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Pursuant to Tenn. Code Ann. § 4-5-229, any new fee or fee increase promulgated by state agency rule shall take effect on July 1, following 
the expiration of the ninety (90) day period as provided in § 4-5-207. This section shall not apply to rules that implement new fees or fee 
increases that are promulgated as emergency rules pursuant to § 4-5-208(a) and to subsequent rules that make permanent such emergency 
rules, as amended during the rulemaking process. In addition, this section shall not apply to state agencies that did not, during the preceding 
two (2) fiscal years, collect fees in an amount sufficient to pay the cost of operating the board, commission or entity in accordance with § 4-29-
121 (b). 
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1 1200-13-02-.17 I Other Reimbursement Issues 

Chapter Number . Chapter Title 
1200-13-01 TennCare LonQ-Term Care Programs 
Rule Number Rule Title 
1200-13-01-.03 NursinQ Facility (NF) Provider Reimbursement 

Place substance of rules and other info here. Please be sure to include a detailed explanation of the changes 
being made to the listed rule(s). Statutory authority must be given for each rule change. For information on 
formatting rules go to 
http://sos-tn-qov-files.s3.amazonaws.com/forms/Rulemaking%20Guidelines September2016.pdf. 

New Rules 

Rules of the Tennessee Department of Finance and Administration, Division of TennCare, are amended by 
replacing repealed Chapter 1200-13-02 with a new Chapter 1200-13-02 Nursing Facility Provider Reimbursement 
which shall read as follows: 

Rules 
of 

Tennessee Department of Finance and Administration 

Division of TennCare 

Chapter 1200-13-02 

Nursing Facility Provider Reimbursement 

Table of Contents 

1200-13-02-.01 Definitions 
1200-13-02-.02 Determination of Payment 
1200-13-02-.03 Conditions for Reimbur.sement of Nursing Facility Care 
1200-13-02-.04 Conditions for Reimbursement of Enhanced Respiratory Care 
1200-13-02-.05 Cost Reports 
1200-13-02-.06 Reimbursement Methodology for Nursing Facilities 
1200-13-02-.07 Case Mix Index Calculation 
1200-13-02-.08 Case Mix Index Reports Process 
1200-13-02-.09 New Nursing Facility Providers 
1200-13-02-.10 Changes of Ownership of Existing Nursing Facilities 
1200-13-02-.11 Quality-Based Component of the Reimbursement Methodology for Nursing Facilities 
1200-13-02-.12 Enhanced Respiratory Care Services Add-On Payment 
1200-13-02-.13 Appeals Process 
1200-13-02-.14 Audit and Review Authority 
1200-13-02-.15 Penalties, Adjustments, and Withholding 
1200-13-02-.16 Bed Holds 
1200-13-02-.17 Other Reimbursement Issues 

1200-13-02-.01 Definitions. The following definitions apply to nursing facility (NF) provider reimbursement. 
Additional definitions are contained in Chapter 1200-13-01. 

(1) Acceptable Cost Report-The skilled nursing facility (SNF) cost report (Medicare form 2540-10), or hospital 
health care complex cost report (Medicare form 2552-10), Medicaid supplemental cost report form, and 
required additional information. To be acceptable, the appropriate forms and required additional information 
must be filed with the Comptroller by the required due date, and meet the acceptance criteria on the 
acceptance check list. The Medicaid supplemental cost report form and acceptance check list are available 
on TennCare's main website under the LTSS subsection. 

(2) Active MOS Assessment - A resident's MOS assessment is considered active when it has been accepted 
by CMS. The assessment will remain active until a subsequent MOS assessment for the same resident is 
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received by CMS, or the assessment becomes a Delinquent MOS Resident Assessment. 

(3) Administrative and Operating Cost Component - The portion of the Medicaid daily NF rate that is 
attributable le;' the general MniinTstratioh an'a operation ·twthe''NF. The·se costs··'irrctude"the "al1owab1e···and 
reimbursable SNF/NF costs that are not included in the Direct Care Case Mix Adjusted, Direct Care Non­
Case Mix Adjusted, Capital, Cost-Based, or Excluded cost components. 

(4) Annualized Medicaid Resident Day-Weighted Median Cost -A numerical value determined by arraying the 
per diem costs and total annualized Medicaid resident days of each NF provider from low to high and 
identifying the point in the array at which the cumulative total of all annualized Medicaid resident days first 
equals or exceeds half the number of the total annual Medicaid resident days for all Medicaid participating 
NF providers. The per diem cost at th is point is the annualized Medicaid resident day-weighted median 
cost. 

(5) Appraisal Value - The most current depreciated NF appraised value as determined by the certified 
appraisal firm designated by TennCare. TennCare's certified appraisal contractor must be selected 
through a formal procurement process for a single statewide contract. 

(6) Capital Cost Component - The portion of the NF rate that is designed to compensate providers for their 
capital costs. These cost centers include the SNF/NF portion of: 1) Capital Related Costs - Building and 
Fixtures cost center (and applicable subscripted cost centers); 2) The Capital Related Costs - Moveable 
Equipment (and applicable subscripted cost centers) ; and 3) Other Capital Related Costs (and applicable 
subscripted cost centers). If real estate tax cost related to the SNF/NF is reported in one of these cost 
centers, then real estate tax cost will be excluded from the capital cost component, and included in the 
cost-based component. 

(7) Case Mix - A measure of the intensity of care a resident required , as documented on the MOS and 
measured using the RUG-IV 48 Grouper resident classification system. CMS nursing-only RUG weights 
will be utilized. 

(8) Comptroller - The Tennessee Office of the Comptroller of the Treasury, or its successor, and the 
associated work product of its contractors and agents. 

(9) CMS - The Centers for Medicare and Medicaid Services. 

(10) Cost-Based Component - The portion of the per diem rate attributable to real estate taxes related to NF 
services, and NF provider assessment costs. 

(11) Delinquent MOS Resident Assessment - An MOS assessment that is more than 113 days old as of the 
end date of the MOS assessment collection period for each semi-annual rate period, as measured from 
the Assessment Reference Date (ARD) field on the MOS. 

(12) Direct Care Case Mix Adjusted Cost Component - The portion of the Medicaid daily NF rate that is 
attributable to salaries, contract labor, and direct/apportioned payroll tax and employee benefit expense for 
registered nurses (RN), licensed practical/vocational nurses (LPN/LVN), and certified nurse aides (CNA) 
or orderlies that are providing direct SNF/NF patient care services. Costs associated with SNF/NF 
administrative nursing functions (Director of Nursing (DON), Assistant Director of Nursing (ADON), 
Minimum Data Set (MOS) coordinator, Quality Assurance (QA) coordinator, In-service/training coordinator) 
are not included in this cost component. Direct care case mix adjusted cost also includes a proportionate 
allocation of pooled payroll taxes and employee benefits expenses. Pooled payroll taxes and employee 
benefits will be apportioned to this cost component using Medicare cost report cost apportionment 
mechanics. All cost component costs are subject to the methods of apportionment in the Medicare cost 
report. Any portion of cost component expenses that are allocated to non-reimbursable cost centers or 
non-nursing facility (SNF/NF) cost centers, as designated by TennCare, wilt be excluded from cost 
component totals. 

( 13) Direct Care Non-Case Mix Adjusted Cost Component - The portion of the Medicaid daily NF rate that is 
attributable to salaries, contract labor, and direct/apportioned payroll tax and employee benefit expense 
associated with NF DON and ADON duties, the cost of raw food and special dietary supplements reported 
on the Medicaid supplemental cost report (includes those dietary supplements used for tube feeding or 
oral feeding, such as elemental high nitrogen diet, even when prescribed by a physician as defined by 
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CMS Publication 15-1, The Provider Reimbursement Manual - Part I, section 2203.1 ), and staff 
associated with the provision of social services and recreational activities to NF residents. Direct care 
non-case mix adjusted cost also includes a proportionate allocation of pooled payroll taxes and employee 
benefits expenses: Pooled payroll taxes and eniployee'· benefits Will 'be appor't1orietf'to' this•co·st·component 
using Medicare cost report cost apportionment mechanics. All cost component costs are subject to the 
methods of apportionment in the Medicare cost report. Any portion of cost component costs that are 
allocated to non-reimbursable cost centers or non-nursing facility (SNF/NF) cost centers, as designated by 
TennCare, will be excluded from cost component totals. 

(14) Excluded Cost Component - The portion of NF provider expense that will be excluded from allowable cost 
and not included in rate determination: 

(a) The Nursing and Allied Health cost center (and applicable subscripted cost centers). 

(b) The Interns and Residents cost centers (and applicable subscripted cost centers). 

(c) The ParaMed Program cost center (and applicable subscripted cost centers). 

(d) The direct costs of all non-overhead (general services) and non-routine SNF/NF cost centers. 

(e) Overhead (general service) cost center expense allocations to non-SNF/NF routine cost centers, 
outpatient cost centers, and non-reimbursable cost centers, as determined by TennCare. 

(f) For hospital-based NF overhead (general services), cost allocations to cost centers other than the 
SNF/NF routine cost centers, are excluded from rate setting allowable costs. 

(15) Fair Rental Value (FRV) - The methodology used to calculate the capital reimbursement per diem rate for 
Medicaid participating NF. · 

(16) Final Case Mix Index Report (FCIR) - A semi-annual report reflecting the Medicaid and facility-wide case 
mix index for each NF using the time-weighted acuity measurement system, and end of therapy dates. 

(17) Fixed Assets - Buildings and building equipment, as described by CMS publication 15-1, The Provider 
Reimbursement Manual - Part 1, sections 104.2 and 104.3. 

(18) Index Factor - The most recently published Skilled Nursing Facility without Capital Market Basket Index, as 
produced for subscribers by IHS Global Insight (IHS Economics), or a comparable index, if this index 
ceases to be produced. 

(19) Major Movable Equipment - Capitalized assets as defined by CMS Publication 15-1, The Provider 
Reimbursement Manual - Part 1, section 104.4. 

(20) Medicare Cost Report - CMS Forms 2540-10 and 2552-10, or subsequent versions of these forms. 

(21) Medicaid Supplemental Cost Report-The supplemental cost reporting schedules designated by TennCare. 
The Medicaid supplemental cost report form is available on TennCare's main website under the LTSS 
subsection. 

(22) Medicaid Nursing Facility-Wide Semi-Annual Average Case Mix Index - The calendar day weighted 
average, carried to four (4) decimal places, of all indices for each resident MOS assessment transmitted 
and accepted by CMS that is considered active within a given semi-annual rate period and where Medicaid 
is determined to be the primary per diem payer source. The resident case mix indices are calculated 
utilizing the time-weighted acuity measurement system. 

(23) Minimum Data Set (MOS) - A core set of screening and assessment data, including common definitions 
and coding categories that form the foundation of the comprehensive assessment for all residents of long­
term care NF providers certified to participate in the Medicaid program. The Tennessee reimbursement 
system will employ the current required MDS assessment as approved by CMS. 

(24) Neutralized - The process of removing cost variations associated with case mix. Neutralized cost is 
determined by dividing a provider's inflated per diem direct care case mix adjusted costs by its cost report 
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period average case mix index (CMI) . 

(25) New Nursing Facility Provider - A provider whose licensed beds have not previously been certified for 
pafticipation'·by ·the 'Medit:aid program ftii' N'F ·Ievel bf care. 

(26) Nursing Facility Cost Report Period Case Mix Index - The calendar day weighted average of all applicable 
NF-wide semi-annual average case mix indices, carried to four (4) decimal places. The case mix index 
periods used in this weighted average will be the periods that most closely coincide with the NF provider's 
cost reporting period that is used for rate setting. The average will be determined by weighting the 
applicable semi-annual case mix index periods by the number of days the MDS assessments were active 
during the cost reporting period. The semi-annual rate period case mix index averages will be calculated 
using the time-weighted acuity measurement system, and be inclusive of MDS assessments available as of 
the date of the applicable FCIRs. 

For example, a NF provider with a 1/1/2016 to 12/31/2016 cost reporting period would have a nursing 
facility cost report period case mix index calculated by the following: ((6/30/2016 Rate Period CMI * 91 
days)+ (12/31/2016 Rate Period CMI * 183 days)+ (06/30/2017 Rate Period CMI * 92 days))/ 366 days, 
rounded to four (4) decimals. 

(27) Nursing Facility-Wide Semi-Annual Average Case Mix Index - The calendar day weighted average, carried 
to four (4) decimal places, of all indices for all resident MDS assessments transmitted and accepted by 
CMS that are considered active within a given semi-annual rate period. The resident case mix indices are 
calculated utilizing the time-weighted acuity measurement system. 

(28) Preliminary Case Mix Index Report (PCIR) - The preliminary report that reflects the acuity of the residents 
in the NF. Resident acuity will be measured for each semi-annual rate period, utilizing the time-weighted 
acuity measurement system. 

(29) Quality Informed - A descriptor of any component of the NF reimbursement methodology that is adjusted 
based on the NF provider's Quality Tier (e.g., Direct Care Case Mix Adjusted Cost Component and Direct 
Care Non-Case Mix Adjusted Cost Component) or other specified performance measures (e.g., Fair Rental 
Value). 

(30) Quality Tier - The NF provider's classification within a specified range of scores on quality outcome 
measures. 

(31) Rate Year - A one-year period from July 1 through June 30 during which a particular set of rates are in 
effect, corresponding to a state fiscal year. 

(32) Rebase - The process of reestablishing cost component medians and reimbursement rates by 
incorporating the most recently audited or reviewed qualifying cost reports. 

(33) Resource Utilization Group-IV (RUG-IV) Resident Classification System - The resource utilization group 
used to classify residents. When a resident classifies into more than one RUG-IV group, or RUG-IV 
successor group, the RUG with the greatest CMI will be utilized to calculate the NF provider's all residents 
average CMI and Medicaid residents average CMI. The nursing-only weights RUG-IV Version 1.03 
Grouper, or its successor, will be utilized for rate determination purposes. 

(34) Sales Comparison Approach - Based upon the principle of substitution, when a property is replaceable in 
the market its value tends to be set at the cost of acquiring an equally desirable substitute property, 
assuming no costly delay in making the substitution. Since two (2) properties are rarely identical, the 
necessary adjustments for differences in quality, location, size, services, and market appeal are a function 
of appraisal experience and judgment. Land is valued via the sales comparison approach. 

(35) Semi-Annual Rate Period -A six (6) month period beginning July 1 or January 1 for which new NF provider 
reimbursement rates will be calculated . The semi-annual rate period will use all active MDS assessments 
for the time period beginning nine (9) months prior and ending three (3) months prior to the begin date of 
the semi-annual rate period . 

For example, the July 1, 2018, semi-annual rate period will use active MDS assessment records from 
October 1, 2017, through March 31, 2018. 
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(36) TennCare - The program administered by the Single State Agency as designated by the State and CMS 
pursuant to Title XIX of the Social Security Act and the Section 1115 Research and Demonstration Waiver 
grantetl to"the"State of Tennessee;'"th'El·name 'of'ttre Division -withinkthe··'rennessee-~partmenr of''Finance 
and Administration encompassing all the health care related agencies located within F&A; and, the name of 
the Bureau which directly administers the program. 

(37) Time-Weighted Acuity Measurement System (TW) - The case mix index calculation methodology that is 
compiled from the collection of all resident MOS assessments transmitted and accepted by CMS that are 
considered active within a given semi-annual rate period. The resident MOS assessments will be weighted 
based on the number of calendar days that the assessment is considered an active assessment within a 
given semi-annual rate period. 

(38) Weighted Construction Year Age - The construction age is determined by subtracting the year the building 
or building addition was constructed as denoted in the appraisal report from the year the appraisal was 
performed by TennCare's certified appraisal firm. The average of the construction year is weighted by the 
finished square footage associated with each separate building or addition as denoted in the appraisal 
report produced by TennCare's certified appraisal firm. 

Statutory Authority: T.C.A. §§ 4-5-202, 71-5-105, 71-5-109 and 71-5-1413. 

1200-13-02-.02 Determination of Payment. 

TennCare, in consultation with the Comptroller and the Tennessee Health Care Association (THCA), shall 
establish the rules for the determination of payment for services provided to Medicaid recipients as part of the NF 
program. Payment determination components shall include acuity adjusted direct care, non-acuity adjusted direct 
care, quality, administration, fair market value capital, and a cost-based component. Other NF stakeholders shall 
have input into the quality component of the rate. 

Statutory Authority: T.C.A. §§ 4-5-202, 71-5-105, 71-5-109 and 71-5-1413. 

1200-13-02-.03 Conditions for Reimbursement of Nursing Facility Care. 

(1) A NF must enter into a provider agreement with one (1) or more TennCare MCOs, for reimbursement of 
NF services. 

(2) A NF must be certified by the Tennessee Department of Health, showing that it has met the standards set 
out in 42 C.F.R. Part 442. 

(3) A NF participating in TennCare shall be terminated as a TennCare provider if certification or licensure is 
canceled by CMS or the State. A NF whose certification was terminated may be recertified to provide 
Medicaid services and may be contracted to provide Medicaid services at the discretion of the MCOs. 

(4) If a resident has resources to apply toward payment, including Patient Liability as determined by 
TennCare, or TPL, which may include L TC insurance benefits, the payment for NF services shall be the 
NF's per diem rate for the applicable level of NF reimbursement authorized minus the resident's available 
resources. 

(5) Regardless of the Medicaid reimbursement rate established, a NF may not charge TennCare Enrollees an 
amount greater than the amount per day charged to Non-Medicaid payer patients for equivalent 
accommodations and services. 

(6) The specific items and services covered by the NF program shall be those defined and approved by 
TennCare. A NF shall not charge a TennCare enrollee for a covered service. Non-covered services may 
be charged directly to the resident, upon prior notification by the NF to the resident that the service is not 
covered. Rule 1200-13-13-.08(5). 

Statutory Authority: T.C.A. §§ 4-5-202, 71-5-105, 71-5-109 and 71-5-1413. _ 

1200-13-02-.04 Conditions for Reimbursement of Enhanced Respiratory Care. 
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(1) The NF must enter into a provider agreement with one (1) or more TennCare MCOs for the provision and 
reimbursement of Enhanced Respiratory Care (ERC) in a dual certified and licensed SNF/NF. 

· (a) A ·Tenhtare' MCO shall, pursuanrto TC.'A "§"71':·sJ141'2, corttract'With 'any 'NF'for' the provision' of 
Medicaid NF services, but shall not be obligated to reimburse any NF for ERC. 

(b) Unless an exception is granted, a TennCare MCO shall not reimburse any NF for ERC unless such 
NF was contracted by the MCO for ERC Reimbursement as of July 1, 2016. An MCO may request an 
exception from TennCare to the moratorium on reimbursement for ERC upon the MCO's 
demonstration of the need for additional capacity or improved quality in the geographic area in which 
the NF is located, and the NF's compliance with all applicable conditions of ERC Reimbursement 
specified in this rule. 

(2) The SNF/NF providing ERC services must be dual certified for the provision of Medicare SNF and Medicaid 
NF services, showing it has met the federal certification standards. Any NF providing ERC services in the 
TennCare Program shall be terminated by all TennCare MCOs as a TennCare provider if certification or 
licensure is canceled by CMS or the State. 

(3) NFs providing ventilator weaning or chronic ventilator services and NFs receiving short-term 
reimbursement at the Sub-Acute Tracheal Suctioning Rate for a person who has just been weaned from 
the ventilator, but who still requires short-term intensive respiratory intervention, shall also meet or exceed 
the following minimum standards: 

(a) The NF shall ensure that medical direction of all Ventilator Weaning, Chronic Ventilator Care, and 
Sub-Acute Tracheal Suctioning services is provided by a physician licensed to practice in the State 
of Tennessee and board certified in pulmonary disease or critical care medicine as recognized by 
either the American Board of Medical Specialties or American Osteopathic Association, as 
applicable. 

(b) A licensed respiratory care practitioner, as defined by T.C.A. § 63-27-102, shall be on site in the 
ventilator care unit twenty- four (24) hours per day, seven (7) days per week to provide: 

1. Ventilator care; 

2. Administration of medical gases; 

3. Administration of aerosol medications; and 

4. Diagnostic testing and monitoring of life support systems. 

(c) The NF shall ensure that an appropriate individualized Plan of Care (POC) is prepared for each 
resident receiving Ventilator Weaning, Chronic Ventilator Care, or Sub-Acute Tracheal Suctioning. 
The POC shall be developed with input and participation from the medical director of the NF's ERC 
program as described in Subparagraph (a). 

(d) The NF shall establish admissions criteria to ensure the medical stability of ventilator-dependent 
residents prior to transfer from an acute care setting. The NF shall maintain documentation 
regarding the clinical evaluation of each resident who will receive ERC for appropriateness of 
placement in the facility prior to admission. 

(e) End tidal carbon dioxide (etCO2) or transcutaneous monitoring of carbon dioxide and oxygen 
(tcCO2) and continuous pulse oximetry measurements shall be available for all residents receiving 
Chronic Ventilator Care and provided based ·on the needs of each resident. For residents receiving 
Ventilator Weaning or Sub-Acute Tracheal Suctioning, continuous pulse oximetry shall be provided, 
and end tidal Carbon Dioxide (etCO2) measurements shall be provided no less than every four (4) 
hours, and within one ( 1) hour following all vent parameter changes, or for residents receiving Sub­
Acute Tracheal Suctioning, after all tracheostomy tube changes, tracheostomy capping trials, or the 
use of speaking devices. 

(f) An audible, redundant external alarm system shall be connected to emergency power and/or battery 
back-up and located outside the room of each resident who is ventilator-dependent for the purpose 
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of alerting staff of resident ventilator disconnection or ventilator failure. 

(g) Ventilator equipment (and ideally physiologic monitoring equipment) shall be connected to back-up 
generator power Via eIear1y marked wall 01.ltl~ts. 

(h) Ventilators shall be equipped with adequate back-up provisions, including: 

1. Internal and/or external battery back-up systems to provide a minimum of eight (8) hours of 
power; 

2. Sufficient emergency oxygen delivery devices (i.e., compressed gas or battery operated 
concentrators); 

3. At least one (1) battery operated suction device available per every eight (8) residents on 
mechanical ventilator or with a tracheostomy; and 

4. A minimum of one ( 1) patient-ready back-up ventilator which shall be available in the facility at 
all times. 

(i) The NF shall be equipped with current ventilator technology to encourage and enable maximum 
mobility and comfort, ideally weighing less than fifteen (15) pounds with various mounting options for 
portability (e.g., wheelchair, bedside table, or backpack) . 

U) The facility shall have an emergency preparedness plan specific to residents receiving ERC (i.e., 
Ventilator Weaning, Chronic Ventilator Care, or Sub-Acute Tracheal Suctioning) which shall 
specifically address total power failures (loss of power and generator), as well as other emergency 
circumstances. 

(k) The facility shall have a written training program, including an annual demonstration of competencies, 
for all staff caring for residents receiving ERC (i.e., Ventilator Weaning, Chronic Ventilator Care, or 
Sub-Acute Tracheal Suctioning), which shall include alarm response, positioning and transfers, care 
within licensure scope, and rescue breathing. 

(4) A NF must be operating in compliance with all of the conditions specified in Paragraph (3) in order to be 
eligible for ventilator Weaning, Chronic Ventilator Care, or Sub-Acute Tracheal Suctioning Reimbursement. 

(5) The standards set forth in Paragraph (3) are not applicable for Secretion Management Tracheal 
Suctioning Reimbursement; however, the NF must meet standards specified in Paragraph (6) below for 
Secretion Management Tracheal Suctioning Reimbursement. 

(6) A NF contracted with one or more TennCare MCOs to receive only Secretion Management Tracheal 
Suctioning Reimbursement shall meet or exceed the following minimum standards: 

(a) A licensed respiratory care practitioner as defined by T.C.A. § 63-27-102, shall be on site a minimum 
of weekly to provide: 

1. Clinical Assessment of each resident receiving Secretion Management Tracheal Suctioning 
(including Pulse Oximetry measurements); 

2. Evaluation of appropriate humidification; 

3. Tracheostomy site and neck skin assessment; 

4. Care plan updates; and 

5. Ongoing education and training on patient assessment, equipment and treatment. 

(b) The NF shall ensure that an appropriate individualized POC is prepared for each resident receiving 
Secretion Management Tracheal Suctioning. The POC shall be developed with input and participation 
from a licensed respiratory care practitioner as defined by T.C.A. § 63-27-102. Medical direction, 
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including POC development and oversight for persons receiving Sub-Acute Tracheal Suctioning shall 
be conducted according to Paragraph (3). 

· ( c) · ·The 'NF shall estaolish aamissions criteria wliith meet ·the ··stancjaf'd · df ·care ·to .. ensore the··medical 
stability of residents who will receive Secretion Management Tracheal Suctioning prior to transfer 
from an acute care setting. The NF shall maintain pre-admission documentation regarding the clinical 
evaluation of each resident who will receive Secretion Management Tracheal Suctioning for 
appropriateness of placement in the facility. 

(d) Pulse oximetry measurements shall be provided at least daily with continuous monitoring available, 
based on the needs of each resident. For any resident being weaned from the tracheostomy, the 
following shall be provided: 

1. Continuous pulse oximetry monitoring; and 

2. End tidal Carbon Dioxide (etCO2) measurements at least every four (4) hours and within one 
(1) hour following tracheostomy tube changes, tracheostomy capping trials, or the use of 
speaking devices. Transcutaneous (tcCO2) shall not be appropriate for intermittent monitoring. 

(e) Mechanical airway clearance devices and/or heated high flow molecular humidification via the 
tracheostomy shall also be available for secretion management, as appropriate for the needs of each 
resident. 

(f) Oxygen equipment shall be connected to back-up generator power via clearly marked wall outlets. 

(g) Adequate back-up provisions shall be in place including: 

1. Sufficient emergency oxygen delivery devices (i.e., compressed gas or battery operated 
concentrators); and 

2, At least one (1) battery operated suction device available per every eight (8) residents on 
mechanical ventilation or with a tracheostomy. 

(h) The facility shall have an emergency preparedness plan specific to residents receiving Secretion 
Management Tracheal Suctioning which shall specifically address total power failures (loss of power 
and generator), as well as other emergency circumstances. 

(i) The facility shall have a written training program, including an annual demonstration of competencies, 
for all staff caring for residents receiving Secretion Management Tracheal Suctioning which shall 
include alarm response, positioning and transfers, care within licensure scope, and rescue breathing. 

(7) When a NF establishes a "Tracheostomy Unit" by accepting Tracheal Suctioning Reimbursement, including 
Sub-Acute and Secretion Management, for more than three (3) residents on the same day, the licensed 
respiratory care practitioner described in Subparagraph (6)(a) shall be on site a minimum of daily for 
assessment, care management, and care planning of residents receiving Tracheal Suctioning. 

(8) A NF must be operating in compliance with all of the conditions specified in Paragraph (6) in order to be 
eligible for Secretion Management Tracheal Suctioning Reimbursement. 

(9) Eligibility for and access to ERC services by individuals from out-of-state is governed by 42 C.F.R. § 
435.403. A NF shall not recruit individuals from other states to receive ERC in Tennessee. A NF shall not 
be eligible to receive TennCare reimbursement for ERC services for a resident placed by another state or 
any agency acting on behalf of another state in making the placement because such services are not 
available in the individual's current state of residence, including residents admitted to the NF/SNF under the 
Medicare Skilled Nursing Facility care benefit when such benefit has been exhausted. The NF shall be 
responsible for arranging, prior to the resident's admission to the facility, Medicaid reimbursement for ERC 
services from the Medicaid Agency of the state which placed the resident and which will commence when 
other payment sources (e.g., Medicare, private pay, but not TennCare) have been exhausted. 

(10) If the resident has available resources to apply toward payment, including Patient Liability or TPL, which 
may include L TC insurance benefits, the payment made by TennCare is the per diem rate established by 
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TennCare minus the resident's available resources. 

Statutory Authority: T.C.A. §§ 4-5-202, 71-5-105, 71-5-109 and 71-5-1413. 

1200-13-02-.05 Cost Reports. 

(1) TennCare, in consultation with the Comptroller and THCA, shall develop the cost report format and 
submission process to be followed by participating Medicaid NFs. Medicaid participating NFs are required 
to file annual cost reports in accordance with the following: 

(a) Medicaid participating NFs are required to report their allowable costs on the following cost reports: 

1. Medicare Cost Report 

2. Medicaid Supplemental Cost Report 

(b) The version of the Medicaid supplemental cost report required tci be filed by the NF providers is the 
most recently available cost report version on TennCare's website as of the end date of the provider's 
fiscal year, unless notified by TennCare to use an alternate version. Older versions of the cost report 
will not be accepted. 

(c) All proposed updates and changes to the Medicaid supplemental cost report will be shared with NF 
industry stakeholders prior to their implementation to ensure the provider community has ample 
notice and understanding of the changes. 

(d) Separate cost reports must be submitted by the home office, central office, or related party 
management companies when costs of the entity are reported in the NF provider's Medicare cost 
report or Medicaid supplemental cost report. The Medicare home office cost statement (CMS Form 
287-05, or its successor), or an equivalent document must be filed with the provider's cost report 
submission package. 

(e) Cost reports .must be submitted annually. The due date for filing annual cost reports is the last day of . 
the fifth (5th) month following the NF provider's fiscal year-end. The year-end utilized for the Medicare 
cost report and the Medicaid supplemental cost report must be the same. 

(f) Changes of Ownership. In the event of a change in ownership (CHOW) of the NF, the previous owner 
shall be required to submit a final cost report, both Medicare and Medicaid supplemental cost 
reporting forms, from the date of its last fiscal year-end to the date of sale or lease. 

1. The previous owner must file a final cost report pursuant to Subparagraph (i). 

2. If the new legal entity continues the operations of the NF as a provider of Medicaid services, the 
new legal entity shall be required to furnish TennCare with an initial cost report from the date of 
purchase or lease to the new fiscal year-end selected by the new legal entity. 

(g) Initial Cost Report. The initial cost report submitted by all providers of NF services under the Medicaid 
program shall be based on the most recent fiscal year-end, and must be filed by the last day of the fifth 
(5th ) month following the NF provider's fiscal year end. The year-end utilized for the Medicare cost 
report ahd the Medicaid supplemental cost report must be the same. 

1. TennCare at its discretion may allow for exceptions to the initial filing period. 

2. Subsequent cost reports shall be submitted annually by each NF provider by the last day of the 
fifth (5th ) month following the NF provider's fiscal year-end. 

(h) New Nursing Facility Provider. A new NF provider may select an initial cost reporting period of at 
least one (1) month but not to exceed thirteen (13) months. The NF provider's cost report must be 
filed by the last day of the fifth (5th ) month following the NF provider's fiscal year-end. Thereafter, the 
cost reports shall be submitted according to the guidelines for subsequent cost reports as defined in 
Subparagraph (e). 
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(i) Final (Terminating) Cost Reports. When a NF provider ceases to participate in the Medicaid program, 
it must file a cost report covering a period up to the effective date the NF provider ceases to 
participate in the program. Depending upon the circumstances involved in the preparation of the NF 
provider's final cost report, the NF provider may 'fifei'for a pefioa nolless than orie'{1) month an'd not 
more than thirteen (13) months. The previous entity has until the end of the fifth (5th) month following 
the effective date the NF provider ceases to participate in the Medicaid program or the effective date 
of the CHOW (whichever applies) to submit the final cost report. 

U) There shall be no automatic extension of the due date for the filing of cost reports. If a NF provider 
experiences unavoidable difficulties in preparing its cost report by the prescribed due date, a written 
request for an extension may be submitted to TennCare prior to the due date. 

1. TennCare will have sole authority in approving both the extension and extension time frame. 

2. Prior to approving a request for an extension, TennCare maintains the right to request 
additional information and supporting documentation from the NF in order to support the 
extension request. 

(k) Amended Cost Reports. The Comptroller may accept amended cost reports in electronic format for a 
period of up to twelve (12) months following the end of the cost reporting period, with the caveat that 
cost reports may not be amended after an audit or desk review has been initiated. TennCare maintains 
the right, at its discretion, to supersede the amended cost report filing caveat. Amended cost reports 
should include a letter explaining the reason for the amendment, an amended certification statement 
with original signature, and the electronic format completed amended cost reports. Each amended 
cost report submitted should be clearly marked with "Amended" in the file name. 

(2) The Medicare and Medicaid supplemental cost reports must meet all of the following minimum criteria to be 
deemed acceptable cost reports: 

(a) 

(b) 

(c) 

(d) 

(e) 

The NF Medicare and Medicaid supplemental provider and home/central office cost reports must be 
filed in the electronic format prescribed by TennCare. 

The Medicaid supplemental cost report version utilized by the NF provider must be the most current 
version as of the end of its cost reporting period unless notified by TennCare to use an alternate 
version. 

The cost reports must include all supporting documentation as required by the Medicaid supplemental 
cost report instructions and checklist. 

Cost reports must be prepared according to Medicaid supplemental cost reporting instructions, CMS 
Publication 15-2, cost reporting instructions, and definitions of allowable and non-allowable costs 
contained in CMS Publication 15-1 . The CMS publications will dictate allowable and non-allowable 
costs, except where Medicaid reimbursement rules and Medicaid supplemental cost reporting 
instructions are more specific as to the allowability of certain costs. 

Medicaid specific accounting principles and allowable cost rules are as follows: 

1. Only the straight-line method of computing depreciation is permitted. 

2. Bad debt is not an allowable expense. 

3. Costs may be included only for covered services as defined by federal regulations at 42 C.F.R. 
483 Subpart B and T ennCare. 

4. Allowable cost must be adjusted for NF compensation limitations as detailed in Rules 1200-13-
06-.11 and .12. 

5. All cost report information shall be submitted consistent with generally accepted accounting 
principles unless state and federal rules and regulations require a separate treatment of an 
item. The accrual method of accounting is the only acceptable method for NF providers. 
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6. The Medicare cost report may allow more than one option for classifying costs according to 
CMS Publication 15, Provider Reimbursement Manual; however, Medicaid will only recognize 
costs in the cost component totals and direct care floor limit calculations based on the 
definitions of those cost components cohtained"iii 'this Chapter: ' 'If a' NF prbvider"classifies tost 
on the Medicare cost report in a manner other than in compliance with this Chapter, then the 
cost will be excluded from the applicable cost components and the direct care floor calculation, 
unless adjusted at audit or desk review. 

7. The Medicaid NF assessment is an allowable cost to the Medicaid program; however, the NF 
assessment will be included in the excluded cost component for rate setting purposes. 

(f) The Medicare and Medicaid supplemental cost reports must include consideration of all prior year 
adjustments and observations from Medicare and Medicaid audits, desk reviews, and settlements. 
Unresolved or protested prior year adjustments and observations should be noted in the cost reports 
or in a separate letter filed with the cost reports but cannot be disregarded. 

(g) Patient Accounts and Patient Funds. Gross charges to the patients' accounts must match the charges 
to the patient log. Adjustments to the patients' accounts must then be made to bring the actual 
charges in line with the contractual and legal collection limits of the various medical programs. All 
charges in the patients' accounts must be supported by charge slips and the proper notes in the 
patients' files and must correspond to the charges reported on TennCare billing forms. Personal 
funds held by the provider for Medicaid patients used in purchasing clothing and personal incidentals 
must be properly accounted for with detailed records of amounts received and disbursed and shall 
not be commingled with NF funds. Patient funds in excess of $100 per patient must be kept in an 
insured interest bearing account. Interest earned must be credited to the patients. Bank fees or 
charges associated with resident trust fund accounts shall not be charged to or debited against 
individual resident trust fund accounts. 

(h) Patient Logs and Census. Each facility must maintain daily census records and an adequate patient 
log . The format of the log is to be determined by each individual provider and may be combined with 
the revenue journal or other records at the convenience of the provider. This log must be sufficient to 
provide the following information on an individual basis and to accumulate monthly and yearly totals 
for Medicaid patients and for all other patients: 

1. Days of service; 

2. Charges for items and services covered by the Medicaid NF Program; 

3. Charges for items and services not covered by the Medicaid NF Program; 

4. Patient income applicable to the cost of covered items and services received by Medicaid NF 
patients; 

5. Amounts collected and receivable from the Medicaid Program; and 

6. Amounts collected and receivable from all other sources. 

(i) Patient Log. 

1. Suggested Patient Log. The headings below should be listed across the top of the page above 
the respective columns. 

Column No. 

(i) 
(ii) 
(iii) 
(iv) 
(v) 
(vi) 
(vii) 
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Heading 

Patient Name 
Patient Days 
Room and Board Charge 
Total Other NF Covered Charges (Non-Room and Board) 
Total NF Covered Charges (Col. 3 + Col. 4) 
Total NF Non-covered Charges 
Total Actual Charges (Col. 5 + Col. 6) 
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Date Medicaid NF Claim Paid 
Amounts Collected and Receivable from NF Program 
Patient Income Applicable to NF Covered Services 

(viii) 
(ix) 
(x) 
(xl) Amouhhf CdJlectecl ·and' Ret::eivaljle' from· P~ttentsirom 'NP Non::.covered 

Services 
(xii) 
(xiii) 
(xiv) 

Amounts Collected and Receivable from Other Sources 
Total Amounts Collected and Receivable 
Comments , 

2. Directions for Completion of the Patient Log. The log should be maintained on a monthly basis 
with separate pages used for each month. Medicaid NF patients should be listed in a separate 
section of the log so that Medicaid NF program statistics can be generated. The columns 
should be completed and totaled as soon after the end of the month as the figures are 
available. Adjustments should be made to the monthly totals to reflect adjustments in the log 
due to changes in patient status, additional information, or other reasons. Complete 
explanations should accompany each adjustment. For non-TennCare patients, columns 8 
through 14 can be omitted or adapted for other uses. 

(3) Auditing of Cost Reports. The cost reports filed in compliance with this Chapter and all applicable provider 
records shall be subject to audit or desk review by the Comptroller. The cost reports filed in compliance with 
this Chapter must provide adequate cost and statistical data. This data must be based on and traceable to 
the provider's financial and statistical records and must be adequate, accurate and in sufficient detail to 
support payment made for services rendered to beneficiaries. This data must also be available for and 
capable of verification by the Comptroller. The provider must permit the Comptroller to examine any records 
and documents necessary to ascertain information pertinent to the determination of the proper amount of 
program payments due. Data reflected on the cost report which cannot be substantiated may be disallowed. 

(4) Records Retention. Each Medicaid participating provider of NF services is required to maintain adequate 
financial and statistical records which are accurate and in sufficient detail to substantiate the cost data 
reported . These records must be retained for a period of not less than ten ( 10) years from the date of the 
submission of the cost report, and the provider is required to make such records available upon demand to 
representatives of the Department of Finance and Administration, the Comptroller of the Treasury, or the 
United States Department of Health and Human Services. 

Statutory Authority: T.C.A. §§ 4-5-202, 71-5-105, 71-5-109 and 71-5-1413. 

1200-13-02-.06 Reimbursement Methodology for Nursing Facilities. 

(1) Effective July 1, 2018, Medicaid participating NFs will be reimbursed using a case mix reimbursement 
system with quality informed rate components, and a stand-alone quality-based component. The initial 
base-year cost report data used to establish the case mix rates will be the most recently audited or desk 
reviewed NF cost reports covering a period greater than six (6) months, with an end date on or before 

. December 31, 2015. 

(2) The base-year annualized Medicaid resident day-weighted median costs and prices shall be rebased at an 
interval no longer than three (3) years after a new base year period has been established. The new base 
year median costs and prices will be established using the most recently audited or desk reviewed cost 
reports that have a cost reporting period greater than six (6) months, with a cost report end date eighteen 
( 18) months or more before the start of the re base period. 

(a) Cost reports issued a disclaimer of opinion during the audit process or cost reports containing 
substantial issues (including incomplete filing) during the desk review process, as solely determined 
by the Comptroller, will be excluded from the median and price calculations. 

(b) Only audited or reviewed cost reports available prior to the July 1 rate setting will be considered in the 
median and price calculations. 

(3) For rate periods between rebasing, an index factor shall be applied to the following: 

(a) Direct care base year annualized Medicaid resident-day-weighted medians; 
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(b) Administrative and Operating base year annualized Medicaid resident-day-weighted medians; and 

(q) Th~ provider's cost-based component. 

(4) Each NF provider's reimbursement rate will be determined through the sum of the following cost 
components: 

(a) The sum of the NF provider's direct care case mix adjusted cost component, direct care non-case mix 
adjusted cost component, and the direct care spending floor adjustment; 

(b) The statewide administrative and operating cost component; 

(c) The NF provider's capital cost component (FRV); 

(d) The NF provider's cost-based component; and 

(e) Adjustments to the rate. 

(5) Determination of Rate Components. 

(a) The NF provider's direct care portion of the reimbursement rate is calculated as the sum of the direct 
care case mix adjusted cost component, the direct care non-case mix adjusted cost component, and 
the direct care spending floor adjustment. 

1. The direct care case mix adjusted cost component reimbursement rate shall be determined as 
follows: 

(i) The per diem direct care case mix adjusted cost for each NF is determined by dividing 
the facility's direct care case mix adjusted cost from the base year cost reporting period 
by the NF's actual total resident days during the cost reporting period. These costs shall 
be trended forward from the midpoint of the NF provider's base year cost reporting period 
to the midpoint of the rate year using the index factor. 

(ii) The per diem neutralized direct care case mix adjusted cost is calculated by dividing 
each NF provider's inflated direct care case mix adjusted cost per diem by the NF 
provider's NF cost report period case mix index. 

(iii) The per diem neutralized inflated direct care case mix adjusted cost, for each Medicaid 
participating NF that meets the criteria to be included in the cost component median, is 
arrayed from low to high and the annualized Medicaid resident-day-weighted median cost 
is determined. 

(iv) The statewide direct care case mix adjusted price is established at one hundred six 
percent (106.00%) of the direct care case mix adjusted annualized Medicaid resident­
day-weighted median cost. 

(v) The statewide direct care case mix adjusted price is then multiplied by each NF's own 
Medicaid NF-wide semi-annual average case mix index for the rate period to establish 
the direct care case mix adjusted cost component. 

2. The direct care non-case mix adjusted cost component reimbursement rate shall be determined 
as follows: 

(i) The per diem inflated direct care non-case mix adjusted cost for each NF provider is 
determined by dividing the facility's direct care non-case mix adjusted cost during the 
base year cost reporting period by the NF provider's actual total resident days during the 
cost reporting period . These costs shall be trended forward from the midpoint of the NF's 
base year cost reporting period to the midpoint of the rate year using the index factor. 

(ii) The per diem inflated direct care non-case mix adjusted cost, for each NF that meets the 
criteria to be included in the cost component median, is arrayed from low to high and the 
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annualized Medicaid resident-day-weighted median cost is determined. 

(iii) The statewide direct care non-case mix adjusted price is established at one hundred six 
percent"{W6'.C10%) df'the · direct ·care case ·mix ··adjustet:l ·arrnualiZe'd ' Medicaid· resident­
day-weighted median cost. 

(iv) The statewide direct care non-case mix adjusted price is then multiplied by each NF 
provider's direct care non-case mix adjusted quality incentive multiplier to establish the 
NF provider's direct care non-case mix adjusted cost component. 

(v) The direct care non-case mix adjusted quality incentive multiplier is determined by the NF 
provider's Quality Tier. The quality incentive multiplier is determined as follows: 

(I) Quality Tier 1 - One hundred five percent (105.00%) multiplier 

(II) Quality Tier 2- One hundred two and one-half percent (102.50%) multiplier 

(Ill) Quality Tier 3 - One hundred percent (100.00%) multiplier 

3. The direct care spending floor adjustment is calculated as follows: 

(i) The sum of the NF provider's direct care case mix adjusted and direct care non-case mix 
adjusted cost components calculated above are multiplied by the NF provider specific 
spending floor percentage to determine the direct care spending floor threshold. 

(ii) The direct care spending floor percentage for each NF provider is determined by the NF 
provider's Quality ner. The spending floor percentage is determined as follows: 

Effective 
Date of 

Quality Tier 
Floor 

Percentage Quality Tier 1 Quality Tier 2 Quality Tier 3 
July 1, 2018 82.50% 85.00% 87.50% 
July 1, 2019 85.00% 87.50% 90.00% 
July 1, 2020 87.50% 90.00% 92.50% 
July 1, 2021 90.00% 92.00% 94.00% 

(iii) The NF provider's Medicaid NF-wide semi-annual case mix index is multiplied by the 
provider's neutralized inflated direct care case mix adjusted cost. This calculated cost is 
then added to the NF provider's inflated direct care non-case mix adjusted per diem cost 
to create the Medicaid direct care cost per diem. 

(iv) The direct care spending floor adjustment is calculated as the lesser of the Medicaid 
direct care cost per diem minus the direct care spending floor threshold, or zero. 

(v) As a transition to this new reimbursement methodology, during the initial base period 
(i.e., prior to first rate system rebase) the direct care spending costs used in the floor 
calculation will be updated each July 1 for those providers subject to the floor rate 
reduction effective July 1, 2018. This update will be as follows: 
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(I) The most recently audited or desk reviewed cost reports covering a period of six (6) 
months or more, with an end date eighteen (18) months or more prior to the July 1 
rate setting period will be utilized in the spending floor calculation process. 

(II) The per diem inflated direct care non-case mix adjusted cost for each NF provider 
is determined by dividing the facility's direct care non-case mix adjusted cost during 
the applicable cost reporting period by the NF provider's actual total resident days 
during the cost reporting period. These costs shall be trended forward from the 
midpoint of the applicable cost reporting period to the midpoint of the rate year 
using the index factor 
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(Ill) The per diem direct care case mix adjusted cost for each NF is determined by 
dividing the facility's direct care case mix adjusted cost from the applicable cost 
rep6rt1ng peridc:f ''by the 'NF--provit:Jer's ·actuatttttal ·resrdent·'days ·during the cost 
reporting period. These costs shall be trended forward from the midpoint of the cost 
reporting period to the midpoint of the rate year using the index factor. 

(IV) The per diem neutralized inflated direct care case mix adjusted cost is calculated 
by dividing each NF provider's inflated direct care case mix adjusted cost per diem 
by the NF provider's NF cost report period case mix index. 

(V) The per diem neutralized inflated direct care case mix adjusted cost is then 
multiplied by each NF provider's own Medicaid NF-wide semi-annual average case 
mix index for the rate period to create the Medicaid direct care case mix adjusted 
cost per diem. 

(VI) The Medicaid direct care case mix adjusted cost per diem is then added to the 
inflated direct care non-case mix adjusted cost per diem to create the Medicaid 
direct care cost per diem. 

(VII) The reestablished Medicaid direct care cost per diem will be used for rate setting 
only if it is greater than the Medicaid direct care cost per diem utilized during the 
previous rate period. 

(Vlll)For those NF providers that were not subject to the floor rate reduction during the 
initial July 1, 2018, rate setting period, but subsequently become subject to the 
floor rate reduction due to direct care spending floor threshold changes over time, 
the annual process for reestablishing the Medicaid direct care cost per diem will be 
applied. 

(IX) After the first reimbursement system rebasing, the annual reestablishment of the 
Medicaid direct care cost per diem will no longer be performed. 

(b) The statewide administrative and operating cost component will be determined as follows: 

1. The per diem administrative and operating cost for each NF provider is determined by dividing 
the provider's administrative and operating cost during the base year cost reporting period by 
the NF provider's actual total resident days during the cost reporting period. These costs shall 
be trended forward from the midpoint of the NF provider's base year cost reporting period to the 
midpoint of the rate year using the index factor. 

2. The per diem administrative and operating cost, for each NF that meets the criteria to be 
included in the cost component median, is arrayed from low to high and the annualized 
Medicaid resident-day-weighted median cost is determined. 

3. The statewide administrative and operating cost component is established at one hundred one 
percent (101 .00%) of the administrative and operating annualized Medicaid resident-day­
weighted median cost. 

4. Every NF provider will receive the statewide administrative and operating cost component as 
reimbursement in full for its administrative and operating expenditures. 

(c) The capital cost component of the reimbursement rate shall be based on a fair rental value (FRV) 
appraisal based reimbursement system, in lieu of reimbursement for capital specific costs such as 
depreciation, amortization, interest, renUlease expense, etc. The capital cost component will be 
determined as follows: 

1. Each NF provider will receive an appraisal from TennCare's certified appraisal contractor. 
TennCare's certified appraisal contractor must be selected through a formal procurement 
process for a single statewide contract. 
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2. NF appraisal values will be subject to a statewide mandatory reappraisal process in conjunction 
with the second (2nd) rebase following the implementation of new statewide appraisal values. 

· "3. · ";AtNF provicler may ·apply -'for· a ·voh.tritarrreappratsat··'· l"h'e voluntary ·NF··reapprarsal ·wm·,be 
effective for rate setting purposes beginning with the semi-annual rate period directly following 
the completion of the reappraisal process. The reappraisal process will not be determined 
complete until the reappraisal is final. To obtain a voluntary reappraisal, the NF must meet all 
of the following criteria: 

(i) The NF satisfies one of the following conditions: 

(I) NF provider has moved its certificate of need/operations to a new permanent 
location. The new location is not required to be new construction. However, if the 
new location is one that has a current active appraisal or reappraisal valuation, the 
provider will be given the active appraisal value for rate setting purposes. 

(II) NF provider has moved more than ten percent (10%) of its· total licensed bed 
capacity to a new location on the current NF campus, and the new location was not 
previously included in any appraisal or reappraisal process. 

(Ill) NF provider has performed and placed into service within the last 12 months a 
renovation/improvement greater than or equal to fifteen percent (15%) of its current 
net depreciated facility appraisal value (excluding land, but including site 
improvements). The total cost of the renovation shall only consider the cost of 
fixed assets as defined in this Chapter. 

(IV) Any renovation/improvement included in a previous appraisal/reappraisal process 
must not be considered when determining if the reappraisal participation criteria 
has been met. 

(ii) The NF has provided sufficient documentation to TennCare to support it has satisfied one 
of the conditions in subpart (i) above. 

(iii) The NF agrees to utilize the certified appraisal firm and appraisal methodology 
designated by TennCare. 

(iv) The NF agrees to be responsible for the cost of the appraisal. 

(v) The NF agrees that all semi-annual capital improvement updates submitted prior to the 
reappraisal request will be considered as part of the new reappraisal, and removed from 
being separately considered in the rate setting process. 

4. TennCare's appraisal contractor will utilize the Marshall and Swift (Boeckh) Building Valuation 
System for Nursing Facilities, or its successor, to calculate the fee simple replacement cost 
(undepreciated and depreciated) of the building(s), site improvements and the market value of 
land for each NF provider. 

(i) The fee simple replacement cost of buildings and site improvements is calculated using 
the cost approach appraisal method. 

(ii) Only physical deterioration is considered. The appraisals are performed under the 
assumption that the NF is financially and functionally viable and economic obsolescence 
is not considered. · 

(iii) Land values are determined using the sales comparison approach. 

5. Determination of the Building(s) fee simple replacement cost. 

(i) The comparative unit method (calculator method) from Marshall and Swift section 15, or 
its successor, is utilized for this calculation. 
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(I) All costs, multipliers, and economic lives are directly pulled from the Marshall and 
Swift Commercial Estimator 7; or its successor. 

(11) ·ohly ·physical · aepreciat1oh ·.· is · cbhsiderea, atid assumplions ·are · made' 'that -- no 
obsolescence is present. 

(Ill) Physical depreciation is determined based on the certified appraiser's opinion of 
effective age based on the actual age of the facility and renovations and updates 
over time. 

(IV) Only fixed assets are determined through the appraisal process. Moveable 
equipment values are determined separately. 

(ii) First, an actual weighted age of the facility is determined based on the age of building 
improvements, and the square footage of each section. Separate buildings or additions 
to original buildings may be separately valued by the appraiser, if determined necessary. 
The weighted age will then be grouped into the following ranges: 

Actual Aqe Implied Age for Depreciation 
O - 10 years Actual Aqe 
11 -15 years 13 years 
16 - 20 years 18 vears 
21 - 25 years 23 years 
26- 30 years 28 years 
31 -35 years 33 years 

35 Year+ 10 years remaining life 

(iii) After the determination of implied age, recent NF provider capital improvements will be 
considered to determine whether the implied age needs to be adjusted for depreciation 
purposes. Capital improvements submitted by the NF provider during the appraisal 
process are considered for effective age purposes. The allowed range of placed in 
service dates of capital improvements allowed for submission will be determined by 
Tenn Care. 

(iv) The final calculated effective age (implied age less improvement considerations) will be 
divided into an economic life based on Marshall and Swift guidelines as detailed in the 
table below. At no time will remaining economic life (economic life less effective age) be 
less than 10 years. 

Class Low Cost and Average Good and Excellent 
A 45 50 
B 45 50 
C 40 45 
D 35 40 

(v) The following is a listing of the description of the class of construction: 

Class Description 
A Fireproofed structural steel 
B Reinforced concrete columns/beams 
C Masonry bearinq walls 
D Wood or steel studs 

(vi) The following is a listing of the rank, or estimate of construction quality based on the 
Marshall and Swift definition of quality: 

Rank Description 
1 Low Cost 
2 Averaqe 
3 Good 
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4+ Excellent 

. 
6. Determination of Site Improvement fee simple replacement cost. Site improvement cost 

estimates are based on Marshall ana·swift sectioii"6'6, or1ts successo'r. 'ihe 'site improvements 
will be depreciated based on a 15 year economic life. 

7. Determination of Land Market Value. Land values are determined through the sales 
comparison approach. 

(i) Sales and listings of vacant land comparable to the subject property are collected and 
analyzed. 

(ii) The appraiser adjusts the prices to some common unit of comparison, and then adjusts 
the prices for market conditions, location, physical characteristics, available utilities, 
zoning, highest and best use, and other relevant variations. 

(iii) From this information the appraiser derives a unit value applicable to the NF. This unit 
value is then utilized to establish the market value of land as if it was vacant. 

(iv) The maximum value of land used in determining FRV per diem rates will be $7,500.00 
per licensed bed. Licensed beds used in this calculation will be total current NF licensed 
beds as of the April 1 prior to each July 1 rate setting. 

(v) The lesser of the maximum land value or the appraised land value will be the allowable 
land value utilized for FRV calculation purposes. 

8. Fair Rental Value Per Diem Calculation. 

(i) The undepreciated and depreciated values of the NF provider's building(s), site 
improvements, and land (which is not depreciated) are determined through the appraisal 
process. 

(ii) The depreciated values are subtracted from the undepreciated values to determine the 
total value of depreciation. 

(iii) The calculated depreciation is then modified in the following manner to determine the 
total modified depreciation to be applied to the fair rental value system: 

(I) NF providers with a weighted construction year age less than thirty (30) years will 
have calculated depreciation multiplied by fifty percent (50%) to determine their 
total modified depreciation to be applied to the fair rental value system. 

(II) NF providers with a weighted construction year age of thirty (30) years or more will 
have their calculated depreciation multiplied by seventy percent (70%) to determine 
their total modified depreciation to be applied to the fair rental value system. 

(iv) Total modified depreciation is subtracted from the undepreciated facility values (buildings, 
site improvements, and allowable land) and the value of NF provider fixed asset additions 
is added to the totals to determine total base facility value. 

(v) The total base facility value is then compared to a maximum allowable base value 
threshold. 

(vi) The maximum allowable base facility value threshold is established by multiplying the NF 
provider total licensed beds by $75,000. NF providers may increase the per licensed bed 
threshold of $75,000 based on their specific Medicaid private room resident day 
percentage. The Medicaid private room resident day percentage is calculated from base 
year cost report Medicaid private room resident days divided by total base year bed days 
available. Each NF provider is then compared to the thresholds established in the table 
below to determine any additions to the total per licensed bed value. 
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Quality Total Addition to Per Medicaid Private Room Resident Day 
Incentive Bed Value Percentage Threshold 

Tier 
1 $3','000 ' -"''1'0% ' 

2 $1 ,500 5% 
3 $0 Less than 5% 

(vii) A moveable equipment value will be determined for each provider by multiplying total 
licensed beds by $7,500, 

(viii) The lesser of the maximum allowable base facility value ·threshold or the actual total base 
facility value calculated above will be added to the total moveable equipment value to 
determine the total facility value. 

(ix) The total facility value will be multiplied by a rental factor to establish an annual fair rental 
value. The rental factor will vary depending on the NF provider's quality tier. The rental 
factor will be established as follows: 

(I) Quality Tier 1 - Eight and seven-tenths percent (8.70%) 

(II) Quality Tier 2 -Eight and thirty-five hundredths percent (8.35%) 

(Ill) Quality Tier 3 - Eight percent (8.00%) 

(x) The annual fair rental value will be divided by the greater of total annualized actual 
resident days, or the minimum occupancy percentage threshold of eighty-five percent 
(85%) of annualized licensed beds capacity of the provider to establish the provider's fair 
rental value per diem. 

(xi) The licensed beds utilized for fair rental value purposes will be recognized once annually. 
Total NF licensed beds will be determined using the current facility licensed beds as of 
the April 1 prior to each July 1 rate setting. 

(xi) No depreciation or inflation factors will be applied to the appraisal totals in non-appraisal 
years. 

9. Modification of Total Facility Value between Appraisal Periods. 

(i) In order to continue to incentivize providers to perform capital improvement in non­
appraisal years, TennCare will allow each NF provider to modify its total facility value on a 
semi-annual basis for capitalized fixed assets if they meet the following requirements: 

(I) The request for modification of total facility value is submitted at a minimum three 
(3) months prior to the July 1 or January 1 rate setting periods, and the modification 
is reported on the applicable form designated by TennCare. 

(II) The total capitalized fixed assets are greater than $1 ,000 per licensed bed. 
Licensed bed totals will be determined as of the April 1 following the submission for 
modification. 

(111) The cost must be capitalized according to CMS Publication 15-1, The Provider 
Reimbursement Manual - Part 1, and have been placed into service within the 
previous 12 months prior to the submission date of the modification request. 

(IV) Capitalized assets must contain only fixed assets as defined by CMS Publication 
15-1, The Provider Reimbursement Manual - Part 1, sections 104.2 and 104.3, 
Major movable equipment that has been capitalized must not be included for 
modification purposes. 

(V) The capitalized assets must be reported to TennCare net of any grant monies or 
insurance proceeds associated with the purchasing of the asset. 
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(ii) Qualifying capitalized fixed asset expenditures will be added to the total facility base 
value portion of the FRV per diem calculation. 

(iii) No inflation or depreciation will be applied to the qualifying items. 

(iv) A NF statewide mandatory appraisal or voluntary reappraisal will eliminate all previously 
submitted and accepted fixed asset addition amounts from the FRV per diem calculation. 

(v) Request for modification will not be accepted during a statewide mandatory appraisal 
year, as it is assumed the provider will have received credit for these items within the 
appraisal process, regardless of whether or not the provider actually submitted the 
information to TennCare's certified appraisal firm. 

(d) Cost-Based Component. The NF provider's cost-based component is the sum of the provider's NF 
related real estate tax per diem calculation and the provider assessment cost-based reimbursement 
rate determined by TennCare. The cost-based component is determined as follows: 

1. The NF provider's NF real estate tax cost reported on the Medicaid supplemental cost report is 
divided by the greater of actual base year cost report resident days or eighty-five percent (85%) 
of base year cost report licensed beds capacity of the provider. These costs shall be trended 
forward from the midpoint of the NF provider's base year cost reporting period to the midpoint 
of the rate year using the index factor. · 

2. The provider assessment cost-based reimbursement rate is determined by TennCare for only 
the Medicaid share of the provider assessment cost incurred by NF providers. NF providers will 
receive their cost-based reimbursement rate based on their specific provider class. The 
provider class will be determined for each NF provider from the cost report year information 
utilized in the calculation of the provider assessment. The provider class criteria and 
associated provider assessment cost-based reimbursement rate are determined as follows: 

(i) NF providers with 50,000 or more annual Medicaid patient days. The reimbursement rate 
is calculated as the total assessment fee collected from this class of NF providers divided 
by total class resident days (all payer types). 

_(ii) NF providers that are designated as Continuing Care Retirement Center (CCRC), or NF 
providers with 50 or fewer licensed beds. The reimbursement rate is calculated as the 
total assessment fee collected from this class of NF providers divided by total class 
resident days (all payer types). 

(iii) New NF Providers. The reimbursement rate is calculated as $2,225 divided by the 
number of calendar days in the rate year. 

(iv) All other Medicaid participating NF providers that do not meet the criteria for subparts (i), 
(ii) or (iii) above. The reimbursement rate is calculated as the total assessment fee 
collected from this class of NF providers divided by total class resident days (all payer 
types). 

(e) Adjustments to the Reimbursement Rate. 

1. Adjustments to the Medicaid daily rate may be made when changes occur that will eventually 
be recognized in updated cost report data, for example an increase in the federal minimum 
wage rate. These adjustments would be effective until the next rebasing of cost report data or 
until such time as the cost reports fully reflect the change. Adjustments to the rate will be made 
solely at the discretion of TennCare. 

2. Budget Adjustment Factor (BAF). For the beginning of each state rate year effective July 1st 
TennCare will establish a NF program budget target and compare that to the annual expected 
Medicaid expenditures on nursing facility days for the upcoming rate year using established 
rate setting mechanics. TennCare will establish the BAF to adjust the annual expected Medicaid 
expenditures to meet the program's NF budget target. The BAF may be positive or negative 
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and will be applied as an across the board percentage adjustment to all providers 
reimbursement rate components calculated according to this rule. The following is the detailed 
calculation of the BAF: 

(i) Rate System Expected Cost 

(I) Projected July 1 Provider Reimbursement Rates Calculated Using All Applicable 
Reimbursement Provisions Specified within this Chapter (prior to application of the 
BAF) 

(II) X New Cost Report Medicaid Days (From Most Recent Comptroller Reviewed Cost 
Report data, or paid claims data if TennCare determines this data source to be 
more appropriate) 

(Ill) = Expected Cost of NF Reimbursement System. 

(ii) NF Budget Target 

(I) Projected July 1 Provider Reimbursement Rates Calculated Using All Applicable 
Rein;ibursement Provisions Specified within this Chapter (prior to application of the 
BAF) 

(II) X New Cost Report Medicaid Days (From Most Recent Comptroller Reviewed Cost 
Report data, or paid claims data if TennCare determines this data source to be 
more appropriate) 

(Ill) = Target Cost of NF reimbursement System Prior to Adjustments 

(IV) +/- State Budgetary Adjustments 

(V) = Final Budget Target of NF Reimbursement System. 

(iii) BAF Calculation 

(I) NF Budget Target I Rate System Expected Cost = BAF % to apply to all provider 
rates. 

(II) For each non-July 1 rate setting period, TennCare will recalculate the BAF to 
accommodate changes to the reimbursement system from new CMI, new facilities, 
legislative mandates, and other factors. The BAF is applied to all provider 
reimbursement rate components, and will be adjusted to ensure the state will 
continue to meet the NF budget target. The BAF adjustment may be positive or 
negative depending on circumstance. 

3. For rate setting periods from July 1, 2018, to June 30, 2020, a phase-in of provider 
reimbursement rates will occur in an effort to ease the transition for providers to the case mix 
reimbursement system. The phase-in process will be calculated as follows: 

(i) A NF provider's base reimbursement rate will be established as the Medicaid day 
weighted average of the Level 1 and Level 2 NF reimbursement rate in effect for each NF 
provider on July 1, 2017, as determined on January 1, 2018. The Medicaid day weighted 
average will also consider the NF provider's quarterly bridge payments for acuity and 
quality. The base reimbursement rate will be the starting point for all phase-in 
calculations. 

(ii) For each July 1 rate setting, the current base reimbursement rates shall be trended 
forward from the midpoint of the previous rate year to the midpoint of the new rate year 
using the index factor. 

(iii) The providers case mix system reimbursement rate will be determined according to the 
rate calculation procedures identified in this rule. 
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(iv) The reimbursement rate differential will be determined by subtracting the NF provider's 
base reimbursement rate from the applicable case mix system reimbursement rate. 

(v) If the calculated reimbursement rate differential exceeds a positive or negative TennCare 
determined corridor amount, then a rate adjustment will be applied to the NF provider's 
case mix system reimbursement rate in an amount equal to the difference between the 
rate differential total and the corridor amount, in order to ensure the NF provider's 
reimbursement rate is not increased or decreased more than the corridor· amount from 
the calculated base reimbursement rate. 

(vi) Effective for rate periods beginning July 1, 2018, the corridor amount will be a floor of 
minus six dollars (-$6) from the base reimbursement rate, with the ceiling being 
determined at an amount above the base reimbursement rate necessary to achieve 
statewide budget neutrality. 

(vii) Effective for rate periods beginning July 1, 2019, the corridor amount will be a floor of 
minus twelve dollars (-$12) from the base reimbursement rate, with the ceiling being 
determined at an amount above the base reimbursement rate necessary to achieve 
statewide budget neutrality. 

(viii) Effective for rate periods beginning July 1, 2020, the case mix system reimbursement 
rate will no longer be subjected to a phase-in. 

Statutory Authority: T.C.A. §§ 4-5-202, 71-5-105, 71-5-109 and 71-5-1413. 

1200-13-02-.07 Case Mix Index Calculation. 

(1) The Resource Utilization Groups-IV (RUG-IV) Version 1.03, 48-Grouper, or its successor, index maximizer 
model shall be used as the resident classification system to determine all case mix indices, using data from 
the minimum data set (MOS) submitted by each NF provider. Standard Version 1.03, or its successor, case 
mix indices developed by CMS, using nursing-only RUG weights, shall be the basis for calculating average 
case mix indices to be used to adjust the direct care case mix adjusted cost component. 

(2) Each resident in the facility with a completed and submitted assessment shall be assigned a RUG-IV 48-
Grouper, or its successor. The RUG-IV 48 Grouper, or its successor, will be calculated using each resident 
MOS assessment transmitted and accepted by CMS. These assessments are then translated to the 
appropriate case mix index using the time-weighted acuity measurement system. Using the individual 
resident case mix indices, two NF provider case mix indices are calculated, the NF-wide semi-annual 
average case mix index and the Medicaid NF-wide semi-annual average case mix index. The two case mix 
indices for each Medicaid participating NF shall be determined two times per year. 

Statutory Authority: T.C.A. §§ 4-5-202, 71-5-105, 71-5-109 and 71-5-1413. 

1200-13-02-.08 Case Mix Index Reports Process. 

(1) TennCare or its contractor shall provide each NF provider with the Preliminary Case Mix Index Report 
(PCIR) by approximately the fifteenth (15th) day of the second (2nd) month following the end of the MOS 
assessment collection period for each semi-annual rate period. The PCIR will serve as notice of the MOS 
assessments transmitted and provide an opportunity for the NF provider to correct and transmit any missing 
MOS assessments or tracking records or apply the CMS correction policy where applicable. 

(2) As part of the PCIR process, providers are required by TennCare to verify the end of therapy dates 
associated with their submitted MOS assessments. TennCare will designate the format and process 
providers must follow in order to satisfy the end of therapy dates reconciliation process. Should a provider 
choose not to perform the reconciliation of therapy dates, records with no discernable end of therapy date 
will be given a default date of two days after the start of therapy date associated with the record. 

(3) TennCare or its contractor shall provide each NF provider with a Final Case Mix Index Report (FCIR) 
utilizing MOS assessments after allowing the NF provider two (2) weeks, or ten (10) business days, to 
process its corrections. TennCare may extend this time period if a request is received from the provider. 
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(a) 

(b) 

A cut-off date will be published for each case mix index report period. New or revised MOS 
assessment records or end of therapy date updates submitted by the NF provider after the cut-off 
date will not be included ·in the case m1x·index FCIR." Tenn'Care, arits ·sole 'discretion, "may "Override 
the cut-off date if there are extraordinary circumstances affecting a provider's ability to submit 
information. 

If TennCare determines that a NF provider has delinquent MOS resident assessments, for purposes 
of determining both average CMls, such assessments shall be assigned the case mix index 
associated with the RUG-IV group "BC1-Delinquent" or its successor. A delinquent MOS shall be 
assigned a CMI value equal to the lowest CMI in the RUG-IV, or its successor, classification system. 

(4) The case mix index values from the FCIR will be utilized in establishing NF provider reimbursement as 
described in Rule .06. 

Statutory Authority: TC.A§§ 4-5-202, 71-5-105, 71-5-109 and 71-5-1413. 

1200-13-02-.09 New Nursing Facility Providers. 

(1) The reimbursement rate for new NF providers will be determined following the methodology detailed in 
Rules .06 - .08 with the following exceptions: 

(a) The provider's Medicaid NF semi-annual case mix index will be calculated as the statewide 
annualized Medicaid resident day-weighted average Medicaid NF semi-annual case mix index until 
the provider has completed one full semi-annual rate period of operation following the acceptance of 
Medicaid recipients. 

(b) The provider will be exempt from the direct care spending floor until the July 1 rate setting following 
the date the initial cost report filing is submitted to TennCare, and the Comptroller has completed its 
review of the cost report filing. 

(c) The provider will be included in quality tier three (3) for the rate determination process, as defined in 
Rule .06, until the July 1 rate setting following the date the provider has submitted at least six (6) 
consecutive months of quality performance data in order to determine the provider's Quality Tier. 

(d) The provider will be included in the new provider class for provider assessment cost-based 
reimbursement rate purposes. The provider will remain in the new provider class until such time that 
the provider has its information included in a provider assessment calculation base period. The 
provider will then receive its provider assessment cost-based reimbursement rate according to its 
specific provider class attributes as defined in Rule .06. 

(e) The provider, if required to pay real estate tax, will receive the statewide annualized Medicaid 
resident day-weighted average inflated real estate tax cost value. The established real estate cost 
value will then be divided by the minimum occupancy percentage threshold of eighty-five percent 
(85%) of annualized bed days available to create the per diem real estate tax portion of the cost­
based component of the rate. The per diem real estate tax cost-based rate will remain in effect until 
at least one of the two timelines and criteria below are met: 

1. The July 1 rate setting after the provider has submitted an acceptable initial cost reporting 
package to the Comptroller and the Comptroller has completed the review of the real estate tax 
portion of the report. The approved NF provider's real estate tax amount from the Medicaid 
supplemental cost report is divided by the greater of actual base year cost report resident days, 
or eighty-five percent (85%) of base year cost report licensed beds capacity of the provider. 
These costs shall be trended forward from the midpoint of the NF provider's base year cost 
reporting period to the midpoint of the rate year using the index factor. 

2. The semi-annual rate period immediately following compliance with the criteria listed in 
subparts (i) and (ii). The approved NF provider's real estate tax amount will be divided by the 
minimum occupancy percentage threshold of eighty-five percent (85%) of the NF provider's 
annualized licensed bed days available of the provider. No trending factor will be applied as the 
tax amounts accepted will be assumed to be from the current period. 
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(i) The provider submits to the Comptroller documentation to support its real estate tax 
expense for the current cost reporting period. TennCare will be solely responsible for 
deterni1riing ·the ·tormaf'in wlilch"the 7rl'forniation irn..ist 'be submitted, · ancl Wh'at supporting 
documentation will be considered acceptable. 

(ii) The Comptroller has reviewed the provider submission and has determined it to be 
acceptable. 

(f) The capital component of the reimbursement rate will be determined as follows: 

1. An appraisal will be conducted by TennCare's certified appraisal contractor. The appraisal will 
be utilized in capital component reimbursement consistent with Rule .06. 

2. Should an assessment process not be completed prior to the facility accepting Medicaid 
recipients, the facility will have a maximum of ninety (90) days from the Medicaid certification 
date to complete the appraisal process. 

3. A new facility without an appraisal will receive the maximum total facility value possible under 
the FRV system until the semi-annual rate period in immediate succession to the completion of 
the appraisal process. When the appraisal process is complete, the appraisal will be utilized in 
capital component reimbursement consistent with Rule .06. The annual FRV will be divided by 
the minimum occupancy percentage threshold to establish the FRV per diem for the NF 
provider. The minimum occupancy percentage threshold applied to the FRV calculation will be 
modified for a new facility as follows: 

(i) If the NF provider has not previously provided the NF level of care for any payer type, 
then the minimum occupancy percentage threshold will be calculated as follows: 

(I) The minimum occupancy percentage threshold will be calculated at sixty-five 
percent (65%) of annualized NF provider bed days available until the July 1 rate 
setting immediately following the NF providers Medicaid certification date. 

(II) If the initial July 1 rate setting period occurs prior to the NF provider receiving the 
sixty-five percent (65%) minimum occupancy percentage threshold for a full semi­
annual rate period, then the NF provider will receive a minimum occupancy 
percentage threshold of seventy-five percent (75%) of annualized NF provider bed 
days avai.lable until the next July 1 rate setting occurs. 

(Ill) All subsequent rate periods will have the minimum occupancy percentage 
threshold calculated according to capital component reimbursement Rule .06. 

(ii) A NF provider that is new to Medicaid certification, but has previously provided NF level 
of care services, will not be subject to the modified minimum occupancy percentage 
threshold provisions. 

4. If the new facility does not meet the ninety (90) day appraisal completion timeline, the facility 
will receive the lowest total FRV facility value in the state beginning with the semi-annual rate 
period in immediate succession to the ninety (90) day timeline expiring. The lowest total FRV 
facility value will be utilized to set the capital component per diem reimbursement rate 
according to reimbursement Rule .06. The lowest total FRV facility value mandate will remain in 
effect for a minimum of one (1) semi-annual rate period, and will remain in effect until the semi­
annual period in immediate succession to the facility's completion of the appraisal process. 
Once the appraisal process is complete and the lowest total FRV facility value mandate period 
has elapsed, the appraisal will be utilized in capital component reimbursement in line with Rule 
.06. 

5. No modification of the minimum occupancy percentage threshold will be applied for providers 
who have failed to complete the appraisal process within the required ninety (90) day timeline. 

6. An appraisal process will not be determined complete until the appraisal is final. 
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Statutory Authority: T.C.A. §§ 4-5-202, 71-5-105, 71-5-109 and 71-5-1413. 

1200-13~02< 1 o Changes orownei'ship of Exi!;ting·, Nursing· Facilities. 

(1) A CHOW exists if the beds of the new owner have previously been certified to participate, or otherwise 
participated, in the Medicaid program under the previous owner's provider agreement. Rates paid to NF 
providers that have undergone a CHOW will be calculated in the following manner: 

(a) The initial NF provider reimbursement rate will be based upon the acuity, costs, days, appraisal data 
and quality information of the prior owner. 

(b) If the CHOW is as a result of a non-related party transaction, the new NF provider may request from 
TennCare a provisional waiver of the application of any direct care spending floor rate reduction that 
would otherwise occur. If a direct care spending floor provisional waiver is granted by TennCare, the 
new NF provider reimbursement rate will be determined without a direct care spending floor 
reduction. However, for the entire period when a provisional waiver of the direct care spending floor 
is in effect, the new NF provider will be subject to a retroactive direct care spending floor settlement 
process, as follows: 

1. If the new NF provider's cost reporting period(s) Medicaid direct care cost per diem(s) are less 
than the spending floor(s) calculated at each rate period, the new NF provider will be 
responsible for a retroactive recoupment of the difference between its cost per diem and the 
spending floor for each Medicaid paid day. At no time will the retroactive recoupment per diem 
exceed the per diem amount granted under the provisional waiver. 

2. In the event there is more than one direct care spending floor active during the new provider's 
cost reporting period(s), the direct care spending floor settlement process will be independently 
applied to each spending floor. If the new NF provider's cost reporting period(s) Medicaid direct 
care cost per diem(s) are less than any of the active spending floor(s), the calculated 
differences will be multiplied by the number of provider paid Medicaid days associated with the 
time period each direct care spending floor was active during the applicable cost reporting 
period. At no time will the retroactive recoupment per diem exceed the per diem amount 
granted under the provisional waiver. 

3. Provisional waivers of the direct care spending floor will not be granted following the first rebase 
period in which the new NF provider has a six (6) month or more cost reporting period that 
could have been used in a rebase period. 

(c) If the CHOW is as a result of a non-related party transaction, the new NF provider's real estate tax 
cost-based reimbursement rate will be recalculated, according to Rule .06, on the first July 1st after 
the new NF provider has submitted a cost report of six (6) months or longer, and that cost report has 
been reviewed by the Comptroller. 

(2) The previous owner and current owner must comply with the cost report filing requirements in Rule .05. 

(3) TennCare maintains the right to withhold up to ten percent (10%) of the previous owner's final Medicaid 
program payments until an acceptable final (terminating) cost report is received by the Comptroller. After 
receipt of the acceptable cost report, be it timely or non-timely, the withholding amount will be released to 
the facility (less any incurred penalties for non-timely filing). 

(4) When there is a proposed CHOW of any Nursing Facility, the new provider shall provide to TennCare 
documents sufficient to obtain a Medicaid ID as specified in TennCare policy. TennCare shall issue a new 
Medicaid ID based on appropriate documentation submitted by the new provider. Any Managed Care 
Contractor (MCC) previously contracted with the former owner or operator shall, subject to T.C.A § 71-5-
1412, enter into a provider agreement with the new owner/operator. A new provider with a Medicaid ID 
shall be reimbursed at one hundred percent (100%) from the effective date of the CHOW. A new provider 
with a CHOW that has not acquired a Medicaid ID shall not be reimbursed, including retroactively, until such 
provider acquires a Medicaid ID. 
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Statutory Authority: T.C.A. §§ 4-5-202, 71-5-105, 71-5-109 and 71-5-1413. 

1200-13-02-.11 Quality-Based Component of the Reimbursement Methodology for Nursing Facilities. 

(1) In addition to Quality Informed aspects of the NF reimbursement methodology, a specified amount of the 
funding for NF services shall be set aside during each fiscal year for purposes of calculating a quality-based 
component of each NF provider's per diem payment (i.e., a quality incentive component). At 
implementation of this Chapter, the amount of funding set aside for the quality-based component of the 
reimbursement methodology for NFs shall be no less than forty million dollars ($40 million) or four percent 
(4.00%) of the total projected fiscal year expenditures for NF services, whichever is greater. In each 
subsequent year, the amount of funding set aside for the quality-based component of the reimbursement 
methodology for NFs shall increase at two (2) times the rate of inflation of the index factor. Index factor 
inflation shall be calculated from the midpoint of the prior state fiscal year to the midpoint of the new state 
fiscal year. This annual quality-based component index factor adjustment shall continue until such time that 
the quality-based component of the reimbursement methodology for NFs constitutes ten percent (10%) of 
the total projected fiscal year expenditures for NF services. Once the quality-based component of the 
reimbursement methodology constitutes ten percent (10%) of the total projected fiscal year expenditures for 
NF services, it shall then increase or decrease at a rate necessary to ensure that the quality-based 
component of the reimbursement methodology remains at ten percent (10%). All noted minimum quality­
based component thresholds and index factor inflationary adjustments are made prior to consideration of 
the BAF. 

(2) The quality-based component of each NF provider's per diem payment shall be calculated based on the 
facility's volume of Medicaid resident days and the percentage of total quality points earned for the 
measurement period. 

(3) The initial quality outcome measures and point values established for the NF reimbursement system 
implemented on July 1, 2018, shall be based upon the structure of the QulLTSS Nursing Facility Value­
Based Purchasing Quality Framework as described in the memorandum of August 5, 2014, to Medicaid NF 
Providers and described in this rule. Quality outcome measures and point values for each measure shall 
not be modified for the first three (3) fiscal years of reimbursement following implementation of the 
reimbursement system. Performance benchmarks shall be established as described in this rule. After the 
initial three (3) year period, quality outcome measures, performance benchmarks for each measure, and 
point values shall be reviewed and may be modified as appropriate in consultation with THCA and other NF 
stakeholders. Any modifications to such criteria shall be established through rulemaking and shall not be 
changed for another three-year period. 

(4) Quality outcome measures shall reflect those aspects of the delivery of NF services determined based on 
input from individuals receiving services, their family members and representatives, and other NF 
stakeholders, and in consultation with THCA and the QulLTSS Stakeholder Advisory Group, to most impact 
the day-to-day experience of care for NF residents, as follows: 

(a) Satisfaction shall be valued at thirty-five (35) of the one hundred (100) possible quality performance 
points. 

1. Satisfaction shall include three separate measures: 

(i) Resident satisfaction shall be valued at fifteen (15) of the one hundred (100) possible 
quality performance points. 

(ii) Family satisfaction shall be valued at ten (10) of the one hundred (100) possible quality 
performance points. 

(iii) Staff satisfaction shall be valued at ten (10) of the one hundred (100) possible quality 
performance points. 

2. In order to measure Satisfaction on the basis of outcomes and to establish performance 
benchmarks for each of the three (3) Satisfaction measures, NFs shall be required to use a 
standardized survey instrument and methodology that provides for anonymous submission to a 
neutral third party, which shall be responsible for submission of required data to TennCare. 
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3. The survey instrument(s) and methodology for conducting each survey shall be selected or 
designed with input from NF stakeholders, and subject to mutual agreement between 
TennCare and THCA. Providers shall be notified of the acceptable survey instrument(s) and 
melhodology no ·Iater"'than·twd'·(2) mdnths pr'ior"tcftneir implementation. 

4. For purposes of the NF reimbursement rates effective on July 1, 2018, the methodology used 
for calculating a facility's Satisfaction score shall be based upon the criteria established by 
TennCare in the Qull TSS #10 memorandum of March 20, 2017. 

5. For purposes of the NF reimbursement rates effective on July 1, 2019, the methodology used 
for calculating a facility's Satisfaction score shall be based on the facility's adoption and 
implementation of the survey instrument(s) according to with the methodology described in 
this subparagraph. Data collected during the ·baseline year of the Satisfaction survey 
instrument(s) described in this subparagraph shall be used to establish a performance 
benchmark for each of the three (3) Satisfaction measures, in consultation with THCA and 
other NF Stakeholders. 

6. For purposes of the NF reimbursement rates effective on July 1, 2020, the methodology used 
for calculating a facility's Satisfaction score shall be based in part on whether the facility 
achieves the performance benchmark for each of the three (3) Satisfaction measures 
described in this subparagraph, and for facilities who do not achieve the performance 
benchmarks, a lesser score based on the percentage of improvement over the baseline year. 
Providers shall be notified of the performance benchmark for each of the three (3) Satisfaction 
measures and the specific methodology for calculating a facility's Satisfaction score no later 
than July 1, 2019. 

7. TennCare shall provide (or arrange for the prov1s1on of) training regarding each survey 
instrument, the survey methodology, and the methodology that will be used to calculate a 
facility's score for each of the three (3) Satisfaction measures. 

8. Upon the collection and analysis of two (2) years of data pertaining to each of the survey 
instruments, this Chapter shall be modified to include performance benchmarks for each of the 
three (3) Satisfaction measures that will be applied for the next three-year period. 

9. Results of each NF's surveys (excluding any information that could be used to identify 
respondents) shall be made available to the NF for purposes of quality improvement activities. 

(b) Culture Change and Quality of Life shall be valued at thirty (30) of the one hundred (100) possible 
quality performance points. 

1. · Culture Change and Quality of Life shall encompass four (4) different aspects of the degree to 
wh ich a NF's environment, programs, policies, and practices are individualized and person­
directed ; reflect the core values of self-determination, choice, dignity, and respect; and support 
meaningful roles and relationships for residents and staff. Culture Change and Quality of Life 
shall include four (4) separate measures: 

(i) Respectful Treatment shall be valued at ten (10) out of the one hundred (100) possible 
quality performance points. 

(ii) Resident Choice shall be valued at ten (10) out of the one hundred (100) possible quality 
performance points. 

(iii) Resident and Family Input shall be valued at five (5) out of the one hundred (100) 
possible quality performance points. 

(iv) Meaningful Activities shall be valued at five ( 5) out of the one hundred ( 100) possible 
quality performance points. 

2. In order to measure Culture Change and Quality of Life on the basis of outcomes and to 
establish performance benchmarks for each of the four (4) Culture Change and Quality of Life 
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measures, NFs shall be required to use a standardized survey instrument and methodology 
that provides for anonymous submission to a neutral third party, which shall be responsible for 
submission of required data to TennCare. The survey questions for measuring Culture 
Change ati<l Quality' "of 'Tife ·may" bEflncorpotated "iTito"the '·Re'sit1en't 'satrsfaction survey 
described in Subparagraph (a) above to ease survey fatigue. 

3. The survey questions and/or instrument and methodology for conducting the survey shall be 
selected or designed with input from NF stakeholders, and subject to mutual agreement 
between TennCare and THCA. Providers shall be notified of the acceptable survey 
instrument(s) and methodology no later than two (2) months prior to their implementation. 

4. For purposes of the NF reimbursement rates effective on July 1, 2018, the methodology used 
for calculating a facility's score encompassing each of the four (4) aspects of Culture Change 
and Quality of Life shall be developed in consultation with THCA and with input from the NF 
stakeholders, including individuals receiving services and their family members and 
representatives. These criteria shall be provided to NFs and posted on the TennCare website 
no later than two (2) months prior to the implementation of the rei~bursement system. 

5. For purposes of the NF reimbursement rates effective on July 1, 2019, the methodology used 
for calculating a facility's Culture Change and Quality of Life score shall be based on the 
facility's adoption and implementation of the survey questions and/or instrument{s) in 
accordance with the methodology described in this subparagraph. Data collected during the 
baseline year of the Culture Change and Quality of Life survey instrument(s) described in this 
section shall be used to establish a performance benchmark for each of the four (4) Culture 
Change and Quality of Life measures, in consultation with THCA and other NF Stakeholders. 

6. For purposes of the NF reimbursement rates effective on July 1, 2020, the methodology used 
for calculating a facility's Culture Change and Quality of Life score shall be based in part on 
whether the facility achieves the performance benchmark for each of the four (4) Culture 
Change and Quality of Life measures described in this subparagraph, and for facilities who do 
not achieve the performance benchmarks, a lesser score based on the percentage of 
improvement over the baseline year. Providers shall be notified of the performance benchmark 
for each of the four (4) Culture Change and Quality of Life measures and the specific 
methodology for calculating a facility's Satisfaction score no later than July 1, 2019. 

7. TennCare shall provide (or arrange for the provision of) training regarding the methodology that 
will be used to calculate a facility's score encompassing each of the four (4) aspects of Culture 
Change and Quality of Life. 

8. Upon the collection and analysis of two (2) years of data pertaining to the survey questions 
and/or survey instrument, this Chapter shall be modified to include performance benchmarks 
for each of the four (4) Culture Change and Quality of Life measures that will be applied for 
the next three-year period. · 

9. Results of each NF's performance on each of the four (4) asp·ects of Culture Change and 
Quality of Life (excluding any information that could be used to identify respondents) shall be 
made available to the NF for purposes of quality improvement activities. 

(c) Staffing and Staff Competency shall be valued at twenty-five (25) of the one hundred (100) possible 
quality performance points. 

1. Staffing and Staff Competency shall include five (5) separate measures, with each measure 
valued at five (5) of the one hundred (100) possible quality performance points, as follows: 

(i) Registered Nurse (RN) hours per resident day. 

(ii) Nurse Aide (NA) hours per resident day. 

(iii) RN, LPN, and CNA Staff Retention. 

(iv) Consistent Staff Assignment. 
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(v) Staff Training (Onboarding and Continuing). 

'2 . NA resiaer'if 'hours per resiaeh't 'day 'l5h'a11' "be ·calculated t:onsistent ·with "the ' •methodology 
described in the CMS Five Star Nursing Home Quality Rating System. 

(i) The source document for the reported NA hours is the CMS form CMS-671 (Long Term 
Care Facility Application for Medicare and Medicaid) obtained from CASPER, 
Certification And Survey Provider Enhanced Reports, the CMS system which NFs must 
use to report data pertaining to survey and certification processes. 

(ii) The resident census is based on the count of total residents from the CMS form CMS-
672 (Resident Census and Conditions of Residents). 

(iii) NA hours include certified nurse aides, aides in training, and medication 
aides/technicians. 

(iv) Staffing data include both NF employees (full-time and part-time) and individuals under 
an organization (agency) or individual contract 

(v) Staffing data do not include staff reimbursed by a resident or his/her family, hospice 
staff, or feeding assistants. 

(vi) Staffing hours reported are for the residents in Medicare- and/or Medicaid-certified beds 
only. 

(vii) Performance benchmarks for RN and NA hours per resident day measures shall be 
established in consultation with THCA, and with input from other NF stakeholders, 
including individuals receiving services and their family members and representatives. 
These criteria shall be provided to NFs and posted on the TennCare website no later 
than two (2) months prior to the implementation of the reimbursement system. 

3. Consistent Staff Assignment shall be defined and calculated consistent with the methodology 
described in the National Nursing Home Quality Improvement Campaign. 

(i) Consistent Staff Assignment shall include two measurements: 

(I) The percentage of long-stay residents who have no more than twelve (12) 
caregivers within a one (1) month measurement period; and 

(II) The percentage of short-stay residents who have no more than twelve (12) 
caregivers within a two-week measurement period. 

(ii) Long-stay residents shall be defined as residents who have been in the facility for greater 
than one hundred (100) days. 

(iii) Short-stay-residents shall be defined as residents who have been in the facility for no 
more than one hundred (100) days. 

(iv) A caregiver shall be defined as any staff assigned to provide and delivering direct NA­
type care to the resident during the measurement period. 

(I) For purposes of measuring Consistent Staff, licensed staff shall not be counted as 
caregivers unless they are working in the capacity of a CNA. For example, if a 
nurse is in a resident's room administering medications or performing other skilled 
tasks, and stops to take the resident to the bathroom, that nurse shall not be 
counted as a caregiver. However, if a nurse (or other staff) is working as a CNA 
because the home is short staffed or because nurses (or other staff) routinely 
provide direct care to residents, that person shall be included in the caregiver 
count. 
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(II) Staff assigned to assist one or more residents only with mealtime and/or bathing 
shall be counted as a caregiver for all residents for whom such assistance is 
provided, even if the staff functions as a float or as part of a care team dedicated to 
such functions orf'beti'alf of rrYi:Htiple re·siclents. 

(v) NAs shall include certified nurse aides, aides in training, and medication 
aides/technicians. 

(vi) Caregivers shall include both NF employees (full-time and part-time) and individuals 
under an organization (agency) or individual contract that provide care to the resident 
during the measurement period. 

(vii) To be eligible for Consistent Staff Assig'nment points, a NF must track its performance 
using the tools created by the National Nursing Home Quality Improvement Campaign 
(NNHQIC), and report data to it in a manner consistent with the NNHQIC. A NF must 
also provide permission to the NNHQIC for it to share the facility's performance data with 
TennCare. 

(viii) The performance benchmark for the Consistent Staff Assignment measure shall be 
established in consultation with THCA, and with input from other NF stakeholders, 
including individuals receiving services and their family members and representatives. 
The performance benchmark for rates effective on July 1, 2018, shall be provided to NFs 
and posted on the TennCare website no later than two (2) months prior to the 
implementation of the reimbursement system. The performance benchmark for rates 
effective on July 1, 2019, and July 1, 2020, shall be provided to NFs and posted on the 
TennCare website by May 1 of each year. 

4. · Staff Retention shall be defined as the percentage of specified staff that have been employed 
( or contracted) by the NF for at least one ( 1) year. 

(i) Specified staff shall include only RNs, LPNs, and NAs. 

(ii) RNs shall include registered nurses, RN directors of nursing, and nurses with 
administrative duties. 

(iii) LPNs shall include licensed practical/licensed vocational nurses. 

(iv) NAs shall include certified nurse aides, aides in training, and medication 
aides/technicians. 

(v) Specified staff shall include both NF employees (full-time and part-time) and individuals 
under an organization (agency) or individual contract. Retention of contracted staff shall 
be reported and measured based on the length of service of each staff person, and not 
the length of the contract. For example, if a staffing agency is used, a person shall be 
considered "continuously" contracted only if that staff person has been assigned to and 
working at the facility throughout the course of the twelve (12) month measurement 
period, even if the contract with that organization (agency) has been in place for a longer 
period. 

(vi) Specified staff shall not include staff reimbursed by a resident or his/her family, hospice 
staff, or feeding assistants. 

(vii) Specified staff information at the beginning and end of the measurement period shall be 
provided to TennCare in the required form and format. 

(viii) A NF's performance on the Staff Retention measure shall be calculated by dividing the 
number of specified staff continuously employed (or contracted) by the facility for the 
twelve (12) month measurement period divided by the total number of specified facility 
staff employed at the outset of the twelve (12) month measurement period. 

(ix) The performance benchmark for the Staff Retention measure shall be established in 
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consultation with THCA, and with input from other NF stakeholders, including individuals 
receiving services and their family members and representatives. The performance 
benchmark for rates effective on July 1, 2018, shall be provided to NFs and posted on 

~the'Teriri'Care webs'ite ··no'·I1:1ter" than ··two '(2)· mortth·s -prtorto·the•implementation 'of·the 
reimbursement system. The performance benchmark for rates effective on July 1, 
2019, and July 1, 2020, shall be provided to NFs and posted on the TennCare website 
by May 1 of each year. 

5. Staff Training shall be defined as the percentage of specified staff who complete specified 
training activities. 

(i) For purposes of the NF reimbursement rates effective on July 1, 2018, July 1, 2019, and 
July 1, 2020, the methodology used for calculating a facility's score for the Staff Training 
measure and the performance benchmark for the Staff Training measure shall be 
developed in consultation with THCA, and with input from other NF stakeholders 
including individuals receiving services and their family members and representatives. 
These criteria shall be provided to NFs and posted on the TennCare website no later 
than May 1 of each year. 

(ii) Upon implementation of the Qull TSS comprehensive competency-based workforce 
development training program, specified training activities shall be completion of badges 
based on the CMS-funded core competencies for direct support workforce. 

(d) Clinical Performance shall be valued at ten (10) of the one hundred (100) possible quality 
performance points. 

1. Clinical Performance shall include two (2) separate measures, with each measure valued at 
five (5) of the one hundred (100) possible quality performance points, as follows: 

(i) Antipsychotic Medications shall include two measurements: 

(I) The percentage of long-stay residents who receive an antipsychotic medication 
during the measurement period. 

(II) The percentage of short-stay residents who receive an antipsychotic medication 
during the measurement period but not on their initial assessment. 

(Ill) Long-stay and short-stay residents shall be as defined in Subparagraph (c). 

(IV) Antipsychotic Medications measures shall be calculated consistent with the 
methodology described in the CMS Five Star Nursing Home Quality Rating 
System. 

(ii) Infection Prevention measures shall be calculated based on the rate of urinary tract 
infections among patients consistent with the methodology described in the CMS Five 
Star Nursing Home Quality Rating System. 

2. Performance benchmarks for each of the Clinical Performance measures shall be established 
in consultation with THCA, and with input from other NF stakeholders, including individuals 
receiving services and their family members and representatives. These criteria shall be 
provided to NFs and posted on the TennCare website no later than two (2) months prior to 
implementation of the reimbursement system. 

(e) In addition to the one hundred (100) possible quality performance points that a NF may score in the 
areas described in Subparagraphs (a), (b), (c) and (d) above, a NF may also earn ten (10) bonus 
points for qualifying awards and/or accreditations that evidence the facility's commitment to quality 
improvement processes. Qualifying awards or accreditations must be current in the review period 
and are restricted to the following : 

1. Full participation in the National Nursing Home Quality Improvement Campaign, which must be 
active during the period in which bonus points are sought. 
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2. Membership in Eden Registry, which must be active during the period in which bonus points are 
sought. 

3. Achievement of the Malcolm Baldrige Quality Award. This includes AHCA Award (Bronze, 
Silver, or Gold) and the TN Center for Performance Excellence Award (Level 2, 3, or 4, which 
correspond with the Commitment Award, Achievement Award, and Excellence Award; the Level 
1 Interest Award is specifically excluded from points). Any such award must have been 
achieved within the three (3) years prior to the end of the period in which bonus points are 
sought. 

4. Accreditation by the Commission on Accreditation of Rehabilitation Facilities (CARE). 

5. Accreditation by the Joint Commission. 

(5) A NF shall be eligible to receive the quality-based component of the per diem payment for NF services only 
if it has fully satisfied the following threshold measures: 

(a) The facility must be current on its payment of the NF Assessment Fee. Anytime a facility is more than 
60 days delinquent on its NF Assessment Fee, the quality-based component of the per-diem payment 
for NF services shall be suspended, and the facility shall forfeit any quality-based component of its 
per diem reimbursement rate until such time that the NF is current on its Assessment Fee payments. 

(b) The facility has submitted complete, accurate and timely quality measurement data as required by 
TennCare in order to determine the NF's quality performance. 

1. Except as otherwise specified by TennCare, quality measurement data shall be submitted by 
the NF on an annual basis. Where possible and appropriate, TennCare will utilize existing data 
sources to minimize administrative burden. 

2. The data measurement period shall be January 1 through December 31 of each year, which 
shall be used to inform the quality-based component of the per diem payment for the fiscal year 
beginning July 1 immediately after. 

3. A NF shall not be entitled to a quality-based component of the per diem payment for any NF 
services provided if the facility has not complied with quality performance reporting 
requirements, or if the facility knowingly submits, or causes or allows to be submitted any such 
data used for purposes of setting quality-based rate components that is determined (including 
upon post-payment audit or review) to be inaccurate or incomplete. 

4. Any facility knowingly·submitting false (including inaccurate or incomplete) quality performance 
data for purposes of calculating its Medicaid payment shall be subject to all applicable federal 
and state laws pertaining to the submission of false claims. 

5. For purposes of this subparagraph, the term "knowingly" shall mean that a NF, or any person 
acting on its behalf: (a) has or should have, upon exercise of due diligence, actual knowledge 
of the information; (b) acts in deliberate ignorance of the truth or falsity of the information; or (c) 
acts in reckless disregard of the truth or falsity of the information. No proof of specific intent is 
required. 

(6) Based on quality incentive program scoring a NF will be placed into one of three quality tiers. The quality 
tier cut points may only be updated for the July 1 rate setting of a rebase peri9d. For the July 1, 2018, rate 
effective date, the quality tier cut points will be as follows: 

Quality Tier Cut Point Range 
Quality Tier 1 75 - 100 
Quality Tier 2 50 - 74.99 
Quality Tier 3 0 - 49.99 

(7) A NF's quality tier and quality incentive program score will be established for each July 1 rate setting. The 
quality tier and quality incentive program score will be based on the quality incentive program measurement 
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period for the calendar year period immediately preceding the applicable July 1 rate setting. 

(8) A NFs quality incentive program score is based on the point structure previously described in this rule. As 
quality data· is collected throu·ghoUrthe quanty-·incerilive · program measurement period; 'the'·foltowing score 
weighting wilt be applied to the varying metric collection intervals: 

(a) Quality incentive program scoring metrics that are annual in nature will not be weighted. 

(b) Quality incentive program scoring metrics that are semi-annual in nature will be weighted as follows: 

1. 2/3rd5 weight for the most recent six month period. 

2. 113rd weight for the first six month period. 

(c) Quality incentive program scoring metrics that are quarterly in nature will be weighted as follows: 

1. 50% weight for the fourth quarter of the calendar year. 

2. 25% weight for the third quarter of the calendar year. 

3. 15% weight for the second quarter of the calendar year. 

4. 10% weight for the first quarter of the calendar year. 

(d) For any metric collection period, regardless of collection interval, in which the final period is not the 
highest scoring period, the NF provider's quality incentive program scoring metrics will use the metric 
weighting method below that results in the greatest overall quality incentive program score: 

1. The quality incentive program scoring metric weighting methods previously described in this 
paragraph. 

2. A Quality incentive program scoring metric weighting method that equally weights alt metric 
collection periods, regardless of collection interval. 

(9) Confidentiality of Submitted Quality Information. Any submissions by any facility relating to documentation 
of and participation in the Quality-based Component of the Reimbursement Methodology for Nursing 
Facilities pursuant to Rule .11 shall be confidential and privileged and shall be protected from direct or 
indirect means of discovery, subpoena or admission into evidence in any judicial or administrative 
proceeding. However, nothing in this rule shall not be construed to make immune from discovery or use in 
any judicial or administrative proceeding information, record, or documents that are otherwise available 
from original sources kept in the facility, and would otherwise be available to a litigant through discovered 
requested from the Facility. The confidentiality provisions of this paragraph shall also not apply to any 
judicial or administrative proceeding contesting the determination of TennCare regarding the Facility's 
quality component reimbursement. 

Statutory Authority: T.C.A. §§ 4-5-202, 71-5-105, 71-5-109 and 71-5-1413. 

1200-13-02-.12 Enhanced Respiratory Care Services Add-On Payment. 

( 1) 

(2) 

ERC Reimbursement in a dual certified and licensed SNF/NF shall be made only by TennCare MCOs in 
compliance with this Chapter and rates established by TennCare. 

Each level of ERC Reimbursement shalt be an add-on payment to the NF's established per diem rate. The 
amount of the NF's add-on payment for each of the specified levels of reimbursement shall be based on the 
facility's performance on quality outcome and technology measures pursuant to a methodology established 
by TennCare and set forth in an ERC Operations Manual which shall be provided to NFs and posted on the 
TennCare website. Quality outcome and technology measures, performance benchmarks, and the 
methodology to apply such measures and performance benchmarks to each of the specified levels of ERC 
Reimbursement shall be adjusted no more frequently than annually in order to continuously improve the 
quality of care and quality of life outcomes experienced by individuals receiving ERC in a NF. 
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(3) ERG Reimbursement shall be provided only for services authorized and delivered in a facility operating in 
compliance with conditions of reimbursement for ERG specified in this chapter, and in a bed specifically 
licensed for such purpose, as applicable. A NF shall not be eligible for ERG Reimbursement if it does not 
me·et 'the -con'dmo·ns'for reimburserneht, ·'or 'for any 'ERC ·seniices· provlcJed'in ·excess bf''the·'racility's·trcensed 
capacity to provide such services, regardless of payer source. Because Sub-Acute Tracheal Suctioning 
Reimbursement provides for intensive respiratory intervention during the period immediately following a 
person's liberation from the ventilator, Sub-Acute Tracheal Suctioning Reimbursement shall be provided 
only in a bed specifically licensed for ventilator care. 

Statutory Authority: T.C.A. §§ 4-5-202, 71-5-105, 71-5-109 and 71-5-1413. 

1200-13-02-.13 Appeals Process. Appeals of recoupment or withhold actions shall be filed and conducted 
according to Chapter 1200-13-18. 

Statutory Authority: T.C.A. §§ 4-5-202, 71-5-105, 71-5-109 and 71-5-1413. 

1200-13-02-.14 Audit and Review Authority. TennGare maintains the right to audit or review all aspects of the 
case mix reimbursement system. Findings or adjustments generated from the audit or review may be used to 
adjust current or future NF provider reimbursement rates. The following are common aspects of the case mix 
reimbursement system that are subject to an audit or review process: 

(1) NF provider MDS assessments, end-of-therapy date reconciliation submissions, and associated supporting 
documentation. 

(2) NF Provider quality incentive program add-on payment and supporting documentation. 

(3) ERC services add-on payment and supporting documentation. 

(4) NF provider submitted Medicare and Medicaid cost reports and supporting documentation. 

(5) New NF provider submitted documentation. 

(6) CHOW NF Provider submitted documentation. 

(7) NF provider submitted FRV updates, licensed bed totals, and requests for reappraisal. 

Statutory Authority: T.C.A. §§ 4-5-202, 71-5-105, 71-5-109 and 71-5-1413. 

1200-13-02-.15 Penalties, Adjustments, and Withholding. 

(1) NF providers may be subject to penalties, cost report adjustments, and payment withholdings for: 

(a) Disclaimed Cost Reports. 

(b) Cost Report Delinquent Filing. 

(c) Cost Report Non-Filer. 

(d) Final (Terminating) Cost Report. 

(2) Disclaimed Cost Reports. A provider who has a disclaimed cost report will have its Medicare and Medicaid 
supplemental cost reports adjusted for use in the provider's specific reimbursement rate. These cost report 
adjustments may include, but are not limited to the following: 

(a) Adjusting costs without sufficient documentation to zero. 

(b) Adjusting total resident days to one hundred percent (100%) occupancy, and reconciling Medicaid's 
portion of those days to paid claims records. 
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(c) The direct care spending floor adjustment, as defined in Rule .06, will be calculated utilizing the 
adjusted cost report. 

·• (3) ' CosfRep6rtDelinquenrFiling. 

(a) A cost report will be considered delinquent if an acceptable cost reporting package has not been filed 
within the timelines specified in Rule .05. The NF provider will be subject to a penalty of ten dollars 
($10) per day for each day the NF is not in compliance. 

(b) Should the NF provider file a cost report that is received timely and initially accepted by the 
Comptroller, but upon further review by the Comptroller is determined to not be an acceptable cost 
report, the following will occur: 

1. The Comptroller will provide written notice to the NF provider that an acceptable cost report has 
not been filed. 

2. The NF provider will have thirty (30) days from receipt of the written notice to correct any issues 
noted and file an acceptable cost report. 

3. If the NF provider does not file a corrected acceptable cost report within thirty (30) days of 
notice, it will be subjected to the penalty outlined in this paragraph from the date of the received 
written notice. 

(4) Cost Report Non-Filer. 

(a) A NF provider will be considered a cost report non-filer if its cost report is delinquent as of February 1 
prior to the July 1 rate rebase in which it would have been used regardless if rebase actually occurs. 
A NF provider that is considered a cost report non-filer will have its reimbursement rates adjusted to 
be set equal to the_ lowest rate of any other active NF provider. The rate adjustments will commence 
with the July 1 rate setting following the NF provider obtaining a cost report non-filer status, and 
remain in effect for a minimum of one (1) year. The non-filer reimbursement rate will be determined 
using NF provider reimbursement rates prior to phase-in considerations. Reimbursement rate phase­
in provisions established in Rule .06 are not applicable to the non-filer reimbursement rates. 

(b) TennCare maintains the right to grant a waiver from the application of a portion or all of the rate and 
direct care spending floor adjustments should certain extenuating circumstances exist with the NF 
provider. TennCare must be contacted by the NF provider prior to the initial cost report filing deadline, 
for a waiver to be considered by TennCare. 

(5) Final (Terminating) Cost Report. A NF provider is required to submit a final cost report as defined in Rule 
.05, and will be subject to a withholding of up to ten percent (10%) of the previous owner's final Medicaid 
recipient payments until an acceptable terminating cost report is received by the Comptroller. After receipt 
of the acceptable cost report, whether timely or non-timely, the withholding amount will be released to the 
facility (less any incurred penalties for non-timely filing). 

Statutory Authority: T.C.A. §§ 4-5-202, 71-5-105, 71-5-109, 71-5-130 and 71-5-1413. 

1200-13-02-.16 Bed holds. Effective July 1, 2018, Medicaid bed hold days will no longer be reimbursed . 

Statutory Authority: T.C.A. §§ 4-5-202, 71-5-105, 71-5-109 and 71-5-1413. 

1200-13-02-.17 Other Reimbursement Issues. 

(1) No change of ownership or controlling interest of an existing Medicaid provider, including NFs, can occur 
until monies as may be owed to TennCare or its contractors are provided for. The purchaser shall notify 
TennCare of the purchase at the time of ownership change and is financially liable for the outstanding 
liabilities to TennCare or its contractors for one ( 1) year from the date of purchase or for one ( 1) year 
following TennCare's receipt of the provider's Medicare final notice of program reimbursement, whichever 
is later. The purchaser shall be entitled to use any means available to it by law to secure and recoup 
these funds from the selling entity. In addition, purchasers of NFs are responsible for obtaining an 
accurate accounting and transfer of funds held in trust for Medicaid residents at the time of the change of 
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ownership or controlling interest. 

(2) If TennCare or an MCO has not reimbursed a business for TennCare services provided under the 
,. TeMCarEf Program at 'th~·ume1h'e' ousin'ess-' is''Sbttf; wtren·sach 'an "cimount·ts•ifetermme'd; ·i>enneare-·ar the 

MCO shall be required to reimburse the person owning the business provided such sale included the sale 
of such assets. 

Statutory Authority: T.C.A. §§ 4-5-202, 71-5-105, 71-5-109 and 71-5-1413. 

Rule Chapter 1200-13-01 TennCare Long-Term Care Programs is amended by deleting Rule 1200-13-01-.03 
Nursing Facility (NF) Provider Reimbursement in its entirety and replacing it with the following language: See 
Chapter 1200-13-02. 

Statutory Authority: T.C.A. §§ 4-5-202, 71-5-105 and 71-5-109. 

SS-7037 (September 2017) 
37 

RDA 1693 



I certify that this is an accurate and complete copy of rulemaking hearing rules, lawfull:r: promulgated and adopted 
by the Division of TennCare {board/commission/ other authority) on 03/.2.¢0I SI (mm/dd/yyyy), and is in 
compliance with the provisions of T. C.A. § 4-5-222. 

I further certify the following: 

Notice of Rulemaking Hearing filed with the Department of State on: 12/2917 

Rulemaking Hearing(s) Conducted on: (add more dates). 2/23/18 

Agency/Board/Commission: _ D_iv_is_io_n_ o_f T_e_n_n_C_a_r_e _____________________ _ 

Rule Chapter Number(s): 1200-13-01 and 1200-13-02 

All rulemaking hearing rules provided for herein have been examined by the Attorney General and Reporter of the 
State of Tennessee and are approved as to legality pursuant to the provisions of the Administrative Procedures 
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Public Hearing Comments 

One copy of a document that satisfies TC.A§ 4-5-222 must accompany the filing. 

TennCare received one set of comments in response to this rulemaking. The comments and TennCare's 
responses are summarized below. 

The commenter expressed general support for this rule and for the implementation of a nursing facility 
reimbursement system that encourages the best quality possible for nursing facility residents. The commenter 
also thanked TennCare for the opportunity to provide input into the development of the new reimbursement 
system. The commenter also recommended specific revisions to parts of the rule. TennCare thanked the 
commenter for his support of this initiative, and responded to each specific recommendation. · 

The commenter expressed concern that the definition of "TennCare" in the rule included references to contractors 
and agents, in addition to the state Medicaid agency. In response, TennCare modified the definition in the rule to 
omit any references to contractors or managed care organizations. 

The commenter suggested modifications to the language in the rule describing stakeholders who shall have input 
into the quality component of the nursing facility rule, noting that state statute provides a specific role for the 
Tennessee Health Care Association (THCA). In response, TennCare noted that the process used to establish 
reimbursement is intended to be transparent, and while certain organizations (like THCA) may be specifically 
identified in statute, the intent of the rule is not to restrict the scope of stakeholder participation. TennCare 
declined to make the requested modification to the rule. 

The commenter suggested modifications to language in the rule about the recertification of nursing facility 
providers who had previously been terminated by CMS or the State. Upon review, TennCare determined that the 
language in the rule was accurate. TennCare declined to make the requested modification to the rule. 

The commenter recommended that the applicability of the term "resident" in the rule be modified to clarify that in 
the context of the rule, it refers to residents who are TennCare enrollees. TennCare modified the rule based on 
this comment. 

The commenter suggested that the language in the rule concerning the frequency of submissions related to 
capital improvements be revised from annually to semi-annually. TennCare modified the rule to reflect this 
recommendation. 

The commenter suggested that the rule be revised to clarify that the most current rates (i.e., 2017-2018 rates) will 
be used during the phase-in process. TennCare modified the rule to reflect this recommendation. 

The commenter recommended that a new paragraph be added to the rule to address the reimbursement rates to 
be paid to nursing facilities during a change of ownership ("CHOW") process. TennCare modified the rule to 
include a paragraph on CHOW based on this comment. 

The commenter recommended that language be added to the rule to specify that the initial quality outcome 
measures will be based on the Quality Improvement in Long-Term Services and Supports (Qull TSS) initiative, 
and that these initial measures will be used for three years. TennCare modified the rule based on this 
recommendation. 

The commenter recommended modifications to the language of the rule concerning the role of THCA, as well as 
individuals receiving services and their family members and representatives in providing input on the quality 
performance component of the system. TennCare modified the rule based on this recommendation. 

The commenter suggested various modifications to the satisfaction component of the quality performance system. 
These included suggestions about the weighting of the satisfaction measure; modifying language related to the 
submission of surveys; clarifying that survey instruments will be mutually agreed upon by TennCare and THCA; 
recommending that providers be given 60 days advance notice of the approved instrument; noting that initial 
measures shall be based on those used in Qull TSS and will be used for three years; deleting language related to 
continuous improvement in quality of life outcomes in out years; and deleting language related to the use of 
process measures or other proxy measures. TennCare modified the rule based on these comments. 
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The commenter suggested various modifications to the culture change and quality of life component of the quality 
performance system. These included the use of a short set of uniform questions based on four specific areas, 
with weights recommended for each of the four areas. The commenter objected to the adoption of the 

.. Preferences' fdf Everyday"Uvin~r I nvenlorf-Ntirsin{f l,ome version ''asse·ssment''(PEtf:!Ntf). "'T e'nnCare ·modifietMhe 
rule based on these comments. 

The commenter suggested various modifications to the staffing and staff consistency component of the quality 
performance system. These included suggestions about the weighting of the staffing and staff consistency 
measure; omitting the staff training component from the measure; deleting language about the counting of staff 
assigned to assist one or more residents only with mealtime and/or bathing as caregivers; deleting language that 
includes aides in training and medication aides as nurse aides; and clarifying that nursing facilities are eligible for 
points on this measure if they appropriately track and report their performance. TennCare made some of the 
requested modifications to the rule. TennCare retained the staff training component of the staffing and staff 
consistency measure, noting that· TennCare regards this component as particularly critical given ongoing 
workforce development initiatives in the long-term services and supports field. TennCare also declined to make 
the requested changes related to the counting of "occasional" staff, aides in training, and medication aides, noting 
that the language in the rule is consistent with the National Nursing Home Quality Improvement Campaign . 

The commenter recommended that the infection prevention component of the clinical performance measurement 
system be based on the rate of urinary tract infections. TennCare modified the rule to reflect this suggestion. 

The commenter recommended that a new section be included in the rules that would allow nursing facilities to 
earn additional quality performance points based on qualifying awards and/or accreditations, which represent 
ongoing investments in quality improvement. TennCare modified the rule based on these comments. 

The commenter suggested that a new section be included in the rules that address the confidentiality of 
information submitted in the course of a nursing facility's participation in the quality-based component of the 
reimbursement methodology. TennCare modified the rule to reflect this recommendation. 

The commenter suggested that the rule concerning provider appeals lacked sufficient detail and made various 
recommendations to the appeals rule intended to provide additional detail. Upon review of the comments and the 
rule, TennCare determined that provider appeals should be conducted in accordance with existing provider 
appeals processes as outlined in Rule Chapter 1200-13-18. TennCare modified the rule to reflect this approach. 

The commenter made suggestions concerning the calculations used to determine the Medicaid and Non-Medicaid 
Case Mix Index for Minimum Data Set (MOS) data that has no discernible end date for physical therapy services. 
TennCare modified the rule to reflect this recommendation. 
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Regulatory Flexibility Addendum 

Pursuant to T.C.A. §§ 4-5-401 through 4-5-404, prior to initiating the rule making process, all agencies shall 
·· rontluet·a·Tevrew bfWhethera·prop-osed· rote·'Or'rcrte -affects·smafl•business. 

The rules are not anticipated to have an effect on small businesses. 
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Impact on Local Governments 

Pursuant to T.C.A. §§ 4-5-220 and 4-5-228 "any rule proposed to be promulgated shall state in a simple 
, ' ·creclarat1ve· sentence, without'adtlitiorial commetits"o'ri~ th·e ·ments 'tlt'thef pOlrcy t>f"the "rciles•·orregutatton ,·whether 

the rule or regulation may have a projected impact on local governments." (See Public Chapter Number 1070 
(http://publications.tnsosflles.com/acts/106/pub/pc1070.pdf) of the 2010 Session of the General Assembly) 

The rules are not anticipated to have an impact on local governments. 
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Additional Information Required by Joint Government Operations Committee 

All agencies, upon filing a rule, must also submit the following pursuant to T.C.A. § 4-5-226(i)(1 ). 

(A) A brief summary of the rule and a description of all relevant changes in previous regulations effectuated by 
such rule; 

The purpose of these amendments is to replace the current repealed Rule Chapter 1200-13-02 with a new Rule 
Chapter 1200-13-02 Nursing Facility Provider Reimbursement. The new Rule Chapter 1200-13-02 implement 
an acuity and quality based reimbursement methodology for nursing facility services, as an alternative to the 
current cost-based nursing facility reimbursement system. Rule Chapter 1200-13-01 TennCare Long-Term 
Care Programs is amended by deleting the content of Rule 1200-13-01-.03 Nursing Facility (NF) Provider 
Reimbursement in its entirety and incorporating it into Rule Chapter 1200-13-02. 

(B) A citation to and brief description of any federal law or regulation or any state law or regulation mandating 
promulgation of such rule or establishing guidelines relevant thereto; 

The Rules are lawfully adopted by the Bureau of TennCare in accordance with T.C.A. §§ 4-5-202, 71 -5-105, 71-
5-1 09, 71-5-130 and 71-5-1413. 

(C) Identification of persons, organizations, corporations or governmental entities most directly affected by this 
rule, and whether those persons, organizations, corporations or governmental entities urge adoption or 
rejection of this rule; 

The persons and entities most directly affected by these Rules are TennCare enrollees, providers, Tennessee 
Health Care Association and managed care contractors. The governmental entities most directly affected by 
this rule chapter are the Tennessee Office of the Comptroller of the Treasury and the Division of TennCare, 
Tennessee Department of Finance & Administration. 

(D) Identification of any opinions of the attorney general and reporter or any judicial ruling that directly relates to 
the rule or the necessity to promulgate the rule; 

I These Rules were approved by the Tennessee Attorney General. No additional opinion was given or requested. I 

(E) An estimate of the probable increase or decrease in state and local government revenues and expenditures, 
if any, resulting from the promulgation of this rule, and assumptions and reasoning upon which the estimate 
is based . An agency shall not state that the fiscal impact is minimal if the fiscal impact is more than two 
percent (2%) of the agency's annual budget or five hundred thousand dollars ($500,000), whichever is less; 

The promulgation of these Rules is not anticipated to have an impact on state and local government revenues 
and ex enditures. 

(F) Identification of the appropriate agency representative or representatives, possessing substantial knowledge 
and understanding of the rule; 

I bonna K. Tidwell 
Deputy General Counsel 

(G) Identification of the appropriate agency representative or representatives who will explain the rule at a 
scheduled meeting of the committees; 

/ Donna K. Tidwell 
Deputy General Counsel 

(H) Office address, telephone number, and email address of the agency reJDresentative or representatives who 
will explain the rule at a scheduled meeting of the committees; and 

310 Great Ci rcle Road 
Nashville, TN 37243 
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(615) 507-6852 
donna.tidwell@tn.gov 

· ''{I) • Ariy' Iitldition'ar ii'lform'atidn' relevanrto "thltrale-·propds'e'd 'for·contincration"th'at" the'·committee··reqcrests. 

GW10118044ab(2).dkt(4) 
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RULES 
OF 

TENNESSEE DEPARTMENT OF FINANCE 
AND ADMINISTRATION 

BUREAU OF TENNCARE 

CHAPTER 1200-13-01 
TENNCARELONG~ERMCAREPROGRAMS 

1200-13-01-.03 NblfS~aGiUty (NF) ProviEler-ReimGl:lfSemeAt See Chapter 1200-13-02. 

(a) Rejmbui=semern-ro~ervi~i:e-v-ise€i-te-a-Medi~i§-itl-le-m~er-eflf0lled in the 
TennGar:e-P-r-og ram shGl4>e-Gale~;;ee~4!H>f-taRe-individual -ane 
tRe--leve-~f-sk+lleG--anetGF-feRaei.iita-t+-ve--services reQtJlr-eEl-as--sf)ec•fied in Rule-4200-4d­
~ 

(b) Level 2 or-E-R-haAGe<J-Re.spiralef)'--Gar:e-N,~-bu Fsemem--shal~8--J3FGViGed-enly-fer 
ee4s-t-Rat are certifieG-9-y- eet-A-Me-EiiGaid and Me-Ei~Gafe-fer--th&-pffi\lisieA--e-f----NFISNF­
care,. 

(c) EffeGtf.ve-July 1, 20le,eaGR-level of EnhanGeG-Respfrator:-y--Gar:e-Re-imf>Uf58ment--&RaU 
be an add-tlA-paymeAt-te-tRe-Ni;!s--estatms-hed Level-2--p~iSFFl-fate or the-NA 
eleneleG-per-4iem-fa.te,wAen-estaeliSaRed. The arn01;1~f-tRe-AA2s--adEl on payment-fer 
eaGl=l--ef--tAe-speGi-fieG-le-ve-ls--f>f-reimbursemeH SM-ll---be--baseG-GR----the-Gilit-y!-s 
~ormaAGe-oo-~+ty.-G\¾tGon:ie-ane--teGhool0g.y-measYres--pu-FS1:1ant to a meth0dol0g.y. 
estael~e4-by-+e-n-nGaf&.-Q1:1ali-ty--e1:1tcome-and-teGMolo93/-measures, perfGm:iaAGe 
li>eRcl:lma-Fk-s,ar-1G-t-he-metooE10lo9-y--tG--af)j;)l-y-wGf:l.-m'easufes-aAG-beoohmar-k-s-to-eaGl:Kl-f 
{i:}e....sf)0Gi.fie4- levels 0t--l;flhaflce€1-Respirat-ery Care-R-eiffie1:1-rsement may be-adj1::1-ste4 
Gl:l#ng FY 2016 2017 to-efl.Stlfe--G8fflf)I iaflGe-Wi-tA-the-Af)pfOpr-iatiGns-AGt,P-ooiiG-GAaptef 
~-Ad-no more freQt,Jefltl.y--tAafl-a M ua~reane-r- in-Gr4ei:--t0-Gontifl1:J-01:J-Sl-y--impr:o-ve 
~ual ity of cai:e-a n~i~f- I i f-e-el:l-tGGmes-e-xpe-FiericeG---Gy-in~ 
6-Rhaflced-Re-spfrater:-y--Gafe-iA-a-Nf--c 

tG}-6-Rhanced-Respirator-y-Ga,:e-geifAGYfsemerit----sl::la e~FO¥i-Elee-eruy-foF---S8flJJGeS 
au-ther~d--aA~i-\l8-Fed-in-a---4acil it-y-of)eratin§-l A-GOA'lf)liaRce-wi th condition-s- e.f 
felmbUf58ment-fof-~ancee-R-espirate,=y-Gare--speGUleEl---ifl-th.is-R:l-le,-aoo-in-a-tle€l 
Sf:lecmcal~iceA-se€1---fer--suGA-~r.pese,-as-appliGabl&.-A.-WF-41all---AG-t--be-eli§-iele-ft1r­
eflflaAGeg._g-espirator-y-Gafe--ReifA-bur--sefflen t if it d•08S-flet-meet-tAe-GO-Adioor-1-s-f-er­
i:eimb1:J-rSemeri-t,--ef--f-er-aA3/-~nced~rater:-y--Gafe-service-s--provWe€l-i•~ 
tRe--faGiu~,icer-1-se8-GapaGity--~&-Sl:IGA-Services, regaHlless of payei:-set,lfG&.­

Because Sl:10-AGt,Jte Trachea~GtioR-iA Reim-buFSerneAt-f)mvides-for-ifl.te-n-~ve 
re-spfratery-i A-tePJ$•tjon-4w FiA@-#l&-peFioG-immediatel-y-fel lewing---a--J:)ei:soA!s-li-berati0A 
ffem--tt:le-v8f-l•l:ilato~u-9-Awte-Tfas/:leal---&.wcH0A-ing-Reimewfsern.8f-lt--sl:la~r-oviflee 
onl-y-i-R-a-eee-speGi,Asa~.y4iGeA-SeG-f-0 V8f-lti la ter--car-e~ · 

te:,,___,..,._ ..... .f--st:iaU-ee-eU9ible--fG eMaflWe-Respir-atef,y--GaF~-e1 l'RGUrsemen-t--eA-i~f-tl=ie-faGi.Hty 
ha&-sHGfflitteG-Gem-131et , aGGW-a-te-aAG--t4mel.y-q1:.1ali-t-y-measl,l-f-erReR-t-da-~ired-by­
Terif!Gare-iA-ei:tleHC:Hietef-ffliAe-t-he--t>J,~C:t-Uali~er~Ffflan~ 



2. A NF....'.s-adEi--eA-f)eF-G4e~ayriH~m-fui:--eaGR-SpeGified---level of EnhaRGeti 
Respifateicy-Ga~\.lf.Semen.t-pfev-ises-t-0r-N-F-seFV-iGeS-Sl=lall----be-adfYS-tetl 
based on-tl:le-N-f2~aUty-fi)ei:fGFmanGe-RG-+Rer-e-:ffeG)t1eflt~n-semi-anm1-a~ 

3. A NF sl:lal~-Aot be ential-l~l:lanGe<:'1--R-e-spiratoF-y-.Gare-Reimoof.Sement for afl-y 
NF servi~eeEl-if..-tl:le-fasifity-lclas-Aot---oompli~ality peoofffiaRGe 
i:epGFH-A@-fe€!tJirements, or- it-an3/-S1a1Gl:l-4ata is determined (insludin~otl-pG&t­
~en-t-auei-t-GF-fev~ewt-te-be--iAaGGlalfate--GF-fflGOFR-plet-e:-

4. /\ny facil¼t-y-s1:1-e~lti,n.g-fal6e (insluding inaswrate or -+noomplete) qualit-y 
peFfGl:manGe-eata-fer-pl:Jff')GSes of MeeiGaid-i;>,3-yment--sAall---Ge--&u-lajeGt---to-all 
aJ:}pliGaale-federal---aRd-state--laws-pertainin~~issioA-Gf-false-Glaims-: 

f3) Cone-itions for Reimmi-rsemeA-t-Gt--be-vel~f&. 

fa-)-~st-en-ter- into a pr<:>v+fler---a~eem~H-1:t-tJ:ie--gyraa1:1----t>F;-----1:1-Pon 
impleme-Rta-ti-oo--of..-G-1=1-Gl-~ in the GraR~l;)wisioA;--{}ne-oHRore TennCare MCOs, for 
reimb1a1rsement of-l-e-vc~NF seFV-ise&.-

(b) A Level 1 t>J.F-must be cei:t+fiee-b,y-#le-+ennessee l;)epaftmenk>f-Mealtl:l;--shewing-tRa-Ht 
l:l-as-met the staAd-ards set out-l~ft---442--c 

(s) NFs reimbtlfSed-for--bevel 1 NF servises-par=tiGipatiAg in TennG-are-sh-a~l-ae-teul=l+Aated 
as-a-Te-A-AGa~Ft>-VideF-ikei:HfisatiefK>F-1-i~nGel~F-tRe-a-tat&.-

(d) If the-r-e-siGeAt has resournes-to-apply---towafG--i;3/ffleRt;--if\Gl1:1dfng-Patiei:i-~lda-l:»l~s 
deteF-mifle.G-.Gy OHS, of-.TPL, whiGh may iAGh,1de-LTG--iRSuraAGe-8eRe.fit&,-tt-le-paymefl-t 
for NF serwGeS-Sh-all-ee-tl:le--NF-!s-f>er--<iliem--rate---for the applicable-level of NF­
reimb\.lf.Semen~thorized miffils-the-i:esideflt'-&-available-i:esoo-FGe&.-

fe-)-Payments--foHe&iaents reEjl:liJ:i n9-IBimb1:1J:SemEffit-...-fGr---Leve~ePJiGes--&R-aU---Rot 
~i~sts-ef-ffiarges,wl:liGAeV-ef--ffi-lesS: 

ff}-------Reg-aess-ef..the reimbl:}rsen,ent rate-e-st-abl~sAea-for a Level 1 Ni;.oo-Le-vel-1--NF-may 
sharge-l=eA-AGare-Effi:Gllees-an-amo1:1At--gJ:eateF---tt-1-an-tl:le-amo~eF-4aY-Gharge-t,0 
pR-Vate-payfA§-Patients-fGf-8Ejl:l+V-alent-aGG0ffimGGati0fl-6..-aAd-ser.v-iGe-S: 

~i:s0Aal-lal:lfldry serviGes-if!-a-Level-+-N-F-----sJ:lait-ae-GOR-Siaerea a Gove~se-FV-ise-afl<:i 
irlG~ded in the-peJ:.-cl~t-e:---=r-ennG-ar-e---eRF-Ollees---ma-)'-flt>~e-Gharge€1-fGr--p8f6Gflal 
la-l:loory serviGes. 

{a}-~~tl6t-eru-eHAst pmv~EleF-----a§J:eement-w~tfl-tl:le-Burea1a1, o~GR 
il"Rplemen-tatloA--Gf-Gl=I.GICE£ in the-GF-aRG-9i.visi0A,one-0r--more-TeR-AGaFe-MGO-s,fGF 
J:elmwrseFRent-ef-bevel-2--N~iGeS7 

( b) Level-2-t>J.~e4i&afe4NF-&-an€1-TennGar.e,..NF-s-i:ese-Mn~-reiffiBUJ:seFR•ef!-t-f0r-Level--2 
~ffi)-m1:1st-ae-ooFtifleEl-b-y-.MediGaJ:e,oAOwi-ng-they-hav€--ffiet-the-fe€lera~fiGatioo 
standaros:--A-Fl-y-o tiese-N Fs pa rticipatiRg-in-+en-nGare--&halt--be-teFffii.Aated--as--a 
+eflcnGai:e-pF-O-vider-if-.GerufiGatie1+0F-l-isefl-S1a1re-is-GaAGeled--9~e--State-: 

(G) If tt:te-i:esldent !:las available-f€SGUFGes--t-G-af)J:3i-y-tt)war4ayme , iAGl1aiGIR9-Patient 
biaei.li~y-.as-€leter-mine4-ey-l;)-l=I-S;-ef-TP.L,wt:i iGtHr.la-y-inGlt1tl.e-LTG-in-st1faAGe-90Refiis,tAe 
pay+Renl-fer-NJ;...s0PJ-iGeS-SAal4>e-the-NA--i,ier-die1+1--Fate-fol:..the--appW&aGle-lev~ 
raimb1:1-J:SemeAt-a1:1-tl:!o~-mjn.1,1,s--lfle-residoot:s--ava~laele-i:esourse&.-

2 



(d) If tRe--be-vel 2 NF--(1:1peA-S1:1t>mis-sien-0f a Gest rep0Ft-and-a--Gesk--r-eview-e~m+nat-ien 
ef its cesth-Ras--GGlleGted-GA-a-peF-Giem basis during th~eG-Geveree-b-y--#le-wst 
repe4---aAG---$amiRatieA,m~skeiffib!MSeme~e-be-vel 2 NF shaU 
b9-re€l1:1+reEl-tt>-reimburse-th~tat&-fer-t:hat-paftieA-Of the reimb1JrsemeA-t--GGllestee.-.+n 
~ess-ef..tAe-acwa+--reGer-dee-aA4-exam•ned-cesh 

~afdles-~f..the-reimt>Hr-sement rate establi-s-hetl----fei:--a-be1/el--&-N.f-,A~ 
Gharge--+eimCare-~reUees--ari-ameunt greater thaA-tt-¼e-ameoot-pef----Gay--Ghaf9eG-te 
f:>Fivate pa-y+nttat~ts-feF-0€J1:1+Vale-Rt-aecammodations ane-sefl.LiGe&.. 

(5) Coooitk:m6-feF-EAAaAG94-R,espiratary Care Reimbu-rsemeA-t-:-

(a) The---kev.e~Ate~viGef--agreement 1Nith one-er-mGre-+eAHCare 
MGGs-fGHaJ:!~ion and reimbu-rsemeA-t af ERG in a dual---cei:t#ieG--aflG-liceA-Sed 
NF/SNF. 

1. A TennGar-e--MCO shall, pl-.lr-suaA-t--te-+.C.A. § 71 5 1412, as-ameA-ded,cootfaGt 
with any nllf.Sing-facmty-cfef-tt:le-prev+sian--ef--Med-isaki-N~ces,t>ut--sh-al-l--Aet 
be-GB~gated to reimbllfse-a~r-€AhaflGed-Respiratory Care,. 

~l~fieA--is--§raRted, a TennGafe-MGG-st-lal~ not reimbu-r-se-any NF for 
€-AAanced Respiratei:y-G-are--t-J-A-less-svch NF was-Gan-tractetl-by-t,i:ie-MGG-for 
-e-Rl:1-a-n~rat-ei:y--Ca~mbufsement as et J\:J~-n--MGO-may 
r~u-est an ex~ptien-fr-em-+en-nCare--te-the-moratoAl:lffi--GR-FeimbHfSemeAt-fer 
~ance~iratar-y-Gafe----1:lpGfl-the MCO's--€1eme~eA-Gf....--tAe-AeeG-fer 
a€1Glffien-al-GapaGit-y-eHmf)rn~alli-y-in-t-Ae geograph~rea In whic~ 
located, aml--the NF's compliance-with all applicable conditieflS-of Enhanced 
~irat-ery--Gare-Re+mbu-rsemeA-t--speclf-10G-+n-t-h-~s paragrapA-:-

fb}- ~v• d+ng---€n ha need ResJ'}irator:-y-Gare--sePJ-iGeS-mu-st--ee--Gual-Ger@eG-fer--tt:le 
pH:W+s+0fl-af-Medicare SN.~ -icaid NF seFVices,showi-A~ey have met-tl:\e 
f-eeeral--Gei:tificatien--staooa~Fficipa-ting in the-Tenn Care Pre gram-shall-be 
teFm• nate~li-=r-e-n-AGare-MCO.s as a TennCare-previder if certification er-JiceASure-is 
teffr-1-inated by-GMS-er-t-he-S-tate,. 

tG}~i:ev,id-iAg-Ven-lliater--Wean+n9-0 l:\r-en-iG----1/eFHilator Cara ser:-viGeS--aml-NF-6 
rece•v-i-Rg-shert-term--reim-eur-semeAt--at-tt:le--Soo-Acl:lte-+racheal SustieR+ng rate fGi:--a 
peFSen--wl:i~as-j-u-st been wea-AeG-fr:-om-41:le-ven-tilator, but who still require-s-slc!ert-teFm 
•nteA-Si-v~Pf(atary-mteAJe.Ati0A,--st:lall-meet or exceed the follewiR9-ffii-n+mHm 
standards: 

.... 1-. --+-The-N.J;-shall-eAsur-e-#la-~ed• cal-Gi:rect+0fl-af.-a~t+late~ean+-Ag,Gf\reA-ic 
Veri-t+la-t-er--Care,-ana-Sub--Acu-t~r:-acl:lea~t-ian+ng--seMces is provided by a 
ph-ysician-l-icensed to pract4se-i the-State of Tennes-see-and-boaFG-GertitleGl- in 
p-u-1-monaf)I disease-Gt-Gr+t~cal-Gare medicine as resag~tf:ler-tA-e 
AmBF-ican-@eafd-0f-Med• cal-SpeGia-lties:--ar-Amei:lcan--Osteepathic--Ass00ia8afl,as 
applicable. 

-2.--A-lice-A£ed respirat-e~re-praGti-ti0Aef--a6--Ge-fine4--0y T.C.A. § 63 27 100,st:la-ll 
be-eR--Site-lFHhe eAtilata caF-e-Hni-t-tweA~y-f-aur (24) ABl:lf5-pef----Gfl3/,-S0Vef.l-f7• 
day-s-per-week-t~rev-iee:-

(i) Ventilator care; 
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fiiB---AemiA-istratiGR-ef..aere.~efHGatieAS;-aAG 

(-i-v-}-Qi.a§-AG-stiG-testfAg-a.AG-fRGAitGFifl9-0f me s1,1ppGrt-&ystems-: 

~t:ie-N J;...sf:1.a~yfe-tf:lat--aA-aWFOPfiate i nd+vid1:1allzed POC-is-p,:epai:eG-fGi:-eact:l 
FesideRt-----i:eGei-v-iRg-----Vefl-ttlatGF-WeafliR€J,---Gl=l,FOAiG-VeA,tilateF-Ga,:e,---e~l¾B-AGl:!-te 
Tract:leal Sl:JGtiGAiA9,--+Ae-PGG-SAall-be-<:levek}ped-w-itA-iRpl:it--an~Hisipatioo 
from *e mediGakliFeGtG~f.-tt:le NF's ~Ged-Resp~tei:y CaFe-pi:egram-as 
described in Part 1. 

4 . The NF shan- estai:>l+si:l--admissiGAS--Gfitefia-tG-eASYi:e-tRe---ffieElical-----s-tatmity---Of 
veRtflateKle-pe-Adef}t--FesideRts-f;}fiGF-ID-tf'.aASfei=--t:rem-aR-aGute care so~l=Re 
N~ffil---fAaiA-tafA-docl:lfReA-tatiGA-i:e~ng the clinical evaluatioA------Gf..--eacl:l 
FeSiaeR wJ:le- wHl receive Er:iaAan~piffirory Care for apprnprfateness-Gf 
placemeA~~tRe-taGility-pfiGF-tt>-aGm-iS&iOA~ 

5. End-t:iaal-car:een---di~e-tet-G-00}-or transculaneet1s-mGAit0riA-g--G-f-car-0eA-Gi~tle 
aHd-Gx-yge-A-{tcCG2-}-aRG-GGAti~005-f:)l:llse-Gximetf:y-meast1-i:emeA-t&-sf:lal.l-be 
ava#able-fGF-al+---FeSideAts-r-ecei-wR~A ic Venti latGf-Gare--an~Eled--eased 
eA--the---R-eeds of eacR-fesideR-b---F-er-Fesidents receiving- VeAtilater-WeaRin~ 
S1:1-0-Ac1:Jte-+raGReal-S-uctiGAIR9-,-G0A-ti~Gl¾S-p1:1-ISe oxi metFy-SAal~reviEled, 
aR€i-eRG--tida-l-GarboA--9ie-x~Ele-{e~)--meas1:1i:e-ments--sAaJ.l-..be--pr0\1+€1e9--R8-less 
tMfl-evei:y-foo~el:Jffi;--a~ne ( 1) ho Yr fGllewing--al-l-ve-~ar:amet,er 
chang8S;-----GF-----F----fes-ideAts-FeGei-v-iR§--£1,1b--AGUte-TfacRBa~l:IGtiGA i Ag ' after-all 
tFacheostGmy----tl:ffie--GRaR§es;--tr:aGReGStmny cappiAg trlal&,GHRe-t:1-Se-G-f-spea~iAg 
devices. 

6. An at1dible,reGUAEl-aAt-e-xternal alaffil--S.Y"stem-sMJ.1-..be-GGARecled-to emergeAcy 
pe.wei:--aoolGr-battery--baGk up aAd le~siEle--the-fGGm-Gf.-eaGA--fes.itleA-t--whG 
~ ventilateKl~eRde-At--f0f-tA~1:1-Fpese-eh'.llerting staff-4--Fesieen4--V8fl-t-ilatG-r 
circl¾it-rusGGRAeGtieR-er-VeAtllatar-fail-1:1-ra-:-

~ti-lat-er-eqwpmen-t--faRG-lde-ally phy-si0l09ic monitorifl9-8q1:1ipm-em)-&Rall-be 
oonnested---tG-back--u-p--geReratel'-f:}~ail-eYttetsa 

~\LentilatGr-&--SRall---B9--e€1Uippe€1-witl:l-aeleq1:Jat-e-wGIHr-p---pFGV-iSi0AS;--4RG!tiGi4=1~ 

f~ ntemal-aoolGf..-e-x{eU}al--Gatte~p-systems to pFGv• Gle-a--minim1:1m of 
ei9fl-t-{S}hel:lfS-G4>0weF,-

ti~}---Sl:l-ffici8fl-t--e-m-er§eAGY-G-X.Y!=JeA- Eiel+veicy---Elevices-{h-0:,G0~FeSSed-gas-eF 
eattery operateQ-GQAGen-iratQ% 

fiii) At I east OAe--ft-}--batter:y--Gper:ated-~ctie-A-GeVfoe---a-vai-laele--per-ever:y-ei~ 
~ieents-eA--rAeGRanical--veAtilat~racAees-teA¥,-anfl 

fjv) A m-in-imuffi-Gf-Gne-{ }-pat,ieAt--reaEl-y-back-~-emilatG WAiGR----sAal-1-------t>e 
ava-ilaete-+n-t-he-faGility-at-aU-ti-m~ 

,,._-,.:.J::ie NF shalt--Ge-8fl¼l·i-f>Ped-wiij:i--(;l:J(FeAt venUlatGf..techRel0€3y--te-e.AG0"1-Fa9e---and 
e-AaGl~ml¾m-A=IGGim.y......ar-1d-c0mf~de-aijy--wei9Aii:l~e-s-s-4Aan-fi.f.teeA-----f4-5j 
pOl:IAGS-Wit:A-vai:iOl¾s-ffiQYR-tiAg--t>ptloos-----fer-pettabi-l ity (e.g., wl=leelchaif,bedside 
table, or backpack). 
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10. The faGi+it-y---wa-U-Rav&-aA-emei:gency preparedness-plaA-SpeGi-fic to residems 
FeGeiviR§--EAABBGed Respir-atory-G3re (i.e., VeAtilator IJVeafli~t:lffin-ic 
VentHateF-Gai:e,.-e1=- a.i:i-l:>-Act1te----+r-aGAea~i0n+Rg) wh iGA-Sl:tall-sf)CGifically 
a€1Gress-tetal--p0weF-faHIJfeS-fl06S-Gf-peweF-aRG-€Jenerater+,--as---we+l---as--Ot-her 
emeF9eAc.y-GtfGl:l-ffistance&:-

11 . The-faGi-Uty----&Ra#----1:lave a written t.rainiA~ram, inG11:1diAg--3A--aAAl.lal 
ee-monsti:atie~mpeteAcies,-f0r-all-&taff caring-for residents rece+v;in§ 
ew:iancee-Respk-at0r-y-Gare,{~.Jater-Weaflin9, ChmniG-Ve-ntilator Care,-er 
~l:1-9--Acute Tracheal-Sl:!Gtian-.n§-1;-wh-ict-l-sJ:l.al.l-..l~l:¼El-e-alarm-respoose-,-pGSitien~f.l!iJ 
aAe-traA-Sfer,.s,Gai:&-withln-l-icenst1-Fe-SGOpe,aflG-FCSG1;1e-breathin§. 

{d) A NF con-t-raGtefJ--witR--ane---e mer:e-+eAHCa~en-tUateF-Weamng, 
C-nrooiG--Vef.ltilator Ca re, or--Sl:19-Acute-Trachea~Gtion-if.lg- ReiFAE>l:lrserneAt---mu,st-be 
operatiA9-in-c0mplianGe-W+tl=I--Q8J:)ar-tmeru-ef-Health Rul-e---4200-Qg..oa--:-Q@~)-iA--eroef-te 
be--e+ig+ete-fer-----Vemilater-WeaRing.G~c Ventilater Care, or Sue Acute +r:asheal 
~niAg-.Reimoorsement. IH- adeition, the NF shall-provi-de----attestati.eA-Gf-its 
cempliance--witA-eacR-0f..-t:l:le-~ments specifieG-4n-auepara~p~r-6flall-soom+t 
a-plaA-Gf-Gor:i:eGtio~FGin~w-it--wll-1--acrueve-cempliance witt-l--any---wndi-tioo----r-let 
Gl:lri:&n-t-ly-speGi-f.ieG-4~e-420G-00-00--:-G6(12) no latoF--than January 1, 2017, and shall 
main-tau:H;Gmpl-iance-eA-a-Gantinl:lous basis-thereafter. As of Janwry 1, 2017, a NF 
ml:¾St-be-ei:>eratiAg-+A-Gempliance--with all of the conditiens-speci-f• ee-in-atlbi:>ai:a!iJrapR-tG} 
ifl-Ofder-t0-ee-el-i§•i-Ble-ter-¥en-t+lator I/Veanin9, Chren-iG--Veflti.latef...GaFe,--GF-&Hb--Awte 
+racheal-Sl:lstie~imel:lrsemefl.t.: 

(e) The-standards set forth in Sl:l~ar-agrapA-(c) are not-applicable fur Sesr-etieA 
ManagemeAl-+raGAeal----SHcti0Ain g Reim eu rseme~ewever, the N F---ml:lst--meet 
staneaFGs-specifiee iA Sl:1-s-paragr:aph (f) eelow foF-Secretien-MaRagemeflt Tracheal 
Sl:lctien-ing-ge.imel:l-rse-meAb-

(•f)-----A---N~0n-t.raGte~ne--0r more Tenr-1-Care---MGGs-to-receive-Rly------£eei:&ti0A 
Managemen-t--+raGAea~l:IGtioni~l:lurse-menkhall--meet-GF-exceed the---fGl.lewiA§ 
minimum standards: 

1. A lioe-nse-EI-Fespiratery-care practitioner as dotiAee-by T.C.A. § 63 27 102, shaJI 
1:le-en-site-a-m+A+m-1:1FF1-0f..weekly ta provide; 

f~}----Gll-n-ical--Assessmen-t---ef-each-resigen-t:--receivift9-Sect=et-ian-Mana§emen-t 
+i:act-leal-S1:1ctioAi~fjflcl~rnet-r.y-meaSl:IFemeAts-•, 

(-v-)--GA9GiA§-€-01:1cal:i0A--3AG-traiRing- oA--f)atient-assessment, eqwpmem--a-Ae 
treatment. 

2. The-W-F--s~al+-eflStl•re-t-Aat-aH-af')f:)FOpF-iate-iAGi-lJ.iGl:lalraee-PGC----i-~aree-for:-eaGA 
FeSident rese-i¥i-A§--£ecretieA-MaRagemeAt--TfaGAeal-Stlcti~e--12GG-6Aall 
se-Ge-ve-le13eEl--with iAput an4ar-t-iBi~ti~m--a-liOOA-seG-+eSpiffi-tory care 
prastitioAei:--as-eef.ineG-ey T.C.A-§-e~~e4ica1-€1-ir-ection, inclt14iA§ POC 
eeve-1<,pmen-t:-a nci-oversight-fef"-l')ers0n-s-recei-vi-R9-S1:1-l:l-Acu te Trachea,I-Sl:!GtieA ing 
shaU-be.GGAGl:lGted-i n-accor4ance--wl-th--Sl:l,epara!iJr-aph-fs-}, 
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3. The NF shall-esta&~FR-~ssions criteria --wruGA-meet--tl=le--stafl€l ai:0-Gf-Gare-to 
eRSUfe-t-R-e-FRe€iiGal-6taei,li,ty--ef--i:esiaeA-t&-wRe-wi-U-Fece+ve-S~ion-MaAagerr-ieHt 
Trash ea 1-St:i cti ooiflg-pi:ieF- to tra n sf-ei:-fr:G-f+l-a,n-ac wte ca re-sett.in~e----NkR-all 
fficli-n-taiA-f}r-e-aEI-FfHS&ioA-GeGl:lffleR-tatiGA---ffi§-aFGing- tA-e-GliA-icaHWalwatioA-Gf-.eaGA 
feSidefl~wt-10----Wil+-F-eseiv~ecretion Mana!iJeFRent Tr-acheal---St1ctionm§-f-or­
awr-GPfiat-efless of placemeAt----ifl--tRe-facility.,. 

... 4 __ __,,_p11,1.tse-G:x,imetr-y-Fneasurements sl:laU-b8--flt)-VfEled-a-t-leaskl-aUy-wi,t~t101:¼s 
FRonitGr-in§--available, baseEl-oA--tAe--Aeees- o.f.-eaGJ:l---Fesie~-er:-afl.)4€-SieeAt 
be~§-WeaRee-f-rom the traGReostomy,tfle4ellowing shall be--pr-ovi€le4:-

(i) Continuous p1,11s~4letfy-ffle-Aitering; anEI 

(ii) End tiGa-l-Ga+bon-9i~iEle-(etC02) measuFeFA-eA-ts-at-least-evei:y-fOUF--(4) 
oou-rs-arH,l- witfl,iA--One ( 1) hOOf--fGUowing tracAee-stGITTy.--rube---GhaA-ges, 
trache0st0my---Gappi-ng--trials, or th~ea~fl~ce&:­
+raA-S~neQus (tcC02) shall---AGt-be apprepr-iate--f~efffi-ittent 
monitoring. 

a-5.,.... --11iMechaniGal--a#Way-Glearance Elevices anGfaF-Aeated hi~GW-meleGYlar 
hl11+1-i€lifica.HGF1-Via the tracheost0FAy sl:laU-also----tle-----available-feF-6esretian 
m-aAagemeA-t,-as-a~pi:epf-iate-feF-t-he-neeEl&Ot-easJ:H.e.sia~ 

6,._ _ ____,Q......,x ...... y.g~W4~ent-sha11-----be-GGRn-ecte~aGHHener-atGr--pewe-r-via-cleafly 
marked wall outlets. 

~1:1#iGieA-t-€mef§ency oxygeR-Geiivel¥-9ev-ices (i.e. compF0sseci-9as-GF 
eattery-e-p.er.at-e4--GGAG8fltratoi:sh-,ana 

t-least--ene ( 1) battery operateG-Sl:l-ctiGA-€levise--ava41able-pei:-eve11-0i9-R-t 
(,8.)-r-esiEl-ent&-e.A-FReGAaA-iGal-ventilation-Gi:-witR-a-tracheestem-y. 

... 8.---+T .... he--faGility-&Ral-W:lave an emeF9enGy-fi)FepaFeafl-es&--13laR-Sfileciflc to resiElent-s 
recefv.in~eGFet-iaA-MaAagernent-+racl:leal-$uctian.ifl§-Wh ich sAall specif.icall-y 
af.l€lress--total7')ower-failures (IGss-e~weF-aA€l-§8fler-atoi:).--as-wel-l-as-8t-Rer 
emei:§eAcy-cir-G1::1mstances-, 

g,__ ----1-T .... hc- f.acil-ity-sR-a~ av-e---a--wr-i-tti:afnin~0gr-am,-iflck.Jdin g an aA nu al 
ser.nen.strati~f-.GOmpetencies, foF-all staff caFiR~Gf-l'-esi€1-eflts-FeceAARg 
geGr-etien-Managen:ient---+Facheal---Suc.t-i~icl:l-sl:la~use-alarrn-r~A-se; 
pesit:iGMl§-aAG-1:-r-ansfers, car-e-witf:liA--lieeRSufe-SGOfiJe,-aRG----FeSG1;1e-l:>r-ea~in§-c 

-(g) VVhen a NF esta0Usl:les a "TraGt-leostemy. Unit" 0y-accef}ting TraGReai---Sucijoo~A-g 
ReJ.m.ooi:sen:i~Rsl-u€J.ir-1g~AEI-SeGFeti~ana§emeA-t,fsi:-more than thr-ee 
fJ-}-residefl·ts-G tl:le-same-eay-#le-Jiceflse~ir-at-Gry.---Bare-praetiti0ner-Elescri0ed--fA 
Part-(+)-1-sl:lall-Ge-on--site-a-mi-nimwm-oklail-y--f-eF-assessmeflt, car-e---fficlH8§emen,t,-ari€l 
care-plaAf1.iRg-of-r.esiElent-s--r-ecewiA~G-Reaj..guctiGn~fl§-c 

(-t-l-}--A-NF-wAtraGtetl-witA-ene-GHRGFe-T--eARGaf0-MGGs--te-reeeive-SeGFetiGA-Management 
+racl:lea~cti0RIA9--ReiFRf)Yf.Sement--sl:laU-13rovi€le-att-estatiOfl----Of- its- cern13lia-AGe-W~ 
ea~I-Re--i:eq1:1-iFemeR-ts-spec#ied---iR-Stl-013ar-agr-a13!:i-ff}-er---sl:lalku0ffiit-a-13laF\--Gf 
cor- -ect~oA-Fegaro iR~l:tow-i-t-wHl-aGJ:tieve-cempl~Rce-ne-later---thafl-Jafl uaf-3/-4,-2Q 17-, an€l 
sl:lal-l-rnaiA,taiR-GompliaAGe-Gfl--8-GO-Ati-ffiJei,1-s-easis-t:hereafter. /1.s of ..Jan.1:IBry-~Q4.7-,-a 
N-F-mbl&t---Be---GJ:)er-ati iA--Wmpiiaflce-with- aU-e- A GAdftions-specitieG-iR 
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S-ooparagraf)h (f) in oraei:---te--t,e-elig.itlle-fG~eGFetl~aA-a§emen t Tra~al--S-Yct~onlng 
Reimbursement. 

fit----@igibllityc-fof--and access to ~erv~GeS--93/-lnE11~&--fmm-Guk»--state- is-gevei:ned 
l;}y 4 2 C .F. R. § 4 3 5 .4 03. A-N~shall-not-recf'.l:l+t-+Affiv-iewals-.f:ro~the:i:-states--to-FeBeive 
~aAced RespiFatGJCY-Gaf.8-4A---+eAAe&See. A NF-shall-not- be-ellg,ibk:HQ-FeGeive 
:r-eAAGare reimbl:l.f.6ement-for Enhance4---R-esf'}JFateFy-Gara--seJ'.ViGes-.-fofC--a-fesident 
placeG-by-an0thei:--state--E>f-any-ag8+1cy--act~n~eha+f-Gf-aRother state in makiA§--tAe 
placemem--eeGa~FViGe&-afe-fl-Ot ava ii able in the i nGiviGtla~8+1t--sta~f 
resid8+1Ge,4AGH:JGifl~idents adFRiUee--te-the NF!SNF under the--Med+car-e--Sl«lled 
WYrslng-FaGiHt-y-Gafe--l:;)ene~t-wheR-S1:1Gl+-benefit has been exhausted. The N~l:lall-:t~e 
respon-si&IEHGr-affaR§ifl9, f:)rior to the resident's adn:ifs~on-to-the-fa~l~t3/,--MediGaiti 
reimeu-i:sern8+1t- f-0f-€Aflaflced Respiratory CaFe-Sew~or:n--tt-l&-Me4iGai€1-A§eAc;y-ef 
the-state-whiGA--pl::iced the resid8+1.t--and-w~GR--Will con:in:ienGe--WAen-Gth~ment 
SGUfCes (e.g., Med-isare,pr~vate-pay, tmt-net-+ennCare) have-1:leeR-eXflal:l&te~ 

(a) A Level 1 NF shall-be-Fe+meurseG--Ofl-t-l=le-lowest-ef--tRe-f-ellew~ 

1. 

2. 

Allowable cost; 

,'\llewable charges; 

3c---------~mo1:mt--Fe~i:esenting-the sb~t-y-~fth--(-eath}-peffientile-ef...al~ 
wl:l-icheveHS-lowe~amsipating---+n-#le--hevel---4---edica id NF Prog raffic---ffi 
determining the sixty uffl:l-{-e5~erce-FWle---fef-f')l:lff)GSes--Gf--.tl:l.~sl:l 
prov-iGler'.s-mest-rei:.en-~led-ami-i=ev-ieweGl-sest--FepeFt-&hal 1-ee-i•nfl•ated from tlcte 
~Gl-pofflt-Gf- the--,;,ro\LiGe-FS--Se&t-feperti-Ag-peRGG--tG--tl:le-mie-po~nt--ef--the-State!s 
paymen. 13ei:ie4:--The trendfA~fastor- slcta~l-l:le-G0mplltee--feF-N.f.s--that--M:ve 
Sl¾Elff\ftteG-GGst--r-eports--se.veAR~east-si:x-fet-mGn-ths--ef-program-e.f.')SFatiOA&­
~ Nf-s-#fat-Aave-61:J.Gm#te€1--Gest--Fef:>0Fts-seve~t-least-thi:ee (3) full years-of 
program-paFtieipatiGfl,tl:le-tren~stoF-Sl:l-all--ee-tl:ie-avei:age-c0st-iAGFease-GVef 
the th ree--~f--pei:ioe,l+m#ea-tG-tl=!e--s™n.ty-Uft,i:i-{+5th-)-peraenWe-tr8+1d-mg 
faGteF--Ot.-NFs-part~f)af:iAg--k;r at least--th~ear&c---Negaiive-averages--shall 
be-GGflsidered-eero (0). For--NFs that have-net-sen:ipleted-thFe~ 
l-he-f)Fograrn,t./:10-QH~ea.r-trenflin9-fact-er-shall-tle-t-Re-fi.ffiet~~emile 
,lrenGlifl~aGtG~f--N.~rtiGipatiflg-ifl-the-program for at least thre~eaF& 
Fer NFs th::it--l=lave--fafled-te--Hle-timely--sest-fep~difl§--f.aS:ter--slctall-Be 
zero (O); 

4. An--affitlblRt--r-epresenting the-reime.ufSaele-mst of the sixty fifth (65th) peFGeAt+le 
ef. F--s-or-eeds,-wfl-iGhever--i&-10wer,-f)afticipating in the-NF--bevel 1 Prograr:i:1c- l.n 
fleter:mining l:le-s~xty-fifth (65th,h3ercentile-eeHifl€}--k>F-pUff)GSes- Gf--th~ 
0pei:atin9-00sts--4t>m-eaGh-prov-ideFS-fflest-reGeAtl.y-filed--afl4-feviewed--wst--reper-t 
wil.i-ti~nflateG-f:FGrn-t-he--mie-paint-of-t,1:ie--,;>rev-itieF's-cost reporting periGG-te--t,1::ie 
l:fl•Q--f)SfA,t-Gf-t.t.'le-state!s-f)ay,n:ien.t---pef'.ioGI. The--imlatiGA---faGtGF--SRall- be-a-s 
€1essr:i eed-iA--i;2art--3-,....ab0va-Gapi,lal-relat.ee--co-sts a re riet-subjeGt--t-0--infle-¼lr-i~ 
Gapi.tal-r.elate9--GGsts-ar~i:eperty, Glepr:esiatieA,--aRd---arnor:tizatiG~enses 
ir-islutleGl-i~e.etio•n-F-:4&-afld-F-. 9-Gf-t:l:le-N~t-Ref)ert-FGFflt---AII-Gthef-GGsts, 
iflGludi.Ag-Aen:ie--e#iGe--GGsts-and---managemern-fees, are op~ng--GGst&:-----WG 
iHilatioA--fast-e~--wm--ee--.allowed---fe~r-evitiers---ooWilifl.g-tiFRely cost repe~i;:.Qr 
13rovidei:.s-+n-the-pr:egr-am-less-tl:iaR--thr-ee ( 3) year&,-#te-imlatioo-fa&tGr-shall-ee-t:1:ie 
t•ftiet faGt-RH)e•FGeAH•le-Gf-all0wa0le-i•nflatiOfl-:fasteFS-fGF-fJFGv-iGl8fS-PartisipatiA9-ir-i 
·t:h8-f3FG@r-ar=n--fer--at--least-t-h-ree-f3)--year-s,...........gt1f½}eted--Gest--fe13erts--r-eGe~ve-AG 
inflatioo-ailewanse-;-9r 
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a.-~~tate+issal Year 1997 98, the--01:1~tea-amol:ffit..fei:--L-evel 1 and Level 2 care 
ot-$672,040,00~-ef-S.t~Gal-'teaf--4008-99,tl=le--oodgeted amo1:1nt---fof--.beve1 
4--ana.-Level 2 car~OO~~ssal Year 1999 2000----afld 
StJ BS€tft1Mt--year.s.a------pro~Aal-sl:tare-G~eneitu res Aot te---e.xGeeG-t-he 
ame~l:IG9eted by the State for-N,~reim91:l-FSement. Expendit1:1res shall--ae 
menftefee4R-roo-gJc:tol:l-t--each---year to determine-i-f..r-ate-aej1:1stments are necessai:y 
te-ass1:1f8--tl:tat-ea~n-#le-B~ed-amOOR-t-

6. To assuFe the proper app,licatioo--Gf..~ove, the Comf;)tFGller's Office-sl:laH 
ee-al:l#lorized to adjtlst-pei:-eiem-rates--Yp-eF--doWA-aS-ROGessary-4:H:i-~e--year-, 

7. The anAt1al-NF tax sl:lall-Be-passed thro1:19h as an allowaBle-oost,-t>l:lt---sR8-U-Be 
excltldeG-fGHW-$ese&-0-k:Gmf;>utiAg-#le---iA-flation-aUewaAGO-aflG-Geskootainment 
incentiv.e-:-Toe--N-F-ta-~l:tal-l-oot---be-sl:lbj-eGt--tG-tl:ie-sooy-f:i.ftR-{65tJ:B-pefGefltile-liFAits 
l:wt-is--wbject-to-tl:ie--l+mit-specified in R 1:1-l~Jfej~ 

8. If tl:le--re&feeAt-Aas-ne--av.a-ilable reso1:1rces to ap~ward---payment,tRe-MOGiGaid 
paymenHS-tAe--lewei=--of-per diem cost, c~es,er--the-sooy..fil~tA-}--percentile 
of all s1:1ch---N-Fs---Gr--beds participatiflg in the Mooisaid----P-fegfam,whichev.efi&-les&:­
Cost is €1etermine4-oo--a-faGUfty-by--faGitit-y-easiS:-

9. The-GOst report-Blasing date--:f-or determination-Gf-the--Level 1 sixty--fi:Ul:l-~ 
~ercentile shail-be the first-werking day of....t-Re-month precooJng-the-mon,tA-ifl 
WA-~-ti:le-recom~ted sixty fifth (6ati=lj- peFGentile is effective. All clean-GOSt 
~oFts-feceived by the Comptffiller's Office-on-oF-Gefore-#le-Glosrng-0ate sl:lall ee 
inslt1tletWFHhe-determination of the sixty fifth (6atfij-percentHe-cei~n§-:---A-Gleari 
cost report-is--one 1:1pon which rates may-ee--set-witho1:1t--adGi-t~onal-GomFFH.,1n,isa,tion 
u:om-U:ie-pFGvider. Home office cost reports n:iust-be-filed--before an-Y4Adiv-iooal 
NF-GosHep0rts incl1:1ded in a cha~A-GaA-B~F0GesseG;-

(-b-}-G0sts-feH>i:1ppUes--and--other iten:is billetl;-+n,clt:JdiAg-any NF staff reql.fireG-to--OeliveHAe 
ser:v-ice,wl:J.iGh---are-emed-t0--Med-iGarrt B on beRa#-Gf..aU-patients n:i 1:1St-ee-+nGh,1ded 
a-s--a-i:OG-1:1GtiGA--te--feimb1:1fSable expen,ses-+A Section-G-Gf.the NF cost--repGrt-

{G-)--OA~eHlferrH-ate is determined from a cleai:Hlest report, tJ:le-rate-will-no~ 
cl:laAge0-1,1,ntH-the--next-Geiling redeterminatien-except-fer-a1:1dit----adjt1£tment6,-GGi:reGH0n 
of.e.r.l:ors,er-termination of a eoogeted rate, or:-as-necessaf}'----tG-Gompl;i-w~~~Q.. 
13 01 ,03(6)(a)5. 

(7) Rcim@l:I-FSement-Metflod0l0gy for Level 2 Care. 

1. Allov,,able costs; 

2. Allowable charges; 

,;},-- Hf\-aFAOl:I-A-t-fepresennr:ig--#le-reirnewrsaele-GOs~f,..tAe-sfX.t.y..filth-f6alh-}--peFGOAtile 
of..al-l-sueh NFs or--beds,wfl-ist-lever-is-10W0f;-paftiGipatin~n-the--Lev~ed.iGaiG 
N,i;_f>---FOQfom. In deternlin-ing-tA~ty-fifth---(6atht-f)BFGeAtile-foF--ptH'-poses-of---th.is 
part,ea~r.ev.ideFS--mest--FeGentl.y.-#lea--and--fev.iewed-Gost-report-si:tail-t)e-4Flf-lated 
fro~oiAklf..tAe-prov-ieeAr-Gost-feportintterioG-to-tl=le-mi0-poiHl-ef..t:t-le 
81.1-i:ea~ayment perio4---+Ae-tfeAding---factor shall-ee--s0mpl:l-ted-toF-N-Fs-t-Rat 
l:la-Ve-Sl:I-Gffiitted---Gost-report6-Gevefiflg---at--lea&-six (6) montfl&-of..-t>r-09 ram 
013erali0n . ~r-NFs--that-Aa-ve-soomittetl-Bost-FepoFts--Gevering-a. least-t-Rr-ee--(-d-) 

8 



fuU-year:s---e-f-pFGgfa-Ffl-f)aFt-iGif:}atioo,tRe-tfef\G-iAg--faet~aJl.-oe--tRe-average-GGst 
i-RG!'.eaS~ver-the-ti=l~eaF----peFieG,--li-FRited to the seventy fifth (75tR-) 
peH.entile-trending factGF---0-f--N.J;.s-7 :)cHtiGipating-feF--at-ffiast three (3) years. 
Neg-ative-avei:ages-shall-be consieerod zero (0) . For----N-Fs-that-----Rave-r10t 
semplet-ed----t-hree-f3t--fl:lil-years in tJ:le.-program.,..4Re-ene (1) year tren-dm~Gt,er­
shal1--ee--t-he----fiffiet-h-fa0t-AttefGentlie--tr-eRe~n9-f.aGtGF-ef-NFs participatin€riA--tl:}e 
pfG9rafA-fef-at-least three (3) years. ~r NFs that ha¥e--fai.lee-tG-ffle-timely--Gest 
Fef:}Orts,the-tr-eAtll-ni-factGF-Shall--be-zere-(.Qf, 

4. A pFOSf:}9Gtive-am01:1A-t-fepi:esentiR§--th~e\:lf6able cost of-tl=l0-Sf.x-ty-fiAA--(-e5t-h) 
pefGeAt+l0-tlf-...N.Fs-GF-beds,-whiGl::lev.eHS-lower, pa rticipatiR!t41HRe-Nf-bev.el-2 
.P.rogram. In detefffi~e-sooy-iitth-~tl=l) percentile--GeUl-ng-f,ef--fll:lfpGSe&-tl-f 
this--pa~i:>eratin9-Gosts from eaGh---provider's m0sHSGentl~Jea--aAd--Fev-iew-ee 
cost report-wi~atee-from the midpoint of th8--f)FOV-iae~s cost reperting. 
f)eFietl-to----the---mid--point-Gf...t.he-B~ayme~ef.ie4----+Re-ifl#a-tion--faGt{;)F-ShaU 
ee-as-deSGfibed in Pa~beve. Capital-relate4--Gests-are net subjeGt--te 
in~ing-:-Gperati-ng-an€1-Gaf')Hal-r-elated costs are-a~ci-fcied-on-W.ofksheet-B-ef 
the-Medicare SN-kest--report--f~ete4-cost reports receive-AG-fr+flation 
allmvance; er 

5. For State Fiscal-¥eaF-499+ 98, the budgeteG-amel:lnt-for-bev-el-1-ane Le1Jel 2 care 
ef...$672,040,0QQ,-Fer-State Fiscal-¥eaF-49-98-9~e-eueget.ed-amGUAt--f~I 
HAG- Level 2 car~~tate-FiscaJ-¥.ear-1--900-200G-aAd 
St:JDsequent year~l')OftiGna+-sAaFe--t,~endiruf86-Flet--to-e-~eEl-the 
ame~€l-geted---by the St-ate for N,~im-91:lfSeFflent. Expensitures shall-1:le 
m0Ritered--tRFougt:loot--each year to eetermin0-4f-rate-aGjtls-tments-are necessary 
te-assl:lre that eaGMOC is witt:lin the bue99tee-amou"*-

6:--------+e--assl:l-re-the---propei:-appHe-ation of Part-a~abe>Je, the Comptrolle-r:s-..Gffice--&Aall 
0e---atl-therizee te adfust-per-Giem-rates-~r-tl0WR-aS---Resessary-Gt:I-Fin~e-year:-

~--Ae--GOSHeport-Gl0sin~ate fer deteFFAfAatio~f--the-1=Ewel-+-sooy--HftA--t@ath-) 
peFCentile shall be-tt:le-f.l.l:.~f!e-mo~he----R:IGA-tl=l-in­
WRiGh-the-FeGempl:.ltee sixty fif~th)--percen#le--is effective. AII-GleaR-CGst 
i:ep0rts-FeGei-ve4--y-.tl=le-Gemp~ler'.s-Q.ftice-oA-QHlefore-the-Glosing-dat,e...s.l:\al-l-ee 
iRcluoee ln tl=le dete-Fff'.Hnation of the sixty fiftt:l (65tA}--percentile . A clean-Gest 
repert--is-one-upon---wl=llGA-Fates-ma-y-Ge-set-witl:l01:H-aetli-tion-al--BGmmt1-ni-Gati0A-fr-em 
th8-f:}rov-itleF;----Flome-f}ffice cest reports must -ee-filee-before--aFl3/-4AEl-i>.tidt1al-N.i; 
cost-r-eports include44~haln can be-proGeSSe4:-

+l=le-aoo!IBI-NF tax shall-b8-f:}assed-tl:}roug.h--a&--aA-allowabJe--cost.--91:H--Sl:i~l-0e 
~ueee-foi:-purf)oses-€>f-.Gomputing the-+n-fiation--allowanGe-aRtl-GOst--GGAtc»nm.ent 
inceAtiv,0-;---+Ae-N~x-sl:}all--net--13e-sooject--te-the-si~.ty-fi#h-{~h-)-pefGentile-Um+ts 
but-is-sl:1-bject te tl=le-Hm+t-speGi.fieG-i-A-Ru-le-1-2-0~00fA{a-}&.-

- - 0c-,nce-a-peHl ierR-Fate-is-Getermin-eG-f.rom--a--cleaA-Gost-+eport,tl:le-ra.te-sRaH-no~e 
CAanged-uAti!--the-ne->d- ceiling redeteFR-tin-ati0R--e-xcept-f.or-a1:1Gi+-aejtfstments, 
Gerrect4oA-ef...erroi:s,er terminati0n-Gf...a-b1:1Ggeted rate, m-as-Recessar-y-te-GGmply 
with-Rtlle-1-20~(a)5-: 

~f-the--resideA-t-l=las-A~ilable--resol:lfGes--tG-apply-towai:d-paymeA•t;--#le-MeG-iGaie 
f')aYFFlent-i-s-the-l0weF-0f-per--G-iem-cost,chafge-S,eF-tfle-six-t-y-f~~th-}i3ercen-tile 
ef-.bed-s-er--t>J.F-5,-WRlchevef-+S-lower,participatin§--iA-tfle-MedicaiGi--12r-egr~ost 
is-Getermined on a faeilily by faGil-it-y...bas~&.-
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fb}----Medicare Part B charges,i-AGlwiA!}-aA-Y--f-ac»ity staff reqyi-i:eG-te-eelivef--tl:le-serv-ise,ara 
Aoo-a-1-lewa~le in calculat-iflg-Me4iGaie-bevel 2 NF--FefffiBuFSeffieAf,. 

~--eARa-AGed---Respirarory Care Reim burse~A-a-tl-uakei=@ed--aAG--JslGeASed NF/SN F shajgie 
made-eAJ.y----by-+ennGare-MGGs-+A-aGOOFGaAGe-With this C haptef:-aA4-Fates-establlSheel--ey-tl'le 
Bureau~Gti-v~GA level-ef-e-ARanGeG-Resph=ateFy-Ga~m01:ff-seme-At. 
sl=laU--be--aA-ad4-e~a-yment to the NF's establisl=lee--be-vel---2-p0f-diem-rate-GF---th~ 
blen€led--peHl.a~n establishe€l. The-ameunt--ef----the N F's add-GA--payment--fer-eaGl=l 
0HR8---sf)eGifie4-levels--Gf--Fe~ufSement--SRaU---be---aased on the faGni¥&--PeFformance on 
qllality outGGme--and technolegy---measui:es-pUFsuaA-t-to a FRethoeology establisheG-Gy. 
Te-AnGare. Quality-Gl:!tGGFAe-af!G-technGlog-y--m~r-mance benehmarks, ane-ti:le 
met-1::iooGle§Y-tG---appl-y-sYGA-Flleasures and----benc-1::imarks to oach-Gf--t-Ae-spesmeG-le-vel&-Gf 
enh-an-coe-Resf')ifatary Ca re Rei mbl.l-fSement may -0e-a€1j-t:Jstee-et1-Ffn~~-e 
en-SYr.e-oompliance with the----Apµrepriati-en&-AGt,14lbUc-G~tef--'7-a8,---aAEI-Ao-mei:e-fFeEtUeAtl.y 
than annually thereafter in oraer-tG-Gen-GAueusly-improve the quality of car=e-ane-quali:t-y--e~ife 
au.tseFF-1es-experienced by irn#Viduals receivi-n~AGeG-RespiFatef.y-Gai:e-1-~ 

~eG--Re-lds. A Level 1 NHtlffi~ be reimb1:1:i:see-foi=-a--Fe-SfGeA•~e4-lA-----the NF duFing---#1-e 
resident's temperai=y-absense-fr-em-tAe NF as fo!IGws; 

(a) Reimbui:semeA-t-shall-be made for up-to a tetal---ef-ten ( 10) day-s--per State fiscal-----yeaf 
wl=H-le---tAe-res-ieent-i&-Aesp.tal~~r:--aosent frem the N-F-en-the-r-a-peutis--leave. The 
f-0lle-win:g...c0ndiooA-s-Al1:1-st-ee-met-+R-aFGeF-tor=-a--seEl-h&le-r-eimeu.F-seFAeAt:-tG-be--m-aee;. 

+1.,--T+he-i:esieMt-ifltends to return to t~N-f.:. 

(i) EaGh-pefi0Gl--ef-Ros~ital~oFH5-Phy.sieian-eFder.ea--aFH:l-sG-GecumenteG-in 
tf:l0-f0SiGeRt!-s-me0isal-FeGGF€l-iA-#!e-N.f.;--and 

3. Therapeut~G--leave- Gay&,--WR~e-re-sieen-t-is- absent-fFGm-the NF OA---a 

t-l=iefapelHiG-RGme-vi-sit-ef.--O#le-Hf:l~ese-Aee,aFe-pr.Q.V•iGed----plalfSl:f.ant-to-a 
physician's order. 

4. At least-eig.ht.y-fi-Ve-~fi.g.w0j-f}f-all--etflef---Geds In the---NHre occupieG-at----the 
-time--ef---tR0---RG&pital-aGlm~ssien-eF--theral")eutis-aeseR68:--An-ecGl¾pied oed is one 
tl:la is-aswal+y--beiA9--YSee by a resieent,-gees-eeiAg--hele--foi"--'Othef--FeSfeents 
w-lli le-they-ai:e--1:lGSl")ftali-i!od or athePNise-abseAt---from--tl'le----faGili ty a re Rot 
c0i:isider~e--eSG1:1-pied-Ged-s--foF--pl:f.fpe-ses--0f this calculation. Computatien-s 
ok>GGU-pans-y-persent~w41+-ee-FGl:f.fleee-tG-tl:le--neaFeSt-percentage-poir:1t.,. 

fGt-----N.f.s-st:lall-AGt-Ge--fe+m9UF-See-fGi"--'hGld-ing-a-beG-49f-a---PefSGA--F0GeWffig-l-eVel 2 NF or 
€AJ:l.aAGe~i:ate,:y-Gare rei m-13u-rseFflen-t-4uring...rus tern para ry-aoseAGe--frem--tfle-N.f.:. 

(a) NG--GJ:.laAge---f>f-GWflefSR~~kOAiF-elliAg-iF\ter-es-t--e.f--an---ezjstiAg---MedjGaiG--prGViEle-F-; 
ir-icludi-tig N Fs, ca A-GGGU-F-U-A-ti-1-ma.nies-as--may-ee-awed to the-Bureabl---Or-its--GeAtr-aster-s 
aFe-f)F0¥idee-f.GF,-i::-l:ie-p1:1-FGA-aser-st-lall-fl.etify-tl'le Bureau of the pu-FGAaSe-a-t-t:he-tiffie--Gf 
OWAeFShi~hange-aA€1--i-s-tiA~GiaH-y-llable--f0F--tfle-o1.1tstaAOOg--liaOi@es--te-t-he-@1,1rea1:1-er 
it-s--GOflti:ast.eF&-f-eF--GAe-(4-)-yeaHFOm h e-flate--ef-J}UfG.Aa-Se----eF--feF-O-Re---f4-year-f.ell 0w4Ag 
t-lle-Bui:eau's receipt-Gf-tRe-f)Fa-Vifler..'..s-Meeisar-e--fiRal--notice of progFaFA--Feimbu-r-semeA-t, 
WAiGl=le-v0f--is--la-teF-,----+-A~U.FGhaser-sha+k>e-e-A-ti-tleEl-to--use-aF\.y-mea-A&aVailable-t0---lt--b-y 
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law-te-seGlalfe-a-A~ese-f.1:1-Ad&--ffeffl-tRe-selliflg-emit-y-,-lfl-aGGJ.tioo-.----plclfGl:las~f 
NM-are responswle-feF-GbtainiR§-c!A-aGGUFa•te-aGGGlalA-Mg-aRd transfeF-Gf--il:lflG&-RBIEHA 
tr-ust--fer-MeaiGafG--feSkients at the-time-ef---tl:le-GAa-A9e-eH3WfleFSR-ijH;>F-GOr:ltfolkfl~ 
interest. 

fGj If the Bureau-er--a-n--MGG-Aas--Rot--Feiffi~l:lSiAess fer TenRCare-ser:viGes 
pr-0vided undef-tRe-+eooCare Pfo~ffl--at--tl:le time the-el:lSi-ness is sols,wl:l-en such an 
a mount is detei:ffiiAed,--tl:le-B1:1feau-Gf-tl:le--MGG-----sAall---be-reEjYireG---tt>-re+mbu rse the 
-peFSOR-GWfllR9-t-Ae-bl:l6-iA-e-S&-f=)ffiViGeG-Sl:IBR--Sale-mGl1,1d.ed-t-Ae-sale-Gf-s1:1sl=t--asset& 

(G) When a prevideF--Wa6--0Fig.iflaUttaia---witRin a retr-0spectiaVe-pa-y.men-t---system-t-Aat--is 
sy.lajeGt-t~J.af-aElj,ustments anG--tJ:le-f)roviEl~Yt-96-41:le-proposea--aejust-meAt 
astloR;-tRe--pFSViEief-.m1:1st--file--wit-h--tl=l~tate-flet later tl:laA-tA4ft.y-faQt-Gays--after receipt-et 
ti:le-AGtise-iAfe~vieef-Of-t:l:le-pi:oposeEl-aEljustmeRt--awon, a reEj ues.t--f-er 
Aearifl~e-pfG'liGeFS-fi§-l=lt--te-a-ReaFing.-sl=lal+-be-€1eemed waived if a hearin~et 
~1:1estee--w.tJ:l.iA--t-twty-f30) days af.teHeGeil:)t-4-ti=le-Retise,. 

GW10118075redline 
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