeal, and must be made with.in thirty (30) cafendar days after the
provider was notified of the finaf reconsideratlon fetter. The Divis.ion
of Medicaid shaff respond within thirty (30) calendar days after the
receipt of the reconsideration request or administrative hearing request.
If the provider does not request reconsideration, the Divis.ion of Medicaid
will consider the provider, s nonresponse as acceptance of the final case

mix review findings report. Therefore/ no administrative hearing request
wifl Ì:,e cons idered.

Notices and responses sha.I l-

receipt requested, overnight
hand delivery,
certified maiÌ
siqned, or (b)

be delivered by certified mailf return
deÌivery by a private carrier, or by

deemed to have been received (a) if by
or overnight mail, on the day the delivery receipt is
íf by hand delivery, on the date delivered.

and shall be
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The provider may appeal the decision of the Division of Medicaid ín
matters r.elâted to cost reports, including, but not Ìirnited to,
aÌÌowable costs ând cost adjustments resultíng from desk reviews and

audits in accordance with Medicaid poÌicy.

The provider may appeaf the decision of the Division of Medicaid in
matters related to the Minimum Data Set (MDS) includinq but not limited
to reviews and classj fications in accordance with Medicaid policy. Final
Roster Reports upon the cfose of the quarter are not subject to an

informal reconsideration or an appeal.
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resident at the time of his/her admission of the amount of the charge.

Semi-private room accommodations are covered by the Medicaid
re.imbursement rate.

2-5 Reserved Bed Days Payments - Refer Lo ALLachmenL 4.19-C

A. HospitaÌ Leave - Refer: to Attachment 4.L9-C
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B. Home /TheraÐerlt-ic f,eave - Refer t-o Attachment- 4 1q_a
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C. Bed HoId Days Payment - Refer to Attachment 4.79-C

2-6 Feeding Assistant Training
Reasonable costs of train.ing feeding assistants in order to meet the

requirements necessary to certify feeding assistants in accordance with 42 CFF',

Section 483.35 (4) (2) are to be b'illed directly to the Division of Medicaid.
Nursing facilities must account for and request reimbursement of training costs
in accordance with policies and procedures adopted in the Mississippi Medicaid
Nursing Facílity Manuaf. The nursing facility wilf be directly reimbursed by the
Division of Medicaid. The expenses will be subject to verÍfication pr:ior: to
processing the payment. Payments made by Medicaid wilf be based on the facility's
Medicaid utiÌization percentage used for nurse aide training and testing
reimbursement. The Division of Medicaid shall claim these expenses as

administrative costs on the CMS-64 Quarterly Stâtement of Expenditures report.
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A. Submission of MDS Forms and Bed Hold Davs Information.
Assessments of all l:esidents must be submitted efectronically
accordance with CMS requirements. Bed hold day information must

submitted electronicafly to the Division of Medicaid's designee.

fn

be

Data processing on afl assessments and bed hold days started within a

calendâr quarter will be cfosed on the fifth (5th) day of the second

(2nd) month following the quarter, e.9., the MDS's with start
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dates between July I, 1996 and September 30, L996 will be closed out for
the final calculations on November 5, 7996. This allows a ful.l month

for the submission and correction of alf MDS's begun in a cafendar
quarter and the submlssion of bed hold day information. Assessments and

bed hold day information for a specific quarter which are received after
the file has been cfosed will not be entered for previous quarterly
calculations except as a result of a Division of Medicaid case mix review.
ff t.he guarter close date is on a weekeÌìd, a state of Misslssippi holiday,
ol: a F ederal holiday. tthe data must be submiLtedonor before the flrst
business day followíng such weekend or hotlday. Final Roster Reports upon

the close of the quarter are not sub,ject to an informal reconsideration or
an appea.l .

The submission schedufe may be extended as deemed necessary by the
Division of Medicaid for extenuating circumstances.

B Assessments Used to Compute a Facilityrs Average Case Mix Score

All resident assessments completed per a calendar quarter will bre used to
compute the quarterly case mix average for a facility. These will include
the last assessment from the previous cafendar quarter. Bed HoId days.

which are therapeutíc leave and hospital leave days, will bre calcuÌated
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Policies adopted by the Division of Medicaid w111 be

used as a basis for changes in reviews of the MDS, the
sample sel-ection process, and the acceptable error rate.
If MDS data 1s not avaj-Iable, the Divislon may temporarily
cease performing reviews.

D. Roster Reports. Roster reports are used for reporting each

beneficiary's MDS RUG cl-assification with assigned case mix

index (CMI) for all days within the report period. Bed hol-d

days are refl-ected on the roster reports. The facility's
weighted average index, or score, is also reported. Roster
reports are run for each calendar quar-ter (quarterl-ies ) and

for each cost report period (annual-s) . The annual- rosters
are used to set base per diem rates each January 1. The

quarterlies are used in setting the direct care per diem

rate each quarter. Roster reports are made avaj-lable to all
facilities electronically. Interim roster reports shoul-d be

checked by the facil-ities to confirm assessments completed by

the facility have been submitted to the QIES ASAP System

used by the Division of Medicaid case mix database and to
confirm dlscharge assessments are refl-ected on the report.
Facilities should also use theinterimroster reports and bed hold
reports to confirm al-I hospital and home/therapeutic leave
has been properly reported. Missing assessments, discharge
assessments, and bed hol-d day information should be submitted
electronically prior to the close of the quarter. ff the quarter
close date is on a weekend, a state of Mj-ssissippi holiday, or
a Federal holiday, the data should be submitted on or before
the first business day followj-ng such weekend or holiday. Final
Roster Reports upon the cl-ose of the quarter are not subject
to an informal reconsideration or an appeal.
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