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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop 32-26-12
Baltimore, Maryland 21244-1850 crvrs

cÍNftn$ foR ÀttDrc^Rt & MrDrc^rD str¡vtcts
CENIER ÍON MEDICAID & €HIP SERVICES

Financial Management Group

Marylou Sudders, Secretary
Executive Office of Health and Human Services
State of Massachusetts
One Ashburton Place, Room 1109
Boston, MA 02108

JUN 10 2018

RE: Massachusetts l8-0008

Dear Secretary Sudders:

V/e have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan
submitted under transmittal number (TN) l8-0008. Effective February 1,2018, this amendments
provides for additional increasing adjustment to the existing user fee add-on payment for the
period from February 1,2018 through April 30,2018. The amendment also address FY20l8
direct care staff lump sum payments as it relates to redistributing direct care staff funding, after
facility closures, among all remaining eligible facilities.

V/e conducted our review of your submittal according to the statutory requirements at sections
1902(a)(2), I 902(a)( I 3), 1902(a)(30), and I 903(a) of the Social Security Act and the implementing
Federal regulations at 42 CFR 447 Subpart C. V/e are pleased to inform you that Medicaid State
plan amendment l8-0008 is approved effective February 1,2018. We are enclosing the CMS-179
and the amended plan pages.

If you have any questions, please call Novena James-Hailey at (617) 565-1291

Sincerely,

Kristin Fan
Director
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Attachmcnt 4.19-D (4)
Page I

State Plall ùnder Title XIX of the Social Security Act
State. Massachnsetts

ì\{ethods for Establishing Payment Râtes - Nursing Facilities

I.

A. Overview. Nursrng facility payments for services provided to MassHealth members are
governed by the Executive Office of Health and Human Selvices (EOHHS) regulation,l0l
CMR 206.00: Standard Payments to Nursing Facilities as of February 1, 2018. This
attachment describes the methods and standards used to establish payment lates for nursing
facilities effective Febluary 1, 2018,

B. Chief Componcnts. The payment method describes standard payments for nursing facility
services. Standard paymehts are derived from reported median base-year costs fot Nursing
and Other Operating Costs as well as a capital payment component. Nursing and Other
Operating Standard Payment rates were calculated using Calendar Year (CY) 2007 costs
The allowable basis for capital was updated using CY 2007 data.

II. Cost Reportins Requirements and Cost Findine

A. Required Repol ts. Except as provided below, each provider of longlerm care facility
services under the State Plan must complete an annual Cost Report.

l, For each cost reporting year, the Cost Report must contain detailed cost information
based on generally accepted accounting principles and the accrual method of accounting
that meets the requirements of 101 CMR 206.08 as ofFebruary 1, 2018.

2. There are five types ofcost reports: a) Nursing Facility Cost Report; b) Realty Company
Cost Report (if the facility is leased from another entity); c) Management Company Cost
Report (if the facrlity reports n.ìanagement expenses paid to another entity); d) Finarrcial
Statements, and e) Clinical Data.

3. A facilìty that closes prior to November I is not required to submit a cost repor..t for the
following calendar year.

4. Thele are special cost reporting requirements outlined in 101 CMR 206.08(2)(9) as of
February 1, 2018_for hospital-based nursing facilities, stâte-operated nursing facilities, and
facilities that operate other proglams such as Adult Day Llealth, Assìsted Living or
Outpaticnt Sclviccs.

5. A facility may be subject to penalties in accordance with l0l CMR 206.08 (7) as of
Februaly I , 201 I if a facility does not file the required cost repofts by the due date.

B. Gencral Cost Principles. Iu ordel to repoú a cost as related to MassHealtli pâtient care, a

cost must satisly the l^ollowing criteria:

the cost is oldinary, necessary, and directly related to the care of publicly aided
patients;

l'N: 018-008
Supelsedcs:017-0|9

Approval Date:

JUN r I 20ts

Ellective Date: 0210112018
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Statc Plân under'fitle XIX of the Social Security Act
Stâte. Massachusetts

Methods for Establishing Payment Rates - Nù¡'sing Facilities

4

the cost is for goods or services actually provided in the nursing facility;

the cost must be reasonable; and

the provider must actually pay the cost.

Costs that are not considered rclated to the care of MassHealth patients include, but are not
limíted to: costs that are discharged in bankruptcy; costs that are forgiven; costs that are
converted to a promissory note; and accruals of self-insured costs that arc based on
actrìarial estimates.

A provider may not repod any ofthe costs that are listed in 101 CMR 206.08(3)(h) as of
February 1, 2018 as related to MassHealth patient care.

TN:018-008 Apploval Date:

JUN 10 20t8

Supcrscdes: 017-019
Elf€ctive Date: 0210112018



Attachment 4.19-D (4)
Page 3

State Plan undel Title XIX of thc Sociâl Security Act
State, Massachusetts

Methods I'or Bstablishing Payment Rates - Nursing Facilities

III. Me thods and Standards Used to Determine Payment Rates

A. Prospective Per Diem Rates. The plospective per diem payment rates for nursing
facilities are derived fiom the Nursing, Other Operating, and Capital payment components.
Each ofthese components is described in detail in the following sections.

B. Nursing Cost. The following Nursing Standard Payments (per dierÐ comprise the Nursing
Cost component of the prospective per diem payment rates for nursing facilities.

The base year used to develop the Nursing Standard Payments is 2007. Nursing costs
reported in CY 2007 in the following categories are included in the calculation: Director of
Nurses, Registeled Nurses, Licensed Practical Nurses, Nursing Aides, Nursing Assistants,
OrderÌies, Nursing Pulchased Services, Director of Nurses and Nursing Workers'
Compensation, Payroll Tax, and Fringe Benefits, including Pension Expelse. The Nursing
Standald Payments are derived fiom the product of the industry CY 2007 median nursing
costs times the CY 2007 industry n.redian management minutes for each of six payment
groups listed 101 CMII 206.04 (l) as of -lìebruary 1, 2018 (Appendix A). The base year
arnounts îor each group are updated to rate year 2008 by a cost adjustment lactor of 3.79Y,
T'his cost adjustment factor is based on Massachusetts-speciflc consur¡er price index (CPI)
forecasts as well as national and regional indices supplied by Global lnsight, lnc.

C. Other Operating Cost. The Other Operating Cost Standard Paynent (per diem)
comprises the othel operating component of the prospective per diem payment rates for
nursing facilities. The OthelOperating Standald Payment, effective February 1,2018, is

$76.96.

The base year used to develop tlre Other Operatrng Standard Payment of $76,96 is CY
2007. Other operating costs reported tn CY 2001 in the following categories are ìncluded

H 030 $r4.4s

JK 30.1 - 1 t0 $39.s4

LM 110,1- 170 $68.38

NP 170.1 -225 $96.34

RS 225.1 ,270 $1r1.67

T 2'70,1 & above $ 146.39

'I'N:018-008 AppÌoval Date:

JUN t g ¿ofs
Superscdes:017-019

Ellective l)ate: 02/0"1 /201Íl



Attachmcnt 4.19-D (4)
Page 4

State I'lan under Title XIX of the Social Security Act
State. Massachusetts

Methods for Estâblishing Payment Rates - Nursing Facilities

in the calculation: variable, administrative and general, and motor vehicle costs. The Other'
Operating Standard Payrlent is set equal to the CY 2007 industry median of these cost
amounts, except for administrative and general costs, which are subject to a ceiling of
$18.45 before combining with other cost components. The calculation of the Other
Operating Standard Payn'ìent is reduced by 2.95% to exclude non-allowable reported costs.
Tlre allowable base-year amount is updated to rate year 2008 by a CAF of 3.79%o. This cost
adjushnent factor is based on Massachusetts-specific CPI fotecasts as well as national and
regional indices supplied by Global Insight, Inc.

D. Capital. The Capital component is computed in accordance with 101 CMR 206.05 as of
February l, 2018.

1. Capital Payments. Capital payments for all facilities except for those identified in
D.2 below, shall be based on the facility's allowable capital costs, including
allowable depreciation, financing contribution and other fixed costs.
(a) If a facility's capital payment effective September 30,2014 is less than $17.29,

its capìtal paytìenl will be the gTe¿ler olits September 30,2014 capital pâyment
or the payment determined as lollows:

(b) If a facility's revised capital payment effective September 30,2014 is gÌeater
than ol equal to 511.29, the facility's revised capital payment will equal its
September 30, 2014 capital payment.

(c) If a provider relìcensed beds duling the rate period that were out of service, its
capital payment \ ìll he the lowel of (l) the cnpìta1 pnymcnt rrìtc cst¡blishccl
undel D.1.(â) or (2) the facility's most recent capital payment rates.

(d) If a provider's capital payment is based on a Determination of Need (DON)

$ 0.00 - $4.00 s4.4s
$ 4.01 -s6.00 . $6.18
$ 6.01 -$8.00 $8. l5
$ 8.01 - $10.00 $10.13
s10.01 - s12.00 $12.1r
$12.01 - $14.00 s 14.08

$14,01 - $16.00 $ 16.06

$16.01 - $r7.29 s17 .29

$17,30 - $18.24 $ 18.24
$18.25 - $20.25 $20.2s
520.26 to 52256 $22.56
$22.57 to $25.82 s25.82

>$25.83 $2 7.30

TN:018-008
Super-sedes: 017-019

Approval Date:

JUN 19 2018

Elfective Date: 02/0t/2018
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State PlaD ùnder Title XIX of the Sociâl Secu¡'ity Act
Stâte. Mr¡ssâchusetts

Methods lbr Bstablishing Payment Rates - Nursing Facilities

2.

apploved prior to March 7, 1996 and the provider receives a temporary capital
payment in accordance with 101 CMR 206.05 (4) (b) (3), the provider''s capital
payment will be revised in accordance with 101 CMR 206.05 (a) (b) (a) as of
February 1,2018.

Capital Payments Exceptions. The capital payment for new facilities constructed
pursuant to a DON approved after March 7, 1996; rcplacement facilities that open
pursuant to a DON approved after March 7, 1996; new facilities in urban under
bedded areas that are exempt frorn the DON process; new beds that are licensed
pursuant to a DON approved after March 7, 1996; new beds in twelve-bed expansion
projects not associated with an approved DON project; beds acquired from another
facility that are not subject to a DON, to the extent that the additional beds increase
the facility's licensed bed capacity; and private nursing facilitie's that sign their first
plovidel agreement on or after October 1,2008 shall be as follows:

L,.

3. Notification of Substâutiâl Capital Expenditures. Any nursing facility thât opens,
adds new beds, adds substantial renovations, or re-opens beds after September 1,

2004, is required to notrfy EOFIFIS in accordance with l0l CMR 206.05(4)(a) as of
February 1, 2018. At that tirne, the Capital component may be reconputed in
accordance with 101 CMR 206.05(4Xb) as ofFebruary 1, 2018.

Retroactive Adjustments. EOHHS will retroactively adjust the Capital Payment
component of the rates ilit leams that there was a material enor in the rate calculation or ifa
nursing faciÌity lnade a material elror in its cost report. A material euor is any etror that
would lesult in a change to a provider's rate,

Date thât New & LicerisedFacilities Beds

02/0v t998 - 12t31t2000 $ 17.29
0t/0112001 - 06/30/2002 $ 18.24
01 /01 /2002 - t2/3 1 /2002 s 20.25
0r101/2003 - 08131/2004 g 20.2s
a9/01 /2004 - 06130/2006 s 22.s6
07 /0112006 - 07 /3112007 $ 25.82
08t 01 /2001 - 01 t3 1 t2008 $ 27.30
08/01 /2008 - 09/10/201 6 $ 28.06

l0/01/2016- forward $37,60

TN: 018-008
Supersedes:017-019

Apploval f)ate:

JUN,ûg't¿nn

EflectiYe Date: 02101/2018



Attachrnent 4.19-D (4)
Page 6

Stâtc Plan under Title XIX of tìrc Social Security .Act
State. Mâssachusetts

Methods lbr Establishing Payment Ratcs - Nursing Facilities

IV. Special Conditions

A. Innovative and Special Programs. The MassHealth progralll l'nay colttract for special
and/or innovative programs to meet special needs of certain patients, which ale not
ordinarily met by existing services in nursing fâcilities or which can only be met by
existing services in nursing facilities at substantially higher cost. Currently, these programs
include progr-ams for patients with traumatic brain injury, mental illness and medìcal illness
(MIMI's), technologic dependency, as well as progrâms for nursing facilities that have a

substantial concentration of patients of the highest acuity level (i.e., Management Minute
Category T), nursing facilities that have a substantial concentration of patients with
multiple sclerosis or multiple sclerosis and amyotrophic lateral sclerosis, nursing facilities
that have a substantial concentration of deaf patients, and nursing facilities with
substantiãlly higher costs due to island location.

B, Rate for Innovative and Special Programs. A provider who seeks to pafiicipate in an
innovative aud special progranl must conhact with the MassHealth ploglam to plovide
special care and services to distinct categories of patients designated by the Massl-Iealth
progrâm. This is usually done through a Request for Responses by the MassHealth
program for special or innovative programs to address special needs of cerlain patients thal
arc not oldìrrarily rrlet by existing selvices in rrursirrg l¡rcilitìes. Plyrrrerrl u:rder lhe
innovative and special programs may be calculated based on the added reasonable and
necessary costs and expenses that must be incuned (as determined by the MassHealth
plogram) by a provider in connection with that program. The provider must verify that
such items or services are furnished because of the special needs of the patients treated as
contemplated in the contract with the MassHealth Program, and that such items or ser.¿ices
are reasonable and appropriate in the efficient delivery of necessaly liealth care. The rate
for an innovative and special program may be established as an add-on to a rate established
by EOHHS under 101 CMR 206.00 as of Febtuary l, 2018 ol as a stand-âlone rate
established by contrâct under M.G.L. c. I l8E, s.12 that is not subject to the provisions of
101 CMR 206.00 as of February 1, 2018. In eithel instance, the late must be consistent with
the payment methodology established herein for long-term care facilities. ln the event that
the special program is located wlthin a special unit, the remaining costs of tl'ìe unit are to be

' integrated into the cost report for the entire facility.

C. Facilities with High-Acuity High-Nursing Need Residents. A provider whose resident
population prinraflly and consìstently consists of high-acuity Iiigli-nursing need residents
such that the aggregate need of the entire population lequires a staffing level sìgnifìcantly
gteater than a typical nursing facility may be reimbursed as a special program, in which
case the increment added to the facility's rate may apply to all residents of the facility and
wiÌl be calculated based on allowable costs associated with tlie higher care needs of the
patients. In ordel to be eligible fbl reimbursement under this paraglaph, a nulsing facjlity
rììust nreet each uI tlìc lbllowing criteria:

TN:018-008
Supelsedes:017-019

Apploval Date:

JUN I O ¿OI8

Elfectiye Date; 02/0112018



, Attachrnent 4.19-D (4)
Page 7

State Plan under Title XIX of the Social Sccùrity ,A.ct

State. Massâchùsetts
Methods fbr Estabìishing Payment Ratcs - Nul'sing Fâcilities

at least ninety percent (90%) of its residents must have Managenìent Milute ("MM")
scores that fall in either MM category 9 or 10 and at least seventy-five percent (75%)
of its residents must have MM scores that fall in MM category 10; or (ii) the facility
must be â forlner acute hospital that has undergone conversion to a nursing facility
under the auspices ofthe Massachusetts Acute Hospital Conversion Board;

the mean MM score for all residents of the facility in MM category l0 must be at
least fifteen percent (15%) higher than the minimum score needed to qualify for MM
category 10; and

3. the facility must be a geriatric nursing facility

D. Pediatric Nursing Facilities. EOHHS will determine payments to facilities licensed to
provide pediatric nursing facility services using allowable leported costs for nulsing and
other operating costs, excluding administration and general costs, from the facility's 2007
Cost Report. EOHHS will include an administration and general payment based on 85% oi
2007 median stâtewide administration and general costs, EOHHS will apply an appropriate
cost adjustment factor to nursing, other operating, and adrninistration and general costs.

The nulsing and other operating component of the rate is increased by â cost adjustment
factor of 3.79Yr. Th:,s factor is derived from a composite rnarket basket. The labor
component on the market basket is the Massachusetts Consumer Price Index, optimistic
forecast, as provided by Global Insight. The nonlabor component is based on the CMS
Skilled Nursirig Facility without capital market basket, except for the Food and Health Care
Services subcomponents, which are based on the Regional CPI for New England, as

published by Global Insight.

Beds Out of Service. Facilities with licensed beds that were out of service prior-to 2001
that le-open in 2001 will receive the lowet of the Standard Paynent rales or the most recent
prior payment rates adjusted by the applicable CAF for Nursing and Other Operating Costs.

Receivership under M,G,L, c.lll, s.72N et se4. In accordance with 101 CMR 206.06 (10)
as of February 1, 2018, provider lates of a nursing facility in receivership may be adjusted
by EOHHS to reflect the reasonable and necessary costs associated ryìth the coult-apploved
closure of the facility.

G. Review and Approval of Râtes and Rate Methodology by the MassHealth Program.
Pursuant to M.G.L c 1 18E, s.13, the Massl-lealth program shall review and appl ove or
disapprove any change in rates or in rate methodology proposed by EOI{l'lS. The
MassHealth program shall review such ploposed rate changes for consistency with state
policy and federal requirements, and with the available funding authorized in the final
budget lor each fiscal year prior to ce ification of such rates by EOFIHS. The MassHealth
progranr shall, whenever it disapproves a rate increase, submit the reasons for drsapproval
to EOHHS togethel with such recommendations for changes. Such disapproval and
recommendations lor clianges, if any, are submitted to EOHI'IS aftel the MassHealth
program is notified that EOHHS intends to propose a rate incLease for any class of provider'

2.

R.

F

'I'N: 018-008 Approval Date:
Superscdes:017-019

JUN 19 2018

trflèctive Date: 02 I O1 l2O1 ¡l
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Stâte Plan undcr Title XIX of the Social Secùrity Act
State. Massachusctts

Methods for trstablishing Payment Rates - Nursing Facilities

I.

under Title XIX but in no event later tlìan the date of the public hearing held by EOHHS
regarding such rate change; provided that no rates shall take effect without the approval of
the MassHealth program. EOI{HS and the MassHealth program shall provide
documentation on the reasons for incleases in any class of approved rates that exceed the
medical component of the CPI to the Massachusetts House and Senate Committees on
Ways and Means.

H. Supplemental Funding. If projected payments from rates necessary to conform to
applicable requirements of Title XIX are estimated by the MassHealth progr.arn to exceed
the amount of ñrncling appropriated for such purpose in the budget for tlie fìscal year', the
MassHealtli program and EOFIFIS shall jointly prepare and submit to the Governor a
proposal for the minimum amount of supplemental funding necessary to satisfy the
requirements ofthe State Plan developed by the MassHealth program under Title XIX of
the federal Social Security Act.

Appeals. A provider rnay file an appeal at the Division of Administrative Law Appeals of
any fate establislìed pursuåtìL to 101 CMR 206.00 as of February 1,2018 within.l0 calendar
days after EOHI'IS files the rate wìth the Stâte Secretary. EOHHS may arnencl a rate or
request additional information from the provider even if the plovider has filed a pending
appeal.

I)epartment of Developmental Services (DDS) Requirements. As part of the per rliem
rate calculation, an adjustment to the per diem rate will be calculated under 101 CMR
206.06(2) as of February 1, 2018 for nursing facilities that serve persons with intellectual
disabilities and developmental disabilities and that maintain cllnical and administrative
procedures in a manner thât complements DDS interdisciplinary service planning activities.

Eligibility. Eligible facilities are those identifred by DDS as providers of care to
nursing facility residents with intellectual disabilities or developmental disabilities as
of July 28, 2016. A facility may become ineligible for the allowance and its
calculated per diem add-on may be rescinded if the facility fails to comply with DDS
interdisciplìnary service planning requitenenls.

TN¡ 018-008
Super-scdcs:017-0l9

Appt'oval out"' 
ü¿[N l,g al]l3

Efl'ective Datc: 0210112018
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Statc Plan Ìnder Title XIX of th€ Social Security Act
State. Massachuse tts

Methods for Establishing Payment Rates - Nursing Facilities

2. Total Add-On Allowance Amount. The total allowance amount to be allocated to alÌ

eligible facilities be equal to the number of Medicaid eligible residents identified by DDS
as of July 28, 2016 as having intellectual disabilities or developmental disabilities, times

$3.00, tin.res 365 days.

3. Add-On Calculation. The per dien.r âmount to be included iÍì the payÌnent rate fot an

eligible facility is calculated by dividing the total add-on allowance alnorurt calculated
above by the product of:
a. Cunent licerred bed capacity for the rate period, tiles 365,
b. Repoted 2014 actual utilization percentage, times
c. Reported 2014 Medicaid utilìzation percentâge

K. Kosher Kitchens. Nursing facilities with kosher kitchen and food service operations shall
receive an add-on of up to $ 5.00 per'day to reflect any additional cost of these operations.
Eligibility requirenlents and detelmination of payment aÍnounts are described in section l0l
CMR 206.06 (3) as ofFebluary 1,2018.

L. Large Medicaid Provider Add-On. The payr.rent of this add-ou amount is conlingent on
Medicaid utilization in nursing facilities. ln the event that Medicaid utilization is reduced in a

fiscal year, an add-on payment is calculated ât dle close of the fiscal year. Funds in the
account ale authorized legìslatively for Medicaid payments to nursing facilities. hi the event
that Medicaid utilization does not decline, no add-on paynent is made. The medrod of this
add-on, which is unchanged frorn prior years and is contained in Appendix A:

Large Medicaid Providel Payment. A facility will be eligible for a Large Medicaid Provider
Payment as follows,

(a) Eligibility. A facility will be eligible for payrnent i1
1. The facility liad at least 188 licensed beds in 2015
2. the facility's 2015 Medicaid days divided by total patient days, as repo|t in its

2015 HCF-1, was equal to or greater than 70Vo and
3. the facility received a score of at leasl 122 on the Department of Public

Health's Nursing Facility Sur"rey PerfoLmance Tool or at least 3 stals or.ì the

Centers for Medicale and Medicaid Services Nursing Home Compale 5-Star

Quality Rating Tool as received by the Division on Au 9Lrs129,2017 .

(b) Calculatiol of Payment. Tlie EOHHS will calculate the amoul'ìt of tha payment
received by each eligible facility as follows:

l. EOHI1S will divide the numbel of reported 20i5 Medicaicl days for each
eligibÌe lacility by the total nul.rbel of Medicaid days in all eligible lacilities

2. EOHHS will Írultiply tlie resultirg percentâgeby $1,610,572
3. EOFlllS will divide the al¡ount calculated above by the ploduct of:

a. culrelìt licensed bed capacity for the rate period, times 365, times
b. reported 2015 Actual Utilization, tile
c. r'e¡ror-ted 2015 Medicaid Utilization

(c) The anlount will be included as an add-on to each Providet's rate.

TN:018-008
Supersedes:017-019

Approvaì Datc: JUN I I 2Or* 
Bllcctive Date: 02/01/2018
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State Plan undeÌ Title XIX of the Sociâl SecuÌitv Act
State, MassaclÌusetts

Methods for Bstablishing Payment Rates - Nursing Facilities

M. State-Operated Nulsing Facilities. A Þ-acility operated by tl'ìe Commonwealth will be
paid at the Facility's leasonable cost of providing covered Medicaid services to eligible
Medicaid recipients,

1. EOHHS will esfablish an interim per diern rate using a FY20l4 base year CMS-2540
cost reporf inflated to the rate year using the cost adjustment factor calculated pursuant to
(2) below and a frnal rate using the final CMS-2540 cost report from the rate year.

2. IOIIIIS will use a 2.960/o cost adjusturent factor for the periotl FY2016 through
FY2018 using a composite index using price level data from the CMS Nursing Home
without capital forecast, and regional health care consumer price indices, and the
Massachusetts-specific consumer price index (CPI), optimistic forecast. EOI{HS will
use the Massachusetts CPI as proxy for wages and salaries.

3. EOFIHS will retroactively adjust the fina{ settled amount when the Medicare CMS-
2540 cost report is re-opened or for audit adjustments. Adjustments will be made on an
ûnnual basis to updatc thc base year antl cost arJjuslmenl fâctor with the most leceltt
dâtâ-

N. Publicly-Operated Nursing Faclllties. Certain publicly operated nursing facilities will
receive an add-on payment of $3.80 per day. Nursing facilities will be elìgible for an add-
on if they are owned and operated by a town, city or state government entity or transferred
fiom municipal ownership since 2001, in which the municipality retains the power to
appoint at least one member of the board, and is operating on land owned by the
municipality. This amount will be included as an add-on to the rates establislied by
EOHHS under 101 CMR 206.06(8) as ofFebruary 1,2018.

O. [Reserved]
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P. Certilìcation of Public Expenditures of a Nursing Facility Owned and Operated by a

Municipalify. r

L Within 60 days after the filing of its Medicare CMS-2540 cost report, a nursing
facility, which is owned and operated by a rnunicipality, may submit a request for
Certified Public Expenditures (CPE) to EOHHS. This CPE will account for its public
expenditures of providing Medicaid seruices to eligible Medicaid recipients. The
submission sliall be l¡ased on the_inpatient routine service cost reported on the 2540
Medicare cost report.

2. Following review of the facility's submission, EOHHS within 60 days of the
submission, will approve, deny, or revise the amount ofthe Certified Public Expendifure
request based upon its evaluation of the reported costs and payments. The final approved
amount will be equal to the difference between the Medicaid interim payments and the
total allowable Medicaid costs as determined by EOHHS and this final determined
amount will be certified by the municipality as eligible for federal match.

3. Interûn Payments are based on the reimbursement methodology contained in Section
III of the State plan Attachment 4.19 -D(4).

4. The dete¡mination of allowable (CPE) Medicaid costs will be based on the Medicare
CMS - 2540 Cost Report and will be determined on a per diem rate calculated as follo'¡r's:

L Skilled Nursing Facilítv Inoatient RotLtine Senice Costs

(A) Total Allowable Costs - Worksheet B, Part I, Line lQ, Column 18
(B) Total Days - Worksheet ,S-3, Line l, Colurnn 7
(C) Per Diem Rate - (A)/(B)
(D) Medicaid Days - Worksheet S-3, Line 1, Column 5

(E) Medicaíd Allowable Skilled Nu'sing Facilin Costs - (C) X (D)

II. Nursing Facilitv Inpatient Service Costs

(A) Total Allowable Costs - Worksheet B, Parl I, Line 3/, Column l8
(ß) Total Days - Workshcct ,l-3, Linc 3, Column 7
(C) Per Diem Rate - (A)/(B)
(D) Medicaid Days - Worksheet S-3, Line 3, Colunn 5

(E) Medicaid Allowable NursinsÛllelljlr Costs - (C) X (D)

lll. Total AIk¡wal:le Meclicaid Co,sls

I (E) Skilled Nursing Facility Inpatient Costs + Il (E) Nursing Facility Inpatient Costs
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5. EOHHS will calculate an intetim reconcìliation based on tlie difference between the
interim payments and total allowable Medicaid costs fiom the as filed CMS - 2540 Cost
Report. When the CMS-2540 is reopened the facility must immediately notify EOFIHS.
Within 60 days after receiving notification of tlie final Medicare settlement EOHHS wi1ì
retroactively adjust the final settlement amount.

a. Leaves of Absence,

The current payrrent rafe for r¡edical or non-medical leave ofabsence is $80.l0 pel day.
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V. State Lesislafive Chanees

A. Nursing Facility Assessments. An adjustment to nursing facility paynlent rates is
established, effective Febl'uary l, 2018, to leilnbulse participating MassHealth nursing
lacilities for the providers' assessment costs tlÌat are incurled for the cale of MassHealtl.r
members only, reflecting a poltion of the providers' total âssessment costs. No leimbulsement
is made for the providels' assessn.rent costs that ale incurred fol the care ofprivately paying
residelìts or othel's '¡r'ho fle not MassHealth members.

1. The rate adjustrnents for the Nursing Facility Assessment (User Fee) reflect Medicaid's
pa ial share of the tax costs as an allowable cost for purposes ofdeveloping Medicaid
payment rates and do not plovide for a hold harmless allangement 'Jr'ith providers.

(a) Except as provided in section V.A.l, (b) and (c) below, each nursing facility's user fee
adjushr.rent will be based on the facility's Nuruiug Facility Group undet 101 CMR512.04as
lollows:

(b) Fol the peliod fiom October l, 2017 through September'30, 2018, the usel fee adjustment
will be as follows:

Nursing Facility;.Gloup-
under 101 CMR 512.04.
.as òl Octobei 6;,2016 'l

1

, ', Adjuptmgnt. '
. Amount .

$ 17.66

2 $1.77
3 $ 1.77

4 $0.00

(c ) FY.2_0.l S..A¡ru,alizaliot. For the period fiom February l, 2018 through Aplil 30, 2018
there will be an additional user fee adjustment as follows:

Nu¡si¡rg.Faci!i1y¡ G¡or¡p.,
uider l0l CMR 512.04

as of Octobei 6;2O16 .

s4.02
2 $0,40
3 $0.40
4 $0.00

5.47

2 s1.55
3 s1.55
4 $0.00
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d) Ä pliol lâte period may be tecertified to exclude these âdd-ons if tlie Nulsing Facility
fails to incul the cost of tlÌe Nursing Facility usel fee assesslnent within 120 days of the
âssessment due date,

e) The add-on amount rnay be adjusted to reflect a chânge in the amormt of tlie Nursing
Facility user fee assessment under 101 CMR512.04.

B. Multiple Sclerosis Primary Diagnosis. In accordance with the provisions of St. 2002, c.
184, $180, as amended by St. 2002, c. 300, $43, and Chapter l5l of the Acts of 1996, a rate
add-on is computed, for eligible nursing facilities thât serve a patient population of which rnore
than 15Yo of the residenls have a primary diagnosis of rnultiple sclerosis to reflect the diffelence
between the standard paynerlt amounts for nursing and the actual base year nursing costs of the
eligible nursing facility. Thelefore, an eligible nutsing facility would get full recognition of its
actual base year nursing costs in its rates.

C. Payments for Direct Cale Workers, For the period from Octob$ 1, 2017 through June 30,
2018, providers will receive periodic lump sum instalhnent paynents for wages, benefits, and
related en.rployee costs ofdirect cale workers totaling $ì35,5 million to be distlibuted.

a) Calculation of Paylnents. EOHHS will:
1. For each provider, compute the estifirated total FY20l7 direct care paymenl by

rnultiplying the October 1, 2016 direct care per diem rate by the provider's MassHealth
days fol the period of April l, 2016 tluough March 31,2011 , as câlculated by EOHHS
on August 2,2017.

2. Sun.r the estimated total FY20l7 direct care payments calculated under subsection
V.C.(a)(1) for all providels and calculate the difference between $35.5 miÌlion and the
estimated total FY2017 direct care payments for all providers.

3. Divide tl'ìe estimated FY20l7 total direct care payrlent for each provider by the
estiltrated FY20l7 total direct car€ payrnents fol all providels and rrultiply the quotient
by the diffelence calculated under subsection V.C.(a)(2).

4. For each provider, sun the estimated FY2017 total direct care payn.rent calculatecl
under V.C.(a)(l) and share of the difference for each provider calculated under'
v.c.(a)(3).

b) Distlibution of Payments. Tlie total FY20l8 dircct care staffpaynent calculated pulsuant
to V.C.(a) fol each provider will be paid to each provider in three periodic installn.rent
paymer'ìts h October 2017, Janualy 2018 and Apr'ìl 2018. Arry FY2018 direct care sraff
payurent allocated to a providel that closes during FY2018 shall not be paid to the closing
plovider followilg the date of closule and shall be redistributed among all len.raining eligible
providers.
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VI. Intermediate Care lracilities fol the Intellectuallv Disabled (ICFs/ID)

Payments for selvices provided by Intermediate Care Facilities for the Intellectually Disabled
(ICFs/lD) to publicly assisted lesidents are governed by EOHHS regulatiori, 101 CMR 129: Rate
and Charge Determiration for Certain Intermediate Care Facilities Operated by the Deparlment of
Developmental Ser-vices (fonnerly 1 14. 1 CMR 29.00) as of July 1, 201 3.

The per diem payment rates lor ICFs/ID are provider-specific and are established using
Center for Health fiformation and Analysis (CHiA) ICF Cost Reports (4034). ICFs/ID
rates are interim in nature and final lates are determined based on the final cost reports for
the rate year. The initial inpatient per diem rato is calculated by dividing the allowable total
patient care costs by total patient days using data from the fiscal year two years prior to the
rale year and then adding inflation up to the rate year. The fina1 inpatient per diem is
calculated by dividing the allowable total patient care costs by total patient days using the
data from the rate year. The final rate thon replaces the initial per diem for the rate yeal'.

The inflation factor for the initial per diem rates consists ofa composite index comprised of
two cost categorìes: labor and nonlabor. The Massachusetts CPI is used as a proxy for the
labor cost categories and the CMS Market Basket for Prospective Payment System-exempt
hospitals is used for the non-labor cost category.

Payment rates include all allowable costs that are reasonable and directly related to health
care and services provided in the lCFs/ID. Allowable total patient care costs are the sum of
the ICF/ID's total inpatient routine and ancillary costs plus overhead costs associated with
ICFsilD health care and services, as reviewed and adjusted pursuant to regulation 101

cMR 129.04.

An ICF/ID may apply for an administrativo adjustment to its inpatient per diem rate.
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